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ABSTRACT 

LINDA MARIE GREGOIRE 

BARRIERS TO TREATMENT FOR WOMEN AGED 18 TO 45 

WITH URINARY INCONTINENCE 

MAY 2010 

The purposes of this study were to explore the challenges faced by women aged 

18 to 45 with urinary incontinence (UI) and to determine why they do not seek treatment. 

A qualitative approach was used to describe life experiences of young women suffering 

with UL Five participants completed individual interviews. Their transcripts were coded 

and sorted using qualitative software. Commonalities were found among the participants 

and revealed several barriers to treatment for young women with UI: self management, 

negative views of medication or surgery, symptoms not perceived as severe, acceptance 

of symptoms, difficulty disclosing symptoms to their physician, and physicians not 

asking about UI problems. Even when UI negatively impacted their quality of life, young 

women were reluctant to seek treatment. The data obtained from this study can serve as a 

"voice" for these women and provide physical therapists with information to expand 

clinical programs and better serve this population. 
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CHAPTER I 

INTRODUCTION 

Mistakenly viewed as a condition exclusive to older adults, urinary incontinence 

also impacts the lives of many young women. The prevalence of urinary incontinence 

(UI) in young women varies from 8% to 55% in the literature. 1
-
5 Outpatient treatment

rates for women aged 18 to 44 are reported as low as 0.3% to 2.5%.6 A comparison of UI

prevalence to outpatient treatment rates suggests that a significant number of young 

women do not seek conservative UI management. The life experiences of young women 

need to be explored to better understand low UI treatment rates. To date, limited 

qualitative data is available regarding treatment barriers faced by young women with UL 

Numerous studies have examined barriers to UI treatment faced by middle-aged 

to older adults. Dugan et al. looked at why older adults do not discuss UI with their 

primary care physicians. 7 Through a randomized, prospective contro1led trial of adults 49

to 60 years old, the researchers found that nearly 70% of participants failed to initiate a 

discussion about UI with their healthcare provider. The two main reasons patients did not 

seek help were "the perception that UI was not a big problem (45%) and was a normal 

part of aging ( l 9% ). " Even adults with an average of 1. 7 episodes of UI per day did not 

perceive UI as an "abnormal or a serious medical condition." Kinchen et al. found a 

similar trend when studying factors associated with women's decisions to seek UI 

treatment. 8 The researchers conducted a two-stage, cross sectional survey of 1970 women 
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with UI (mean age 53.9 years) and found that only 38% had initiated a conversation 

about UI with their physician. 

In addition to difficulty discussing UI with their physician, self-management 

techniques were also identified as barriers to treatment for older adults. Horrocks et al. 

conducted a qualitative study with 20 participants between the ages 66 and 94 years old 

who had not yet elected UI treatment through community continence services. 9 The 

authors found that participants adapted to chronic UI by increasing urination frequency, 

following a strict daily routine, altering medication regimens, and imposing restrictions 

on clothing type/color, number of drinks, and social activities. These self-management 

techniques enabled the participants to contain their UI symptoms even at the cost of 

adverse psychological, social, and health consequences. Horrocks et al. also found that 

participants believed that UI was a natural, inevitable part of aging and that healthcare 

providers sometimes confirmed this belief in their attitudes and explanation of cause. 

A similar belief that UI is a natural, inevitable consequence of childbirth might 

exist for young women with UL However, many women experience UI in very early 

adulthood, and often times, prior to pregnancy. Researchers in Iceland studied the 

prevalence of UI in female college students aged 16 to 19 years old. 3 Of the 294 students 

interviewed, the researchers found that approximately 32% of the women reported 

incontinence 4 weeks prior to the study with 11 % having incontinent episodes at least 

twice per week. In their prospective study of 949 Canadian women (mean age of 29.8 

years old), Eason et al. found that 15.4% of nulliparous women were incontinent before 
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becoming pregnant. 10 Therefore, many young women are suffering with U I symptoms

well before pregnancy becomes a factor. 

Pregnancy is a life experience shared by many young women. Current research 

does indicate an association between UI and pregnancy. Burgio et al. studied the 

prevalence of UI in 523 women (mean age 28.6 years) during pregnancy and in the 12 

month postpartum period.11 The researchers found that during the index pregnancy, UI

approached 60% and then dropped to 11.36% at 6 weeks postpartum and 13.25% at 12 

months postpartum. Other studies support the prevalence of UI reported by Burgio et al. 

and extend the association of pregnancy with UI up to 12 years postpartum.10
-
12 

Some researchers think that the prevalence of UI among young women might be 

overestimated. In a article about UI prevalence, Nitti refers to a 1995 thesis where 

Sandvik reviewed 11 studies comprised of a mixed population of females with UI from a 

variety of causes.13 Sandvik found a 10% prevalence of UI in females aged 15 tol9

increasing to 18% in females aged 20 to 24. Nitti concluded that the results for these age 

categories seemed "a bit high when one considers the number of young women who 

actually seek treatment for incontinence." However, if barriers to UI treatment 

experienced by older populations7
-
9

' 
14-16 

also exist for younger women, one might arrive

at a different conclusion than Nitti: the low treatment numbers indicate a low treatment-

seeking rate, not an overestimation of prevalence. 

Indeed, two studies confirmed the scenario of low treatment-seeking rates for 

young women. Peyrat et al. studied the prevalence of UI in 1700 female hospital workers 

including women from all levels of employment (physicians to nurse aides). 
17 

The
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researchers found a UI prevalence of 6.0% to 18.2% for women 20 to 39 years old who 

had easy access to medical resources. Litwin and Saigal used Veterans Health 

Administration (VA) data to estimate outpatient utilization for UI among female veterans 

who sought care through the VA system.6 The researchers found that 3.8% of all women 

who received outpatient services in 2001 had UI as part of their diagnosis. Yet in the 18 

to 24 year old age range, the treatment rate was only 0.4%, increasing to 0.9% among 

women aged 25 to 34 and 2.5% among women aged 35 to 44. The researchers found a 

marked increase in medically recognized UI in the 25 to 34 year old range. These two 

studies indicate that a population of young women with UI does exist; however, the 

treatment-seeking rates appear to be low. 

Since untreated UI typically does not spontaneously resolve and might become 

worse during or following pregnancy, 11' 12 young women with untreated UI could

potentially suffer for decades. To fully understand the potential impact on a woman's life, 

two facts must be considered. First, the National Center for Health Statistics reported 

that in 2004, women aged 25 to 29 had the highest birth rates (115 .5 per 1,000 women) in 

the United States. 18 Second, the US Department of Health and Human Services reported 

that in 2002, the life expectancy for females in the United States was 79.9 years. 19 Based

on this information, if a woman develops postpartum UI at age 27 and continues to 

experience symptoms until her probable death at 80 years of age, she will suffer with UI 

for 53 years. Beyond the estimated financial burden of $900 per year for routine 

maintenance of severe UI,20 a woman's quality of life can be profoundly affected by 

activity avoidance5
' 

9
• 
21 and an increased likelihood of depression. 16

• 
22

• 
23 
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Physical therapists specializing in women's heath are concerned about all women 

suffering with UI, regardless of age. However, if the value of early treatment holds true 

for UI, as with other diseases and disorders, then gaining a clear understanding of 

treatment barriers experienced by young women might have a profound impact on the 

lives of women throughout their life span. Women's health physical therapy offers 

conservative management of UI including exercise, body mechanics training, 

electromyography, and electrical stimulation to improve pelvic floor support and 

decrease bladder symptoms. Yet these treatments cannot be effective if women with UI 

do not seek treatment. 

Statement of the Problem 

The literature indicates that numerous young women suffer from UI before, 

during, and after pregnancy which puts them at risk for continued UI or recurring UI later 

in life.11
• 
12 Physical therapists specializing in women's health offer conservative

treatment for UI, however, the treatment-seeking rates for young women are low.6

Relatively little qualitative data is available to explain why young women with UI do not 

seek treatment. More information is needed to identify possible unmet needs or treatment 

barriers for this population. 

Purposes of the Study 

The purposes of this study were to explore the challenges faced by young women 

with UI and to determine why these women do not seek treatment. A qualitative 

approach was used to describe the life experiences of young women suffering with UI. 

The data obtained from this study can serve as a "voice" for these women and provide 
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physical therapists with information to expand clinical programs and better serve this 

population. 

Research Questions 

The following research questions were proposed to further understand the 

experiences of young women with UI and potential barriers to treatment. 

1. What are the commonalities among young women with UI in terms ofUI

symptoms, knowledge, personal experience, and management?

2. Do these commonalities identify barriers contributing to low treatment-seeking

rates among young women with UI?

Definitions 

In this study, the target population was young adult women with UI. The 

following definitions are relevant to this study. 

No precise definition exists for young adulthood since phases of life are not only 

defined chronologically, but socially and culturally as well. Based on his 1978 study of 

men, Daniel Levinson created a framework for adult development, later extending the 

research to include women. 24 Levinson found that during the Era of Early Adulthood, 

defined as age 17 to 45, a woman began to "step out" and explore the world. 
25 She 

started having a family and pursuing her dreams. As she matured through the era, a 

woman might identify flaws in her life and begin to re-evaluate. The era is defined by 

concentration on family and community and striving to achieve dreams. In the final 

stages of the era, a woman might start to question life or encounter crisis. For the purpose 

of this study, Levison' s Era of Early Adulthood defined the term young women and 
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served as the age criteria for study participation. (The lower age limit for this study is 18 

years of age. However, participants were expected to be able to recall history from age 

17, if necessary.) 

The term urinary incontinence might represent a variety of symptoms and severity 

to different individuals. Many women with mild or occasional urine leakage might not 

consider themselves incontinent. However, the International Continence Society (ICS) 

currently defines urinary incontinence as "the complaint of any involuntary leakage of 

urine."26 To clarify terminology, the ICS definition was used for this study. 

Several types of UI exist, including stress and urge. Stress UI is "the complaint of 

involuntary leakage on effort or exertion, or on sneezing or coughing." Urge UI is "the 

complaint of involuntary leakage accompanied by or immediately preceded by urgency." 

Some women have a combination of stress and urge incontinence referred to as mixed UI 

which is defined as "the complaint of involuntary leakage associated with urgency and 

also with exertion, effort, sneezing or coughing." Also, UI can occur at any time of day. 

Nocturnal enuresis is "the complaint of loss of urine occurring during sleep" whereas 

nocturia is "the complaint that the individual has to wake at night one or more times to 

void." 

The term kegel is used throughout the UI literature and is commonly referred to 

during UI discussions. A kegel is defined by the Merriam-Webster dictionary as "a 

contraction by a woman of the muscles that are used to stop urinary flow in order to 

increase the tone of the pubococcygeal muscle especially to control incontinence. "27 
The 
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pelvic floor contraction was named after the late Dr. Arnold Henry Kegel (1894-1976), 

an American gynecologist. 

Assumptions and Limitations 

Several assumptions and limitations exist for this study. A number of young 

women were assumed to exist as a hidden part of US society due to unmet needs related 

to UI treatment. Also, young women with UI were assumed to be able to self-identify this 

disorder. Confidential interviews were assumed to provide young women with an 

opportunity to speak openly and truthfully about UI so that treatment barriers might be 

identified. It was also assumed that a physical therapist researcher would bring a unique 

perspective to qualitative UI studies. 

Three study limitations were recognized initially. One limitation of the study was 

that the purposive and snowball sampling procedure might decrease the study's 

generalizability.28 This limitation is common to qualitative research. Another limitation 

was that the data collected was based on participant report and therefore might not 

accurately reflect a clinical diagnosis. However, this limitation is mitigated by the 

operational definition of UI as applied to this study. An additional limitation was that the 

findings might be subject to other interpretations since one researcher carried out the bulk 

of the narrative coding. 28

Significance of Study 

Apparently, many young women experience UI and do not seek treatment. To 

date, most studies have focused on barriers to UI treatment for older persons. Limited 
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information exists regarding the ban-iers for young women with UI and whether the 

ban-iers are similar to those of an older population. 

Potential barriers to UI treatment for young women are of great concern to 

physical therapists specializing in women's health. From a rehabilitation standpoint, 

women would benefit if their continence needs were addressed early, possibly preventing 

the transition of UI into a chronic condition. Leaving UI unrecognized, and thus 

untreated, could negatively impact a woman's health and quality of life.23 Research 

conducted by a physical therapist might offer a new viewpoint on this phenomenon. 
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CHAPTER II 

REVIEW OF THE LITERATURE 

The purposes of this study were to explore the challenges faced by young women 

with urinary incontinence (UI) and to determine why they do not seek treatment. This 

chapter will examine relevant literature including UI symptoms reported by research 

participants, the prevalence of UI among young women, and risk factors contributing to 

UL The review also will include literature that describes patient knowledge and 

discussion of UL Management of UI, both conservative and surgical, will be presented 

along with the psychosocial implications of UI as seen in activities of daily living, 

depression, and quality of life. The chapter will conclude with the theoretical framework 

for this study and justification for using a qualitative methodology. 

Urinary Incontinence Symptoms 

The International Continence Society (ICS) defines urinary inconti1?,ence as "the 

complaint of any involuntary leakage of urine."26 Although this broad definition of UI is 

suitable as inclusion criteria for this study, the definition does not provide the qualitative 

information needed to describe a patient's personal UI experience. The ICS 

acknowledges the broadness of their definition and suggests three categories when 

describing lower urinary tract dysfunction: symptoms reported by the patient, signs 

verified by the physician, and urodynamic observations. 
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The res defines the term patient symptoms as the subjective information, 

provided by the patient, that might lead her to seek help from a health care provider.26 

Storage symptoms are experienced during the storage phase of the bladder, and include 

daytime frequency, nocturia, urgency, and incontinence. Voiding symptoms are 

experienced during the emptying phase of the bladder, and include undesirable stream 

characteristics, hesitancy, straining, and terminal dribble. Post-micturition symptoms are 

experienced immediately after urination, and include the feeling of incomplete emptying 

and post-micturition dribble. Ur symptoms might also be associated with sexual 

intercourse, pelvic prolapse, and genital or lower urinary tract pain. 

The res recommends documenting a patient's description of "frequency, severity, 

precipitating factors, social impact, effect on hygiene and quality of life, the measures 

used to contain the leakage, and whether or not the individual seeks or desires help 

because of urinary incontinence."26 In order to obtain the valuable first-hand knowledge

desired in the qualitative process, this study documented Ur symptoms as described by 

the participants. The participants might have provided Ur information verified by a 

physician or urodynamic observation; however this information was gathered 

subjectively via the participant's description - not through chart review or medical 

evaluation. 

Prevalence of Urinary Incontinence in Young Women 

To fully understand the scope of UI among young women, the prevalence of Ur 

among the population of all women must be considered. The prevalence of Ur in young 

women varies from 8% to 55% in the literature. 1
-
5 Differences among reported

11 



prevalence of UI can be attributed to different sample characteristics. The following three 

studies provide additional information on the prevalence of UI from large population

based studies. 

Melville et al. conducted a population-based, age-stratified study that illustrated a 

temporal relationship between age and increased risk of UI. 1 The authors conducted a 

postal survey of 6000 women to study the prevalence and risk factors associated with UI. 

The women ranged in age between 30 and 90 years old and were enrolled in a health 

maintenance organization in Washington State. The study had a response rate of 64%. 

The prevalence of UI increased with age (28% for women age 30 to 39 years, increasing 

to 59% for women age 80 to 90 years). The prevalence of severe UI also increased with 

age (8% for women age 30 to 39 years, increasing to 33% for women age 80 to 90 years). 

Siracusano et al. investigated the prevalence and characteristics of UI in Italian 

women aged 18 to 49. 2 Questionnaires were sent to 10,000 women living in an urban 

area. With a 36% response rate (3557 replies) an age-based analysis was completed on 

2900 questionnaires. The overall prevalence of UI was 20%. Interestingly, nocturnal 

enuresis was experience by 11 % of the women before 18 years of age. Furthermore, 47% 

of parous women observed a relationship between the onset of UI and delivery. 

Siracusano and associates also inquired about treatment seeking. Among the participants 

reporting UI, 20% had consulted a physician and 50% of these had been referred for 

medical, surgical, or rehabilitative therapy. 

Chiarelli and Brown looked at the prevalence of UI in 3 large cohorts of 

Australian women who were participants in the Australian Longitudinal Study o.n 
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Women's Health.29 Young women aged 18 to 23 (N= l4,000), middle-aged 45 to 50 

(N=13,738), and older women aged 70 to 75 (N=12,417) were recruited randomly from 

the national Health Insurance Commission/Medicare database. Approximately 1 in 8 

young women reported UI (estimated prevalence of 12.8%) and 1 in 3 middle-aged or 

older women ( estimated prevalence of 36.1 % and 35.0% respectively) reported UI. The 

researchers found that fewer than half of the women had sought help for their UI and that 

younger women were less likely to be satisfied with the help available for UI. 

The preceding studies suggest that a subpopulation of young women with UI does 

exist. Although the research indicates that the prevalence and severity of UI increases 

with age, 1 it also demonstrates that a significant number of young women are burdened 

with UI problems. The studies illustrate that UI is not a condition exclusive to older 

adults. 

Risk Factors Contributing to Urinary Incontinence 

A wide range of risk factors have been identified that increase a woman's chance 

of having UI. Across the adult life span, increased age, high body mass index, medical 

comorbidities, major depression, hysterectomy, parity, and exercise are reported as risk 

factors. 1 When considering risk factors for UI among young women, the risk factors of 

interest might be age, maternal age at pregnancy, factors related to pregnancy and 

delivery, and physical activity. However, "the temporal relationship of these factors with 

onset of UI has not been fully investigated. "
30

Researchers have investigated the relationship between maternal age at pregnancy 

and the prevalence of UI. Rortveit and Hunskaar linked cross-sectional data on 
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incontinence from 11,397 women aged 20 to 64 with prospective data from the Medical 

Birth Registry ofNorway.
31 The researchers found that women 25 years or younger at 

first delivery had a lower risk of UI than their older counterparts. Maternal age at last 

delivery also was associated with UI, but less so. The association of age 25 and older at 

first deliver and increased risk of developing UI is important when one considers the 

2004 National Center for Health Statistics (NCHS) birth statistics. 
18 

The NCHS found 

that women aged 25 to 29 years have the highest birth rate (115.5 per 1,000 women) in 

the US 18 Therefore, first time mothers in this age category are at increased risk for UL In 

addition, the NCHS data indicates an increase in US women having children throughout 

their 30s. Women aged 30 to 34 years were found to have the highest level of births since 

1964 (95.3 births per 1,000 women). Birth rates for women aged 35 to 39 have increased 

each year since 1978 and risen 43% since 1990 (45.4 births per 1,000 women). The data 

implies that an increased number of young women will be at risk for pregnancy-related 

UL 

The increased prevalence ofUI during pregnancy and following delivery is 

identified throughout the literature. Burgio et al. looked at the prevalence of UI in 523 

women during pregnancy and in the 12 month postpartum period.
11 

The participants' 

mean age was 28.6 years, parity ranged from 1 to 6 births (mean = 2 births), and 4L5% 

were primiparous. Prior to the index pregnancy, 25.2% of the women reported some 

degree of incontinence. Of the women reporting antepartum UI, 80.0% related the UI to a 

previous pregnancy and/or delivery. The researchers found that during the index 

pregnancy UI approached 60%. At 6 weeks postpartum, 11.36% of the women re.ported 
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some degree of UI and 13.25% of the women continued to report symptoms 12 months 

postpartum. The researchers concluded that UI before and during pregnancy were 

predictors of persistent postpartum UI. The study also included 26 cases of de novo UI, 

where women were continent during pregnancy but developed UI following delivery. 

They suggest that identifying antepartum UI might provide the ideal opportunity to 

counsel women "about their increased risk and offer them preventative strategies." 

Eason et al. found a similar prevalence of UI during pregnancy and following 

delivery. 10 The prospective cohort study of 949 Canadian women was created to identify 

risk factors associated with UI in women 3 months postpartum. The authors found that 

22.3% of women experienced UI prior to pregnancy, 65.1 % during the third trimester, 

and 31.1 % three months following delivery. The data suggests that pregnancy and 

delivery have a negative effect on continence in the short term, since the incidence of UI 

increased during pregnancy and remained elevated 3 to 12 months postpartum. 

Researchers also have examined pregnancy and delivery as risk factors for 

developing UI in the long-term. Viktrup et al. conducted a longitudinal cohort study of 

214 women to estimate the onset of stress UI during the first pregnancy and 12 years 

postpartum. 12 The researchers found a 42% prevalence 12 years after the first pregnancy 

and delivery. Reports of stress Ul were significantly higher 12 years after first delivery 

for women who were symptomatic during their pregnancy, or shortly thereafter, as 

compared to those without initial symptoms. Stress UI was reported 12 years later in 57% 

of the women who developed symptoms during their first pregnancy or shortly following 

delivery and who demonstrated remission 3 months postpartum. In contrast, stre�s UI 
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was reported 12 years later in 91 % of the women who developed symptoms during their 

first pregnancy or shortly following delivery and who experienced no remission 3 months 

postpartum. Viktrup et al. concluded that the onset of UI during first pregnancy carries 

increased risk for chronic symptoms. Based on this research, the inference might be 

made that treatment of postpartum UI could decrease the risk of long term UI. 

The trauma of vaginal delivery is generally regarded as having a negative effect 

on postpartum continence, whereas Caesarean delivery is thought to be protective. When 

examining the data by type of delivery, the proportion of first time pregnancies delivered 

by Caesarean who experienced UI before and during pregnancy was similar to that of 

first time pregnancies who delivered vaginally. 10 However, Eason et al. found that in the 

3 months following delivery, 31.2% of women who delivered vaginally were still 

incontinent as compared to 11.5% of women who had delivered by Caesarean. 

Additionally, the authors found that among primiparous women who remained continent 

during pregnancy 20.6% of those who delivered vaginally developed de novo UI as 

compared to 6.6% following Caesarean. Therefore, Caesarean delivery does appear to 

provide some protection, in the short term, against postpartum UI. Interestingly, the 

study revealed that most (81.8%) women with postpartum UI were already incontinent 

before giving birth ( 40.3% prior to pregnancy, 40. 7% by the third trimester). The authors 

concluded that not only is UI during pregnancy common, antenatal UI nearly doubles the 

likelihood of UI at 3 months postpartum, regardless of whether the delivery is vaginal or 

by Caesarean. Therefore, pregnancy alone is a risk factor for UI regardless of delivery 

mode. 
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In addition to pregnancy, researchers have studied physical activity as a potential 

risk factor for UL Larson and Y avorek studied baseline pelvic support and incontinence 

in relation to physical activity in nulliparous college women. 32 Subjects were recruited 

from a US military academy. Baseline pelvic support was quantified for 144 women and 

each participant completed a questionnaire. The researchers found that 19% of the 

nulliparous women reported UI and that running was an associated risk factor. Therefore, 

prior to pregnancy, increased UI risk was associated with high impact activity. 

To study the effects of exercise and pregnancy on UI, Eliasson et al. looked at 

physical activity and UI before, during, and after first childbirth in Sweden. 33 The 

subjects were gathered from 9 maternity clinics in northwest Stockholm County and 

included women aged 17 to 43 years. The group consisted of 665 primiparous women 

with a mean age of 28 years. The women were asked to answer a questionnaire at 36 

weeks gestation that collected a variety of demographic information including activity 

level prior to and during pregnancy. The participants were asked to complete another 

questionnaire 1 year postpartum. The women were divided into groups based on their 

level of physical activity prior to pregnancy and classified according to impact on the 

pelvic floor. Eliasson et al. found that high-impact physical activity (such as running, 

jumping, and strength training) before pregnancy was a risk factor for UI, while low

impact activity appeared to promote continence. They also found that UI occurring prior 

to pregnancy persisted in most of the women during pregnancy and one year postpartum. 

Despite the presumed normality of nulliparous women, 39% of the participants reported 

UI prior to pregnancy. 
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Collectively, these studies present UI risk factors commonly experienced by 

young women. The current literature indicates that age, maternal age at pregnancy, 

factors related to pregnancy and delivery, and physical activity are appropriate discussion 

topics when interviewing young women with UI. 

Patient Knowledge and Discussion of Urinary Incontinence 

Identifying risk factors is an important first step when studying UL However, a 

women's ability to recognize UI symptoms and seek appropriate treatment are equally 

important considerations. Several researchers have completed studies to see if patient 

understanding of UI or inability to discuss UI might prevent a person from seeking 

treatment. Several studies have looked at these issues, however, not specifically in young 

women. 

Hagglund et al. investigated why some women with long-tem1 UI sought 

professional help whereas others did not. 34 Their study included 95 Swedish women aged 

23 to 51 who participated in a telephone survey. Most of the women (74%) had not 

sought help with their long-term UL The most common reason for not seeking help was 

that the women considered their UI a minor problem that they could manage on their 

own. When women did seek help, they did so because they were fearful that the odor of 

urine would be detected. The treatment-seeking women perceived their leakage as 

shameful and embarrassing. In this study, the main barriers to treatment appeared to be 

related to the woman's perceived magnitude of the UI problem. 

Kinchen et al. used a two-stage, cross-sectional survey of adult US women to 

study factors associated with decisions to seek treatment for UI. 8 Of the 1970 wo�en 
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with UI, aged 19 to 93, 38% of the women had initiated a conversation about UI with 

their physician. Using a multivariate logistic regression analysis, several factors 

associated significantly with treatment-seeking: duration of symptoms > 3 years, history 

of an obvious urinary accident, decreased disease-specific quality of life scores, ability to 

talk with physician about UI, ability to talk to others about UI, and attending regular 

appointments for routine and preventative care. In terms of barriers, the inference might 

be made that difficulty disclosing UI to a physician or others, short duration UI, or a 

woman's perceived UI severity might influence her decision to seek treatment. 

Shaw et al. used a qualitative approach to explore barriers to treatment for people 

with UI. 
14 

Initially identified by a postal survey as having abnormal urinary symptoms, 

31 participants were recruited for in-depth interviews (23 women and 8 men with a mean 

age of 59). The most common barriers identified by the study were related to the 

participants' lack of awareness about UI, its causes, and available treatments. The 

researchers found that women were less likely to consider their symptoms "a disease state 

and often were completely unaware of available interventions." Few infonnants talked 

openly about their symptoms to others, and therefore, lay knowledge was poor. Often, 

urinary symptoms were considered a normal part of aging or childbirth. Many patients 

did not discuss their symptoms with their physician due to embarrassment or the 

misconception that urinary problems were not a medical condition. 

These studies suggest that lack of knowledge, misinformation, and 

communication barriers might delay or prevent individuals from seeking treatment for 
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UL Therefore, these topics would be appropriate to discuss when gathering information 

about a participant's life experiences with UL 

Management of Urinary Incontinence 

Shaw et al. found that lack of awareness of available treatment options was a 

treatment barrier for study participants with UL 14 From absorbent pads to surgical 

procedures, a broad spectrum of choices for managing UI exists. Based on the National 

Institute for Health and Clinical Excellence (NICE) 2006 Guide, UI management can be 

divided into two categories: conservative and surgical management.35

Conservative Management 

Conservative management is non-surgical and can be further divided into two 

subcategories: non-therapeutic and therapeutic. 35 Non-therapeutic interventions do not 

change UI symptoms but do prevent social embarrassment through use of absorbent 

products and toileting aids, bladder catheterization (intermittent or indwelling), and 

intravaginal/intraurethral devices for occasional use during physical activity. 

Therapeutic conservative management decreases UI symptoms. Lifestyle 

changes, behavioral therapy, drugs, and physical therapy treatment can be used alone or 

in combination to decrease UI symptoms. The NICE Guide recommends lifestyle 

interventions such as caffeine reduction, modifications of fluid intake (increasing or 

decreasing as necessary) and weight loss for women with a BMI > 30.8 Behavioral 

therapies include bladder training and toileting programs. 

Recommended drug therapies include oxybutynin for over-active bladder or 

mixed UI and/or other antimuscarinic drugs if oxybutynin is not tolerated. The NICE 
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guide recommends duloxetine as a second-line drug for stress UI if pharmacological 

treatment is preferred over surgical treatment or if the patient is not a surgical candidate. 

Duloxetine is a balance dual reuptake inhibitor of serotonin and norepinephrine. 36 
In vivo

data in animals indicates duloxetine increased the strength of urethral sphincter 

contractions, thus preventing accidental urine loss. Dmochowski et al. studied the 

effectiveness of duloxetine compared to placebo.37 The study included 683 North 

American women aged 22 to 84 who had at least 7 episodes of stress UI per week. The 

women were randomly assigned to receive placebo or duloxetine for 12 weeks. The 

researchers found that compared with placebo, duloxetine was associated with decreased 

UI episodes and increased quality of life scores. 

Physical therapy treatment includes pelvic floor muscle exercises, pelvic floor 

electromyography, body mechanics training, and electrical stimulation. Morkved et al. 

examined whether a therapist-supervised pelvic floor exercise program during pregnancy 

could prevent UI. 38 The randomized controlled study included 301 nulliparous women. 

Both the training and control groups were educated on pelvic floor anatomy and how to 

correctly contract the pelvic floor muscles ( assessed by vaginal palpation and 

observation). The researchers found that women who completed an intensive, therapist

supervised pelvic floor exercise program were less likely to be incontinent during 

pregnancy and 3 months postpartum as compared to the control group. In an earlier study 

of specialized pelvic floor exercises, Sampselle et al. found a similar decline in UI during 

and after pregnancy with benefits of exercise remaining up to 6 months postpartum. 39 In 
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addition, postpartum pelvic floor muscle training was also found to decrease UI 

symptoms and increased pelvic floor strength up to 1 year postpartum. 
40

Surgical Management 

Surgical management for UI includes sacral nerve stimulation (SNS), 

augmentation cystoplasty, urinary diversion, and botulinum toxin A injections. 35 Through

a systematic review, Brazzelli et al. looked at SNS for urge incontinence and found that 

SNS is an effective treatment for urgency symptoms.
41 

Almost 80% of the 120

participants achieved continence or a >50% improvement in their main incontinence 

symptoms. Approximately half of the implant cases had adverse events and surgical 

revision was performed in 33%. Werner et al. investigated the efficacy and safety of 

botulinum toxin A for non-neurogenic detrusor overactivity incontinence.42 A prospective 

nonrandomized study was conducted including 26 women with urge incontinence and 

detrusor overactivity that had not responded to conventional treatment. Botulinum toxin 

A was injected into the detrusor muscle at 30 sites. Of the 26 women, 54% were dry after 

4 weeks, 65% after 12 weeks, and 60% after 36 weeks. Urinary tract infections were the 

only complications noted by the researchers. The research indicates that surgical 

management of urge incontinence is effective, however, with some risk. 

For stress incontinence, surgical management restores that anatomical position of 

the pelvic organs. Current surgical management includes: mid-urethral slings (tension

free vaginal tape), pubovaginal slings, intramural bulking agents, artificial urinary 

sphincter, and colposuspension. 35
' 

43 Colposuspension and fascia! slings are often referred

to in the medical literature as the gold standard surgeries for stress UI.43 However, Serati
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et al. found a number of meta-analysis studies indicating that mid-urethral slings 

(tension-free vaginal tape) are more effective as compared to colposuspensions and 

demonstrate lower perioperative morbidity than pubovaginal slings. Serati et al. also 

indicated that colposuspensions and pubovaginal slings carry the risk of significant 

surgical incisions, long-lasting intermittent self-catheterization, and longer hospital stays 

as compared to mid-urethral slings (tension-free vaginal tape). Surgical treatment is 

generally considered the most curative and permanent treatment for stress UL However, 

Serati et al. feel that women might be discouraged from pursuing surgical treatment for 

stress UI due to the risk associated with these gold standard procedures. 

As the literature reveals, numerous management and treatment options are 

available to women with UL Single treatments or combination approaches are shown to 

be effective in reducing UI symptoms. Although a significant number of treatment 

options exist, UI treatment rates remain low among young women. 

Psychosocial Implications of Urinary Incontinence 

Current studies indicate an increased prevalence of major depression in women 

with UL 16• 22• 23 UI and depression are highly stigmatized conditions that often remain

hidden. 16
' 
44 Both conditions, if left unrecognized and untreated, can have a significant

impact on a woman's health and quality of life. 

Depression 

Vigod and Stewart used data from a large, population-based survey in Canada to 

explore the relationship between UI and major depression in women. 23 The survey

utilized the Composite International Diagnostic Interview: Short Form (a reliable. 
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measurement of depression) and provided rich data that allowed for consideration of 

"almost all potential and important confounders of the relationship between depression 

and urinary incontinence, including the effect of having other chronic conditions." The 

study included 69,003 females over the age of 18 who were not pregnant. Overall, the 

prevalence of depression was found to be 15.5% in women with UI as compared to 9.2% 

in women without UL The prevalence of depression was found to be 30% in women with 

UI who were 18 to 44 years old (nearly 3 times that of women aged 45 years and older). 

Therefore, the researchers concluded that younger women with UI appeared to be at 

increased risk for depression. Vigod and Stewart found that young women with UI had 

higher rates of depression as compared to young women with other chronic conditions. 

This conclusion led the researchers to question the existence of "other factors unique to 

urinary incontinence that increase the risk of depression." 

Melville et al. utilized data from an age-stratified survey of 6,000 women aged 30 

to 90 years old to study UI and major depression in women. 
16 

The study included the 

PRIME-MD Patient Health Questionnaire to identify major depression and the 

Incontinence Quality of Life Instrument ( a validated self-report) to study quality of life. 

Participants consisted of randomly selected women who were enrolled in a health 

maintenance organization in Washington State. Major depression was identified in 6.1 % 

of the women with UI (3 times more prevalent than in women without UI). The 

researchers did not distinguish UI and depression among the age groups. However, they 

did report that women with major depression and Ul perceived their UI as more severe, 

had lower incontinence-specific quality of life scores, and had greater perceived 

24 



functional impairments. The authors recognized that the cross-sectional design prevented 

determination of a causal relationship between major depression and UL 

Although the directionality of these two conditions is difficult to determine, the 

"combined impact of urinary incontinence and major depression exceeds the impact of 

either condition alone." 16
' 

23 Based on their studies of stigmatization, Garcia et al. 

suggested that discussing either UI or mental health issues with a healthcare provider can 

be challenging.44 A woman with UI and comorbid major depression might experience 

extreme difficulty revealing either or both conditions to her healthcare provider. 

Furthermore, these studies demonstrated the complexity of issues facing women with UL 

Women with UI and depression reported increased physician visits, absence from the 

workforce, avoidance or limiting behaviors, and social embarrassment. 23

Quality of Life 

Women with UI often report shame, fear of public urine loss, and activity 

avoidance.44 Many times, they abandon healthy physical and social activities to conceal 

their urine loss. The following studies focus on quality of life issues that might be 

important to many young women with UL 

Regular exercise has a positive impact on health and well-being. Nygaard et al. 

wanted to detennine if UI was a limiting factor in a woman's willingness to exercise? 

Participants were drawn from the National Family Opinion research panels which are 

balanced to match US census distributions and include nearly 500,000 US households. 

The survey included the International Physical Activity Questionnaire ( a validated 

instrument to assess physical activity), the Sandvik severity index (a valid and 
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reproducible test for UI severity), as well as questions about comorbidities and perceived 

exercise barriers. The study included 3,364 women with a mean age of 44 years. 

Nygaard et al. found that 1 in 7 women had UI during exercise and/or physical 

activity and 1 in 8 women perceived UI as a moderate barrier to exercise. Experiencing 

UI within the last 30 days was a significant predictor of perceiving UI as a ban-ier to 

exercise. Of the women reporting UI in the last 30 days, 11.6% reported not exercising 

because of UI, 11.3% reported exercising less because of UI, 12.4% changed the type of 

exercise their were completing, and 5.0% no longer exercised in public. Surprisingly, 

64.6% of women who had UI in the last 30 days did not consider the amount of urine 

they lost significant enough to affect their exercise. Women with severe and very severe 

UI were more likely to stop or change their exercise routine. The authors suggested that 

this decision might account for the difference between women who seek treatment for UI 

and those who do not. 

Few studies have focused on the well-being of young women with UI following 

childbirth. Dolan et al. aimed to examine the effect of UI on quality of life during a 

woman's first pregnancy and after delivery.45 The researchers used a prospective cohort 

of 492 primigravidae subjects (mean age 26 years) recruited from antenatal clinics in 

Ireland. The Kings Health Questionnaire (psychometrically tested for reliability, validity, 

and responsiveness to change) was administered 3 to 5 days postpartum and 3 months 

after delivery. The prevalence of UI was found to be approximately 3.5% pre-pregnancy, 

35.6% during the final trimester, 13.7% at 3-5 days postpartum, and 13.0% at 3 months 

postnatal. 
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Dolan et al. found that most participants with UI experienced a decline in quality 

of life during the final trimester and postnatally, although most symptoms were reported 

as mild. This mildness might reflect the relatively low treatment-seeking rates in young 

women. The study found that quality of life was worse in women with postnatal UI as 

compared to those with UI during pregnancy. UI that did not resolve after delivery was 

associated with deterioration in general and personal health. The authors point out that 

comorbidities such as perinea! pain and depression might have influenced the 

questionnaire's responsiveness. They suggested that a general health questionnaire be 

used in conjunction with the Kings Health questionnaire to properly assess quality of life, 

UI, and pregnancy. 

Swithinbank et al. studied the prevalence of urinary symptoms and their impact 

on quality of life in community dwelling women. 5 The researchers used the Bristol 

Female Lower Urinary Tract Symptoms (BFLUTS) questionnaire (a validated self

completed questionnaire) to study 2641 British women's perceptions relating to 

incontinence, symptoms, and quality of life. Women aged 19 and older were included 

from a general practice comprised of four physicians. The researchers found that overall, 

69% of the women reported loss of urine in the last month. They determined that the 

prevalence ofUI increased with age from 55% of women 19 to 39 years old to 76%.of 

women 40 to 59. When applied to the context of a social problem that interfered with 

meeting friends or going out and/or as a hygienic problem that required changing of 

underwear or wearing pads, an overall 30% prevalence was found. A positive relationship 

also existed between age and women perceiving their Ul as a social or hygienic problem. 
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The researchers suggest that the prevalence of UI that becomes socially or hygienically 

problematic "may correspond to when treatment is sought." Although they did not study 

the relationship between quality of life and treatment-seeking rates, they suggest that a 

woman's perception of UI as problematic might account for some of the discrepancies 

between reported UI prevalence and the number of women who seek treatment. 5

Collectively, these studies demonstrate that a discussion about psychosocial and 

quality of life issues would be appropriate when speaking to young women with UL A 

participant might shed light on issues specific to young women that limit UI treatment

seeking behavior. 

Theoretical Framework and Justification 
for a Qualitative Methodology 

Treatment-seeking for UI can be viewed as an individual behavior influenced by a 

woman's life experiences and perceptions. In his book, Social Structure and Behavior, 

Wilbert E. Moore found that "the behavior sciences have attempted to explain individual 

behavior as a function of characteristics of the individual himself, characteristics of the 

environment in which he lives, and/or some interaction of these individual and societal 

forces."46 Together, these experiences and characteristics might encourage treatment or

create treatment barriers for young women with UL 

The Health Belief Model (HBM) was chosen as a theoretical framework for this 

study because it takes into account a young woman's perceived severity of UI as well as 

the societal factors that influence a woman's decision to seek help. 
47

' 
48 

Developed by
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Janz and Beck in the 1950s, the model is commonly used for health behavior change and 

outreach intervention programs (see figure 1 ).47 
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Figure 1. The Health Belief Model49 

The HMB hypothesizes that health behavior is influenced by five variables: (1) perceived 

barriers to performing the recommended intervention; (2) perceived benefits ·of 

completing the recommended intervention; (3) perceived susceptibility to the health 

threat; ( 4) perceived severity of the health threat; (5) internal/external cues to action. 

The HBM suggests that a young woman weighs the potential benefits of UI 

treatment against the perceived barriers when deciding to act.47 Rosenstock expanded the 

theory in the 1970s by hypothesizing that the combination of perceived susceptibility 

and severity provide the motivation for action, whereas the calculation of perceived 

benefits minus perceived barriers provides the pathway to action.47 Cues to action, prior 
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experiences, and demographics are believed to influence each of these scenarios. The 

cues to action (internal or external) initiate the decision-making process and result in an 

individual's action or non-action. The HBM is especially relevant to a qualitative UI 

study where a woman's perception of UI severity and motivations to seek treatment 

appear to be highly individualized.48

According to the HBM, the effects of stigmatization could outweigh the benefits 

of seeking treatment. When a woman can no longer physically comply with socially 

accepted norms of bladder continence, she faces the possible threat of stigmatization. 

"Stigmatization is considered to be primarily a situational threat or predicament, resulting 

from awareness that one's stigma could influence how one is treated and judged. "44

Garcia et al. recommended that healthcare workers establish a friendly rapport with UI 

patients and "create a feeling of safety for people to talk about the real issues."44

Qualitative studies allow the researcher to use interpersonal skills to help the informant 

discuss difficult and personal experiences. Qualitative research can provide the safe 

environment needed for discussion of sensitive topics. 

Unlike questionnaires or surveys that limit the participants to pre-set answers, 

qualitative studies allow the paiiicipant to express their ideas in their own words. Krause 

et al. point out that "since the patient's point of view has the most relevance to the 

patient, it must be taken into account. "48 In the clinical setting, "the common practice of a 

provider-imposed view of severity may discount personal significance of a UI problem 

and force many women to manage it alone." Opening a dialogue that is participant-driven 

might provide information that is unexpected or unknown to the interviewer, thus 
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shedding light on themes and topics that were not considered by researchers or healthcare 

providers. A qualitative study addresses the Krause et al. theory that "an actual objective 

measure may be less important than the woman's perception or subjective view of UI 

severity." 

Summary 

This review of the literature has provided research findings that demonstrate that 

UI is a problem faced by a significant number of young women. Risk factors such as high 

impact exercise and pregnancy are common in young women and pose a potential threat 

to chronic UL Although a variety of treatment options are available, young women tend 

to have low UI treatment rates. A review of the literature identifies a lack of qualitative 

studies that address the experiences and challenges faced by young women with UI and 

possible barriers to treatment. 
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CHAPTER III 

METHODOLOGY 

The purposes of this study were to explore the challenges faced by young women 

with urinary incontinence (UI) and to determine why they do not seek treatment. A 

qualitative approach was used to describe the experiences and challenges faced by these 

young women. Gathering information from the participant's point of view might help 

identify barriers to treatment only known to those who have firsthand experience with UI 

or that might be unique to this age category. This chapter includes a description of the 

research design, participant selection, data collection and analysis, means of ensuring 

qualitative rigor, and qualifications of the researcher. 

Research Design 

As discussed in Chapter II, treatment seeking is a social action and must be 

understood in the social context. 50 Treatment seeking is not simply a "straightforward 

individual response to the experience of physiological symptoms." The individual places 

meaning in the action or non-action regarding treatment, which in part, might be 

influenced by experience. To date, no studies were found that specifically explored the 

challenges faced by young women with UI and why they do not seek treatment. Given 

these circumstances, a qualitative methodology seemed most appropriate to answer the 

research questions. Therefore, data were collected through an interview process. Broad, 
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open-ended questions gave the researcher the opportunity to examine different aspects of 

living with UL The data obtained from this study might serve as a "voice" for these 

women and offer healthcare providers information to better serve young women with UI. 

Participants 

Women were invited to participate in the study provided they met the following 

inclusion criteria: a) history of UI as defined by the International Continence Society, b) 

aged 18 to 45 years, and c) ability to read and speak English. In qualitative studies, the 

sample size is not predetermined. Rather the sample size was determined as the study 

reached a point of data saturation, where no new information was gained, and in 

consultation with the thesis committee.51 

Treatment-seeking participants were recruited through purposeful sampling of 

female patients who have completed their course of UI treatment in the Texas Health 

Harris Methodist Southwest Hospital (HMSW) women's health physical therapy 

program. Participants who have sought treatment for UI might have knowledge and first

hand experiences related to UI treatment barriers. Snowball sampling was used to 

identify non-treatment-seeking informants since women were presumed to know other 

women who had UI but had not sought treatment. Potential participants were contacted 

by the investigator through face to face discussion or via phone. Upon agreement to 

participate in the study, the researcher scheduled a date, meeting time, and location for 

the interview. 

Following approval by the Texas Woman's University and Texas Health 

Institutional Review Boards, the study was conducted in accordance with the guidelines 
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from the National Cancer Institute's program for Human Participant Protections 

Education for Research Teams. Participants signed a written informed consent form (see 

Appendix A) and retained a copy. The participants also signed an authorization to use or 

disclose protected health information for research (Appendix B). The women were 

reminded that their participation was voluntary and that they could withdraw from the 

study at any time. The women were informed of the potential benefits and risks of study 

participation. Potential benefits included an opportunity to sort through the emotions and 

per onal experiences involved with UI and the potential to help other women overcome 

treatment barriers. Participation risks included the potential loss of confidentiality and the 

potential for emotional distress related to discussing personal UI issues. 

Privacy and confidentiality were maintained throughout the research process. The 

participants were informed that direct quotes from the interviews might be included in 

study publications but that no information would be included that could identify an 

individual participant or otherwise jeopardize anonymity. Transcripts will be secured for 

5 years and accessible only to those involved directly in the research process. At the 

conclusion of the study, audio and videotapes will be destroyed. 

While the interviews were expected to last only 60 to 90 minutes, the researcher 

anticipated that participants might become fatigued. To avoid this possibility, the 

researcher informed participants that they might take a break ( or breaks) during the 

interview as needed. The researcher also anticipated that some of the questions asked 

during the interview might cause emotional or physical discomfort. Prior to the interview, 

the researcher informed participants that if they experienced any discomfort regarding the 
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interview questions they were free to stop the interview process at any time, without 

penalty. In the unlikely case of a participant being unable to proceed due to severe 

emotional distress, the interviewer would give the participant the option to meet with the 

hospital chaplain or be assisted to the HMSW emergency room. If the interview was 

tem1inated, the participant could choose one of two options: a) resume the interview in 

the future, if she so desired, or b) terminate the interview process completely. 

Data Generation 

In qualitative methodologies, data generation and analysis occur simultaneously. 

However, for the purpose of this thesis, data generation and analysis are explained 

separately. As stated earlier, the purposes of this study were to explore the challenges 

faced by young women with UI and to determine why they do not seek treatment. 

Because this phenomenon has not been fully described in the literature and the researcher 

does not intend to develop an explanatory theory, a phenomenological qualitative 

methodology, as described by Lofland and Lofland, was chosen ( as opposed to. Grounded

Theory).52

Individual interviews were conducted in a private room within the participating 

hospital. Interviews began with a thorough explanation of the study's purposes. If 

participants wished to continue with the interview process, written informed consent w·as 

obtained. The pa1iicipants then filled out a questionnaire to collect demographic and UI 

data (Appendix C). 53 

To improve the researcher's ability to focus on the interview and later review the 

gathered infonnation, all interviews were recorded with audio and/or video equipment.52
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The researcher took field notes during and immediately following the interviews. The 

notes allowed the researcher to document topics already discussed, issues that needed 

elaboration, body language and non-verbal gestures, and any clinical recommendations 

that could be discussed following the interview. The researcher used field notes to help 

organize the interview process, provide written documentation in case of audio and/or 

video equipment failure, and "to avoid assuming a clinical role that could alter the 

direction of the interview."52 

The 60- to 90-minute interviews were based on an interview guide (Appendix D) 

that provided a loose checklist of discussion topics. 
52 Open-ended questions were used to 

encourage the participant's personal views and opinions. The researcher strove to 

maintain a relaxed and secure environment while probing questions were used to clarify 

and elaborate ideas expressed. The researcher asked all participants if they could be 

available for additional interviewing, via phone or in person, to provide elaboration on or 

clarification of themes developed during data analysis. 

The researcher transcribed verbatim each interview. Audible emotions were 

documented (e.g., sigh, cry, laugh). The trustworthiness of the study was further 

improved by returning to the audio and/or video tape for clarification throughout the 

transcription process. 

Data Analysis 

Demographic data was used to describe the sample's characteristics. The primary 

researcher used NVivo 8 software to assist with segmenting, sorting, and managing the 

data. Each interview was coded as the primary researcher read the original transcript. The 
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researcher coded all data using the phenomenological methodology as described by 

Lofland and Lofland to seek commonalities among young women with UI. Each 

transcript was continuously compared to the other interviews within and across the 

partjcipants. Codes were named after the constructs the women described most often. A 

master code list in NVivo 8 was maintained throughout the coding process. Diagrams 

were created to describe the commonalities and treatment barriers described by the 

participants. 

Ensuring Qualitative Rigor 

Mays and Pope suggest using "systematic and self conscious research design, data 

collection, interpretation, and communication" to ensure qualitative rigor. 
54 The nature of 

qualitative studies is for the data collection and analysis to evolve simultaneously. To 

ensure rigor, the researcher's methodology was clearly documented, in detail, so that 

other trained researchers could analyze the study's data and come to essentially the same 

conclusion. In addition, the thesis committee member with qualitative research. 

experience randomly selected one transcript, coded it independently, and compared it to 

the codes the primary researcher generated. Documentation of the primary researcher's 

decision making was available to the thesis committee. Full disclosure of the methods 

and assumptions were assumed to protect against bias. 

Qualifications of the Researcher 

In qualitative research, the researcher is the primary instrument by which the 

participants' experiences are understood. Therefore, the researcher needs to recognize the 
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importance of disclosing one's experiences that might influence data collection and 

analysis. 

Physical therapists specializing in women's health have experience collecting 

personal information and history from women who are experiencing conditions that are 

often thought of as "private" and difficult to discuss. The primary researcher who 

conducted the interviews is a physical therapist specializing in women's health. She has 

worked with patients with UI since 2000 and earned a Certificate of Women's Health 

Physical Therapy in 2005 from Texas Woman's University. Gathering UI information 

from patients requires sensitivity to the topic, excellent listening skills, identification of 

key points in a patient's response, and the ability to encourage a patient to expand on her 

thoughts, experiences, or symptoms. The interviewing therapist is also trained in 

lymphedema management and therefore has treated patients dealing with sensitive issues 

such as breast and cervical cancer. Engaging in conversation about fears, limitations, and 

expectations is common during cancer-related treatment. In addition, the interv�ewer 

belongs to the same age group as the participants. The interviewing therapist believes that 

this similarity in life experiences will encourage the participants to feel at ease. 

Summary 

The purposes of this qualitative study were to explore the challenges faced by 

young women with UI and to determine why this population does not seek treatment. In 

an effort to define the edges of this phenomenon, the primary researcher sought study 

participants who had and had not sought treatment for Ul. The narrative data was 

transcribed and coded so that data analysis could reveal any commonalties among the
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participants. Rigor was ensured through clear and precise documentation of procedures 

and methodology so that another trained researcher could analyze the data and come to 

essentially the same conclusions. 
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CHAPTERIV 

RESULTS 

The purposes of this study were to identify challenges faced by young women 

with UI and to determine why they do not seek treatment. The literature indicates that 

many young women suffer from UI before, during, and after pregnancy which puts them 

at greater risk for continued UI later in life.
11

• 
12 Women's health physical therapists offer

conservative treatment for UI, however, treatment rates for young women remain low.6

More information is needed to identify unmet needs or treatment barriers for this 

population. Therefore, a qualitative approach was used to describe the life experiences of 

young women suffering with UL 

Five women volunteered for the present study and completed individual 

interviews for approximately one hour. Descriptive information was gathered from the 

participants via an intake demographic form (Appendix C) and during the interview 

process. Each interview was recorded with audio and/or video equipment. An interview 

guide (Appendix D) allowed the researcher to ensure topics of interest were covered. 

The interviews were transcribed by the researcher using professional transcription 

equipment. Each interview was reviewed twice for accuracy. The interview documents 

were analyzed using NVivo 8 software. The transcripts were coded and themes identified. 

The NVivo 8 software allowed for codes to be grouped and organized into hierarchies 

when appropriate. The software also tabulated how many of the participants discussed a 
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particular topic and how many times a topic was referenced during the interview. 

Diagram were created to describe the commonalities and treatment barriers described by 

the participants. The research questions for this study were both addressed using 

descriptive data gathered in the qualitative process. 

Descriptive Characteristics of Participants 

The respondents in this study were recruited through purposeful sampling of 

patients who completed the women's health physical therapy program at Texas Health 

Harris Methodist Southwest Hospital and through snowball sampling. Snowball sampling 

was used to locate non-treatment-seeking informants since women knew of other women 

who suffi red from UI but had not contacted their healthcare provider about their 

problem. Participant characteristics are described in Table I. 

Table 1. Demographic Data 

I h 
Women's Physical 

. . Number . Heat 
Part1c1pant Age Education Health Therapy 

33 

2 31 

3 32 

4 38 

5 37 

Of B·1rths Insurance .. 
Phys1c1an Treatment 

0 HS Yes OB/GYN Yes 

2 Bachelors Yes OB/GYN No 

2 College Yes OB/GYN No 

3 HS Yes OB/GYN Yes 

2 HS Yes OB/GYN No 

Participants 1 and 5 reported UI symptoms prior to or without pregnancy. In

addition, participant 5 reported UI symptoms as early as her freshman year of high

school. Participants l through 3 reported mixed UI symptoms while participants 4 and 5

primarily reported stress UI symptoms. 
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A variety of social backgrounds were obtained in the sample. Participant 1 was 

single without children. Participants 2 through 5 were married with children. Participants 

1 through 3 lived in an urban environment whereas participants 4 and 5 lived in a rural 

setting. Participant 3 immigrated from Columbia and participant 2 from India. 

Participant 1 and 4 completed pelvic floor physical therapy treatment for UL 

Participants 1 sought treatment after a physical therapy evaluation for an orthopedic 

problem. An intake questionnaire prompted dialogue that encouraged the participant to 

seek treatment. Participant 4 sought treatment after a discussion with a friend in which 

both vowed to contact their physicians about their UI problems. The respondent's 

physician offered physical therapy as the treatment option. 

Participant 2, 3 and 5 reported hearing information about exercise and kegel 

contractions from various healthcare providers. A physician's assistant taught Participant 

2 about kegels, but did not assess whether she was completing the contractions correctly. 

Participant 3 spoke to her physician about her UI symptoms and was instructed to start 

exercising to improve her symptoms. She was provided with some written instruction on 

general exercise, although the participant could not recall specifics. Participant 5 was 

fairly certain that she learned about kegels from a Lamaze instructor during her first 

pregnancy. 

Analysis of Data 

Research questions were proposed to further understand the experiences of young

women with Ul and potential barriers to treatment.
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Research Question One 

The researcher asked what are the commonalities among young women with UI in 

terms of UI symptoms, knowledge, personal experience, and management? Through the 

qualitative process, numerous commonalities were found among young women with UI 

(Figure 2). 

Difficulty 
Disclosing 

Symptom 

Severity 

Self Manage 

Commonalities 

Among Young 

Women with U I 

Treatment 
Knowledge 

Medication 
& Surgery 

Basic 
Knowledge 

of UI 

Negative 
Quality of 

Life 

·-
Figure 2. Commonalities among young women with UI

The participants had developed a variety of self-management techniques to cope

with their Ul symptoms. They reported that Ul had a negative impact on their quality of

life; however, they commonly perceived their symptoms as not severe. Each participant
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had a basic knowledge of the bladder and common causes of UL Participants had often 

accepted UI as a consequence of childbirth, heredity, or their personal behavior. 

The participants described difficulty disclosing UI information to their physicians. 

They also reported that their physicians never asked about their UI symptoms. However, 

when UI was discussed with a healthcare provider, each respondent was offered some 

degree of treatment. They had gathered information about treatment from the media, 

healthcare providers, family, and friends. All participants reported negative views about 

pharmaceutical or surgical UI management. 

Research Question Two 

Once recognized, the researcher asked do these commonalities identify barriers 

contributing to low treatment-seeking rates among young women with UI? The 

qualitative data revealed that several barriers do exist for young women with UL The 

barriers included self management, negative views of medication or surgery, symptoms 

not perceived as severe, acceptance of symptoms, difficulty disclosing UI problems to the 

physician, and the physician not asking about UI issues (Figure 3). 

Self-management strategies were mentioned by all participants throughout the 

interview process. The participants were able to control symptoms and avoid disclosure
_ 

of their U I problems through a variety of strategies including pad use, changing clothes 

following UI episodes, frequent voiding, planning for UI, and activity avoidance. 

Negative views about UI medications and surgery were expressed by all participants who 

feared side effects and long term use of medication as treatment. Surgery was viewed 
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negatively as the participants had gathered treatment information about poor surgical 

outcomes from family, friends, and the media. 

Self Management 

Acceptance of 

Symptoms 

Negative Views of 

Medication or 

Surgery 

Difficulty Disclosing 

to Physician 

7 2 

Treatment 

Figure 3. BaITiers to treatment for young women with UI 

Symptoms not 

Severe 

Physician not Asking 

I 

Participants reported frequent episodes of UI, several times in public, but overall

viewed their symptoms as not severe. The participants also described a social network of

family and friends that normalized their UI symptoms (mothers and sisters reported

similar symptoms or that UI was an inevitable consequence of childbirth). Several

blamed their own behavior for their UI such as drinking too much water and allowing

muscles to weaken. Participants also reported difficulty disclosing UI symptoms to their

physicians even though all participants received women's health services through an

OB/GYN. ln addition, the participants stated that their physicians had not asked them

about UI issues. 
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Summary 

Individual interviews provided information about life experiences of young 

women suffering with UL The data gathered through the qualitative process reveals 

commonalities among young women with UL These commonalities indicate barriers to 

UI treatment including self-management strategies, negative views of medication and 

surgery, symptoms not perceived as severe, acceptance of symptoms, difficulty 

disclosing UI problems to the physician, and the physician not asking about UI issues. 
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CHAPTER V 

DISCUSSION 

A qualitative approach was used to identify barriers to treatment for young 

women with urinary incontinence (UI). Based on the information collected, 

commonalities do exist among young women with UI. Several of these commonalities 

were identified as barriers contributing to low treatment-seeking rates among this group. 

The researcher believes that improved dialogue between the patient and healthcare 

provider and distribution of UI education materials are practical implications for the 

clinical setting. Future qualitative research might include a larger study of young women 

with Ul or a study of healthcare providers who treat young women. 

Summary of the Study 

The purposes of this study were to identify challenges faced by young women 

with Ul and detennine why they do not seek treatment. The literature indicates that many 

young women suffer from UI before, during, and after pregnancy which puts them a 

greater risk for continued Ul later in life.11
' 
12 Physical therapists offer conservative

treatment for UI however treatment rates for young women remain low. 6 The following
' ' 

research questions were proposed to further understand the experiences of young women

with Ul and potential barriers to treatment: 1) What are the commonalities among young

women with UI in tenns of UI symptoms, knowledge, personal experience, and
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management? and 2) Do these commonalities identify barriers contributing to low 

treatment-seeking rates among young women with UI? 

A qualitative method was used to identify unmet needs or treatment barriers for 

this population. Participants were recruited following their completion in the women's 

health physical therapy program at Texas Health Harris Methodist Southwest Hospital or 

through snowball sampling. Participants were included in the study if they had a history 

of UI, were aged 18 to 45, and were able to read and speak English. Individual interviews 

were conducted to gather information about life experiences of young women suffering 

with UI. The interview transcripts were analyzed and coded to identify commonalities 

among the participants and potential barriers to treatment for this population. 

Findings 

Sel
f 

Management 

Participants were able to self manage and avoid disclosure of their UI problems 

through a variety of strategies including pad use, changing clothes following UI ·episodes, 

reducing fluid intake, plam1ing for UI, and activity avoidance. All the participants

reported using absorbent pads to protect against UI episodes. Most participants used

menstrual pads to manage their symptoms; none had chosen to use continence pads. Two

participants reported difficulty affording menstrual pads and had sought protection

through reusable pads and other absorbent material such as toilet paper and paper towels.

"I tell you what I really did sometimes, I put wound up toilet paper or

paper towels (laughing). Do you really want to hear this?" (page 3,

Participant 4) 
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Changing clothes or underwear after UI episodes was another strategy used by the 

participants to avoid detection of UI accidents. Participants reported changing panties 

several times throughout the day and worrying about being at work or out socially where 

clothes could not be readily changed. Participants reported a sense of security in their 

homes where clothes could be changed without notice. 

"Like I would go about two to three panties during the day whenever I had 
my periods or a couple of days before or couple of days after until 
everything starts mellowing down again. So I would do that, I would go 

through and wash them and tossed them in the washer again." (page 1, 
Participant 2) 

Reducing fluid intake was used as a preventative technique to control UI 

episodes. Participants believed they had to plan ahead for outings and stop drinking fluid 

to avoid embarrassing accidents. This technique was used even when they noticed a 

difference in their health and urine quality. 

"Yeah, yeah, yes (laugh). If you're going out you don't [drink] a whole lot 
(laughing). Yep you alter and you just kind of chew lots of gum or hard 
candy." (page 6, Participant 1) 

"For example one day my husband told me let's go to the park. I knew I 
had to stop drinking water so an hour before we went to the park I stopped 
drinking water and immediately before we went out of the house I went to 
the bathroom." (page 8, Participant 3) 

Planning for UI was another technique used by participants to avoid UI accidents.

Participants often reported additional stress and anxiety trying to anticipate if they would

have leakage or if bathrooms would be available. Managing how long an outing would

take or how long they would be away from a bathroom were other areas of concern.
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"Yeah, planning, lots and lots of planning. Yeah I'm kind of known as the 
person who knows where the bathrooms are - if you don't know just ask 
me, you know, but you have to know." (page 5, Participant 1) 

"Immediately before we went out of the house I went to the bathroom. So 
every time we went out. .. especially when I was pregnant... I remember 
one day my husband told me let's go to the mall and the main question 
was 'is there a bathroom in the mall?' (laugh) Ok let's go. So that was 
always my main concern - a bathroom." (page 9, Participant 3) 

Activity avoidance was mentioned by many of the participants as a way to 

prevent episodes of UI in public. Participants avoided exercise, activities at church, and 

playing with their children in an effort to prevent public loss of urine. Anticipating UI 

episodes and avoiding activities often left the participants with a feeling of decreased 

quality of life. 

"Walking - I've said no to walking invitations especially when it's a long 
distance and I don't know, gosh, if I can find a bathroom. Yeah, I've 
definitely opted out of that and it's just a lot of planning you know going 
to the bathroom before, timing it, do I have enough time to make it to the 
next time. It's difficult." (page 6, Participant 1) 

"If I know I don't have a menstrual pad on for protection I won't play 
volleyball - you know sports. At church I don't get as involved in our 
worship ... yes those kind of things I will avoid and even sometimes if I do 
have a pad on, I' 11 sometimes ... I will avoid it just because of that 
happening and I may not have brought an extra pad or I just don't want to 
mess with it type of thing." (page 3, Participant 5) 

"Well I don't jump on the trampoline like I want to because I kn_ew_ I'd pee
on myself and I knew if I was gonna do that I would have to go ms1de and 
prepare myself and come back out and do what I need to do. I ��n do lots
of tricks and my kids like it but I can't no more." (page 4, Part1c1pant 4) 

"I feel sad because I love to be active when we go to the park. I like to run

and play with them and I feel like I cannot run too much because I have

accidents." (page 4, Participant 3). 
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"Socially I've said no to invitations, long drives you know, a road trip 
somewhere maybe it's someone that I don't know very well - doesn't know 
my situation. I don't want to put myself in an embarrassing spot, you know, 
so yeah I've said no a lot." (page 5, Participant 1). 

Like their older counterparts, the participants in this study restricted their 

fluid intake, avoided unknown social situations, planned for UI episodes, and used 

absorbent pads in an effort to manage their UI symptoms. 9 Similar to the findings 

from Horrock et al., young women contained their UI symptoms even at the cost 

of adverse social and health consequences. Independent management of UI 

symptoms allowed young women to minimize disclose and avoid seeking 

assistance from their physician. 

Negative View of Medication or Surgery 

Participants reported a negative view about medication and surgery as treatment 

options for UL They had often learned about these treatment options from family, friends, 

and the media. Most reported fear of side effects from UI medications and had h�ard 

about unsuccessful surgeries from others. 

"You know you see the commercials and you think ok it's medication only 
and then the side effects are so scary with those (laughing) and you think 
what are my other options?" (page 4, Participant 1) 

"I mean I'm not a person that likes to take a lot of medicines just for the 
fact that if you have to take it for life, it's like a medicin� �hat you have to 
take on a long term basis, it's never good." (page 8, Part1c1pant 2) 

"I went to Google - I needed something to read and I know my sister had 
surgery many years ago because she had the same problem. But hers was 
you know worse so J feel like I don't want to be there. I don't want to 
undergo surgery. I just want to find a solutio� that I c�n do by my own at
home or something I can _ if I can do somethmg t?�t s fine but I hate 
medicines, like I say I hate surgery." (page 5, Participant 3) 
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"I hear and I went to Google. I love Google. There are ladies that 
underwent the surgery and their solutions were not 100%. They see after 
the surgery probably the first year it's fine but the problems come back. So 
I don't want to undergo a huge surgery that I have to stay in my bed for 
two or three weeks and the solution is not going to be like I want." (page 
6, Participant 3) 

"I'm not a surgery person, I'm not, I don't like it. There's lots that just 
jump out there for it, not me. I would rather try something to cure it first. 
That would be my last option." (page 6, Participant 4) 

"Right, oh yeah, I'm not going through her nightmare [surgery]; she's just 
now getting better." (page 7, Participant 4) 

The literature does indicate that surgical management for urge or stress 

incontinence presents some risk.41
-43 Research indicates that colposuspensions and

pubovaginal slings carry the risk of significant surgical incisions, long-lasting 

intermittent self-catheterization, and long hospital stays.43 Although surgical treatment is

generally considered the most curative and permanent treatment for stress UI, Serati et al. 

indicates that women might be discouraged from pursuing surgical treatment du� to the 

associated risk. The participants in the present study give support to the Serati et al. 

argument. 

Symptoms not Severe 

Participants reported that many of their symptoms were not severe enough to seek

treatment. Reports include infrequent and small volume loss. The interviews revealed that

participants often perceived others' needs as more important than their own health.

"It's not most of the time. See as I was saying most of the days I don't 
have this issue unless it's like I haven't gone in five hours - that does 
happen but not that frequently. When I've not gone in five hour� and I 
really, really need to go then there may be like a drop or somethmg as I m
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getti
_
n? to the bathroom, but usually that is not the situation." (page 2,

Part1c1pant 2) 

"It's
_ �

ot that bad, that's what I'm telling myself (laughing)." (page 2,
Participant 2) 

":7" ?u know it's fum1y, because unless you start talking about it like we are
s1ttmg down and talking, it's not a big issue it's just something that 
h�ppens a couple of days or four days in a month and then it's gone and it
disappears from your head when you have like so many other things to be 
worried about this is like the smallest thing especially when you can just 
fix it with a panty liner." (page 10, Participant 2) 

"Yeah I mean I would have to leave somewhere if I didn't have anything 
but it wasn't like gushing everywhere -you could just see the wet spots on 
my pants or something, it wouldn't be like I would be soaked." (page 3, 
Participant 4) 

"No, I'm always last .. .I put myself last I guess I mean you know. It didn't 
really bother me, I guess you know, and when it really bothered me that's 
when I got help. I dealt with it. It's like I don't have a problem ... I guess I 
was denying it at first maybe." (page 9, Participant 4) 

"I haven't gotten to where I'm wearing a Depends - like a full diaper yet. I 
really don't want to do that, but the pad seems to be working for the 
moment." (page 1, Participant 5) 

"Simply because I get busy with life you know. I home schooled my 

children and so busy doing that, taking care of them and the house and the 

home and now I work part time and just.. .It's like if I don't feel sick then

I don't really feel like taking the time to go to the doctor. So it's like I've

just dealt with this for so long it's kind oflike oh the next time I go to the

doctor I' 11 talk to him about it instead of going specifically for this. Which

now that I'm talking about it and I'm really listening to myself it's like I

rea1ly need to get to the doctor about this situation you know (laugh)."

(page l 0, Participant 5) 

Perceiving symptoms as not severe or minimizing UI symptoms are common

treatment barriers in the literature. 7• 
34 Dugan et al. studied middle-age to older adults and

found "the perception that UI was not a big problem" as a reason patients did not seek
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treatment. Hagglund et al. determined that most women aged 23 to 51 considered their UI 

a minor problem that could be managed independently. In addition to supporting the 

findings from the previous studies, young women in the present study perceived their 

needs as secondary to those they care for, further minimizing the significance of their UI 

symptoms. 

Acceptance of Symptoms 

Participants reported an acceptance of symptoms as the result of pregnancy, 

muscles weakness, or heredity. This acceptance was often based on limited knowledge 

and personal perceptions of UL 

"After the pregnancy I don't know what happened but there seems to be 
issues with my body readjusting to the whole thing." (page 5, Participant 
2) 

"[I knew] absolutely nothing. Didn't even know what the word 
incontinence meant to tell you the truth." (page 6, Participant 4) 

"Well I just assumed it was you know muscles; my bladder I knew 
probably wore out from kids. I knew cause I never had this problem. My 
whole body has changed since I've had my kids." (page 6, Participant 4) 

"I didn't even know about incontinence as a young women." (page 12, 
Participant 5) 

Participants tended to gather information about UI from several sources including 

family members and friends. Sometimes, this information resulted in the participants 

normalizing their UI symptoms. 

"I talked to my mom and she was like that - the same way." (page 3,

Participant 3) 

"M h th same problem. And now I don't know if she had they mom as e . 
S · , 1·k k · 

problem as before as early but I know that she does It too. o It s I e o IS
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it heredity? You know that kind of thing so my daughter as far as I know 
she doesn't have the problem, the incontinence, but I know my mom 
does." (page 3, Participant 5) 

"It just happened after you have children, that's what people told me." 
(page 12, Participant 5) 

Self blame was another mechanism of acceptance. Participants, at times, blamed 

themselves for drinking too much water, letting their muscles weaken, or becoming 

stressed. 

"I'm also thinking this is partly because I have not been exercising as 

much. I don't know." (page 10, Participant 2) 

"I can see my body, I'm not fat, but my muscles are not really strong and I 
knew when I was pregnant my doctor told me that it's important to have 
your muscles really strong because the muscles can hold the baby. So my 
muscles were not. I was kind of flat. I don't know I blame myself that's 
why my babies were too low because my muscles were not strong 
enough." (page 9, Participant 3) 

Dugan et al. also found that middle-age to older adults often did not 

perceive UI as an "abnormal or a serious medical condition."7 Shaw et al. fmiher 

supported this idea that participants (mean age of 59) did not consider UI a 

medical condition or that it was a normal part of aging or childbirth. The present 

study found an interesting phenomenon where women discussed UI with other 

women and then normalized their symptoms based on the information gathered. 

Difficulty Disclosing to Physician 

Participant I and 4 received physical therapy treatment for UI following 

disclosure to their physician about their UI symptoms. Prior to their disclosure, neither 

participant had ever discussed UI with their healthcare providers. Participant 5 had not 
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discussed UI symptoms with her physicians even though she has experienced UI for over 

20 years. Participant 2 disclosed her UI symptoms to her original OB/GYN about six 

years ago but was unable to initiate a dialogue with her current OB/GYN. Only 

participant 3 has maintained an ongoing dialogue with her physician about her UI 

symptoms. However, the treatment options her physician has offered to date are limited, 

in the participant's opinion, and therefore she has sought treatment via Internet chat 

rooms. 

"It's not something you can you feel comfortable talking about, asking if 
it's normal. So I think I just didn't bring it up to my doctor." (page 1, 
Participant 1) 

"Exactly (laugh) yeah and you don't bring it up because that's a weird 
thing to bring ... a thirty-something to bring up." (page 3, Participant 1) 

"To come out and say it aloud that 'I have UI' that's kind of weird 
because you 're not expected to have UI at this age." (Page 11, Participant 
2) 

"I've never really talked to them about it. I've just kind of dealt with it I. 
guess you could say. I've never really brought it up." (page 4, Participant 
5) 

Shaw et al. found that many patients do not discuss UI symptoms with their 

physician due to embarrassment or the misconception that urinary problems were not a 

medical condition. 14 Some participants in this study reported that they were reluctant to 

discuss Ul with their physician because they felt it was unusual to have UI at a young 

age. The data gathered in this study further supports the Garcia et al. finding that

stigmatization can Jimit a person's ability to disclose personal information for fear of

being thought of or treated different. 44
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Physician not Asking 

Young women report difficulty disclosing their UI problems to their physician. 

This barrier is compounded by physicians not initiating a discussion about UL Beyond 

the data gathered in this study, the primary researcher frequently encounters this 

comment in the community and clinical setting. 

"I find that I think my age tends to ... the doctors don't ask I don't think 
I've ever been asked about urinary issues and I. .. you know I'm just 
assuming but I think maybe my age kind of might have something to do 
with that you know the doctor, it doesn't occur to doctors to ask." (page 2, 
Participant 1) 

"Did your doctor ever ask you about UI?" 
"No." (page 2, Participant 4) 

"No, no because if they would have asked me I would not have had a 
problem talking about it." (page 4, Participant 5) 

"It's not something that I guess I'm ashamed of or embarrassed of unless I 
have an accident but I don't ever remember a doctor or nurse ever asking 
me do you have this?" (page 4, Participant 5) 

"Expecting me to take the first step because obviously they haven't asked 
me so they don't realize that it's such a problem for younger women." 
(page 8, Participant 5) 

All participants reported contact with OB/GYN physicians in addition to primary 

care physicians, orthopedic surgeons, nurses, and others. If healthcare providers are 

including continence issues as part of their evaluation or intake surveys, the perception of

the participants is that they are not being asked about UL

Conclusion 

Commonalities exist among young women with UI. Participants in this study 

developed a variety of self-management strategies to cope with their UI symptoms. They 
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reported that UI had a negative impact on their quality of life; however they commonly 

perceived their symptoms as not severe or not important. Participants had a basic 

knowledge of the bladder and common causes of UL Participants often accepted UI as a 

consequence of childbirth, heredity, or their personal behavior. 

The participants also described difficulty disclosing UI information to their 

physicians. They reported that their physicians had never asked about their UI issues. 

However, when UI was discussed with a healthcare provider, each respondent was 

offered some degree of treatment. Participants gathered information about treatment from 

the media, healthcare providers, family, and friends. All reported negative views about 

medication and surgical management ofUI. 

From the commonalities identified in the research, barriers to treatment for young 

women with UI emerged. Barriers include self management of symptoms, negative view 

of medication or surgery, perception that symptoms are not severe, acceptance of 

symptoms, difficulty disclosing UI symptoms to the physician, and the physician not 

asking about UI issues. Even with a significant impact on quality of life such as 

decreased participation in activities, anxiety about UI management, embarrassment 

caused by U I accidents, and increased financial burden, young women were reluctant to. 

seek treatment. 

In the secure environment of the qualitative process, the participants were able to 

discuss the sensitive topic of UI at great length. They were able to reveal intimate details

such as UI during intercourse, recall episode of public UI, and difficulties such as
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containing odor. Several participants commented that they realized how UI had impacted 

their life as they went through the interview process. 

"I'm happy to be a part of this. I think it's something that needs to be 
demystified. It's lonely when you have a health problem you don't feel 
comfortable talking about. It's just difficult if we could just get the 
weirdness away from it and just talk about it." (page 8, Participant 1) 

Implications 

The findings from the current study have practical value for physical therapists 

practicing in women's health. Patient education can begin via brochures and pamphlets 

prior to patient contact with the therapist. These materials can be distributed to referring 

physicians, available in the waiting area, or mailed to patients when appropriate. 

In the clinic, therapists can use their skills to screen patients for UI symptoms as 

part of their evaluative process. Screening for UI symptoms can be encouraged through 

intake questionnaires and the therapist being attentive to diagnoses or conditions that 

might accompany UI symptoms such as pregnancy low back pain, pelvic pain iu the 

female athlete, and hip weakness, to name a few. In addition, the clinician can watch for 

patient behaviors that indicate pelvic floor dysfunction: frequent voiding, UI episodes, or 

uncontrolled flatulence. The current study indicates that one of the most important steps 

is initiating a dialogue about Ul symptoms. Clearly UI is a delicate subject for most 

young women to discuss, however, all the participants reported a willingness to talk 

about UI when asked. 

"No, no because if they would have asked me I would not have had a 
problem talking about it." (page 4, Participant 5) 
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Furthermore, this study implies that numerous opportunities for healthcare 

providers to discuss UI with patients are missed. Coping with UI since she was a 

teenager, participant 5 suggested that physicians make UI/pelvic floor issues part of their 

routine questioning and introduce the topic to young women early, possibly alongside 

discussions of birth control. 

"I think that it may be something that they need to ask younger women, 
and I don't mean even in their twenties, I'm talking even earlier." (page 
11, Participant 5) 

Although physical therapists cannot control the dialogue occurring in the physician's 

office, they can inquire about symptoms observed in the clinic and encourage patients to 

discuss Ul symptoms with their physician. 

Future Research 

Future research might address the limitations of this study through replication. 

The current participants came from varied social and cultural backgrounds. Nevertheless, 

one limitation of the study was that the purposive and snowball sampling procedures 

decreased the study's generalizability.28 While this limitation is common in qualitative

research, a larger sample size could mitigate this problem. Another limitation is that one

researcher carried out the bulk of the narrative coding, and therefore, the findings could.

be subject to other interpretations.28 While coding was confirmed independently by a

thesis committee member familiar with qualitative research and NVivo 8 software,

additional data gathering and analysis by multiple reviewers over time and across cases

might be beneficial. 
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Further research focusing on a specific barrier might also be beneficial. 

Participants having difficulty disclosing UI symptoms to the physician combined with 

physicians not asking about UI problems creates a significant barrier to treatment for 

young women with UL Participants might be missing potentially effective UI treatments 

such as medication, therapy, and surgery due to this breakdown in communication. 

Future research studies might include a qualitative study of healthcare providers who 

deliver services to young women including OB/GYN, internal medicine/general 

practitioners, nurses, and physical therapists. This information might shed light on 

healthcare providers' attitudes or perceptions about UI in young women. 

Summary 

The purposes of this study were to identify challenges faced by young women 

with UI and determine why they do not seek treatment. The literature indicates that many 

young women suffer from UI before, during, and after pregnancy which puts them a 

greater risk for continued UI later in life.11
' 

12 Physical therapists offer conservative 

treatment for UI, however, treatment rates for young women remain low.6 The following 

research questions were proposed to further understand the experiences of young women 

with Ul and potential barriers to treatment: 1) What are the commonalities among young 

women with Ul in terms of UI symptoms, knowledge, personal experience, and 

management? and 2) Do these commonalities identify barriers contributing to low 

treatment-seeking rates among young women with UI? 

A qualitative method was used to identify unmet needs or treatment barriers f�r

this population. Commonalities among young women with UI were identified and
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barriers to treatment emerged: self management of symptoms, negative view of 

medication or surgery, perception that symptoms were not severe, acceptance of 

symptoms, difficulty disclosing UI symptoms to the physician, and the physician not 

asking about UI issues. Even with a significant impact on quality of life such as 

decreased participation in activities, stress with UI management, embarrassment caused 

by UI accidents, and increased financial burden, young women were reluctant to seek 

treatment. 

Based on the current findings, the researcher believes that significant treatment 

barriers do exist for young women with UI. The barriers to treatment are largely due to 

participants' perception of UI and limited discussion about UI with their healthcare 

providers. Physical therapists specializing in women's health can help break down the 

barriers to UI treatment thorough improved clinical screening methods, patient education, 

and encouraging patients to initiate dialogue with their physicians. 

"Now I have the knowledge ok why is this happening? Knowledge about 

the muscles and anatomy and you know it's a cliche phrase but

'knowledge is power.' I really feel like it's not as scary as it was before."

(page 7, Participant 1) 
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ADULT CONSENT FORM TO BE IN RESEARCH 

Barriers to treatment for women ages 18 to 45 with urinary incontinence 

A. Who is conducting this research study? ............................................................................................. 2 

B. What is the ·purpose of this research study? ....................................................................................... 2 

C. Why are you invited to take part in this study? .................................................................................. 2 

D. How many people will take part in the study? ................................................................................... 2 

E. What will you be asked to do? ........................................................................................................... 2 

F. Can you stop being in this study? ....................................................................................................... 3 

G. What are the possible risks, side effects, or discomforts of being in this study? .............................. .3 

H. What are the benefits of taking part in this research study? .............................................................. .4 

I. What options are there to being in this study ................................................................................... ..4 

J. Are there potential conflicts of interest? ............................................................................................ 4 

K. What about your privacy? What about confidentiality of your private health information? ............ 5 

L. What are the costs of your being in this research study? ................................................................... 6 

M. Will you be paid for being in this study? ........................................................................................... 6 

N. What if you have an illness or injury related to being in this study? .............................. : .................. 6 

0. What are your rights as a human research participant? ...................................................................... 6 

P. Whom do you call if you have questions or problems? ..................................................................... 6 

Q. Consenting to be in this study: ........................................................................................................... 7 

You are being asked to take part in a research study. This form describes the study. 
Please read it carefully and discuss it with the main researcher before you agree to take 

part by signin!! the form. 

f After completing each section and answering the questions, please delete the words in blue 
and red, as well as the sections not applicable to your study./ 

ICF Template 
Page I of9 
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ADULT CONSENT FORM TO BE IN RESEARCH 

Barriers to treatment for women ages 18 to 45 with urinary incontinence

A. Who is conducting this research study?

Main Researcher: 

Other Study Staff: 

Study Site: 

Linda Gregoire Yates, PT 
817-433-1600 or 817-357-2279

Mary Thompson, PhD, Major Professor 
Texas Woman's University 
214-706-2455

Texas Health Harris Methodist Southwest Fort Worth 

This research is being conducted in fulfillment of a Masters in Science, Physical Therapy for the 
main researcher through Texas Woman's University. The main researcher will not be paid for 
conducting the research study. 

B. What is the purpose of this research study?

The purpose of this study is to explore the challenges faced by women ages 18 to 45 with urinary 
incontinence and why they do not seek treatment. Individual interviews will be conducted to 
describe the life experiences of young women suffering with urinary incontinence. The data 
obtained from this study may serve as a "voice" for young women with urinary incontinence and 
provide physical therapists with information to better serve this population. 

C. Why are vou invited to take part in this study?

You are being asked to take part in this study because you are a female between the ages of 18 to 
45 and have urinary incontinence. 

Research studies include only people who choose to take part. Please take your time to make 
your decision and discuss it with your friends, family and/or doctor. Remember that your 

decision to be in this study is your choice. 

D. How many people will take part in the study?

About 8-1 0 people will take part in this study at this study site. 

E. What will you be asked to do?

Summary 
. • f d 

F th. tudy the main researcher will conduct face-to-face mterv1ews o young a ult womenor 1s s , • 1 · d b 
with urinary incontinence. The interviews will be done at a pn�ate ocat10n a�ree upon y the

participant and the main researcher. You will be audio and/or videotaped dunng the face-to-face

ICF Template 
Page 2 of 9 
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�ntervie":. Th� purpose of the audio and/or videotaping is to provide a transcription of the 
�nformat�on d1s�ussed in the interview and to assure the accuracy of the reporting of that 
mformatlon. It 1s expected that your interview will last 60 to 90 minutes. If needed, the main 
rese�rcher may c_ontact you by phone for elaboration on the topics discussed. Therefore, you
maximum total time commitment in the study is estimated to be approximately 1 hour and 40 
minutes. 

Procedures 

The following research procedures will be conducted during this study: 
• Main researcher will explain research study to you
• If you agree to participate, you will read and sign the consent form
• You will complete a demographic questionnaire
• A 60 to 90 minute face-to-face interview will be conducted between you and the researcher
• You will be audio and/or videotaped during the face-to-face interview
• If needed, the main researcher may contact you by phone for a quick, 10 minute follow up

to elaborate on the topics discussed
• The main researcher will analyze the information collected from each participant
• The main researcher will discuss the findings in her master's thesis

You will be asked to complete a demographic questionnaire that will provide a broad description 
of the research group. It should take about 5 minutes to complete. You will be asked to complete 
the questionnaire only once. If you are not comfortable answering any question, you are not 
required to answer it. The questionnaire will contain information that can be used to identify 
you, such as a code number that can be linked to your name. 

Section K tells you who will be allowed to receive and use any of this information, if you give 
your permission by signing this consent form. 

F. Can you stop being in this study?

Taking part in this study is up to you. You may refuse to be in the study or you may ·stop being 
in this study at any time. If you decide not to participate, or you withdraw, you will not have any 
penalty or loss of benefits to which you are entitled and this will not affect your future medical 
care. 

Will the researchers tell you about new information that may affect your decision to 

continue in this study? 

The researchers will tell you if they learn important new information that may affect your health, 
welfare, or your willingness to stay in this study. 

G. What are the possible risks, side effects, or discomforts of being in this study?

There are some possible risks associated with taking part in this research study. Y �u may

b · d hil t lk'ng To avoi·ct fatigue you may take a break (or breaks) dunng the ecome tire w e a i . , . . . . 
· · d d s ond 1·t 1·s possible that some of the questions asked dunng the mterv1ewmterv1ew as nee e . ec 
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�ay n:iake you �motionally uncomfortable. If you experience any discomfort regarding the 
mterv1ew questions, you may stop answering any of the questions at any time. If you are greatly 
distress and require assistance, the main researcher will summon the hospital Chaplin or take you 
to the emergency department. Another possible risk to you as a result of your participation in this 
study is release of confidential infonnation. Confidentiality will be protected to the extent that is 
allowed by the law. The interview will take place in a private location agreed upon by you and 
the main researcher. A numerical code, rather than your real name, will be used on any 
audiotape, videotape, or transcription material. Only the main researcher, her research advisor 
and the transcriber will have access to the tapes. The tapes, hard copies of the transcriptions, and 
the CD files containing the transcription text will be stored in a locked filing cabinet in the main 
researcher's office. 

H. What are the benefits of taking part in this research study?

If you agree to take part in this research study, you will receive no direct medical benefit. The 
only benefit of this study to you is that at the completion of the study, a summary of the results 
will be mailed to you upon request. We hope the information learned from this research study 
will benefit other subjects with urinary incontinence in the future by helping us to identify 
barriers to treatment for women age 18 to 45 with urinary incontinence. 

I. What options are there to being in this study

You do not have to take part in this research stu d y. 

J. Are there potential conflicts of interest?

A "conflict of interest" is a circumstance in which different interests could influence a person's 
decisions. The main researcher and/or co-researcher must follow federal rules for identifying 
and managing possible conflicts of interest before a research study can be approved. This is to 
make sure that the design, conduct and reporting of the research will not be influenced by any 
conflicting interests. 

The main researcher and/or co-researcher do not have any financial interest in the study results. 
This means that the main and/or co-researcher will not make or lose money due to the results of 
the study (positive or negative). Texas Health Harris Methodist Southwest Fort Worth does not 
have a financial interest iri the study results. 

Money is not the only thing that can cause a conflict of interest. For exa�ple, ?eing invited to 
take part in research by your doctor or physic�l thera�ist could be a confl1

d
ct_ of 

h
mterest. In s

f
uc
h
�

case, your doctor or physical therapist has an mterest_ 1� both your _care an m t e success o t 1s 
research study. For purposes of the research, the dec1s10ns the mam researcher makes f�r your· 
care will be directed by the study plan for the research _study. For purposes of your medical 
treatment, the decisions your doctor or physical ther�p1st makes for your care are based on your 
doctor's or physical therapist's judgment and your wishes. 

h Id I. h that i·n either case your doctor or physical therapist is committed toYou s ou rea ize, owever, , . • · 1- · f that may mean that you cannot take part m the research. You can providmg qua 1ty care, even 1 
h d d ·11 · 

ak · th esearch or stop taking part in the researc stu y an sti receivechoose not to t e part m e r 
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tre�tment ,rrom your doctor or physical therapist. If you wish, you may also speak about your 
options with another doctor or physical therapist, who also specializes in treating your disease or 
condition but who is not a member of the research team. 

K. What about your privacy? What about confidentiality of your private health

information?

General Comments 

This section discusses how your private information will be kept confidential. It will also 
discuss the limited ways it may not be kept confidential. 

In research, information collected about you will be compared to information collected about 
other research study participants. Most research study records have some sort of information that 
may identify you. 

You will be asked to sign a separate "Authorization Form". This form will outline with whom 
your information may be shared for the purposes of this research. It will also state under what 
circumstances it may be shared. You can choose not to give your permission for us to use this 
information. This choice is a very important right that you have. If you do not give us the 
permission to use this information for this research study, you will not be able to take part in the 
study. See Section O for more information about your rights as a research participant. 

If you have any questions after reading the following sections, please contact the main researcher 
at the number listed in Section A. 

What private information will be collected? 

The research study records may include information that could be used by another person to 
identify you. General examples would be information that shows your name or your medical 
record number. When the information can identify you, we call it "private information". If the 
information can identify you, it may be used and shared as the law allows and will not affect 
your privacy. 

How will your private information be protected? 

Your private information will be stored in a way th�t ma�es it di�ficult to easily identify you. 
For example, when possible, the main researcher will assign a umque code to yo�r research
study information instead of using your name, so that people who s�e the data will no� be able to 
identify you. We will take additional steps to try to protec_t yo�r p�1:acy, su�h as stormg your .. private information in a secure location where only authonzed md1v1duals will have access to 1t. 

How will information about you be used in teaching and publication? 

If information about the research study is used for teaching or in publication�, private 
information will not be made public and your identity will be kept confidential. 

ICF Template 
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L. What are the costs of your being in this research study?

You will be responsible for transportation cost to and from the interview. 

M. Will you be paid for being in this study?

You will not be paid for taking part in this study. 

N. What if you have an illness or injury related to being in this study?

Every effort will be made to prevent injury to you as a result of being in this study. If you have a 
study-related injury, tel1 your researcher right away. Your health insurance company may not 
cover you for an injury that is due to being in this study and is not due to your condition. Neither 
your researcher, Texas Health Resources, or Texas Health Harris Methodist Southwest Fort 
Worth, agree to give free medical or hospital care or payment for any injury from being in the 
study. By signing this consent, you do not give up any legal rights that you already have. 

In the event of an injury (research-related or not) the participant should contact their primary 
care physician or seek emergency medical assistance, if necessary. No payment will be given if 
the participant thinks she has a study-related injury. 

0. What are your rights as a human research participant?

• You have the right to refuse to take part in a research study without any penalty or loss of
benefits to which you are otherwise entitled. Taking part in this research is your

choice.
• You have the right to drop out of this study at any time without any penalty or loss of

benefits to which you are otherwise entitled.
• You have the right to be given important new information that may affect your health,

welfare, or willingness to stay in this research.
• You have the right to ask questions at any time and have them answered as soon as

possible.

Whether or not you take part in this research study or decide to leave the study, it will not affect 
the care you receive by your doctors or Texas Health Harris Methodist Southwest Fort Worth. 

P. Whom do you call if you have questions or problems?

If you have questions or concerns about this study, please contact the main researcher or the co
researchers listed in Section A of this consent form. After hours and on weekends, call 817-357-

2279. 

If you have questions, concerns, or comments about your rights as a research participant, please

contact the party listed below: 

Texas Health Resources Institutional Review Board (THR IRB)

Phone: (682) 236-6746 
Email: irb@texashealth.org 

ICF Template 
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The IRB includes doctors, scientists, non-scientists, and community members. The IRB reviews,
approves, and monitors all human research at Texas Health Resources. The IRB role is to review
research studies in order to protect the rights and welfare of subjects taking part in research.

Q. Consenting to be in this study:

You are deciding if you want to be in this study. You should not sign until you understand all 
the information in this form and until all of your questions about this study have been answered. 
Signing this form shows that you have decided to be in this study, having read (or been read) the 
information given above. Signing this form also shows that you give permission for your private
health information from this study to be shared. 

1. I understand this is a research study. [ ) Yes [ ] No 
2. I understand risks of being in this study. [ ] Yes [ ] No 
3. I understand how long I will be in this study. [ ] Yes [ ] No 
4. I understand the purpose and hopes for outcomes

of this study. [ ] Yes [ J No 
5. I understand I can stop being in this study at any time. [ ] Yes [ J No 
6. I understand that my private health information from

this study may be shared or disclosed. [ ) Yes [ ] No 
7. I understand that I have a choice whether or not

to be in this study. [ J Yes [ J No 

If you did not answer "yes" to all of the above questions, please review being in this study again 
with the researcher. You should only sign this form on the signature page at the end of this form 
when you have answered "yes" to all of the questions above. 

Future Contact: If there is other related research in the future may the researchers contact you 
about the possibility of being in that study? [ ] Yes [ ] No 

You will be given a copy of this signed and dated consent form. 

SIGNATURE BY THE SUBJECT OR THE SUBJECT'S LEGAL REPRESENTATIVE: 

Name of Subject (Print) Signature of Subject Date of Signature 

SIGNATURE BY THE RESEARCH COORDINATOR 

J attest that all the elements of informed consent described in this fo� have been dis�ussed fully

in non-technical terms with the subject or the subject's _legally authonzed repre�entative. I

further attest that all questions concerning non-clinical issues, asked by the subJ��t or the

b. t' l l sentati·ve were answered to the best of my knowledge. Additionally, I attestsu �ec s ega repre , . . .. 
that neither the subject, nor the subject's legal representative, had any questions about chmcal

issues or medical treatment. 

!CF Template
Page 7 of 9 
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Signature of the Research Coordinator 
For Purposes of Pre-screening 
to Determine Eligibility 

Date of Signature 

D Check here if the Research Coordinator did not participate in the consent process. 

Statement of main and/or co-researcher obtaining consent: 

I have fully explained this study to the subject. I have discussed the study's purpose, its 
experimental and non-experimental procedures and interventions, the possible risks and benefits, 
the standard and research aspects of the study, the alternatives to participation, the voluntary 
nature of the participation, and the source of funding for the research and conflict of interest on 
the part of the research staff. I have also discussed the information required under the HIP AA 
Privacy Rule. I have invited the subject to ask questions and have answered any questions that 
the subject has asked. 

Signature of the 
Main and/or co-researcher 

Printed name 

ICF Template 
Page 8 of9 

Date of Signature 
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Distribution instruction for main and/or co-study doctor or main and/or co-researcher: 

Paragraph below to be discussed: 
The signed (i) Consent form and (ii) Authorization for Use and Disclosure of Identifiable Health 
Information should be distributed to: 

1) Subject
2) Main researcher's research records (original)

ICF Template 
Page 9 of9 
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TEXAS HEAL TH RESOURCES 

INSTITUIONAL REVIEW BOARD (IRB) 

Texas Health 
Harris Methodist Southwest Hospital 

IRB# 

Barriers to treatment/or women ages 18 to 45 

with urinary incontinence 
Page 1 of 3 

AUTHORIZATION TO USE or DISCLOSE 
PROTECTED HEAL TH INFORMATION FOR RESEARCH 

An additional Informed Consent Document for Research Participation may also be required. 

Signing this form giv�s authorization (permission) for the researcher, health care facility
and IRS to use and disclose (share) your protected (private) health information for the 
research named here: 

Title of Research Project: Barriers to treatment for women ages 18 to 45 with urinary 

incontinence 

Leader of Research Team: Linda Gregoire Yates; P. T. 

Address: 6100 Harris Parkway, Fort Worth, Texas, 76132 

Phone Number: 817-357-2279 

What information will be used or shared? If you give authorization, the health care facility 
where you received treatment or testing will make available (disclose) to the researcher 
your protected health information as necessary for this study as described below. I 
understand that specified information to be released may include, but is not limited to: 
history, diagnoses, and/or treatment of drug or alcohol abuse, mental illness, or 
communicable disease, including Human Immunodeficiency Virus (HIV) and Acquired 
Immune Deficiency Syndrome (AIDS). 

1. Information gathered in the intake questionnaire: age, level of education, employment
status, health insurance coverage, type of physician used for women's health services,
number of births, menstrual cycle, and other pertinent health conditions.

2. Information gathered during the interview process: the participant's personal views and
experiences as related to urinary incontinence.

Why will the information be used or shared? If you give authorization, the researchers
may use or disclose your protected health information for the following specific purposes:

1. Identify barriers to treatment for women ages 18 to 45 with urinary incontinence.

2. Examine the life experiences and personal beliefs of women ages 18 to 45 with urinary

incontinence and how these experiences affect their decision to seek or not to seek

treatment.

The researchers may also use or share your private information to develop new procedures

or commercial products. 

Revised 02/2 I /2003 
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TEXAS HEALTH RESOURCES 

Texas Health 

Harris Methodist Southwest Hospital 

IRB# 

Barriers to treatment/or women ages 18 to 45 

with urinary incontinence 
Page 2 of 3 

Who will get my information? If you give authorization, the researchers may disclose 
your protected health information to the research sponsor, inspectors who check the 
resear_ch, �he Institutional Review Board (IRB) overseeing the research, and government
agencies like the Food and Drug Administration (FDA) and the Department of Health and 
Human Services (HHS). The researchers may also disclose your information to the 
following people: 
1. Principal Investigator: Linda Yates, P.T.

2. Texas Woman's University Faculty Research Advisors: Mary Thompson, PhD, Major
Professor and Venita Lovelace-Chandler, PhD, Associate Director

Confidentiality. The researchers may report their findings in scientific reports, but they will 
not name you in their reports. The researchers will try to keep your information confidential, 
but this cannot be guaranteed. The government does not require everyone who might see or 
receive your information to keep it confidential, so it might not remain private, 

Voluntary Choice. The choice to give authorization to use or disclose your protected health 
information is voluntary. It is completely up to you. No one can force you to give authorization. 
Refusing to give your authorization will not affect your ability to get normal treatment, 
payment, or health benefits from your physician or health care provider. However, you must 
give authorization for the researchers to use or disclose your protected health information if 
you want to participate in the research. 

Canceling Permission. If you give the THR researchers authorization to use or disclose 
your protected health information, you have a right to cancel your authorization whenever 
you want. However, canceling your authorization will not apply to information that the 
researchers have already used or disclosed. 

To cancel your authorization (permission), you must write to either of the following: 

1. The Leader of the Research Team named at the beginning of this form or

2. Director Research Compliance
Texas Health Resources, 611 Ryan Plaza Drive Suite 1200, Arlington Texas 76011
If you have questions call: 682-236-6746

End of Permission. Unless you cancel it, authorization to use or disclose your protected 
health information for the research will end on May 1, 2014. 

Giving Permission. By signing this form, you are_ giv!ng Texa� H�alth Resource� (THR),
and the research team named on this form, authonzat,on (perm1ss1on) to use or _disclose 
(share) your protected (private) health information for the research named on this form. 

Patient/Subject Name: _____________ _
Research Authorization for Protected Health Information 

Revised 02/21/2003, 04/0S/200S 
Research Privacy Form I 
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TEXAS HEALTH RESOURCES 
Texas H ea/th 
Harris Methodist Southwest Hospital 

IRB# __ 
Barriers to treatment/or women ages 18 to 45 

with urinary incontinence 
Page 3 of 3 

Date of Birth 

Signature of Patient-Subject or Legal Representative** Date 

** /{signed by a Legal Representative, a description of the relations/tip to the Patient-Subiect 
and the Authority to Act as Legal Representative must be attached to this form. 

A signed copy of this form must be given to the Patient-Subiect or the Legal Representative. 

Revised 02/21/2003, 04/08/2008 
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PERSONAL HISTORY AND INFORMATION 

1. What is your date of birth?
------------

2. What is the highest level of education you have completed?
---------

3. What is your employment status? (please circle one)

Full time Part time Not working 

4. Do you have health insurance? (please circle one) yes no 

If yes, does your health insurance cover physical therapy services? 

(please circle one) yes no 

5. Primarily, who do you visit for women's health issues? (please circle one)

OB/GYN General Practitioner Nurse Practitioner Urologist

6. Number of births: ____ vaginal ____ Caesarean 

7. Do you have a regular menstrual cycle? (please circle one) yes 

Other 

no 

8. Other health conditions: (please list) _________________ _
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INTERVIEW GUIDE 

The following checklist provides an outline of topics to be addressed during the 
interview. 

□ Personal views about UI

□ Onset of ill symptoms

□ Pregnancy & symptoms

D Self management strategies 

□ Communication with healthcare providers

D Communication with others 

D Treatment 

□ Quality of life

□ Social experiences

□ Fears

□ Expectations
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