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INCONTINENCE AND COPING BEHAVIORS OF ELDERLY PERSONS: 

INSTRUMENT DEVELOPMENT 

ABSTRACT 

LAURA A. TALBOT, M.S., R.N., C. 

TEXAS WOMAN'S UNIVERSTIY 
COLLEGE OF NURSING 

AUGUST, 1991 

An exploratory study to test validity and reliability 

of a researcher-developed questionnaire which measures the 

10 areas of coping with urinary incontinence in community 

residing elderly of the Dallas-Fort Worth Metropolitan 

area. In addition, differences in coping between males 

and females and age groups were examined. The 

relationship between perceived severity of incontinence 

and f.requency of coping behavior was also tested. 

Using psychometric theory and Mitteness' theory of 

urinary incontinence, a 139 item self-report, interval 

level, norm referenced scale was developed. Content 

va�idity was e�timated by a panel of experts. As a result 

of the expert evaluation, the Coping With Urinary 

Incontinence scale was reduced from 139 items to 64 items. 
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A pilot study detennined initial internal consistency 

estimates for the scale. 

One hundred seventy three community resi1,ing 

incontinent older adults participated in the major study. 

The demographic data included age, gender and perceived 

severity of their bladder disturbance. Estimates of 

internal consistency reliability and construct validity of 

the scale were computed. The Cronbach's Alpha for 

internal consistency reliability for the 39 item scale was 

.9359 (standardized item alpha = .9526). 

The Coping With Urinary Incontinence Scale, based on 

the SPSSx varimax Factor Analysis, was conceptually 

interpreted. Ten subscales were created and named. 

Using a chi-square test of independence, 8 items of 

the final 39 item scale showed significant difference 

between the .�.� groups and the frequency of coping 

final 39 item scale were significant at the .01 level. 

Concluding that age was a significant factor in how the 

participants responded to these questions. 

Using a chi-square of independence, all items of the 

Coping With Urina:ry Incontinence Scale were independent of 

each other when compared to gender and perceived severity 
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of urinary incontinence. Thus, gender and participant's 

perceived severity of their urinary incontinence w�!e not 

major factors in how the participants responded to the 

instrument items. 

The Coping With Urinary Incontinence Scale 

demonstrated high internal consistency, high stability, 

and strong construct validity_ when used with community 

residing incontinent elderly persons. While the beginning 

validity and reliability estimations were strong, 

additional testing of this instrument is needed . 
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CHAPTER I 

INTRODUCTION 

As modern knowledge and technology extend life 

through better nutrition, health care, and personal 

attention to maintaining life, the amazing increase in the 

number of elderly Americans creates a growing concern 

about theie quality of life. Both emotional and physical 

problems arise during the aging process. One of the most 

debilitating of such problems is the sense of loss of 

control. 

Many of the elderly perceive a loss of control in the 

particular events of their lives; they sometimes have 

little or no choice about where or how they live. A sense 

of control is necessary to the psychological well-being of 

all persons, but it becomes especially important to the 

elderly. Aging seems to bring a decline in control over 

many of the important domains of their lives as well as a 

decline in physical ability. 

One area in which older people may experience a loss 

of both physical ability and control is related to bladder 

function. The National Institute on Aging has estimated 

that over 12 million Americans are incontinent 
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{Farley, 1987), a condition defined as the involunta:ry 

loss of urine after the age of toilet training {Thompson, 

McFarland, Hirsch, Tucker, and Bowers, 1986). Between 10 

and 15% of persons over 60 years of age residing in the 

community {Simons, 1985) and more than 50% of persons over 

65 years of age residing in nursing homes (Resnick and 

Valla, 1985) are incontinent. In fact, the second most 

common reason for the institutionalization of an older 

person is incontinence; the incidence of incontinence is 

higher in older women than in older men {37% as compared 

to 17%) (Farley, 1987). 

The social consequences of incontinence are 

substantial. "Criticism, contempt, and eventual exclusion 

from the community" {Mitteness, 1987, p. 212) are among 

the behaviors which the incontinent encounter. The 

limitation of social activities and social interactions 

and the increase of social isolation which results are due 

to the fear of embarrassment when incontinence occurs. 

Many of the elderly become virtual recluses because they 

feel unable to cope with the problem in public. Some even 

lose their independence because relatives feel incapable 

of caring for incontinent elderly family members and, 

consequently, place them in institutional environments 

(Henderson and Taylor, 1987). Also associated with the 
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onset of incontinence is the psychological conviction that 

loss of, continence is inevitable, that it is one of the 

signals of advancing age and approaching death. In one 

sense, incontinence is "proof that one is not a competent 

adult" (Mitteness,, 1987, p.213). 

How the elderly attempt to cope with incontinence is 

of importance to all health care givers. Although some 

studies have been done, very little is known about those 

mechanisms employed by the elderly to cope with the 

problem of incontinence because many of the incontinent 

hesitate to discuss the problem. 

Problem of the Study 

The increase in the number of incontinent elderly 

Americans creates a need for health care givers to have 

accurate infonnation about this segment of the population. 

While excellent discussions of current concepts of 

pathophysiology and summaries of current treatment 

approaches exist, there are large gaps in our 

understanding of the areas of incontinence in old age 

(Ruff and Reaves, 1989; Newman, 1989; Robb, 1985; 

Henderson and Taylor, 1987). The primary focus of the 

present study was to validate theoretically derived 

variables which the connnunity residing elderly use to cope 

with urine loss and maintain independence in the face of 
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an often debilitating and stigmatizing disorder related to 

the social and psychological consequences of urinary 

incontinence in later life. Specifically, a researcher

developed questionnaire which �easures the lO areas of 

coping with urinary incontinence in community residing 

elderly of the Dallas-Fort worth Metropolitan area was 

tested for validity and reliability. In addition, 

differences in coping between males and females and age 

groups were examined. The relationship between perceived 

severity of incontinence and frequency of coping behavior 

was also tested. 

Justification of the Study 

In gerontological nursing, emphasis is placed on 

maximizing independence in the activities of daily living 

and promoting, maintaining, and restoring health of the 

older adult (Standards of Gerontological Nursing Practice, 

1976). In the taxonomy of human responses, impaired 

functioning in elimination was an area identified as one 

upon which nursing intervention should focus. Assessing 

physical, social and behavioral problems relating to the 

individual's incontinence disorder was identified as a 

standard of nursing practice in the Standards of 

Urological Nursing Practice (1977), yet a means of 

assessing the social and behavioral problems does not 
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exist. The quality of nursing research depends on valid 

and reliable instruments. The present study tested a new 

instrument to assess incontinence in older persons. 

The North American Nursing Diagnosis Association 

(NANDA, 1988) has approved five nursing diagnoses related 

to incontinence. They are functional, reflex, stress, 

total and urge incontinence. Each of these focuses on the 

physiological circumstances surrounding the loss of urine. 

Historically, nurses have concentrated on the 

physical mechanisms of incontinence. Changes in the 

structure and function of the human body which cause 

incontinence are described but little is known about the 

social and psychological aspects of urinary incontinence. 

Williams (1983) noted a lack of infonnation about the 

lives of incontinent elders and the effects of 

incontinence on patterns of living. 

Multiple definitions of urinary incontinence are 

listed in the literature. The International Continence 

Society (1976) defined incontinence as "a condition in 

which involuntary loss of urine is a social or hygienic 

problem and is objectively demonstrable. (p.39) 11 

Urinary incontinence coping strategies attempt to 

deal with the demands of an incontinent episode. The 

theor�tical framework of the present study is based on 
\ 
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variables which are theoretically related to urinacy 

incontinence and'are potentially amenable to nursing 

interventio:ns·.'_..ft The theoretical framework provides a 

descriptive base to guide nursing theory in developing and 

testing nursing interventions concerned with assisting the 

individual cope with urinary incontinence. 

Theoretical Framework 

Mitteness (1987) conceptualizes a folk theory of 

incontinence based on her ethnographic study. She implies 
)' 

that the meaning of folk theocy is found in the 

unconscious patterns of living, thinking and acting of 

older individuals-living in the community who experience 

urinary incontinence} Colloquial words and idiomatic 

expressions described by the incontinent older person fonn 

the concepts of Mitteness• folk theory. This folk theocy 

describes the cultural system of beliefs that older adults 

have con'?erning urinacy incontinence. 

In order to minimize the negative social consequences 

of their urinacy incontinence, the incontinent elderly 

focus on controlling smell and wetness of their urine. If 

elders are able to hide the smell and wetness from the 

conununity, they are socially accepted. If they are unable 

to hide the smell or wetness they are "subject to 

criticism, contempt and eventual exclusion from the 
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community" (Mitteness, 1987, p. 212) . ,The consequences 

associated with the inability to control the smell and 

wetness are so severe that the incontinent elderly resort 

to social isolation or eternal vigilance in public to 

maintain control. When visible incontinence occurs, the 

social consequences are evidence of incompetence and 

encroaching decrepitude. 

It is a symbol for the disintegration of order and 

the polluting aspect of disorder, of (too old) old 

age .... The revulsion at the polluting aspects of UI 

and the resigned acceptance of urinary incontinence 

in old age leads to a suggestion that old age and 

bodily disintegration are central symbols of the 

fabric of American culture. Urinary incontinence is 

one step along the inevitable path to incompetence 

and disintegration .... It is proof that one is no 

lon$er a competent adult, that one is on the road to 

the ultimate in disorderliness to becoming not a 

person. (Mitteness, 1987, p.213) 

The setting for the ethnographic study (Mitteness, 

1987) was three HUD-subsidized apartment buildings 

specifically for the elderly. The sample included men and 

women whose ages ranged from 4l to 97 with a mean age of 

74. Data were collected through periodic formal
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interviews, brief informal visits, and time spent in 

social activities with the study participants over a 

twelve month period. She categorized her data on bl�dder 

control disturbances into "folk categories". These 

categories were as follows: "frequency," 11 nocturia, 11 

"nighttime accidents," "lack of warning dribbling," 

"sneezing and urine loss," and combinations and 

permutations of complaints. No matter what category of 

incontinence the elder had, all persons utilized 

management strategies to control the impact of 

incontinence. From this data, Mitteness outlined what she 

termed a "folk theory of incontinence." 

The theory focuses on management of bladder control 

disturbances in the elderly person. Control of wetness 

and odor is the primary focus. By redefining control over 

wetness and odor, the adverse social consequences of 

incontinence can be diminished. An example of redefining: 

by using a pad or collection device an incontinent episode 

did not occur because the floor or the individual's 

clothes did not become wet. 

Mitteness (1987) identified three general levels of 

success in managing bladder control. disturbances. They 

are 1) success in being able to pass as normal by 

maintaining a public persona and an active social life;_ 



9 

2) increasing social isolation; 3) non-management

(flagrant incontinence) in which the individual is unable 

to keep incontinence a secret to the public. 

The original focus of the present study was to test 

12 coping strategies of the incontinent elderly. The 12 

areas of coping were: l) rearranging physical 

environment, 2) strengthening muscles, 3) controlling the 

urge to void, 4) controlling wetness and odor, 5) 

detennining nutritional strategies, 6) seeking health care 

strategies, 7) joining social support groups, 8) 

abandoning control, 9)rearranging social environment, 10) 

emphasizing positive aspects of the situation, 11) blaming 

the self, and 12) coping sexually. Th� coping behaviors 

which are imbedded in Mitteness' theory (1987) were 

specifically labeled by Talbot (1988) and eventually 

converted to instrument items. The twelve coping 

behaviors with 3 general levels of success are depicted in 

Figure 1. 

Assumptions 

The following assumptions undergird the study. 

1) Urinary incontinence is not a normal part of the

aging process (Mitteness, 1987). 



BBHAVrORS 

Rearranging physical 

Strengthening muscles successful Hiding 

controlling the urge to void 

controlling wetness & odor 

Detennining nutritional strategies COPING ----------social Isolation 

Seeking health care strategies 

Joining social support group 

Flagrant Incontinence 

Abandoning Control 

Rearranging social environmen 

Emphasizing positive aspects 

Blaming the self 

Coping sexually 

CONCEPTUALIZATION OF COPING WITH INCONTINENCE - TWELVE CONCEPTS I:_ROM MITTENESS 

FIGURE 1 
..... 

0 



11 

2) Health care givers, as well as the general public,

operate under the premise that urinary incontinence is not 

a major health problem (Mitteness, 1987; Simons, 1985). 

3) There is variability in the physical manifestation

of urinary incontinence, but the cognitive organization of 

incontinence is unifonn. 

4) Control over bodily function is an automatic part

of adulthood (Mitteness, 1987). 

5) Urinary incontinence occurs more frequently among

the elderly than among young adults (Feller, 1986). 

Hypotheses 

The following hypotheses were tested: 

1. The internal consistency reliability coefficient of

the Coping with urinary Incontinence instrument is equal 

to or greater than 0.70. 

2. The internal consistency reliability coefficients for

each of the instrument subscales are equal to or greater 

than 0.60. 

3. All item to. total correlations are between 0.3 to 0.7.

4. There is a significant difference among age groups and

the frequency of coping behavior used. 

5. There is a significant difference between the genders

and the frequency of coping behavior used. 
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6. There is a significant relationship between perceived

severity of urinary incontinence and the frequency of 

coping behavior. 

Definition of Tenns 

Relevant tenns are defined as follows: 

community Residing Elderly: persons 55 years of age 

and older who reside outside of an institutional setting 

in the Dallas-Fort Worth-Denton area. 

urinacy Incontinence: a self-reported response by 

the community residing elderly that s/he has an 

involuntary loss of urine, frequency of urination, 

sensation of urgency and/or nocturia. 

COJ;>ing with urinary Incontinence: a profile of 

methods of coping with urine leakage based on the 

following 10 subscales: 

1. Strengthening muscles

2. Coping Sexually

3. Intimate Moments

4. Seeking health care strategies

5. Controlling urge and loss of urine

6. Rearranging physical environment

7. Expressing emotions

8. Concealing attempts
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9. Seeking social support/rearranging social

environment

10. Managing in social situations

Limitations 

The sample was one of convenience. Biases tend to be 

present in this type of sampling because the participants 

chose to enter the study. Also to choose elderly in 

senior centers, and apartments may overlook the totally 

isolated elderly. This may have skewed the results toward 

a less isolated effect. 

Reports concerning dysfunctional bladder behavior 

could be consciously or unconsciously distorted. 

Participants may have perceived the questionnaire as a 

threat to their independence if they admitted to having a 

problem with urine control The researcher was not able to 

verify the bladder behavior. Also, there may have been 

problems_ with the memory of the events. The respondents 

may have underestimated or overestimated past events. 

Summary 

The problem of the study was the development of a 

valid and reliable instrument which measures coping 

behaviors of incontinent elderly people. The Coping With 

Urinary Incontinence Scale was developed to measure how 

frequently elderly participants used any one or all of the 



coping mechanisms. A folk theory (Mitteness, 1987) was 

used as the basis for the scale. Assumptions were 

presented. Hypotheses were stated, concepts were 

operationally defined and the limitations discussed. 

l4 



CHAPTER 2 

REVIEW OF THE LITERATURE 

The review of literature related to coping with 

urinary incontinence is organized by the major concepts: 

urinary incontinence and demographic variables. A summary 

of the review of the literature completes the chapter. 

Urinary Incontinence 

Research Articles 

Smallegan (1985) studied reasons for the decision by 

the caregiver to admit an individual to a nursing home. 

The sample consisted of 288 decision makers of newly 

admitted patients into 27 nursing homes. The decision 

makers were interviewed about the problems of the 

individual admitted and the family, the needs for help, 

helpers, the length of time for which help was given and 

the frequency and intensity of help given. In her study, 

she cited the inability to cope as a factor in the 

decision to admit a person to a nursing home. 

Incontinence, strokes and difficult behavior accounted for 

135 of the major precipitating causes for admission. 

Norton (1982) developed a scale to establish whether 

the supposed restrictions imposed by incontinence were 

15 
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present; if present, to establish the degree the 

individual felt incontinence affected his or her life; and 

to measure changes in this as an outcome criterion over 

time. In this pilot study, 60 women attending a 

urodynamic clinic were randomly assigned to two groups and 

asked to fill out one of two questionnaires depending on 

group assignment. Group I received an unstructured 

questionnaire whereas group 2 received a structured 

questionnaire. A total of 49 questionnaires were 

received. Norton found that the psychosocial effects and 

the severity of the incontinence did not correlate with 

age, duration of symptoms nor diagnosis of the cause of 

incontinence. The questionnaire which was used in 

Norton's study was not tested for validity or reliability. 

Norton's pilot study looked at the psychological fallout 

but did not mention coping mechanisms of the incontinent 

individual. 

Simons (1985) surveyed 43 females over the age of 60 

living in a mobile home retirement community. A three 

part questionnaire was used to explore the problem of 

urinary incontinence. Part I of the questionnaire 

elicited demographic data; Part II of the questionnaire 

was the Rosenberg Self�Esteem Scale; and Part III 

identified those who were continent and those with urinary 
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incontinence. The findings showed there were no 

statistical differences between the self-esteem scores in 

the continent and incontinent groups. What was 

significant was that 50% of those who were incontinent had 

not revealed the symptoms to a health care provider. They 

felt incontinence was a part of the aging process. 

Breakwell and Walker (1988) investigated the 

similarities and differences in self-reported perceptions 

of physical health, social interaction and personal 

adjustment between continent and incontinent homebound 

elderly women. The sample included 25 continent and 17 

incontinent homebound women over the age of 65. Breakwell 

and Walker found significantly less social interaction in 

the incontinent group than in the continent group. There 

were no significant differences between the groups for 

perceived physical health or personal adjustment. 

A p�lot study completed by the Visiting Nurse 

Association of Trenton, New Jersey, used behavioral 

interventions to manage urinary incontinence among 

homebound elders (Newman, Lynch, Smith and Cell,1991}. 

The outcome was measured by the number of accidents per 

day. The number of participants who completed the full 

series of treatments totaled 79. The results were 

significant. Fifty eight percent of the pre-treatment 
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participants had mild incontinence (one accident per day) . 

After treatment, the number of participants reporting no 

more than one incident a day rose to 84%, the number of 

participants having 10 or more accidents per day declined 

from 19% to 1%. 

Glower, Thomas, North and Meade (1986) conducted a 

study to detennine how many patients with urinary symptoms 

due to neuropathic bladder experience difficulties with 

sexual intercourse. The sample consisted of 185 patients 

between the ages of 15 thru 60 years residing in four 

London boroughs. The participants were interviewed, using 

a structured questionnaire which focused on difficulties 

with sexual intercourse as related to their bladder 

dysfunction. The findings showed 96 of the 185 reported 

difficulties with intercourse. Difficulty was reported 

more frequently by men than women. A limitation of the 

study was the inability to distinguish between physical 

and psychological causes of sexual problems which may have 

been· interrelated. 

Brink (1990) prepared a qualitative historical review 

of 30 studies of disposable pads, diapers and washable 

pants with disposable pad systems. These studies dated 

from 1965 to 1987. They showed a variation in the 

absorbent pads and gannents available. Overall, the 
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studies provided limited criteria to help in the selection 

of one product over another. Some areas of management 

strategies such as fluid intake and type of liquid were 

discussed. In summary, Brink stated that there is a 

paucity of infonnation on fluid management. Brink also 

noted that there are few studies concerning manipulation 

and urine control. 

Fantl, Wyman, Harkins and Hadley (1990) gave a 

chronological review of the literature related to bladder 

training and its effect on urinary incontinent women. 

These 10 studies dated from 1961 to 1982. The reported 

efficacy of this form of therapy in these studies varied 

from 44% to 97% with the definition of cure varying widely 

between studies. Their conclusion supported the use of 

bladder training as a form of intervention for urinacy 

incontinent older women. They concluded that the lack of 

standardized efficacy data especially for the older 

population supports the need to study the community

dwelling women. 

Hu, Igou, Kaltreider, Yu, Rohner, Dennis, Craighead, 

Hadley and Ory {1989) studied 133 incontinent women in 

seven nursing homes. The participants were randomly 

assigned to either a control or treatment group for 13-

weeks of a behavior therapy program for urinary 
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incontinence. The control group received the usual 

incontinence-related care. The treatment group received a 

behavior therapy program which consisted of hourly 

checking and prompting of individuals to empty their 

bladders. The results showed a 26% reduction in wet 

episodes among the women in the treatment group. During 

the 22-week follow-up period the effects of the treatment 

program were maintained. An informal survey revealed an 

improvement in the quality of life and psychological 

status of the participants. The study used an infonnal 

survey to evaluate the quality of life and did not look at 

the coping methods used by these individuals. 

Robb (1985} used a nonrandom volunteer sample of 66 

elderly community residing male veterans who experienced 

urinary incontinence to verify the amount and frequency of 

incontinent urine loss. The procedure involved a history 

and physical examination performed by a nurse 

practitioner. In addition, a 7 day diary of urinations 

and fluid intake was maintained by the subjects. Then a 

60-minute absorbent pad test, and a 3-day absorbent pad

test were completed. The pads were weighed to obtain 

quantitative data. Robb found the records maintained by 

the subjects for amount and frequency test to be 

inaccurate. The records varied widely from one time to 
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another, had multiple blanks, plus had discrepancies that 

the subject could not explain. She concluded that the 60-

minute test was more sensitive than the 3-day test for 

verifying stress incontinence. The subject's diary of 

urinations and fluid intake was more accurate if completed 

in a shorter time span. 

Noelker (1987) looked at the relationship between 

incontinence in elderly relatives and the stress effects 

reported by the caregivers. Of 559 caregivers, 229 had 

elderly relatives with incontinence and 179 elderly had 

urinary and fecal incontinence. In a structured interview 

of the caregivers, demographic variables, the.incidence 

and frequency of urinary and fecal incontinence and its 

perceived problem to the caregiver, and indicators of 

impainnent in addition to incontinence of the elderly 

relative were obtained. Stress effects for the caregiver 

were measured by the Restricted Social Activities scale, 

the Negative Affect in Family Relationships scale and 

health deterioration in the caregiver as reported by the 

caregiver. The results showed that urinary and fecal 

incontinence was a predictor of perceived negative affect 

in family relationships (F= 8.29, p= <.01). The caregiver 

was influenced by this behavior and more likely to seek an 

alternative care arrangement such as a long tenn care 
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facility. A relationship between restricted social 

activity and health deterioration of the caregiver did not 

surface. 

Henderson and Taylor (1987) used an experimental 

pretest-posttest control group design to compare 9 women 

aged 55 years and older to five women aged 54 years and 

younger. The Personal Perineometer was used to measure 

the pressure exerted by the pubococcygeal muscle strength. 

The subjects were measured for pubococcygeal strength and 

instructed on Kegel perineometer resistive exercise. Over 

8 weeks, the clients made weekly visits in which a self

assessment of continence questionnaire was filled out and 

pu.bococcygeal strength was measured. The findings 

revealed the younger group was more successful in 

eliminating stress incontinence than those in the older 

group. They could obtain continence at a lower microvolt 

on the Personal Perineometer than the older group of 

women, suggesting the need for less pubococcygeal strength 

in the younger age group. Yet, the older group was more 

compliant with the instructions of the program, showing 

increased motivation. The study focused on managing 

stress incontinence through exercise and biofeedback. One 

aspect of management was tested in this study. 
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Pearson and Droessler (1988) evaluated 74 residents 

of a retirement facility for urinary incontinence and 

those at risk for incontinence. Noninvasive treatment 

strategies were matched to the specific risk indicator for 

incontinence. These strategies were taught during the 

first assessment and monthly assessments to reinforce 

and/or correct the treatment in progress. The results of 

the t test showed a significant decrease in the number of 

risk indicators in all 74 subjects (specific t test and p. 

values were not stated by the article authors). The most 

common risk factors were urge incontinence where the 

individual could not wait longer than 10 minutes to void, 

liquid intake of less than 2,200 cc a day, and nocturia. 

Yu (1987) discussed the development and pilot 

testing of the questionnaire Incontinence Stress Index 

(ISI). This questionnaire measures psychological stress 

associated with urinary incontinence in the elderly. 

Thirty elderly patients from five long-tenn care 

institutions we_re the participants in the pilot study. 

The preliminary findings of the pilot suggested that 

urinary incontinence is stressful. Depression, feelings 

of abandonment and somatic concerns related to urinary 

incontinence were exhibited by the participants. The 
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questionnaire did not measure ways of coping used by the 

participants. 

Norton (1982) revised a questionnaire from a yes/no 

response to a four-option Likert scale with responses of 

"A great deal, quite a lot, slightly, not at all". 

Additional space was left for comments. Eleven questions 

were asked (Norton, 1982): 

1. Has your leakage affected your physical health?

2. Do you feel your leakage has affected your mental

well-being? 

3. Has leakage affected your ability to cope with

your domestic chores? 

4. Has your leakage affected your social life?

5. Has your leakage affected your relationship with

your family? 

6. Has your relationship with your husband/boyfriend

been affected by your leakage? 

7. Has your leakage affected your work?

a. Does your leakage affect the way you dress?

9. Does fear of smell restrict your activities?

10. Does fear of embarrassment restrict your

activities? 

11. What to you, is the Worst effect of leakage upon

your life? (p. 13) 
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The scale was then used in a pilot study of 60 women 

to evaluate the restrictions urinary incontinence had 

imposed on.their lives; to establish the degree the 

participants felt incontinence affected their lives; and 

to measure change overtime. The results suggested that 

incontinence makes people anxious, embarrassed and 

unwilling to participate in activities that fonn a major 

component of quality of life. Yet it does not physically 

prevent them from participating in these activities. 

Many articles focus on urinary incontinence in a 

clinical setting. Their purpose is to assist the health 

care provider to diagnose urinary incontinence and to be 

aware of current clinical practices. 

Anecdotal Articles 

Ruff and Reaves (1989) describe six classifications 

of urinary incontinence which were: stress incontinence, 

urge incontinence, reflex incontinence, overflow 

incontinence, total incontinence and functional 

incontinence. They discussed guidelines for the 

incontinence history, the physical examination, the 

psychological assessment and diagnostic studies. They 

stress the need for a thorough assessment in assisting the 

individual to resolve the problem. 
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Newman (1989) discussed both medical and nursing 

management of urinary incontinence. Medical interventions 

focus on drug therapy, surgical interventions, and 

mechanical devices. Nursing interventions emphasize 

dietarymodifications, behavioral interventions, pelvic 

muscle exercises, bladder training and relaxation 

training. No assessment questionnaire was available with 

which health care providers could measure coping 

strategies. The National Institute on Aging and the 

Office of Medical Applications of Research of the National 

Institutes of Health (1989) convened a Consensus 

Development Conference on Urinary Incontinence in Adults 

on October 3 through s, 1988. The central theme of the 

conference was to examine issues regarding the incidence, 

causes, treatment and consequences of urinary incontinence 

in adults. A multidisciplinary consensus panel considered 

the evidence presented by experts in related fields on 

urinary incontinence. An overview on current knowledge on 

the etiology, pathophysiology, sequelae and management of 

urinary incontinence was documented. Recommendations for 

future research suggested the development of new 

behavioral strategies to assist those with urinary 

incontinence and epidemiologic studies with emphasis on 
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identifying risk factors associated with the development 

of urinary incontinence. 

Brink (1980) presented a theoretical framework on the 

circular sequence of events associated with urinary 

incontinence. Reluctance to discuss the problem with 

others, anger, self-imposed isolation, depression, apathy, 

confusion, decline in personal care and nutritional 

status, and physical illness and mental illness or both 

are characteristics of the isolation/depression cycle. 

Self-esteem, personal integrity and social functioning are 

threatened in this cycle of events. Incontinent older 

adults may find themselves ostracized from their peers and 

society, and that isolation may continue even after 

continence is regained. 

COJ;>ing Behaviors of Incontinent Elderly 

Brink, Wells and Diokno (1987) studied 200 community 

living women's self-management and beliefs in relation to 

urinary incontinence. The sample ages ranged between 55 

and 90 years. A history gathering instrument was used to 

identify urine-control problems, wetting management, and 

current and past health. Then a physical examination by a 

nurse practitioner was perfonned to measure general health 

variables such as cardiac, respiratory status, neurologic, 

gynecologic and urologic function. The women were then 
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asked to keep a dia:ry recording fluid intake, urine output 

and wetting behaviors. In addition, a take-home 

questionnaire was completed focusing on personal and 

familial patterns of urine control and attitudes/beliefs 

about urinary continence/incontinence. The questionnaires 

which were used had been tested only for face validity. 

Reliability testing was not reported. The. findings 

focused on the use of protective pads(62%), fluid 

restriction(25%), limitation in social or physical 

activities(l2%) and extra attention to hygiene(8%}. 

Findings showed that a change in life pattern which was 

related to incontinence was not significantly related to 

age group or peak volume of urine loss. That change of 

life pattern was significantly related to frequency of 

urine loss. Sixty four percent said it was difficult or 

ve:ry difficult to tell their families. The sample in 

this study consisted of older community residing women. 

In an ethnographic study, Mitteness (1987;1987} 

focused on �hirty incontinent elderly persons living in 

subsidized housing for seniors. Over a one year period, 

the infonnants were interviewed both formally and 

informally on health problems, of which incontinence was 

one. She found that the elderly used various 

psychological strategies to maintain their independence. 
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To manage bladder control disturbance, the physician is 

completely bypassed partly because of a belief that 

incontinence is a nonnal part of aging and irreversible 

and partly because many are already managing the problem 

relatively well. Most of the strategies which were relied 

upon involve some degree of social isolation. Their 

primary goal was to minimize negative social consequences 

and/or social ostracism because of their incontinence. 

Sutherland (1976) presented a theoretical framework 

on the psychological reactions of the patient to 

incontinence. Initially there is a depressive response 

from the incontinent patient. Shame and guilt are the 

predominant feelings. Insecurity is increased for fear 

that the incontinence may further damage fragile 

relationships. This leads to avoidance of these 

relationships, further social withdrawal, isolation, and 

the risk of sensory deprivation. The incontinent person 

becomes apathetic as a defense mechanism used to lessen 

the anxiety associated with incontinence. Research studies 

to support Sutherland's theory were not presented. 

Demographic Variables 

Age and Gender 

The National Center for Health Statistics (Feller, 

1986} concluded that incontinence increases with age. In 
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the 45 to 64 age group, 9.1 per 1000 have incontinence 

problems; in the 65 to 74 age group, 22.4 per 1000; in 

those over the age of 75 were 57.4 per 1000; 75-84 years 

48.l per 1000; in those over 85 years 98.4 per 1000.

Women were more likely to have incontinence problems than 

men in all age groups except for those 85 years and over. 

The incidence for males in the 85 and over group is 100.9 

per 1000 while the incidence for females is 97.l per 1000. 

Wells (1980) examined previous research studies 

performed in the United States and Britain. She compared 

the prevalence of urinary incontinence among elderly in 

the United States and Britain. She found that the 

percentages of incontinence among community-based elderly 

in the two countries was parallel. The U.S. survey 

reported 10 percent incontinence whereas the British 

reported 14 percent. She found no reported studies of 

urinary incontinence in the homebound or bedfast elderly 

residing in the community. 

Diokno, Brock, Brown and Herzog (1986) surveyed 

13,912 U.S. households to determine the prevalence of 

urinary incontinence in the non-institutionalized elderly. 

They found that the overall prevalence for the entire 

sample was 30 percent. For men, it was 18.9 percent, and 
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for women it was 37.7 percent. There were no significant 

differences among age groups. 

Palmer (1988) did an historical review of the 

literature focusing on the prevalence of incontinence in a 

variety of health care settings. Her review reported on 

21 studies starting in 1964 and progressing through 1987. 

She noted an under-reporting of incontinence by the 

incontinent person because of embarrassment, fear of the 

consequences of disclosing the information and even a 

sense of futility. She found that incontinence is more 

common among women, becomes more severe with advanced age, 

and is linked with an increased risk of death. 

Perceived severity of the Problem 

In their theoretical discussion of urinary 

incontinence, McConnick and Burgio (1984) emphasized the 

importance in assessment of the person's perception of 

whether incontinence is a problem. If the individual does 

not perceive incontinence as a problem or denies its 

presence, his or her motivation or desire to control it 

will be diminished. 

Norton {1982) found that the degree of incontinence 

did not correlate with the social restrictions. Women 

with minimal leakage perceived their restrictions as very 



severe whereas others with more severe leakage were 

unperturbed by it. 
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Brink, Wells and Diokno (1987) studied 200 corm.nunity 

living women between the ages of 55 and 90 attending a 

continence clinic. In a take-home questionnaire, personal 

and familial patterns of urine control and 

attitudes/beliefs about urinary continence/incontinence 

were explored. The results showed that changes in life 

patterns such as limitations in social and physical 

activities were not significantly related to either age 

groups or peak volume of urine loss but were significantly 

related to frequency of urine loss. 

Sunnnary of the Literature 

Little research is presented on the effects of 

urinary incontinence on the patterns of living in the non

institutionalized elderly. Much is theorized about the 

impact incontinence has physically, psychologically and 

socially (Brink 1980; Sutherland, 1976). Social 

interaction was found to be influenced in several studies 

(Breakwell and Walker, 1988; Mitteness, 1987;Palmer, 1988; 

Brink, Wells and Diokno, 1987). 

Incontinence increases with age and is more prevalent 

among women (McCormick and Burgio, 1984;Diokno, Brock, 

Brown and Herzog, 1986; Palmer 1988) The perceived 
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severity of the problem was discussed. Many elderly did 

not perceive incontinence as a problem (believing it was 

part of aging) or they denied the problem (McConnick and 

Burgio, 1984). Norton (1982) found that the degree of 

incontinence did not correlate with the social 

restrictions. Brink, Wells andDiokno(l987) found a 

significant relationship between change in life pattern 

and frequency of urine loss. Yu• s (1987) study focused on 

the psychological fallout of incontinence. The Norton 

(1982) questionnaire examined the effects of incontinence 

on the lives of women. Both of these studies were pilot 

studies looking at trends. A more comprehensive study is 

needed to examine both the psychological and sociological 

consequences of urinary incontinence in late life. 

The review of literature suggests that there may be 

significant relationships among limited social activities, 

limited social interactions and urinary incontinence. 

Mitteness (1987) confinned that the incontinent elderly 

manage the P,roblem relatively well: however, most of the 

strategies which are relied upon involve a degree of 

social isolation. Little is known about other areas used 

to cope with the problem of urinary incontinence. 



CHAPTER 3 

METHODOLOGY 

The focus of the present research tested Coping With 

the Urinary Incontinence Questionnaire developed by the 

researcher. · The concept measured was coping behavior as 

it relates to the incontinent older adult. The original 

instrwnent {139 items) was comprised of 12 subscales of 

coping behavior. The subscales were: rearranging 

physical environment, strengthening muscles, controlling 

the urge to void, controlling wetness and odor, 

detenn.ining nutritional strategies, seeking health care 

strategies, joining social support groups, abandoning 

control, rearranging social environment, emphasizing 

positive aspects of the situation, blaming the self, and 

coping sexually. The 139 item scale was evaluated by a 

panel of 13 experts in the field. From their evaluations, 

14 items were deleted from the scale leaving a total of 

126 items and 12 subscales. A pilot study was completed 

which included a factor analysis. Based on the 

statistical results, an additional 62 items were deleted 

from the scale leaving a total of 64 items and eleven 

subscales. Data was then collected for the major study. 

34 
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The factor analysis and item to scale statistics were 

compared and 20 items were deleted leaving a total of 44 

items and 15 factors. The factor analysis and item to 

scale statistics were computed and analyzed. Five more 

items were deleted from the scale leaving the present 

scale with 39 items and 10 subscales. 

The method of measurement is a Likert-like rating 

scale. The declarative statements are close-ended with a 

scale of ordered choices after each statement. The 

respondent was to find the most appropriate category on a 

continuum of responses and circle it. This scale has four 

categories from which the respondent may select: 1) 

never, 2) sometimes, 3) often and 4) always. Values are 

placed on each response with a value of 1 placed on the 

least used strategy and a value of 4 placed on the most 

used strategy. 

Measurement Framework 

The instrument, Coping With Urinary Incontinence 

Scale, is a norm-referenced measurement, based on the 

rationale of Waltz, Strickland and Lenz (1984). Waltz, 

Strickland and Lenz (1984) differentiate between norm- and 

criterion-referenced measurement. Criterion-referenced 

measures have an interpretive base or framework. They are 

based on a specified domain rather than a specified 
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population or group. The results are interpreted in terms 

of a predetennined criterion or standard (an ideal). In 

addition criterion-referenced measures yield nominal and 

ordinal data. 

Norms refer to statistical infonnation that describe 

the scores earned by members of a defined population with 

which the score earned by a particular individual can be 

compared. When the interest is in evaluating the 

performance of a subject relative to the perfonnance of 

other subjects in some well-defined comparison or nonn 

group, a norm-referenced approach is used. The norm

referenced approach measures a specific characteristic in 

such a way that it maximally discriminates among subjects 

possessing differing amounts of that characteristic 

(Waltz, Strickland and Lenz, 1984). The Coping With Urine 

Loss Scale is designed to do this. Predetermined 

behaviors do not exist� The instrument will measure the 

characteristic of coping strategies in such a way as to 

maximally discriminate among subjects possessing varying 

amounts of coping. 

The method of self-reporting on the Coping With Urine 

Loss Scale is on a Likert-like scale. This type of 

Likert-like scale goes along with nonn-referenced 

measures. Classical measurement theory is the basis for 
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nonn-referenced measures. The theocy states that every 

observed score (0) is composed of a true score{T), which 

represents the precise amount of the attribute possessed 

by the subject at measurement time, and an error score 

{E). Scaling theo:ry states that considerable measurement 

error and systematic error can be expected in a single 

item. Therefore in most scales, the various items on the 

scale are summed to obtain a single score. Several items 

in a scale are used to measure the concept. The various 

items in a scale increase the dimensions of the concept. 

{Burns and Grove, 1987) 

Another method of obtaining information related to 

coping strategies is the.use of a questionnaire. The 

questionnaire is a self-report fonn in which information 

is elicited . The disadvantages in the use of a 

questionnaire are many. The infonnation is usually 

ordinal in nature and thus pennits limited analysis of the 

data. Also the response rate to a questionnaire is 

generally lower than in any other form of self-report. A 

third disadvantage to the use of questionnaires is that 

questionnaires are a less precise means of measuring a 

phenomena than is scaling. {Burns and Grove, 1987) 

Scaling is used to measure psychosocial variables. 

Dillman {1978) stated that the close-ended questions with 
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ordered answer choices is ideal for the detennination of 

the degree of involvement. The Coping With Urinary 

Incontinence Scale uses close-ended questions with ordered 

answer choices for the purpose of deter.mining the degree 

of involvement. 

Rubinson and Neutens (1987) discuss other advantages 

of the Likert scale. The scale is simple to construct, 

each item is of equal value, and is likely to produce a 

reliable scale. 

Level of Measurement 

The Coping With Urinary Incontinence Scale employs a 

4 point Likert-like scale. Data are both ordinal and 

interval in nature. Burns and Grove (1987) stated that 

the values of each item of a Likert scale are ordinal 

level data; the summed score is interval level data. This 

allows for more sophisticated statistical analyses. 

Setting 

The study was conducted in the Dallas-Fort worth 

metropolitan area. Local senior citizens centers, senior 

clubs, hospital volunteers and senior apartments were 

utilized. 

Sample 

The population consisted of adults 55 years of age 

and older who stated they had a problem of urine leakage, 
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frequency, or urgency. The population included both males 

and females. The adults resided in the community. The 

participants were mentally competent, able to communicate 

in English, and not confined to bed. 

The sample of 173 participants was one of 

convenience. Accidental sampling includes subjects on the 

basis of availability (Kerlinger, 1986). Subjects were 

entered into the study if they met the basic criteria and 

were willing to participate in the study. The reason for 

the use of this type of sampling is that it is inexpensive 

and accessible. In addition it provides a means to 

conduct research on topics that could not be examined at 

all using probability sampling, especially unexplored 

areas (Burns and Grove, 1987). This is true in exploring 

the coping behaviors of incontinent elderly persons, which 

is a sensitive area that has been relatively unexplored. 

The sample size was detennined on the basis recommended in 

Tabachnick and Fidell (1989). They recommend a sample 

size of .100 to 200 when factors are strong and the number 

of variables is not too large, thus 173 older adults 

comprise the sample. 

Protection of Human Subjects 

Permission was obtained from the Texas Woman's 

University Graduate School (Appendix A). Pennission from 
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the agencies which were used was also obtained prior to 

the study (Appendix B). 

Participation was voluntary, and the participants 

were infonned that they could withdraw their participation 

at any time without penalty. In addition, the 

participants' anonymity and confidentiality was 

maintained. Participants were assured that identity would 

not be linked to individual responses (Appendix C). 

Confidentiality of the data collected from the participant 

was maintained. Only group data were reported. 

Data Collection 

The data were collected at the agency in a private 

area due to the sensitive nature of the topic. The 

researcher administered the questionnaire. When the 

researcher met with a large group, a research assistant 

helped. 

The questionnaire required from 15 to 20 minutes to 

complete. The time varied with the reading ability of the 

participants and the speed and dexterity of the individual 

in filling out the questionnaire. 



Data Treatment 

HYt>Othesis 1. 2, 3 

Hypothesis l stated: 
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The internal consistency reliability coefficient of 

the Coping With Urinary Incontinence instrument is equal 

to or greater than 0.70. 

Hypothesis 2 stated: 

The internal consistency reliability coefficients for 

each of the instrument subscales are equal to or greater 

than 0.60. 

Hypothesis 3 stated: All item to total correlations 

are between 0.3 to 0.7. 

Cronbach's alpha for internal consistency was used to 

determine correlation coefficients. Clustering of 

variables into a smaller number of homogeneous sets and 

creating a new variable was obtained using the statistic 

technique of factor analysis. 

Hypothesis 4 

Hypothesis 4 stated: 

There is a significant difference among age groups 

and the frequency of coping behavior used. 

The respondents were divided into age groupings: 

Those 60-74 years of age, 75-84 years of age and those 85 

years and older. The frequency of the coping behavior was 
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categorized into 4 categories: never, sometimes, often or 

always. A Chi-square for Independence statistic was the 

statistical technique used to test for differences among 

the age groups. 

Hypothesis s 

Hypothesis 5 stated: 

There is a significant difference between the genders 

and the frequency of coping behavior used. 

The respondents were divided into 2 groups, male and 

female. The frequency of the coping behavior was 

categorized into 4 categories: never, sometimes, often or 

always. A Chi -square for Independence statistic was the 

statistical technique used to test for differences between 

males and females. 

Hypothesis 6 

Hypothesis 6 stated: 

There is a significant relationship between perceived 

severity of urinary incontinence and the frequency of 

coping behavior used. 

The respondents were divided into 3 groups based on 

their response to the question of their perception of the 

severity of urinary incontinence: mild, moderate, or 

severe. The frequency of the coping behavior was 

categorized into 4 categories: never, sometimes, often or 
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always. A Chi-square for Independence statistic was the 

statistical technique used to test the relationship 

between severity of incontinence and frequency of coping 

behavior. 

Pilot Testing 

Subjects 

The pilot sample was comprised of 60 subjects. A 

power analysis was used to determine the sample size. 

First, the alpha level was set at the 0.05 level of 

significance. Second, power was determined. Power is the 

probability that the test will correctly reject a false 

null hypothesis (Gravetter and Wallnau, 1988}. Power is 

equal to one minus beta. To have a power level of 0.80, 

Beta would be 0.20, because power equals 1 - beta. 

Computed: 1 - .20 = .80 {power). Third, the effect size is 

detennined. For the alpha coefficient, a 0.5 equals a 

large effect size. Last, the sample size is then 

calculated based on an alpha of 0.05, beta of 0.20 and an 

effect size of 0.50 (Gravetter and Wallnau, 1988). 

A confounding variable was noticed in distributing 

the questionnaire. Three of the potential subjects had 

cataracts. They were probably unable to read the 

questionnaire. A research assistant was brought to assist 



those who could not see. The service was offered, but 

those affected refused to participate. 

setting 

The first setting used was a Senior Center. 
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Approximately 60 seniors were in the group. They were 

asked as a group if they would be willing to fill out the 

questionnaire. The questionnaires were passed out by the 

researcher and the research assistant. Thirty 

participants completed the questionnaire. 

A second setting was also chosen. St. Joseph's 

Hospital in Fort Worth, Texas has many senior volunteers. 

After pe:nnission was obtained from the hospital, the 

volunteers were approached individually at the hospital 

and asked to fill out the questionnaire. Only one person 

(a male) refused to participate. 

A third setting was in the homes of the respondents. 

Several persons known to be in the age group were asked to 

fill out the questionnaire at their convenience. The 

response rate was 100%. 

Instrument 

Validity 

Validity is the extent to which an instrument gathers 

the infonnation that reflects the concept being evaluated 



(Nieswiadomy, l987). Content, criterion-related and 

construct are the major categories of validity. 

45 

Content validity implies that the instrument measures 

the expected content. This type of validity is important 

for measures of affect (Waltz & Bausell, l98l). There are 

two ways of obtaining content validity information. One 

is face validity. Face validity is a primitive type of 

validity. It refers only to the appearance of the scale 

to the layman. Waltz, Strickland and Lenz (l984) stated 

that face validity does not provide evidence for validity. 

Expert validity was the method used to estimate 

content validity in the present study. This method was 

chosen for its quantitative approach. Face validity, 

rather than a true psychometric assessment technique, 

looks only at the layperson• s. acceptance of.· the 

instrument. Expert validity, utilizing the index of 

content validity, takes a mathematical approach to looking 

at the data submitted by experts in the field. 

Content validity was evaluated by a panel of experts 

in the field. Fourteen experts were chosen based on 

their years of experience in the field, familiarity with 

the literature and theory, their research and writings in 

the area and their availability (Appendix D). The scale 

was sent out. The desired return rate for the experts was 
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set at 5. Waltz, Strickland and Lenz (1984) suggest a 

minimum of two experts {p. 142). Lynn {1986) recommends 

more than 5 experts but not more than 10. An unexpected 

return rate of 12 questionnaires out of 14 sent was 

obtained. Two of the returned questionnaires were 

disqualified, due to the fact they were not filled out 

completely. A total of ten experts were used. 

The index of content validity (CVI) was used to 

quantify the extent of agreement between the experts. 

Perfect agreement by all the raters would be a CVI of 

1.00. The CVI is the proportion of items given a rating 

of 3 or 4 by the judges. A CVI of 0.8 level was set at 

the .os level of significance for each item based on the 

significance table of Lynn (1986). The actual CVI is the 

proportion of items that received a rating of 3 or 4 by 

the experts (Waltz & Bausell, 1981). 

Based on the results, the items that did not achieve 

the required minimum agreement of the experts (CVI= 0.80) 

were eliminated or further revised by the researcher. 

After the revision of the scale, the instrument was 

evaluated once more to determine a higher level of content 

validity. 

Twelve subscales were evaluated for content validity. 

The CVI for the subscales is the proportion of total items 
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judged content valid. The CVI for each subscale was as 

follows. 

Table 1 

Index of content validity <cvr> for the suhscales of 

Cqging With urinacy: Incontinence scale 

Subscale 

Rearrangement of physical environment 

Strengthening muscles 

Controlling the urge to void 

Control wetness and odor 

Nutritional strategies 

Seek medical strategies 

Social support 

Abandoning control 

Rearrangement of social environment 

Emphasize the positive aspects of the situation 

Blaming self, others or something 

Sexual strategies 

TOTAL INSTRUMENT 

CVI 

0.91 

0.60 

0.91 

0.92 

0.38 

0.90 

0.83 

0.69 

1.00 

0.58 

0.33 

1.00 

0. 75
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The subscales of Strengthening muscles, Nutritional 

strategies, Abandonment, Emphasize the positive aspects of 

the situation and Blaming self, others or something had 

CVI's of less than .80. A significant portion of the 

questions were not relevant to the category. The items 

were either revised or omitted. 

The CVI for the entire instrument is the proportion 

of total items judged content valid (Lynn, 1986). The 

total items judged content valid were 104 out of 139 

questions. The CVI for the entire instrument was 0.748. 

The CVI was set at .80 at the .OS level of significance. 

If the items identified by the experts were omitted or 

revised, the level of significance could increase on the 

next evaluation by the experts. 

Item-objective congruence was computed for the Coping 

With Urine Loss Scale. The procedure provides an index of 

the validity of an item based on the ratings of content 

specialists. The index can assist in detennining which 

items should be retained and which items need to be 

omitted or revised. (Waltz Strickland and Lenz, 1984) 

The questionnaire is given to experts in the field. 

The experts assign a value of +l, o, or -l for each item. 

If the expert judges the item to be a definite measure of 

the subscale, a value of +l is given to the item. A 
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rating of O is neutral. A rating or -1 indicates the item 

is not a measure of the subscale. The index of item

objective congruence is then computed. 

The following fonnula was used to compute the item

objective congruence: 

I ik= lM - 1} Sk,.:.....S.!..k 
2N (M-1) 

where: 

Iik = the index of the item-objective congruence for 

item i and objective k 

M= the number of objectives 

N= the number of content experts 

Sk = the sum of the ratings assigned to objective k.

S'k= the sum of the ratings assigned to all 

objectives, except objective k. 

The results provided infonnation as to the validity 

at the item level. The test developer sets an index cut

off score based on what the developer is willing to accept 

as evidence that an item is within the content domain of 
•: 

interest. The disadvantage to this approach is the 

subjectivity. The developer simply selects an arbitrary 

number as a cut-off for the items in the scale. The 

developer of the test Coping With Urinary Incontinence 

used the item-objective congruence statistics as an 
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adjunct to the interrater agreement previously computed. 

The interrater agreement appears to be more objective in 

setting its CVI with a significance level set at .05. The 

interrater agreement statistics were the primary source in 

selecting the items which were retained and those items 

which were omitted or revised. When there was a question, 

the item-objective congruence was utilized to provide more 

information. 

Construct validity is defined as the degree to which 

a measurement tool measures the construct it was developed 

to measure (Burns and Grove, 1987). Exploratory factor 

analysis was used to explore the factor structure. When 

this method is used, the variance of the first factor is 

partialed out prior to the analysis on the second factor. 

The factor analysis was statistically computed using a 

principal components factor analysis program in the 

Statistical Package for the Social Sciences program 

(Norusis/SPSS INC, 1988). 

For this program there are four steps in the factor 

analysis. The first step of the factor analysis is the 

computation of the correlation matrix for all variables. 

This matrix is done automatically by the SPSSx program. 

The second step is the factor extraction through 

principal component analysis. This step assists in 
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determining the factors. The principal component provides 

the eigenvalues, the amount of variance explained by each 

factor and the weight loadings. The total variance is 

represented by the eigenvalue of that component. 

"Eigenvalues are the sum of the squared weights for each 

factor" (Burns and Grove, 1987, p.545). These values 

assist in determining the number of factors to be 

retained. It is suggested that only factors with variances 

greater than l be included in the model(Norusis/SPSS 

INC,1988; Burns and Grove,1987). This would be an 

eigenvalue of greater than 1. 

The third step is the factor rotation. The varimax 

method in this orthogonal rotation determines the best fit 

between the variables which fonn the factors. A cutoff 

value is selected for the purpose of identifying the 

variables. For this study a cutoff value of 0.4 was used 

(Polit & Hungler, 1983; Burns & Grove, 1987). 

The fourth step is naming the factor. Factors which 

cluster together are examined, and clusters are explained. 

The clusters are then named, providing theoretical 

meaning. 

From Mitteness' theory, 12 subscales were identified: 

rearranging physical environment, strengthening muscles, 

controlling the urge to void, controlling wetness and 
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odor, detennining nutritional strategies, seeking health 

care strategies, joining social support groups, abandoning 

control, rearranging social support groups, emphasizing 

positive aspects of the situation, blaming the•self and 

coping sexually. A factor analysis was conducted on each 

subscale. Although the number of subjects was 

insufficient for factorial analysis, the facto� program of 

SPSSx was used to identify the trends. 

First a varimax rotation was perfonned on the data, 

followed by an oblique rotation. As predicted in the 

literature (Tabachnick and Fidell, 1989), the results of 

the extractions were similar regardless of which method of 

rotation used. The following are results of the factor 

analysis. 

ll) 

Rearranging physical environment (Questions l through 

Two factors were extracted in both varimax and 

oblique rotation. Factor 1 accounted for 70.7 percent of 

the variance. Factor 2 accounted for 13.3 percent of the 

variance. The remaining factors had small percentages of 

the variance. 

Strengtbening muscles (Questions 12 through 19) 

Only one factor was extracted for both the oblique 

and varimax rotation. That factor accounted for 75.9 
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percent of the variance with an eigenvalue of 6.06873. 

Factor 2 accounted for 10.4 percent of the variance but 

with an eigenvalue of .83310. The remaining factors had 

small percentages of the variance. 

controlling the urge to void (Questions 20 through 

30) 

Two factors were extracted with both varimax and 

oblique rotation. Factor l accounted for 50.7 percent of 

the variance and Factor 2 accounted for 10.2 percent of 

the variance. The remaining factors had small percentages 

of the variance. 

Controlling wetness and odor (Questions 31 through 

36,38,40,41, 42; questions 37 and 39 were omitted because 

all responses were the same resulting in no variance) 

Three factors were extracted with both the varimax 

and oblique rotation. Factor l accounted for 40.9 percent 

of the variance. Factor 2 accounted for 16.5 percent of 

the variance. Factor 3 accounted for 15.7 percent of the 

variance. The remaining factors had small percentages of 

the variance. 

Determining nutritional strategies (Questions 43,46 

through 51; questions 44 and 45 were omitted because all 

responses were the same resulting in no variance) 
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Two factors were extracted with both the varimax and 

oblique rotation. Factor l accounted for 43.5 percent of 

the variance. Factor 2 accounted for 20.3 percent of the 

variance. The remaining factors had small percentages of 

the variance. 

seeking health care strategies (Questions 52 through 

.54,56,57,59,61; Questions 55, 58, 60 were omitted because 

all responses were the same resulting in no variance} 

Two factors were extracted for both the varimax and 

oblique rotations. Factor l accounted for 54.4 percent of 

the variable. Factor 2 accounted for 18.5 percent of the 

variance. The remaining factors had small percentages of 

the variance. 

Joining social sup_port groUPs (Questions 62 through 

73} 

Two factors were extracted from the varimax and 

oblique rotation. Factor l accounted for 66. 7 percent of 

the variance. Factor 2 accounted for 14.3 percent of the 

variance. The remaining factors had small percentages of 

the variance. 

Abandoning control (Questions 74 through 84) 

Four factors were extracted with the varimax 

rotation. Factor l accounted for 34.9 percent of the 

variance. Factor 2 accounted for 18.9 percent of the 
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variance. Factor 3 accounted for 16.7 percent of the 

variance. Factor 4 accounted for 9.1 percent of the 

variance. The remaining factors had smaller percentages 

of the variance. 

The oblique rotation {Oblimin rotation 1 for 

extraction 1 in analysis l - Kaiser normalization.) 

Oblirnin failed to converge in 25 iterations. Convergence 

= .00008. 

Rearranging social sup_port grmms {Questions 89 

through 93,97; Questions 85,86,88,94,95,96, and 98 were 

omitted because all responses were the same resulting in 

no variance) 

Two factors were extracted in both the varimax and 

oblique rotation. Factor 1 accounted for 52.l percent of 

the variance. Factor 2 accounted for 21 percent of the 

variance. The remaining factors had small percentages of 

the variance. 

Exm;)hasizing positive as�ects of the situation 

(Questions 100 through 106) 

Two factors were extracted in both varimax and 

oblique rotation. Factor l accounted for 57 percent of 

the variance. Factor 2 accounted for 13.7 percent of the 

variance. The remaining fact.ors had small percentages of 

the variance. 
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Blaming the self {Questions 107 through 114) 

Two factors were extracted in both the varimax and 

oblique rotation. Factor l accounted for 57.l percent of 

the variance. Factor 2 accounted for 17.4 percent of the 

variance. The remaining factors haa small percentages of 

the variance. 

Co.ping sexually (Questions 115 through 126) 

Three factors were extracted in both the varima.x and 

oblique rotation. Factor 1 accounted for 41.2 percent of 

the variance. Factor 2 accounted for 26.9 percent of the 

variance. Factor 3 accounted for 9.8 percent of the 

variance. The remaining factors had smaller percentages 

of the variance. 

The results of the factor analysis with a varimax 

rotation are presented in Table 2. The results of the 

factor analysis with the oblique rotation are presented in 

Table 3. For this study, a cutoff value of 0.4 was used 

(Polit & Hungler, 1983; Burns & Grove, 1987). At least 

the top three items for each factor were selected for the 

questionnaire. The summary of results of the factor 

analysis is displayed in Table 4. 

The factor correlation matrix for validity of the 

subscales was used to detennine if the rotated factors in 

the oblique rotation were measuring different dimensions 
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Table 2 

Factorial validity; Princi:gal cowonents Analysis using 

varima.x Rotation Method on a Pilot study 

Subscale 

Rearranging physical environment 

Factor l 

Quest 9 
Quest 7 
Quest ll 
Quest 6 

Factor 2 

Quest 3 
Quest l 
Quest 4 
Quest 5 
Quest 2 
Quest 8 

Strengthening muscles 

Loading Score 

.92885 
.89949 
.86606 
.83733 

.88795 

. 78680 
. 74709 
. 73748 
.73486 
. 70830 

Only one factor was extracted. The solution cannot 

be rotated. 

Controlling the urge to void 

Factor l 

Quest 25 
Quest 24 
Quest 30 
Quest 29 
Quest 22 
Quest 20 
Quest 21 

.89563 

.86352 

.84198 

. 81779 

. 7 6868 
. 76754 
. 70271 

(table continues) 
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Subscale Loading Score 

Factor 2 

Quest 23 .61351 
Quest 27 .60587 
Quest 26 .58850 
Quest 28 .58602 

Controlling wetness and odor 

Factor l 

Quest 32 .95244 
Quest 36 .89493 
Quest 34 .89261 
Quest 33 • 7 57 50

. Quest 35 .49104

Factor 2 

Quest 40 .89630 
Quest 41 .86522 

Factor 3 

Quest 42 .88598 
Quest 38 • 77 856
Quest 31 .52327

Detennining nutritional strategies 

Factor l 

Quest 43 . 7 8415 
Quest 50 • 77 549
Quest 51 • 71858
Quest 49 .69632
Quest 48 .62647

(table continues) 
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Subscale Loading Score 

Factor 2 

Quest 46 .89237 
Quest 47 .84776 

Seeking health care strategies 

Factor l 

Quest 56 . 84871 
Quest 59 . 77 511 
Quest 57 . 77187 
Quest 61 .53162 

Factor 2 

Quest 53 .90085 
Quest 52 • 79127
Quest 54 . 70200

Joining social support groups 

Factor l 

Quest 73 .92843 
Quest 70 .92843 
Quest 67 .92843 
Quest 62 .92843 
Quest 69 .88909 
Quest 72 .83008 
Quest 68 . 57 335 
Quest 71 .35263 

Factor 2 

Quest 65 .93538 
Quest 63 .91026 
Quest 66 .90624 
Quest 64 .84137 

(table continues) 



Subscale 

Abandoning control 

Factor l 

Quest 80 
Quest 81 
Quest 77 

Factor 2 

Quest 79 
Quest 83 
Quest 78 
Quest 76 

Factor 3 

Quest 74 
Quest 82 
Quest 75 

Factor 4 

Quest 84 

Rearranging social 

Factor l 

Quest 89 
Quest 92 
Quest 91 
Quest 97 
Quest 87 

Factor 2 

Quest 93 
Quest 90 

support groups 

Loading Score 

.94958 

.94681 

.65934 

.85697 

.72061 

. 70072 

.66213 

. 87 510 
• 67 858
.52048

.88696 

.95069 

.95069 

. 7 8656 

. 7 6929 

.55496 

.86829 

.85496 

60 

(table continues) 
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Su.bscale Loading Score 

Emphasizing positive aspects of the situation 

Factor l 

Quest 102 .85083 

Quest 101 .82381 

Quest 103 . 79957 

Quest 100 .61042 

Quest 99 . 57002 

Factor 2 

Quest 105 .88501 

Quest 106 .85308 

Quest 104 .81342 

Blaming the self 

Factor l 

Quest 112 .85443 

Quest 110 .83774 

Quest 111 .81338 

Quest 113 .69041 

Quest 114 • 67 660

Factor 2 

Quest 108 • 87 289

Quest 109 .82168

Quest 107 .81191

Coping sexually 

Factor l 

Quest 121 . 98737 

Quest 122 .98737 

Quest 120 • 97 045

Quest 126 • 77005

{table continues) 



Subscale 

Factor 2 

Quest 115 
Quest 123 
Quest 118 
Quest 116 
Quest 117 
Quest 124 

Factor 3 

Quest 125 
Quest 119 

Loading Score 

.91261 

.83190 

. 78633 

. 76969 

.74023 

. 73964 

.73621 

.38797 

62 
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Table 3 

Factorial validity; Principal corm2onents Analysis using 

OhliQJJ.e Rotation Method on a Pilot study 

Subscale 

Rearranging physical environment 

Factor l 

Quest 9 
Quest 7 
Quest 11 
Quest 6 
Quest 10 

Factor 2 

Quest 3 
Quest 1 
Quest 5 
Quest 4 
Quest 2 
Quest 8 

Strengthening muscles 

Loading Score 

.99957 

.93853 

.88300 

.85542 

.55175 

. 99670 

. 72621 

.63936 

.63932 

.60192 
• 57 577

Only one factor was extracted. The solution cannot 

be rotated. 

(table continues) 



64 

Subscale Loading Score 

Controlling the urge to void 

Factor 1 

Quest 25 .94193 
Quest 24 . 88387 
Quest 30 .85333 
Quest 29 .81423 
Quest 22 .80278 
Quest 20 . 77138 
Quest 21 .69376 

Factor 2 

Quest 28 .63136 
Quest 23 .59394 
Quest 27 .56094 
Quest 26 .52978 

Controlling wetness and odor 

Factor 1 

Quest 32 .96782 
Quest 36 .89931 
Quest 34 .87990 
Quest 33 .77938 
Quest 35 .45551 

Factor 2 

Quest 41 .89365 
Quest 40 .88525 

Factor 3 

Quest 42 .90470 
Quest 38 . 77142 
Quest 31 .49276 

(table continues) 



Subscale 

Detennining nutritional strategies 

Factor l 

Quest 43 
Quest 50 
Quest 51 
Quest 49 
Quest 48 

Factor 2 

Quest 46 
Quest 47 

Seeking health care strategies 

Factor l 

Quest 56 
Quest 57 
Quest 59 
Quest 54 
Quest 61 

Factor 2 

Quest 53 
Quest 52 

Loading Score 

.80086 

.76813 
• 74811
.68339
.61245

.89495 

.84327 

. 87688 

.80068 

.79680 

.58152 

.53630 

.95437 

.66732 
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(table continues) 



Su.bscale 

Joining social support groups 

Factor 1 

Quest 62 
Quest 67 
Quest 70 
Quest 73 
Quest 69 
Quest 72 
Quest 68 
Quest 71 

Factor 2 

Quest 66 
Quest 65 
Quest 63 
Quest 64 

Abandoning control 

Loading Score 

.96984 

.96984 

.96984 

.96984 

.92926 

.91035 

.55263 

. 37 67 8 

.98400 

. 98376 

.92689 

. 83017 

Oblimin fails to converge in 25 iterations. 

Convergence = .00008 

Rearranging social support groups 

Factor l 

Quest 89 
Quest 92 
Quest 91 
Quest 97 
Quest 87 

Factor 2 

Quest 90 
Quest 93 

.95246 

.95246 

. 79134 
• 75935
.56169

. 87191 

.84466 

66 

(table continues) 
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Subscale Loading Score 

Emphasizing positive aspects of the situation 

Factor l 

Quest 101 .91021 
Quest 102 .89340 
Quest 103 . 79330 
Quest 100 .55849 
Quest 99 .55515 

Factor 2 

Quest 105 -.92021 
Quest 106 -.89697 
Quest 104 - .. 78094

Blaming the self 

Factor l 

Quest 112 .93141 
Quest 111 .81881 
Quest 110 .80955 
Quest 113 .63859 
Quest 114 .62684 

Factor 2 

Quest 108 . 88973 
Quest 107 .83360 
Quest 109 .79844 

Coping sexually 

Factor l 

Quest 121 .99651 
Quest 122 .99651 
Quest 120 • 97 827
Quest 126 . 75595

(table continues) 
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Subscale Loading Score 

Factor 2 

Quest 115 . 92870 
Quest 123 .84578 
Quest 118 . 78442 
Quest 124 . 7 5290 
Quest 116 . 73794 
Quest 117 . 71644 

Factor 3 

Quest 125 . 71177 
Quest 119 .39402 



Table 4

summa:r;y of Factor Extraction for Factors 

Factor Eigenvalue Percent of 
variance 
Explained 

Rearranging �h..vsical environment 

Factor l 7.77933 

Factor 2 1.45845 

strengthening muscles 

Factor l 6.06873 

controlling the urge to 

Factor l 5. 57270

Factor 2 1.12189

controlling wetness and 

Factor l 4.08931 

Factor 2 1.64877 

Factor 3 1.57454 

Determining nutritional 

Factor l 3.04396 

Factor 2 1.42252 

Health care st:r;:ategies 

Factor l 3.81144 

Factor 2 1.29352 

70. 7 

13.3 

75.9 

void 

50.7 

10.2 

odor 

40.9 

16.5 

15.7 

st:r;:ategies 

43.5 

20.3 

54.4 

18.5 

69 

cumulative 
Percent of 
Variance 
Explained 

70.7 

84.0 

75.9 

50.7 

60.9 

40.9 

57 .4 

73.l

43.5 

63.8 

54.4 

72.9 

(table continues) 



Factor Eigenvalue Percent of 
Variance 
Explained 

70 

CUmulative 
Percent of 
variance 
Explained 

Joining social su�ort grou,ps 

Factor l 

Factor 2

· Abandoning

Factor l

Factor 2

Factor 3

Factor 4

Rearranging

Factor l.

Factor 2

Emgl}asizing

Factor l

Factor 2

Blaming the

Factor 1

Factor 2

8.00181 66.7 

1.71270 14.3 

control 

3.83514 34.9 

2.08281 18.9 

1.83518 16.7 

l.00481 9.1 

social su�ort graups 

3.64358 52.l 

1.46935 21.0 

positi� aspects of the 

4.56137 

1.09898 

self 

4.56876 

1.38935 

57 .o

13.7 

57 .1 

17 .4 

situation 

66.7 

81.0 

34.9 

53.8 

70.5 

79.6 

52.l

73.0 

57. 0

70.8 

57 .1 

74.5 

(table continues) 
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Factor Eigenvalue Percent of CUmulative 
Variance Percent of 
Explained Variance 

Explained 

C@ing sexually 

Factor 1 4.94487 41.2 41.2 

Factor 2 3.22338 26.9 68.1 

Factor 3 1.17673 9.8 77.9 
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of the variables. Less than .3 indicated a different 

variable was being measured. This occurred in the 

subscales of Controlling wetness and odor, detennining 

nutritional strategies, seeking health care strategies, 

rearranging social environment, and coping sexually. 

Emphasizing positive aspects of the situation had a 

negative factor correlation matrix. Several changes were 

made in the instrument following the pilot study. 

Reliability 

Reliability is the measurement of the consistency of 

an instrument (Bailey, 1987). Three aspects of reliability 

testing are stability, equivalence and homogeneity. 

Stability is the consistency of repeated measures. Test

retest reliability is used with paper-and-pencil tests 

such as The Coping With Urinacy Incontinence Scale. Burns 

and Grove (J.987) stated that test-retest reliability has 

not proven to be effective with paper-and pencil measures. 

Subjects may be changed by the first testing and respond 

differently to the second testing. For this reason, test

retest was not used with the Coping With Urinary 

Incontinence Scale. 

Equivalence compares two versions of the same paper

and-pencil test. To use this means of testing 

reliability, there must be available a test which measures 
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the same content as The Coping With Urinary Incontinence 

Scale. At this time, no such an instrument exists. 

Homogeneity testing is used primarily with paper-and

pencil tests and correlates all items within the test, 

thus measuring the extent to which perfonnance on one item 

is a good indicator of performance on another item in the 

same instrument. Cronbach's alpha coefficient is the 

procedure used, and it is the pr�ferred index of internal 

consistency reliability. (Waltz and Bausell, 1981) 

The statistical procedure used was the coefficient 

alpha as described by Shelley (1984). The fonnula is as 

follows: 

alpha = 

# of items in the scale 
# of items in the scale-1 

[ 1 - sum of al 1 item variances 1
variance of the total score 

To test for reliability, the test was administered to 

60 subjects. The Cronbach's alpha coefficient was 

computed. The researcher was looking for an alpha value 

of 0.6 as proof of reliability since The Coping With 

Urinary Incontinence Scale was an innnature test (Thibodeau 

and Hawkins, 1988). 

Waltz, Strickland and Lenz (1984) state that, in 

tests with subscales, the alpha should be dete:r:mined for 

each scale or subset of homogeneous items. This is 
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preferred over computing the alpha coefficient for the 

test as a whole. 

For the Coping With Urinary Incontinence Scale, there 

were 12 su.bscales. The alpha coefficient was computed for 

each su.bscale. 

Table 5 

The Al:gha coefficient for the Subscales of co:cing with 

urinary Incontinence scale 

Subscale Alpha Coefficient 

Rearrangement of physical environment 

Strengthening muscles 

Controlling the urge to void 

Control wetness and odor 

Nutritional strategies 

Seek medical strategies 

Social support 

Abandoning control 

Rearrangement of social environment 

Emphasize the positive aspects of the situation 

Blaming self, others or something 

Sexual strategies 

0.90 

0.91 

0.80 

0. 79

0.77 

0.82 

0.61 

0.80 

0.61 

0.85 

0.33 

0.88 
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The coefficient alpha for all the sUbscales, except 

Blaming self, others or something, were above .60. Eight 

of the subscales were at or above .so. These high alpha 

values indicate the subscales are measuring just one 

attribute. Burns and Grove (1987} state that a slightly 

lower coefficient is a firter analysis of the different 

. levels of the concept. The lowest subscale was Blaming 

self, others or something with a coefficient alpha of 

0.33. This suggests another aspect of the concept or 

another concept is being measured. During the factor 

analysis, two factors were extr�cted from the subscale of 

Blaming self, others or something which could explain this 

low coefficient. The alpha coefficient for the total 

instrument was 0.9674 {standardized item alpha= 0.9645). 

Anecdotal Notes 

A comment made by several participants was, "I do 

not have this problem." The researcher was unable to 

detennine if they were offended by the topic or if indeed 

it did not pertain. Others said there were varying 

degrees of leakage and the wh9le questionnaire did not 

apply to them. Several of the men when taking the 

questionnaire wanted to make it quite clear they did not 

have this problem and announced it to the group. 
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A suggestion would be to avoid group settings. Half 

of the sample was obtained at the Denton Senior Center, 

and the other half was obtained by asking individuals in 

private with no one around. There were fewer rejections 

when individuals completed the questionnaire in private. 

Urina:r:y incontinence is a very sensitive topic to 

some individuals. · Incontinence appears to be an 

especially sensitive topic for males. All the women were 

willing to complete the questionnaire. The men were 

hesitant to fill it out. Two men started to fill it out 

and, half way through the questionnaire, stood up in front 

of the small group and announced they did not have this 

problem. They then returned the questionnaire only half 

completed. 

Data Collection 

Data was collected over a period of 3 months by the 

researcher and research assistant. Participants at Senior 

Centers were addressed in groups requesting their 

participation. A questionnaire was handed out to each 

individual and persons completed the questionnaires prior 

to lunch being served. Upon completion of the 

quesitonnaire it was returned to the researcher. 

Another set of questionnaires was completed by 

hospital volunteers. They returned the instrument to the 
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researcher immediately after completing the questions. 

Data Treatment 

Data treatment for the major study was identical to 

the Pilot study for hypotheses 1,2 and 3. Hypothesis 4,5 

and 6 were tested using the Chi-Square for independence 

statistic. 



CHAPTER IV 

ANALYSIS OF DATA 

An exploratory methodological study was conducted to 

detennine reliability and validity of the Coping With 

Urina:ry Incontinence Scale, a researcher-developed 

questionnaire which measures ten areas of coping with 

urinary incontinence in community residing elderly. In 

the following chapter, descriptive characteristics of the 

participants are reported, the results of hypothesis 

testing are presented, and the findings are summarized. 

Des9ription of Participants 

One hundred seventy three older adults participated 

in the study. The demographic data included age, gender 

and perceived severity of their bladder disturbance. 

The age's of the participants ranged from 50 to 93 

years . The mean age was 7 l . 4 8 years . The modes were 

69,65, and 62 years of age. Females constituted 75.4% of 

the sample with 24.6% being males. No participant 

classified him/herself as having severe bladder 

disturbance. Fifty three percent stated their bladder 

problem was mild, while 23.5 percent asserted having a 

moderate problem and 23.5 percent did not have actual 

78 
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Table 6 is a summary of frequencies and 

percents of the participant's characteristics. 

Findings 

coping with urinacy Incontinence Reliability Estimations 

The Cronbach's Alpha correlation coefficient was used 

to measure the extent to which items in the Coping With 

Urinary Incontinence Scale were equivalent. The 

coefficient alpha for all 64 items was .9408 (standardized 

item alpha = .9586). The coefficient alpha for the final 

scale with 39 items was .9359 (standardized item alpha = 

. 9526) 

The coefficient alpha of .9359 for the Coping With 

Urinary Incontinence was within range specified by 

Nunnally (1967) for a predictive instrument. Thibodeau, 

and Hawkins (1988) state the usual range of acceptance is 

from 0.60 to 0.90 or higher. 

A factor analysis was perfonned on the Coping with 

Urinary Incontinence Scale. The 64 item scale identified 

15 factors, all of which had an eigenvalue of l. ooo or 

higher. All of the factors contained a minimum of three 

items (Table 7) 
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Table 6 

Participant's Characteristics 

Variable Frequency Percent 

Age Grom, 

50-54 4 2.4% 

55-59 lO 5.8% 

60-64 28 16.0% 

65-69 37 21.0% 

70-74 26 15.0% 

75-79 26 15.0% 

80-84 20 12.0% 

85-89 15 8.6% 

90-95 3 l.8%

Missing data 4 2.4%

Totals 173 100.0%* 

Genger 
Females 86 75.4% 

Males 28 24.6% 

Totals 114 100.0% 

Percei�d se�erit� 
Mild 27 53.0% 

Moderate 12 23.5% 

Severe 0 a.a

N/A 12 23.5% 

Totals 51 100.0%* 

* Differences in addition due to rounding.
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Table 7 

Results of the varimax Factor Analysis of the Cgping with 
urinacy Incontinence scale {All 64 au,estionsl 

Factor/Item Original Designated Subscale Factor Loading 

Factor one; 
nam 

QS 
Q7 
Q9 
Q6 
Ql0 
QB 
Ql2 

Strengthening Muscles (SM) 
Strengthening Muscles (SM) 
Strengthening Muscles {SM) 
Strengthening Muscles (SM) 
Strengthening Muscles (SM) 
Strengthening Muscles (SM) 
Controlling the Urge to Void (CUV) 

Factor Two: 
nam 

Q54 
Q41 
Q39 

Q4.2 
Q51 
Q38 

Coping Sexually (CS) 
Joining Social Support Groups (JSG) 
Joining Social Support Groups (JSG) 
Rearranging Social Environment (RSE) 
Blming the Self 
Joining Social Support Groups (JSG) 

Factor Three: 
nam 

Q33 
Q62 
Q52 
Q64 
Q.29 
Q30 
Q25 

Seeking Health Care Strategies (SHC) 
Coping Sexually (CS) 
Blaming The Self (BS) 
Coping Sexually (cs) 
Detennining Nutritional Strategies 
Detennining Nutritional Strategies 
Detennining Nutritional Strategies 

0.851.26 
0.84981 
0.82677 
0.81393 
0.79533 
0.75585 
0.54407 

0. 9367.2
0.91623
0.80796
0.74239
0.71493
0.70535

0.88312 
0.87928 
0.66019 
0.65544 
0.58544 
0.53545 
0.41428 

(table continues) 
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Factor/Item Original Designated Subscale Factor Loading 

Factor 

.It.em 
Q59 
Q60 
Q58 
Q57 
Q61 

Four; 

Coping Sexually 
Coping Sexually 
Coping Sexually 
Coping Sexually 
Coping Sexually 

{CS) 
{CS) 
{CS) 
{CS) 
(CS) 

0.88810 
0.88790 
0.88088 
0. 83707
0. 80633 ·-�

Factor Five: 
.It.em 

Q26 
Q28 
Q27 

Factor 
.It.em 

Q56 
Q55 
Q63 

Factor 
.It.em 

Q36 
Q3 
Q35 
Q20 
Q34 

Determining Nutritional Strategies {DNS) 0.83426 
Determining Nutritional Strategies {DNS) 0.74560 
Determining Nutritional Strategies (DNS) 0.63269 

Six: 

Coping Sexually {CS) 
Coping Sexually (CS) 
Coping Sexually {CS) 

seven; 

Joining Social Support Groups {JSG) 
Rearranging Physical Environment (RPE) 
Seeking Health Care Strategies {SHC) 
Controlling Wetness and Odor (CWO) 
Seeking Health Care Strategies {SHC) 

0.91575 
0.84245 
0 .52078 

0.92652 
0.90943 
0.60733 
0.44820 
0.44420 

Factor Eight: 
.It.em 

Q21 
Ql 

Ql4 

Qll 

Q49 

Controlling Wetness and Odor (CWO) 
Rearranging Physical Environment {RPE) 
Controlling The Urge to Void (CUV) 
Controlling The Urge to Void (CUV) 
Emphasizing Positive Aspects {EPA) 

0.71286 
0.65851 
0.63887 
0.49041-
0.39943 

(table continues) 
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Factor/Item Original Designated Subscale Factor Loading 

Factor Nine; 

ll.em 
Q43 
Q31 
Ql9 

Rearranging Social· Environment (RSE) o. 82531 �--
Detennining Nutritional Strategies {DNS) 0.81746 

Controlling Wetness and Odor (CWO) 0.54022 

Factor Ten; 

ll.em 

Q40 

Q37 
Q45 
Q44 
Q24 

Joining Social Support Groups (JSG) 
Joining Social Support Groups (JSG) 
Rearranging Physical Environment {RPE} 
Rearranging Social Environment (RSE} 
Controlling Wetness and Odor {CWO} 

Factor Eleven; 

ll.em 
Ql8 
Ql.7 
Ql6 

Controlling Wetness and Odor (CWO} 
Controlling Wetness and Odor (CWO) 
Controlling The Urge to void (CUV} 

Factor Twelve; 

ll.em 
Q23 
Q22 
QS3 

Controlling Wetness and Odor (CWO) 
Controlling Wetness and Odor {CWO) 
Blaming The Self (BS) 

Factor Thirteen; 

ll.em 
Q46 
Q32 
Q47 

Rearranging Social Environment (RSE} 
Seeking Health Care Strategies (SHC} 
Rearranging social Environment (RSE} 

Factor Fourteen 

ll.em 
Q2 
Q4 
QlS 

Rearranging Physical Environment (RPE) 
Rearranging Physical Environment {RPE) 
Controlling The Urge to Void (CUV) 

0. 79256 --
0. 63156
0.61887
0.59893
0. 39338 ---

0.91895 
0. 88754
0. 85787

0.80749 ---
0.69659 
0.37448 

0.61047 
0.51813 
0.49849 

0.72235 
0. 53618-/
0.34906

(table continues) 
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Factor/Item Original Designated Subscale Factor Loading 

Factor 

ll.em 

Q48 

QSO 

Ql3 

Emphasizing Positive Aspects (EPA) 
Emphasizing Positive Aspects (EPA) 
Controlling The Urge to Void (CtJV) 

0.87016 

0.54067 

0.30590 

Fifteen 
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The item-total correlation for the 64 item scale was 

computed. According to Shelley (1984) the item to total 

correlation should be .20 or higher for each item. Hinshaw 

and Atwood (1982) recommend a correlation between .5 to 

.7 for retention in a scale. Initially all items that did 

not fall between .4 to· .7 were deleted. Items 4, 8, 11, 

13, 16, 17, 18, 23, 24, 26, 33, 36, 40, 43, 48, 51, 52, 

54, and 61 were deleted from the scale leaving a total of 

44 items. 

The factor analysis and item to total correlation was 

computed again for the 44 items. The factor analysis 

identified 11 subscales (see tables 8 and 9), all of which 

had an eigenvalue of 1.000 or higher. All of the factors 

contained a minimum of three items. 

The item to total correlation for the 44 items was 

computed. An additional 6 items were deleted based of the 

above criteria. Items 3, 4, 8, 11, 13, 16, 17, 18, 23, 

24, 26, 33, 36, 38, 39, 40, 41, 43, 46, 48, 51, 52, 54, 

56, and 61 were deleted from the scale leaving a total of 

39 items. 

The factor analysis and item to total correlation was 

computed again for 39 items {table 10 and 11). The factor 

analysis identified 10 subscales, all of which had an 
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Table 8 

Results of the varimax Factor Analysis of the coping with 
urina;r:y Incontinence scale With 44 items 

Factor/Item Original Subscale Factor Loading 

Factor One; 
.It..em 

Q5 
Q7 
Q6 
Q9 
Ql2 

Strengthening Muscles (SM} 
Strengthening Muscles (SM) 
Strengthening Muscles (SM) 
Strengthening Muscles (SM) 
Controlling the Urge to Void (CtJV} 

Factor Two: 
.It..em 

Q41 
Q39 
Q42 
Q37 
Q38 

Joining Social Support Groups (JSG) 
Joining Social Support Groups (JSG) 
Rearranging Social Environment {RSE) 
Joining Social Support Groups (JSG} 
Joining Social Support Groups (JSG} 

Factor Three: 
.It..em 

Q59 
Q60 
Q58 
Q57 
Q64 

Coping 
Coping 
Coping 
Coping 
Coping 

Sexually 
Sexually 
Sexually 
Sexually 
Sexually 

(CS} 
(CS) 
(CS) 
{CS) 
(CS) 

Factqr Four: 
.It..em 

Q62 
Q30 
Q25 
Q27 

Coping Sexually {CS} 
Detennining Nutritional Strategies (DNS) 
Detennining Nutritional Strategies (DNS} 
Detennining Nutritional Strategies (DNS} 

0. 87134
0.83067
0.81994
0.80681
0.52303

0.92835 
0. 90535�
0. 76864
0.72152
0.69375

0.94837 
0.94793 
0.93583 
0.75269 
0.47153 

0.85170 
0. 67231
0.62425
0.48087

{table continues) 
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Factor/Item Original Subscale Factor Loading 

Factor 

Il.em 
Q35 
Q3 
Q34 
Q32 

Factor 

Il.em 
Q21 
Ql4 

Ql 
Q22 

Ql5 

Five: 

Seeking Health Care Strategies {SHC) 
Rearranging Physical Environment {RPE) 
Seeking Health Care Strategies {SHC) 
Seeking Health care Strategies {SHC) 

Six: 

Controlling Wetness and Odor {CWO) 
Controlling The Urge to Vaid (CUV) 
Rearranging Physical Environment {RPE) 
Controlling Wetness and Odor {CWO) 
Controlling The Urge to Void {CUV) 

Factor se:ven; 
Il.em 

Q55 
Q56 
Q63 

Factor 

Il.em 
Q2 
Q45 
Q44 

Q20 

Coping Sexually {CS) 
Coping Sexually (CS) 
Coping Sexually (CS) 

Eight: 

Rearranging Physical Environment {RPE) 
Rearranging Physical Environment {RPE) 
Rearranging Social Environment {RSE) 
Controlling Wetness and Odor (CWO) 

Factor Nine; 

Il.em 
Ql9 
Q31 
Q29 

Controlling Wetness and Odor {CWO) 
Detennining Nutritional Strategies {DNS) 
Detennining Nutritional Strategies {DNS) 

Factor Ten; 
Il.em 

Q53 
Q50 
Q46 

Blaming The Self (BS) 
Emphasizing Positive Aspects {EPA) 
Rearranging Social Environment (RSE) 

0.88085 
0.78059 
0.68285 
0.58978 

0.75559 
0.66691 
0. 65797
0.42531
0.33575

0.82925 
0.76039 
0 .49407 

o. 77644
0.58501
0.55544
0.39186

0.74520 
0.70973 
0.35631 

0.80159 
0.39546 
0.33301 

{table continues) 
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Factor/Item Original Subscale Factor Loading 

Factor 

n.em 
Q49
Q47 
Q28 

Eleven: 

Emphasizing Positive Aspects {EPA) 
Rearranging Social Environment (RSE) 
Determining Nutritional Strategies (DNS) 

0.60712 
0.57684 
0.45212 

-- - ····- . ·• · ---------·•--.---·--·--·------------------------

ti . t:! 
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Table 9 

Inte;r::gretation of the co.ping With urinary Incontinence 
sca1e·ana Factor subscale Results with 44 Items 

Factor One: STRENGTHENING MUSCLES 

.I.t.em Factor loading 

s. I exercise to strengthen my bladder

muscles.

7. I keep doing exercises in the hope

it will strengthen my muscles and my

ability to control urine.

6. I do muscle exercises {by starting

and stopping my urine) every time I

go to the bathroom.

10. 

9. 

12. 

I have developed an exercise routine 

to strengthen the muscles which control 

my urine. 

I exercise because I believe it is the 

key to urine control. 

I practice holding my urine. 

0. 87134

0.83067 

0.81994 

0.80739 

0.80681 

0.52303 

{table continues) 



Factor Two: SEEKING SOCIAL SUPPORT 
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n.em Factor load;i,ng 

41. I find comfort in telling my pet

about my feelings of my urine leakage.

39. I go to a friend of the opposite

sex to discuss my urine leakage.

42. I do not have people visit me for

fear of urine leakage.

37. I use my church as a means of

helping me in dealing with my feelings

about urine leakage. 

38. I go to a friend of the same sex

to discuss my urine leakage.

Factor Three: COPING SEXUALLY I 

0.92835 

0.90535 

0.76864 

0. 72152

0.69375 

n.em Factor loading 

59. I avoid sexual encounters for fear

my partner will turn me down because

of urine leakage.

0.94837 

(table continues) 
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Factor loading 

60. I do not seek intimate relationships

for fear my urine leakage will be

discovered. 

58. I avoid sexual encounters for fear

I will lose control of my urine.

57. I lose confidence during sexual

contact because of my urinary appliances.

64. I get anxious when my partner approaches

me for fear of urine leakage.

Factor Four: DETERMINING NUTRITIONAL STRATEGIES 

0.94793 

0.93583 

0. 75269

0 .47153 

.I.tan Factor loading 

62. I plan my intimate moments so

urine leakage will not occur. 

30. I drink certain things as a means

of managing my urine.

25. I drink cher:cy juice and/or cranberry

juice to help manage my urine.

27. I avoid coffee and other caffeine

0.85170 

0.67231 

0.62425 

0 .48087 

containing products because they affect my bladder 

control of urine. 

{table continues) 
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Factor loading 

35. I talk to a health care provider

(nurse, doctor, dietitian, etc.) about my 

urine leakage. 

3. When I travel, I carry a portable device

(such as a jar or plastic container)in case

there is not a toilet available.

34. I have considered surgical treatment of

my urine leakage.(artificial sphincter,

bladder pacemaker,Teflon injection}

32. I talk to my doctor about ways of

reducing my urine leakage. 

Factor Six: CONTROLLING WETNESS AND ODOR 

0.88085 

0.78059 

0.68285 

0.58978 

Factor loading 

21. I wear a towel to collect the leakage

of urine. 

o. 75559

(table continues) 
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l.tem Factor loading 

14. I have planned ways to control the urge

to urinate. 

1. To prevent loss of urine in public places,

I stay at home near the toilet.

22. I plan ways to control the

smell of urine.

15. I cannot trust my urge to urinate

as a way of knowing when to go urinate.

Factor Seven: COPING SEXUALLY II 

0.66691 

0. 65797 

0.42531 

0.33575 

l.tem Factor loading 

55. I am afraid I will leak urine

during an intimate moment.

56. I feel my partner will not find me

attractive because I leak urine.

63. I go to the bathroom before an

intimate moment to avoid urine leakage.

0.82925 

0. 76039

0 .49407 

(table continues) 
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� Factor loading 

2. If I do not know where a toilet is, I

will not go on an outing.

45. I use a portable toilet to assist

with the management of urine.

44. I rearrange my furniture so I

can reach the bathroom quickly. 

20. I bring extra clothes in case of

urine loss. 

Factor Nine: CONCEALING A'ITEMPTS 

0.77644 

0.58501 

0.55544 

0.39186 

� Factor loading 

19. I use dusting powder and/or deodorant

spray to hide the smell of urine.

31. I deal with my feelings about

urine leakage by eating,drinking,smoking, 

and using drugs. 

29. I use my diet as a means of reducing my

urine leakage. 

0.74520 

0.70973 

0.35631 

(table continues) 
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.It.em Factor Loading 

53. I feel I am getting older, so urine

leakage occurs. 

so. I keep a stiff upper lip. 

46. I am so embarrassed, I don't know

what to do when I leak urine. 

Factor Eleven: MANAGING IN SOCIAL SITUATIONS 

0.80159 

0.39546 

0.33301 

.It.em Factor Loading 

49. I laugh and make light of my

urine leakage. 

47. If I have a cold and am sneezing, I do

not go out or receive visitors for fear of

urine leakage.

28. I do not drink liquids when I am away

from home so I do not have to go to the

bathroom.

0. 60712

0 .57684 

-0.45212
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Table 10 

Results of the varimax Factor A:6�1;�is of the coping with 
urina;r:y Incontinence scale witb 39 .r:rtems 

\ ···-·--•·:.:·::-:-�;/ 

Factor/Item Original Su.bscale Factor Loading 

Factor One; 

.It.em 
QS 
QlO 
Q7 
Q9 
Q6 
Ql2 

Strengthening Muscles (SM) 
Strengthening Muscles (SM) 
Strengthening Muscles {SM) 
Strengthening Muscles {SM) 
Strengthening Muscles (SM) 
Controlling the urge to Void 

Facto:r;: Two: 

.It.em 
Q60 Coping Sexually 
Q59 Coping Sexually 
QS8 Coping Sexually 
QSS Coping 
Q57 Coping 

Factor T,b,ree: 
.It.em 

Sexually 
Sexually 

Q62 Coping Sexually (CS) 

(CS) 
(CS) 
(CS) 
{CS) 
(CS) 

{CUV) 

Q29 Determining Nutritional Strategies (DNS) 
Q30 Determining Nutritional strategies (DNS) 
Q64 Coping Sexually (CS) 
Q25 Determining Nutritional strategies (DNS) 
Q63 Coping Sexually (CS) 

Facto:r;: 

.It..em 
Q35 
Q34 
Q32 

Fou:r;:: 

Seeking Health Care Strategies (SHC) 
Seeking Health Care Strategies (SHC) 
Seeking Health Care Strategies (SHC) 

0.87503 
0. 8.2648
0.8193J.
0.81193
0.80257
0.51982

0.96534 
0.96520 
0.96130 
0.67549 
0.66890 

0.86174 
0.73208 
0.65143 
0.63616 
0.62490 
0.57246 

0. 879J.6
0.76666
o. 62276

(table continues) 
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Factor/Item Original Subscale Factor Loading 

Factor 

.I.t.em 
Q2l 
Ql 
Ql4 

.I.t.em 
Q2 
Q45 
Q44 
QlS 

Factor 

.I.t.em 
Q50 
Q53 
Q49 

Factor 

.I.t.em 
Q3l 
Ql9 
Q20 

Five: 

Controlling Wetness and Odor (CWO) 
Rearranging Physical Environment (RPE} 
Controlling The Urge to Void (CUV) 

Six: 

Rearranging Physical Environment (RPE} 
Rearranging Physical Environment (RPE} 
Rearranging Social Environment (RSE) 
Controlling The Urge to Void (CUV) 

seven; 

Emphasizing Positive Aspects (EPA} 
Blaming The Self (BS) 
Emphasizing Positive Aspects (EPA) 

Eight: 

Detennining Nutritional Strategies {DNS) 
Controlling Wetness and Odor (CWO) 
Controlling Wetness and Odor (CWO) 

0.75171 
0.74696 
0.62267 

0. 75487
0. 60797
0.50270
0.49144

0.71163 
0.67542 
0.52553 

0.79868 
0.75213 
0.31290 

Factor Nine; 

.I.t.em 
Q37 
Q42 
Q22 

Joining Social Support Groups (JSG) 
Rearranging Social Environment (RSE) 
Controlling Wetness and Odor (CWO) 

0.75834 
0.63111 

-0.43650

Factor Ten; 

.I.t.em 
Q47 
Q28 
Q27 

Rearranging Social Environment (RSE) 0.59233 
Detennining Nutritional Strategies {DNS) -0.52810
Detennining Nutritional Strategies (DNS) -0.51423

Factor 
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Table l.l

Inte;r;:pretation of the CQt>ing with urinacy Incontinence 
scale and Factor Subscale Results With 39 items 

Factor One: STRENGTHENING MUSCLES 

.It.em Factor loading 

s. I exercise to strengthen my

bladder mu.soles.

10. I have developed an exercise routine

to strengthen the muscles which control

my urine.

7. I keep doing exercises in the hope

it will strengthen my muscles and my

ability to control urine.

9. I exercise because I believe it is the

key to urine control.

6. I do muscle exercises (by starting and

stopping my urine) every time I go to the

bathroom.

12. I practice holding my urine.

0. 87503

0.82648 

0.81.931 

0.81193 

0.80257 

0.51982 

(table continues) 
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�,· 

60. I do not seek intimate relationships

99 

Factor loading 

0.96534 

for fear my urine leakage will be discovered.

59. I avoid sexual encounters for fear

my partner will turn me down because

of urine leakage.

58. I avoid sexual encounters for fear I

will lose control of my urine.

55. I am afraid I will leak urine during

an intimate moment.

57. I lose confidenc� during sexual contact

because of my urinary appliances.

Factor Three: INTIMATE MOMENTS 

0.96520 

0.96130 

0.67549 

0.66890 

llem Factor loading 

62. I plan my intimate moments so

urine leakage will not occur.

29. I use my diet as a means of reducing my

urine leakage.

30. I drink certain things as a means of

managing my urine.

0.86174 

0.73208 

0.65143 

(table continues} 
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Factor loading 

64. I get anxious when my partner approaches

me for fear of urine leakage.

25. I drink cherry juice and/or cranbercy

juice to help manage my urine.

63. I go to the bathroom before an intimate

moment to avoid urine leakage.

Factor Four: SEEKING HEALTH CARE STRATEGIES 

0.63616 

0.62490 

0.57246 

� Factor loading 

35. I talk to a health care provider

(nurse, doctor, dietitian, etc.) about my 

urine leakage. 

34. I have considered surgical treatment of

my urine leakage. (artificial sphincter,

bladder pacemaker, Teflon injection)

32. I talk to my doctor about ways of

reducing my urine leakage.

0. 87916

0.76666 

0.62276 

(table continues) 
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I.t.em Factor loading 

21. I wear a towel to collect the leakage

of urine.

l. To prevent loss of urine in public places,

I stay at home near the toilet.

14. I have planned ways to control the urge

to urinate.

Factor Six: REARRANGING PHYSICAL ENVIRONMENT 

0. 7517 l

0.74696 

0.62267 

I.t.em 

2. 

Factor loading 

If I do not know where a toilet is, I 

will not go on an outing. 

45. I use a portable toilet to assist with

the management of urine.

44. I rearrange my furniture so I can

reach the bathroom quickly.

15. I cannot trust my urge to urinate as a

way of knowing when to go urinate.

0. 75487

0. 60797

0.50270 

0.49144 

(table continues) 
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Factor Seven: EXPRESSING EMOTIONS 

I.t.em Factor loading 

50. I keep a stiff upper lip.

53. I feel I am getting older, so urine

leakage occurs.

49. I laugh and make light of my urine leakage.

Factor Eight: CONCEALING ATTEMPTS

0. 71163

0.67542 

0.52553 

I.t.em Factor loading 

31. I deal with my feelings about urine

leakage by eating,drinking,smoking, and

using drugs.

19. I use dusting powder and/or deodorant

spray to hide the smell of urine.

0.79868 

0.75213 

20. I bring extra clothes in.case of urine loss. 0.31290

Factor Nine: SEEKING SOCIAL SUPPORT/REARRANGING SOCIAL 
ENVIRONMENT 

I.t.em 

37. I use my church as a means of helping

me in dealing with my feelings about

urine leakage.

Factor loading 

0.75834 

(table continues) 
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Factor loading 

42. I do not have people visit me for fear

of urine leakage.

22. I plan ways to control the smell of urine.

Factor Ten: MANAGING IN SOCIAL SITUATIONS 

0.63111 

-0.43650

.It.em Factor loading 

47. If I have a cold and am sneezing, I do

not go out or receive visitors for fear of

urine leakage.

28. I do not drink liquids when I am away from

home so I do not have to go to the bathroom.

0.59233 

-0.52810

27. I avoid coffee and other caffeine containing -0.51423

products because they affect my bladder

control of urine.
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eigenvalue of 1.000 or higher. All of the factors 

contained a minimum of three items. 

The item to total correlation for the 39 items was 

computed. All items fell between .. 4 to . 7 except question 

9 which had a correlation of.7109. Due to the conceptual 

nature of question 9 it was retained in the scale. 

The corrected item to subscale correlations were 

computed (tables 12 and 13). The recormnended alpha level 

for an instrument is .70 or higher. The Cronbach's alpha 

coefficient for each subscale was determined. Table 4E 

presents a summary table of the results. Of the ten 

subscales, eight subscales were above 0.70. Two of the 

subscales fell below that range. 

The subscale of managing in social situations had an 

alpha coefficient of .6220. The scale was further 

examined and if question 47 was deleted the alpha 

coefficient would increase to .7244. At this time the 

question was maintained to keep a minimum of three items 

per subscale. 

The subscale of seeking social. support/rearranging 

social environment had an alpha coefficient of .4552. The 

scale was further examined and if question 22 was deleted, 

the alpha coefficient would increase to .5548. At this 

time the question was maintained to keep a minimum of 
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Table 12 

Item Total statistics For the coping with urinacy 

Incontinence scale 

SCALE Corrected Item-Total 
Correlation 

STRENGTHENING MUSCLES 

QUEST 5 .8933 

QUEST 10 . 7170 

QUEST 7 .8485 

QUEST 9 . 7968 

QUEST 6 �-6961 

QUEST 12 .4183 

STANDARDIZED ITEM ALPHA= .8942 

COPING SEXUALLY 

QUEST 60 .9803 

QUEST 59 .9803 

QUEST 58 .8803 

QUEST 55 .6947 

QUEST 57 .9623 

STANDARDIZED ITEM ALPHA= .9637 

Alpha If 
Item Deleted 

.8503 

.8820 

.8592 

.8685 

.8844 

.9185 

.8877 

.8877 

.8639 

.9065 

.8881 

{table continues) 



INTIMATE MOMENTS 

QUEST 62 .3059 

QUEST 29 .6744 

QUEST 30 .5371 

QUEST 64 .3562 

QUEST 25 .5142 

QUEST 63 .4595 

S'l1ANDARDIZED ITEM ALPHA= .7443 

SEEKING HEALTH C8RE STRATEGIES 

QUEST 35 

QUEST 34 

QUEST 32 

__. 9426 

• 7584 

• 7925 

STANDARDIZED ITEM ALPHA = .9206 

CONTROLLING URGE AND Loss OF URINE 

QUEST 14 

QUEST l 

QUEST 21 

.4919 

.7417 

. 7573 

STANDARDIZED ITEM ALPHA = . 8267 

106 

.6995 

.5738 

.6262 

.6753 

.6924 

.6430 

• 7980

.9195 

.8908 

.9391 

.6235 

.6204 

(table continues} 



REARRANGING PHYSICAL ENVIRONMENT 

QUEST 2 .5517 

QUEST 45 .4877 

QUEST 44 .5149 

QUEST 1.5 .4373 

STANDARDIZED ITEM ALPHA= .7358 

EXPRESSING EMOTIONS 

QUEST 50 

QUEST 53 

QUEST 49 

.5399 

.5685 

.4508 

STANDARDIZED ITEM ALPHA = . 7041 

CONCEALING ATTEMPTS 

QUEST 3l 

QUEST l9 

QUEST 20 

.4429 

.8324 

.3920 

STANDARDIZED ITEM ALPHA = . 7 ll3 

107 

.4492 

.5614 

.5752 

.6813 

.5912 

.4668 

.5910 

.7157 

.11.32 

. 7969 

(table continues) 
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SEEKING SOCIAL SUPPORT/REARRANGING SOCIAL ENVIRONMENT 

QUEST 37 

QUEST 42 

QUEST 22 

.2562 

· .1972 

.1613 

STANDARDIZED ITEM ALPHA= .4552 

MANAGING IN SOCIAL SITUATIONS 

QUEST 47 

QUEST 28 

QUEST 27 

.2765 

.5871 

.5725 

STANDARDIZED ITEM ALPHA = . 6220 

.0865 

.1770 

.5548 

.7244 

.2679 

.2762 
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Table 13 

Reliability Analysis - cronhach Alpha for the Ten 

subscales of the caging with urinary Incontinence scale 

Scale 

STRENGTHENING MUSCLES (Fl) 

COPING SEXUALLY {F2) 

INTIMATE MOMENTS (F3) 

SEEKING HEALTH CARE STRATEGIES (F4) 

CONTROLLING URGE AND LOSS OF URINE(F5) 

REARRANGING PHYSICAL ENVIRONMENT (F6) 

EXPRESSING EMOTIONS (F7) 

CONCEALING ATTEMPTS (F8) 

SEEKING SOCIAL SUPPORT/ 

REARRANGING SOCIAL ENVIRONMENT (F9) 

MANAGING IN SOCIAL SITUATIONS (Fl0) 

Alpha 

0.8942 

0.9637. 

o. 7443

0.9206 

0. 8267

o. 7358

o. 7041

0. 7113

0.4552 

0.6220 



three items per subscale. Nunally (1967) stated during 

the early stages of research a reliability of 0.5 to 0.6 

is acceptable. 

Factor Analysis and cqping With urina:ry Incontinence scale 

A factor analysis was conducted to identify possible 

new theoretical constructs or to confinn the accuracy of 

previously developed constructs for the Coping With 

Urinacy Incontinence Scale. The previously named 

su.bscales for the 64 item scale were as follows: 

rearranging physical environment, strengthening muscles, 

controlling the urge to void, controlling wetness and 

odor, determining nutritional strategies, seeking health 

care strategies, joining social support groups, 

rearranging social environment, emphasizing positive 

aspects of the situation, blaming the self, and coping 

sexually. 

Statistical Package for the Social Sciences program 

{Norusis/SPSS, 1988) was used to perfonn the factor 

analysis and principal components program to estimate 

construct validity. Items with a loading factor of .39 or 

higher were considered significant for each factor. The 

minimum number of items loading on a factor was set at 3. 

The results of the varimax factor analysis rotation 

for the 64 item Coping With Urinacy Incontinence Scale are 
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presented in Table 7. Fifteen factors were extracted. 

Twenty items were deleted from the original 64 item scale. 

A varimax factor a�lysis rotation was calculated for 

these 44 items and labeled . Again an additional 5 items 

were deleted from the 64 item scale. 

A varima.x factor analysis rotation was calculated for 

these 39 items and labelel. Ten mutually exclusive 

factors were extracted. All had factor loadings of 0.400 

or greater except for question 20. All ten factors had 

three items or more. The subscales strengthening muscles 

{factor l) , coping sexually (factor 2) , seeking heal th 

care strategies {factor 4), and rearranging physical 

environment (factor 6) remained from the 64 item 

questionnaire (Table 14). Subscales detennining intimate 

moments (factor 3), controlling urge/loss of urine 

(factor 5) and seeking social support/rearranging social 

environment (factor 9) combined two of the original 

concepts. Some factors did not reflect the proposed 

subscales and had to be renamed. Subscales expressing 

emotions (Factor 7), concealing attempts (factor eight), 

managing in social situations (factor ten) were renamed 

subscales. Even though these subscales produced by the 

factor analysis are not identical to the original 

subscales, there appear to be common elements. 
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The Coping With Urinary Incontinence Scale, based on 

the SPSSx Varimax Factor Analysis, was conceptually 

interpreted. Ten subscales were created and named. The 

subscales are as follows: 1) strengthening muscles, 

·2) coping sexually, 3) intimate moments, 4) seeking health

care strategies, 5) controlling urge and loss of urine,

6) rearranging physical environment, ?) expressing

emotions, 8) concealing attempts, 9) seeking social 

support/rearranging social environment, and 10) managing 

in social situations. 

Pearson correlation coefficient Test 

The Pearson Product Moment Correlation Coefficient 

statistic for the validity of the subscales showed a 

varied range of correlation between the subscales (Table 

15) • The values ranged from . 1.4 to • 69. A value over . 40

indicates there may be overlap between two or more of the 

scales. 

Age groups and FreQJ.lency of coping behavior 

The chi-square test of independence was used to 

determine if there were significant differences amont the 

age groups of the participants and the frequency of coping 

behaviors used (Tables available from researcher). 
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Table 14

coping With urinacy Incontinence - 64 Item Designation 

Subscale Original Item Designation 

Rearranging Physical Environment <RPEl 

1. ·To prevent loss of urine in public places, I stay at 

home near the toilet.

2. If I do not know where a toilet is, I will not go on

an outing.

3. When I travel, I carry a portable device(such as a jar

or plastic container)in case there is not a toilet

available.

4. I get anxious and fearful at the thought of going out

for fear of leakage of urine.

strengthening Muscles <$Ml 

s. I exercise to strengthen my bladder muscles.

6. I do muscle exercises {by starting and stopping my

urine) every time I go to the bathroom.

7. I keep doing exercises in the hope it will strengthen

my muscles and my ability to control urine.

8. I do several types of exercises for urine control.

9. I exercise because I believe it is the key to urine

control.

(table continues} 
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10. I have developed an exercise routine to strengthen

the muscles which control my urine.

controlling the urge to void {CtJVl 

11. I go to the bathroom even when I do not have the urge

to urinate.

12.· I practice holding my urine.

13. I do not have enough time to reach the bathroom when

I get the urge to go urinate.

14. I have planned ways to control the urge to urinate.

15. I cannot trust my urge to urinate as a way of knowing

when to go urinate.

16. If I wait until I feel the urge to urinate, it is to

late.

controlling wetness and odor ccwol 

17. I wear perfume to cover the smell of urine.

18. I take deodorant tablets to control the smell of

urine.

19. I use dusting powder and/or deodorant spray to hide

the smell of urine.

20. I bring extra clothes in case of urine loss.

21. I wear a towel to collect the leakage of urine.

22. I plan ways to control the smell of urine.

23. I plan ways to prevent becoming wet with urine.

(table continues) 
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24. I wear special clothes {dark pants or skirts· in order

to hide the leakage of urine) .

netennining Nutritional strategies lDNs) 

25. I drink cherry juice and/or cranberry juice to help

manage my urine.

26. I do not drink fluids before I go out so I do not

have to go to the bathroom.

27. I avoid coffee and other caffeine containing products

beca�se they affect m;y bladder control of urine.

28. I do not drink liquids when I am away from home so I

do not have to go to the bathroom.

29. I use m;y diet a� a means of reducing my urine

leakage.

30. I drink certain things as a means of managing my

urine.

31. I deal with my feelings about urine leakage by

eating, drinking,smoking, and using drugs.

seeking Health care strategies <sac) 

32. I talk to m;y doctor about ways of reducing my urine

leakage.

33 I have talked to a nurse about ways of reducing my

urine leakage.

{tables continues) 



34. I have considered surgical treatment of my urine
116 

leakage. (artificial sphincter, bladder pacemaker, 

Teflon injection) 

35. I talk to a health care provider (nurse, doctor,

dietitian, etc.)about my urine leakage. 

Joining: social support Groups {JSG) 

36. I attend a support group for people with urine

leakage.

37. I use my church as a means of helping me in dealing

with my feelings about urine leakage.

38. I go to a friend of the same sex to discuss my urine

leakage.

39. I go to a friend of the opposite sex to discuss my

urine leakage.

40. I tell others in advance of the possibility of an

accident to avoid surprises.

41. I find comfort in telling my pet about my feelings

of my urine leakage.

Rearranging: social Environment CRSEl 

42. I do not have people visit me for fear of urine

leakage.

43. I avoid being with people for fear of urine leakage.

44. I rearrange my furniture so I can reach the bathroom

quickly.

(tables continues) 
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45. I use a portable toilet to assist with the management

of urine.

46. I am so embarrassed, I don't know what to do when I

leak urine.

47. If I have a cold and am sneezing, I do not go out or

receive visitors for fear of urine leakage.

Emphasizing Positive Asgects of the situation {EPA} 

48. "God will reward me for what I am going through."

49. I laugh and make light of my urine leakage.

50. I keep a stiff upper lip.

Blaming the self {BS} 

51. I believe that --it is because of doctors that I have

this problem of urine leakage.

52. I feel I just have bad luck.

53. I feel I am getting older, so urine leakage occurs.

Co.ping Sexually {CS} 

54. I feel less masculine/feminine because of my urine

l�age.

55. I am afraid I will leak urine during an intimate

moment.

56. I feel my partner will not find me attractive because

I leak urine.

57. I lose confidence during sexual contact because of my

urinary appliances.

(tables continues} 



58. I avoid sexual encounters for fear I will lose

control of my urine.
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59. I avoid sexual encounters for fear my partner will

turn me down be cause of urine leakage.

60. I do not seek intimate relationships for fear my

urine leakage will be discovered.

61. I avoid intimate relationships because I wear urinary

appliances.

62. I plan. my intimate moments so urine leakage will not

occur.

63. I go to the bathroom before an intimate moment to

avoid urine leakage.

64. I get anxious when my partner approaches me for fear

of urine leakage.
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Table 15 

correlation coefficients for the subscales of the coping 

With.urinacy;Incontinence scale 

scales 

Fl 

, Fl l.O 

F2 .23* 

F3 .55** 

F4 .36** 

F5 .47** 

F6 .42** 

F7 .38** 

F8 .38** 

F9 .50** 

F2 F3 F4 

l.O 

.27**1.0 

.22* .57**1.0 

.16 .39** .21* 

.50**.38** .27** 

.14 .40** .45** 

.33**.69** .51** 

• 30** • 63*
0
* .53**

F5 F6 F7 FS F9 FlO 

1.0 

. 62**l. 0 

.31** .34**l.O 

.40** .57** .34**1.0 

.50** .57** .37** .62**1.0 

Fl0.37** .17 .62** .53** .57** .54** .35** .55** .58**1.0 

* SIGNIF. LE .05 ** SIGNIF. LE .01 (2-tailed} 
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Of the 64 items, 15 were significant at the .01 level. 

This suggests that the frequency of coping behaviors and 

the age of the participants are independent of each other 

in general. 

Genders and Freg.u,ency of co:ging behavior 

The chi-square test of independence was used to 

determine if there exists a significant difference between 

. males and females and the frequency of coping behaviors 

used (Tables available from researcher). Only question 13 

was significant at the .01 level. Question 13 states 'I 

do not have enough time to reach the bathroom when I get 

the urge to go urinate. 1 This infers that the frequency 

of coping behaviors and the gender of the participants are 

independent of each other except for the situation in 

question 13. 

Eerceived severity of urinacy: Incontinence and Frequency 

of Cqping Behavior 

The chi-square test of independence was used to 

detennine if there is a significant difference between the 

perceived severity of urinary incontinence of the 

participants and the frequency of coping behavior used 

(Tables available from researcher). Only question 13 and 

question 23 were significant at the .01 level. Question 

13 states 'I do not have enough time to reach the bathroom 
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when I get the urge to go urinate. ' Question 23 states 'I 

plan ways to prevent becoming wet with urine.• This means 

that the frequency of caping behaviors and the 

participants perceived severity of urinary incontinence is 

independent of each other except for the situations in 

question 13 and question 23. 

summary of Findings 

The results of the reliability testing for internal 

con�istency indicate an acceptable alpha for the total 

Coping With Urinary Incontinence Scale and its subscales 

of 1) strengthening nruscles, 2) coping sexually, 3) 

intimate moments, 4) seeking health care strategies, 5) 

controlling urge and loss of urine, 6) rearranging 

physical environment, 7) expressing emotions, 

8) concealing attempts, 9) seeking social

support/rearranging social environment, and 10) managing 

in social situations. using a varimax Factor .Analysis of 

the Coping With Urinary Incontinence Scale, ten factors 

were extracted which reflected the original theoretical 

concepts •. 

The chi-square test of independence was used to 

detennine if there was a significant differences between 

the age of, the participants and the frequency •Of coping 

behaviors used. All items of the Coping With Urinary 
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Incontinence Scale were independent of each other except 

for the situations in questions 1, 3, �, 7_, 12, 1,6, 17, 

18, 19, 20, 36, 38<, 44, 54, and 57. This partially 

supported hypothesis 2. 

The chi-square test of independence was used to 

determine if there was a significant difference between 

the gender of the participants and the frequency of coping 

behaviors used .. All items of the Coping With Urinary 

Incontinence Scale were independent of each other except 

for the situation in question 13. This partially 

supported hypothesis 3. 

The chi-square test of independence was used to 

detennine if there is a significant difference between the 

perceived severity of urinary incontinence of the 

participants and the frequency of coping behavior used. 

All items of the Coping With Urinary Incontinence Scale 

were independent of each other except for the situations 

in question 13 and question 23 .. 



CHAPTER V 

SUMMARY OF THE PROBLEM 

A summary of the study and a discussion of the 

findings are presented in this chapter. The conclusions, 

implication for nursing and recorm:nendations for further 

research are stated. 

Summacy 

The methodological study was designed to test the 

reliability and validity of the Coping With Urinary 

Incontinence Scale. The theoretical framework of 

Mitteness (1987) was used in the development of the scale. 

The scale measures how frequently elderly partici�ts in 

the study used any one or all of the coping mechanisms. 

Psychometric theocy provided the basis for testing the 

Coping With Urinary Incontinence Scale. 

From Mitteness• theory, originally 12 attributes of 

the concept of coping with urinary incontinence were 

detennined. These attributes were developed to become the 

subscales for the instrument. The subscales were as 

follows: rearranging physical environment, strengthening 

muscles, controlling the urge to void, controlling wetness 

123 
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and odor, detennining nutritional strategies, seeking 

health care strategies, joining social support groups, 

abandoning control, rearranging social environment, 

emphasizing positive aspects of the situation, blaming the 

self, and coping sexually. 

The no:an-referenced Likert scale was then submitted 

to a panel of experts. The index of content validity 

(CVI) was used to quantify the relevancy of the items

based on the experts rating. Pilot testing was conducted 

using a sample of 60 community residing older individuals. 

Validity and rel,.iability testing estimations were 

conducted.,. ··The instrument was altered based on the 

statistical findings. 

For the major study, 6 hypotheses were proposed. The 

first 3 hypotheses tested the validity and reliability of 

the Coping With Urinary Incontinence Scale. The next 3 

hypotheses focused on the coping behavior of incontinent 

community residing elderly and related it to age, gender 

and perceived severity of incontinence. 

One hundred seventy three older cormnunity residing 

adult.s living in the Dallas/Fort Worth Metropolitan area 

completed the Coping With Urinary Incontinence Scale. 

Data was analyzed through the use of Cronbach's alpha 

internal consistency reliability, principal components 
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factor analysis, Pearson product-moment correlation, chi

square test of independence and descriptive statistics. 

Internal consistency, stability and construct 

validity testing was the analysis focus for the first 

hypothesis. Internal consistency reliability for the 

Coping With Urinary Incontinence Scale using the 

coefficient alpha for all 64 items was .9408 {standardized 

item alpha= .9586). The coefficient alpha for the final 

scale with 39 items was .9359 {standardized item alpha =

.9526). This supported the selected criterion level of 

.70 {Nunnally, 1978). The criterion level for item-scale 

correlations was set at a range of .so to .70 {Hinshaw and 

Atwood, l982). Thirty items met this criterion range. 

The remaining 34 items ranged from .1499 to .4946 and 

.7154 to .7649. 

Analysis continued to determine which of the 64 items 

contributed to the internal consistency of the Coping With 

Urinary Incontinence scale. Cronbach's coefficient alpha, 

item-scale correlations and inter-item correlations were 

used. Thirty nine items were retained as a result of the 

testing. Construct validity was estimated using 

exploratory factor analysis. Principal components factor 

analysis using varimax orthogonal rotation was used to 

examine possible dimensions underlying the concept of 
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coping with urinary incontinence. The rotated factor 

matri� revealed ten underlying dimensions. The resulting 

subscales were conceptually labeled as: 1) strengthening 

muscles with 6 items; 2) coping sexually with 5 items; 3) 

intimate moments with 6 items; 4) seeking hea�th care 

strategies with 3 items; 5) controlling urge and loss of 

urine with 3 items: 6) rearranging physical environment 

with 4 items; 7) expressing emotions with 3 items; 8) 

concealing attempts with 3 items; 9) seeking social 

support/rearranging social environment with 3 items; and 

10) managing in social situations with 3 items.

A chi-square test of independence was used to detect

a difference between the age of the participants and the 

frequency of coping behavior they used. Questions 1, 3, 

6, 7, 12, 16, 17, 18, 19, 20, 36, 38, 44, 54, and 57 were 

significant at the .01 level. This partially supported 

hypothesis 4. 

A chi-square test of independence was used to detect 

a difference between gender of the participants and the 

frequency of coping behavior they used. All items of the 

Coping With Urinary Incontinence Scale were independent of 

each other except for the situation in question 13. This 

partially supported hypothesis 5. Question 13 was 

subsequently eliminated from the scale. 
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A chi-square test of independence was used to detect 

a difference between the participants• perceived severity 

of urinary incontinence and their frequency of coping 

behavior used. All items of the Coping With Urinary 

Incontinence Scale were independent of each other except 

for the situations in question 13 and question 23. This 

pa,;tially supported hypothesis 6. Questions 13 and 23 
>/ 

were subsequently eliminated from the scale. 

Discussion of Findings 

The findings are set out according to the 

hypot�es·es tested. Responses from 173 comm.unity residing 

incontinent elderly participants were the basis for the 

following results. 

Hygothesis 1,2 and 3 

Hypothesis 1,2 and 3 stated: 

1. The internal consistency reliability coefficient of

the Coping with Urinary Incontinence instrument is equal 

to or greater than 0.70. 

2. The internal consistency reliability coefficients for

each of the instrument subscales are equal to or greater 

than 0.60. 

3. All item to total correlations are between 0.3 to 0.7.

The Cronbach's Alpha statistic was applied. The

reliability coefficient for the overall measurement was 
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.9408 (standardized item alpha = .9586} which supported 

this hypothesis. 

Clustering of variables into a smaller number of 

homogeneous sets and creating a new variable was obtained 

. using the statistic technique of factor analysis. Ten 

underlying variables were extracted and conceptually 

named. 

From Mitteness• folk theory of incontinence 12 

subscales of coping behaviors of incontinent elderly 

individuals were conceptualized: l) rearranging physical 

environment, 2) strengthening muscles, 3) controlling the 

urge to void, 4) controlling wetness and odor, 

5) detennining nutritional strategies, 6) seeking health

care strategies, 7) joining social support groups, 

8) abandoning control, 9) rearranging social environment,

10) emphasizing positive aspects of the situation,

ll) blaming the self, and 12) coping sexually. Through

instrument development the subscales of strengthening 

muscles, coping sexually, seeking health care strategies, 

rearranging physical environment, seeking social support, 

and rearranging social environment were reaffinned. The 2 

subscales of controlling wetness and odor and controlling 

the urge to void were combined and retitled controlling 
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urge and loss of urine. Four new groupings emerged from 

the statistical data. They were: l) intimate moments, 

2) expressing emotions, 3) concealing attempts and

4) managing in social situations. These new groupings

were combinations of previous subscales with items 

grouping in a unique manner which required the subscale to 

be renamed. 

Intimate moments is a combination of items from 

coping sexually and detennining nutritional strategies. 

Dining with a person of the opposite sex may offer a 

romantic ambiance. The subscale was then renamed intimate 

moments. 

Expressing emotions is a combination of items from 

emphasizing the positive aspects and blaming the self. The 

resulting three items in the scale were expressions of 

feelings that the individual had. They were no longer 

. positive expressions, nor were they self blaming. The 

subscale was then renamed expressing emotions. 

Concealing attempts is a combination of items from 

determining nutritional strategies and controlling wetness 

and odor. The overall theme of the three items is to hide 

the urine leakage, either psychologically or physically. 

The subscale was then renamed concealing attempts. 
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Managing in social situations is a combination of 

items from rearranging social environment and detennining 

nutritional strategies. The items are methods to manage 

urinacy incontinence when out in public. The methods used 

are both nutritional and rearranging the social 

environment. The subscale was then renamed managing in 

social situations. 

The revised conceptualization of coping with urinary 

incontinence is presented in Figure 2. The ten behaviors 

used by the incontinent older person are methods of coping 

with urinary incontinence. According to Mitteness (1987) 

there are three levels of successful coping with urinary 

incontinence. They are successful hiding the incontinence 

from the public, increasing social isolation and flagrant 

incontinence. The individual can move among the 3 levels 

of success and use the various methods to varying degrees . 

. Hypothesia 4. 

Hypothesis 4 stated there is a significant difference 

between the age groups and the frequency of coping 

behavior used. This hypothesis was partially supported. 

Eight items of the final 39 item scale were significant at 

the .oi level using a chi-square test of independence. 

This infers that the frequency of coping behaviors and the 

age of the participants are independent of each other 
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except for the situations in questions 1, 6, 7, 12, 19, 

20, 44, and 57. Age was a significant factor in how the 

participants responded to these questions. 

Question l is in the subscale of Controlling urge and 

loss of urine. It states 'To prevent loss of urine in 

public places, I stay·at home near the toilet. Question 6 

states ' I do muscle exercises {by starting and stopping 

my urine) every time I go to the bathroom." It is in the 

subscale of strengthening muscles. Question 7 states 'I 

keep doing exercises in the hope it will strengthen m;y 

muscles and m;y ability to control urine.' It is in the 

subscale of strengthening muscles. QUestion 12 states 'I 

practice holding my urine.• It is in the subscale of 

strengthening muscles. Question 19 states 'I use dusting 
c-

powder and/or deodorant spray to hide the smell of urine.• 

It is in the subscale of concealing attempts. Question 20 

states 'I bring extra clothes in case of urine loss.• It 

is in the subscale of concealing attempts. Question 44 

states 'I_ rearrange my furniture so I can reach the 

bathroom quickly.• It is in the subscale of rearranging 

physical environment. Question 57 states "I lose 

confidence during sexual contact because of my urinary 

appliances.' It is in the subscale of coping sexually. 

The responses to these questions by the participants did 
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not discriminate based n age group. These items need to 

be examined for possible age related behaviors which would 

cause the participants to answer in a like manner. 

a_ypothesis s. 

Hypothesis s stated there is a significant difference 

between the gender and the frequency of coping behavior 

used. This hypothesis was not supported. All items of 

the Coping With Urina:i:y Incontinence Scale were 

independent of each other except for the situation in 

question 13 which was eventually deleted from the scale 

based on statistical analysis. Thus, gender was not a 

major factor in how the participants responded to the 

instrument items. 

J;Iy:gothesis 6. 

Hypothesis 6 stated there is a significant 

relationship between participants' perceived severity of 

urinary incontinence and the frequency of coping behavior 

used. This hypothesis was not supported. All items of 

the Coping With Urina:i:y Incontinence Scale were 

independent of each other except for the situations in 

question 13 and question 23. Both questions 13 and 23 

were deleted from the scale based on statistical analysis. 

The participants' perceived severity of their urina:i:y 

-incontinence was not a factor in how they responded to the
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items on the Coping With Urinacy Incontinence Scale. This 

finding supports Norton's {1982) study which found that 

the severity of the incontinence did not correlate with 

social restrictions. Norton's study focused on the social 

restrictions which was one aspect of the Coping with 

Urinary Incontinence Scale. The present study tested 

perceived severity and it's relationship to 10 areas of 

coping with urinary incontinence including social 

interactions. Support was found indicating no correlation 

of severity of urinacy incontinence .. and social 

restrictions and no correlation with the nine other 

relevant conceptual areas. 

Conclusions and Implications 

The major conclusion of the present study strongly 

supports Mitteness's theory of incontinence. Mitteness• 

fornru.lation was the basis for deriving 12 concepts. Study 

findings resulted in 10 concepts. 

The instrument of 39 items is valid and reliable as a 

result of study with the sample. Eight items which may 

indicate that age is a factor need further examination. 

The Coping With Urinary Incontinence scale is a 

research instrument used to investigate the components and 

determinants of coping with the problem of incontinence . 

. The scale can assess the level of success the incontinent 
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person has achieved. The scale has use in both clinical 

and educational settings. 

In the clinical setting, the scale can be used as an 

assessment tool to identify coping behaviors used by the 

incontinent individual. This scaleshows the degree of 

psychosocial compensation used by the affected individual. 

This infonnation can be used by the nurse to educate 

elderly persons about how to cope with incontinence in

order to improve the quality of their lives. In addition , 

the scale can be used to measure the effects of 

interventions with the incontinent elderly using a 

pretest-posttest design . 

In the educational setting, nursing students can be 

taught to recognize coping behaviors used by the 

incontinent elderly person. Successful living with 

urinary incontinence is being able to hide from other

people the existence of urinary incontinence. Social 

isolation is one method of successfully hiding urinary 

incontinence. The inappropriate use of social isolation

can effect the quality of life of the older person. This 

is a matter of degree. The student needs to be able to 

identify the inappropriate use of social isolation and 

assist older persons• use other methods of coping to 

_ increase their quality of life. The Coping With Urinary 
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Incontinence Scale identifies methods used and not used by 

the incontinent older person. 

The relevance of the Coping With Urinacy Incontinence 

Scale for nursing is in assisting the older person stay in 

the community as long as possible. The literature 

suggests that incontinence is a major factor in the 

institutionalization of the older person due to the burden 

placed on the caregiver (Sma.llegan, 1985; Noelker, 1987). 

Through the use of the Coping With Urinary Incontinence 

Scale, the level of success the older person is 

experiencing can be evaluated. The methods of coping can 

be identified and new or alternate ones suggested. The 

older person and caregiver can be presented with other 

options available. This can improve the quality of life 

of the incontinent individual and decrease the burden 

placed on the caregiver. By offering various appropriate 

coping behaviors, institutionalization may be delayed or 

prevented. 

Reconunendations for Further Research 

The Coping With Urinacy Incontinence Scale 

demonstrated_high internal consistency, high stability, 

and strong construct validity when used with community 

residing incontinent elderly persons. While the beginning 

. validity and reliability estimations were strong, 
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additional testing of this instrument is needed. 

Increasing the sample size of 10 participants per item on 

the Coping With Urinary Incontinence Scale {Burns and 

Grove, 1987) is needed for extensive exploration of the 

scale. A total of 390 participants is needed to test the 

present 39 item scale. 

The original scale consisted of 139 questions. One 

hundred questions were deleted. Many of these questions 

could be revised and a second scale to measure urinary 

incontinence coping behaviors could be developed. With 

this second scale parallel fonn reliability could be 

tested. 

For instrument maturation to take place, successive 

validation procedures are needed. Ten dimensions of coping 

with urinary incontinence were identified during 

exploration of internal construct validity. Additional 

testing is needed with this and other contrasting groups. 

Validity and reliability testing of this instrument when 

used with persons experiencing urinary incontinence 

related to various conditions is needed. The differences 

and relationships between various groups need to be 

explored. 

The age focus for this study was the older adult . 

. various age groups need to be examined as to the incidence 
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of urinary incontinence and the coping behaviors used. 

The differences and relationships between the various age 

groups could be compared and contrasted. Eight items in 

the Coping with Urinary Incontinence Scale may be age 

related items. Further research is need to evaluate the 8 

items. 

To determine if causal relationships exist, the 

coping with urinary incontinence model needs continued 

testing over time. By understanding the predictors of 

successful coping and unsuccessful coping, intervention 

can be planned and implemented by the clinician. An 

individualized nursing care plan can be developed and 

implemented to assist the incontinent individual better 

cope with urinary incontinence. 

Thus recommendations for further development of the 

Coping With Urinary Incontinence scale and coping with 

urinary incontinence concept are: 

1. Increase the sample size to 10 participants per

item for a total of 390 participants.

2. Generate a second scale to measure urinary

incontinence coping behaviors and test

reliability using parallel form reliability. 

3. Conduct a study using contrasted groups such as

individuals with spinal cord injuries or



139 

muscular dysfunction. Then examine the 

differences-and relationships between the 

groups. 

4 • Conduct a study to examine the coping behaviors 

used by various age groups. Then examine the 

differences and relationships between the 

groups. 

5. continue testing the coping with urinary

incontinence model eve� time to detennine

causal relationships. 
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DENTON DALLAS HOUSTON 

THE GRADUATE SCHOOL 
P.O. Box 22479, Denton, Texas 76204 817/898-3400, 800-338-5255 
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2136 Savannah Trail 
Denton, TX 76205 

Dear Ms. Talbot: 

January 8, 1991 

I have received and approved the Prospectus for your research 
project. Best wishes to you in the research and writing of your 
project. 
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cc Dr. Helen Bush 
Dr. Carolyn Gunning 

Sincerely yours, 

fo£,J1� 
Leslie M. Thompson 
Dean for Graduate studies 
and Research 
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TEXAS WOMAN'S UNIVERSITY 
COLLEGE OF NURSING 

AGENCY PERMISSION FOR CONDUCTING STUDY* 

THE ___ s_t�•;_,.;J_o ___ s�e_p�h.;.._:'s=-�H�o�s�p�i�t�a�l=------------------

GRANTS TO ---=L:.=a;:.u::.=r::..:a�_.T.:aw1lw::b.:,:io�t ...... __________________ _ 

a student enrolled in a program of nursing leading to a Doctoral Degree at 
Texas Woman's University, the privilege of its facilities in order to study 
the following problem. 

Behavioral strategies us ed by incontinent elderly people 

The conditions mutually agreed upon are as follows: 

Date: 

1. The agency (may) (may net) be identified in the final report.

2. The names of consultative or administrative personnel in the
agency �) (may not) be identified in the final report.

3. The agency (wants) (does net r.Jent� a conference with the student
when the report is completed.

4. Other The agency must have evidence of written approval from

staff physicians whose patients will be asked to partici-

pate in the study. 

d&A--v. ,u /-ff_ Jttu t /u Ill S- ,f!:,,/
Signature of Agency Personnel 

* Fill out and sign three copies to be distributed as follows:
Original - Student: First Copy - Agency; Second Copy - TWU College
of Nursing.
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I am a doctoral student in nursing at Texas woman's 
University in Denton, Texas. I am seeking your voluntary 
participation in an investigation whose purpose is to 
explore the ways individuals manage and cope with urinary 
incontinence. 

Urinacy incontinence is a problem many people experience. 
Incontinence is the passing of any amount of urine 
involuntarily in an inconvenient place. nurses are 
interested in assisting the· individual in coping and 
managing this occurrence. The infonnation from this study 
will provide infonnation on how individuals cope when 
incontinence occurs. 

This study involves completing a demographic sheet and the 
questionnaire titled 11 Coping·With·Urinary Incontinence". 
It will take approximately 20 minutes to answer these 
questions. Your name will not be used in the study so as 
to maintain your privacy. Your answers will be anonymous 
and confidential. 

The results of this study will be provided upon request. 
If you have any questions feel free to contact me at the 
address or phone number listed below. 

Your completing and returning the demographic sheet and 
questionnaire constitutes informed consent to act as a 
participant in this research. 

Thank you for your participation. 

Laura A. Talbot, R.N., C., MSN 
Assistant Professor 
Texas Christian University 
Harris college of Nursing 
P.O. Box 32899 
Fort Worth, Texas 7 6129 

{817) 921-7650 
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Many methods are used to prevent the embarrassment of urine loss 
in public. This scale is a method for exploring ways of managing 
various elimination patterns. Please read each situation below. 
Circle the category to the extent you have used the method 
described below. Thank you. 

1. To prevent loss of urine in
public places, I stay at

Never 

home near the toilet. 1 

2. If I do not know where a
toilet is, I will not
go on an outing. 1 

3. When I travel, I carry a portable
device(such as a jar or plastic
container)in case there is not
a toilet available. 1 

4. I get anxious and fearful
at the thought of going out
for fear of leakage of
urine. 1 

5. I exercise to strengthen
my bladder muscles. 1 

6. I do muscle exercises (by
. starting and stopping my

urine) every time I go 
to the bathroom. 1 

7. I keep doing exercises in the
hope it will strengthen my
muscles and my ability to
control urine. 1 

8. I do several types of
exercises for urine
control. 1 

9. I exercise because I believe
it is the key to urine
control. 1 

Sometimes Often Always 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 
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Never Sometimes Often Always 

10. I have developed an exercise
routine to strengthen the
muscles which control my
urine. 1 2 3 4 

11. I go to the bathroom
even when I do not
have the urge to

urinate. 1 2 3 4 

12. I practice holding my
urine. 1 2 3 4 

13. I do not have enough time to
reach the bathroom when
I get the urge to go

3 4 urinate. 1 2 

14. I have planned ways to
control the urge to

3 4 urinate. 1 2 

15. I cannot trust my urge to
urinate as a way of knowing

3 4 when to go urinate. 1 2 

16. If I wait until I feel the
urge to urinate, it is to

3 4 late. 1 2 

17. I wear perfume to cover the
3 4 smell of urine. 1 2 

18. I take deodorant tablets to
control the smell of urine. 1 2 3 4 

19. I use dusting powder and/or
deodorant spray to hide the

3 4 smell of urine. 1 2 

20. I bring extra clothes in
3 4 case of urine loss. 1 2 

. 21. I wear a towel to collect 
the leakage of urine. 1 2 3 4 



22. I plan ways to control
the smell of urine.

23. I plan ways to prevent
becoming wet with urine.

24. I wear special clothes
( dark pants or skirts in
order to hide the
leakage of urine).

25. I drink cherry juice and/or
cranberry juice to help
manage my urine.

26. I do not drink fluids
before I go out so I do
not have to go to the
bathroom.

27. I avoid coffee and other
caffeine containing products
because they affect my
bladder control of
urine.

28. I do not drink liquids when I
am away from home so I do
not have to go to the
bathroom.

29. I use my diet as a means of
reducing my urine leakage.

30. I drink certair, things as a
means of managing my
urine.

31. I deal with my feelings about
urine leakage by eating,
drinking,smoking, and
using drugs.

32. I talk to my doctor about· 
ways of reducing my urine
leakage.

Never 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 
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Sometimes Often Always 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 
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Never Sometimes Often Always 

33 I have talked to a nurse 
about ways of reducing my 
urine leakage. 1 2 3 4 

34. I have considered surgical
treatment of my urine
leakage.( artificial
sphincter, bladder
pacemaker, Teflon
injection) 1 2 3 4 

35. I talk to a health care provider
(nurse, doctor, dietitian,
etc.)about my urine
leakage. 1 2 3 4 

36. I attend a support group
for people with urine

leakage. 1 2 3 4 

37. I use my church as a means of
helping me in dealing with
my feelings about
urine leakage. 1 2 3 4 

38. I go to a friend of the
same sex to discuss my
urine leakage. 1 2 3 4 

39. I go to a friend of the
opposite sex to discuss
my urine leakage. 1 2 3 4 

40. I tell others in advance of
the possibility of an
accident to avoid
surprises. 1 2 3 4 

41. I find comfort in telling
my pet about my feelings
of my urine leakage. 1 2 3 4 

42. I do not have people visit
me for fear of urine
leakage. 1 2 3 4 
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Never Sometimes Often Always 

43. I avoid being with people
for fear of urine
leakage. 1 2 3 4 

44. I rearrange my furniture so
I can reach the bathroom
quickly. 1 2 3 4 

45. I use a portable toilet to
assist with the management
of urine. 1 2 3 4 

46. I am so embarrassed, I don't
know what to do when
I leak urine. 1 2 3 4 

47. If I have a cold and am
sneezing, I do not go out
or receive visitors for
fear of urine
leakage. 1 2 3 4 

48. "God will reward me for what
I am going through." 1 2 3 4 

49. I laugh and make light of
3 4 my urine leakage. 1 2 

50. I keep a stiff upper
3 4 lip. 1 2 

51. I believe that it is because
of doctors that I have this
problem of urine

4 leakage. 1 2 3 

52. I feel I just have bad
3 4 luck. 1 2 

53. I feel I am getting older, so
3 4 urine leakage occurs. 1 2 

54. I feel less masculine/
feminine because of my

4 urine leakage. 1 2 3 
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Never Sometimes Often Always 

55. I am afraid I will leak
urine during an intimate
moment. 1 2 3 4 

56. I feel my partner will not
find me attractive because
I leak urine. 1 2 3 4 

57. I lose confidence during sexual
contact because of my
urinary appliances. 1 2 3 4 

58. I avoid sexual encounters for
fear I will lose control
of my urine. 1 2 3 4 

59. I avoid sexual encounters for
fear my partner will turn
me down be cause of urine
leakage. 1 2 3 4 

60. I do not seek intimate
relationships for fear my
urine leakage will be

3 4 discovered. 1 2 

61. I avoid intimate relationships
because I wear urinary

3 4 appliances. 1 2 

62. I plan my intimate moments
so urine leakage will

3 4 not occur. 1 2 

63. I go to the qathroom before an
intimate moment to avoid
urine leakage. 1 2 3 4 

64. I get anxious when my partner
approaches me for fear of
urine leakage. 1 2 3 4 
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DEMOGRAPHIC DATA 

DIRECTIONS: Write the Information requested on each blank 
below as It applies to you and your situation. 

1. Date

2. Marital Status: Married Divorced Widowed Single 

3. Birthdate Age 

4. Birthplace

5. Gender: Male / Female 

6. Ethnicity / Nationality

7. Occupation

8. Retired? Yes/ No· 

9. What was the last grade you attended? ___________ _

10. What health problems do you have?

11. Do you feel the need to urinate frequently during the day? yes/ no

If yes, how often? 

12. Do you feel the need to urinate frequently during the night?

yes/ no 

If yes, how often? 

13. Do you sometimes leak urine? yes / no

If yes, how often? 

per week ____ _ per month 

How long have you experienced urinary leakage? 



How would you classify the degree of urinary leakage? 

MILD MODERATE SEVERE N/A 

14. What type of medication are you taking?

15. Have you had surgery to correct a bladder problem?

Yes No 
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What are other methods you use to prevent urine loss? _______ _ 
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. Professor of nursing
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Author of multiple books and articles on aging 
ANA Certified inGerontolotical Nursing 

2. Dr. Helen Bush
Professor of nursing
Author of articles in nursing and aging 
Dissertation chair 

3. Dr. Katherine F. Jeter
Editor of The HIP Report

4. Dr. 'rhelma Wells
Professor of nursing
Author and speaker of incontinence in the elderly 

5. Dr. Linda Mitteness
Professor of medical Anthropology
Author of behavioral strategies of the incontinent 
elderly person 

6. Dr. E. Douglas Whitehead
Co-Director of Continence Restored, Inc.

7. Anne Smith-Young, C.U.T.
Co-Director of Continence Restored, Inc.

8. Cheryl B. Gartley
Founder and President of Simon Foundation

9. Rosemarie B. King, R.N., M. S.
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Doctoral dissertation on urinary incontinence
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