Using Cognitive Strategies
to Enhance Bladder Control

and Comfort

Compromised urinary bladder syndrome (CUBS), a combination of frequency and incontinence, causes multi-
ple discomforts for community-dwelling adults. A holistic intervention—audiotaped cognitive strategies—was
designed to augment the effects of an educational program designed to treat CUBS. CUBS was operationalized
with a voiding diary, and comfort related to bladder health was operationalized in a questionnaire. In this quasi-
experimental design the outcomes were measured at four time points. Repeated measures multivariate analyses
of variance and nonparametric analyses were conducted to assess differences between the two groups. Results
indicated that the treatment group had more comfort and improved CUBS compared with the control group.
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HE OBJECTIVE of this experimental

study was to test the abilities of cog-
nitive strategies (CS) to augment the ef-
fects of an educational program designed
to treat compromised urinary bladder syn-
drome (CUBS). CUBS is defined by these
authors as urinary leakage and/or frequency
sufficient to be a problem. The term is syn-
onymous with bladder function related to
leakage and/or frequency. In spite of mul-
tiple comfort needs and long-term conse-
guences associated with incontinence and
frequency! there is a dearth of experimental
studies for persons with CUBS.

Depression, physical unease, embarrass-
ment, fear of discovery, and social isolation
are some of the common discomforts as-
sociated with CUBS. Infections and skin
breakdowns often require treatment to pre-
vent further complications. Supplies for pro-
tection and special clothing cause financial
strain. Furthermore, CUBS is one of the ma-
jor reasons for placement in long-term care
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settings® Successful interventions would ¢ H5: Gender and age will have no effects
eliminate or lessen discomforts associated 0n the outcomes.
with CUBS, improve the condition of CUBS,
and prevent sequellae of CUBS. BACKGROUND

CS were designed specifically to enhance
the effects of standard behavioral techniques ey alence
presented in an informational format. CS
were operationalized on an audiotape; par- The International Continence Society and
ticipants listened to the audiotape at pre-the Agency for Health Care Policy and Re-
scribed intervals on tape players providedsearch Clinical Practice Guidelines define Ul
by the study. The intervention is holistic be- as the involuntary loss of urine sufficient to
cause it targeted many discomforts that aréoe a problent. Frequency is defined as uri-
associated with CUBS at one time. The ex-nation more often than every 2 hours during
pectation was for a positive whole personthe day and more often than every 4 hours
response as operationalized by the desiredt night. In past studies by Dowd and co-
outcomes of (1) enhanced comfort relatedworkers, Ul and frequency are related and of-
to bladder function; and (2) improvement in ten experienced together by participahts.
CUBS as measured by decreases in urinarfor research with community-dwelling per-
incontinence (Ul) and/or frequency. sons, it is appropriate to consider the com-

Two groups were used to test the hypo-bination of urinary leakage and frequency

theses. Group A received education abouss a single target for noninvasive, first-level
bladder health, recorded incontinence andreatment.

frequency episodes in a voiding diary, and CUBS is experienced by adults of all
listened to the audiotape daily. Group B re-ages, educational levels, economic status,
ceived the same education about bladdeand health states. Prevalence estimates of Ul
health and recorded incontinence and frefor community-dwelling individuals range
quency episodes in the voiding diary. Thefrom 8% to 34% and increase with age from
experimental hypotheses were: 15% in the 20- to 60-year-old group to 15%

« H1: Group A will have significantly to 30% for the over-60 age grodp. Preva-
higher comfort over time compared with lence estimates for frequency have not been
group B. compiled. Many adults believe CUBS is un-

« H2: Group A will have significantly im- avoidable and a normal part of the aging pro-
proved CUBS over time compared with cess and that they must accommodate to this
group B. uncomfortable condition in their livesEur-

« H3: When group B receives CS, they thermore, many assume that CUBS is unique
will demonstrate the same comfort com- to them and they are too embarrassed to dis-
pared with group A at the end of the cuss it. In addition, health professionals do
study. not routinely inquire about CUBS, thus miss-

« H4:When group B receives CS they will ing an opportunity to help These three fac-
demonstrate the same improvement intors are among the reasons for underreported
CUBS compared with group A atthe end and insufficient treatment of persons in the
of the study. community with CUBS.
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Conceptual framework reducing the frequency of CUBS episodes
] _and/or containing the urine. Ad hoc func-

The conceptual framework for this study is tional and dysfunctional strategies to cope

derived from qucaba’s Mid-Range Theory ith CUBS have been investigated. Dys-
of Comfort? This theory states that nurses fnctional strategies include restricting flu-
use the content domain of comforttoidentify jys frequent toileting, and social isolatién.

health care needs and design interventiongihough strategies such as frequent toilet-
forpersonlnthelrcare.Nurse3|dent|fy|nter-ing, wearing protection, restricting fluids,

vening variables that impact on the succesgyng limiting physical activity help to contain
of the interventions. The content domain of iha rine they do not result in improvement
comfort consists of three types of comfort 5+ cuUBS. Further. these self management

(relief, ease, and transcendence) and fougi ategies often lead to social isolation and
contexts of experience (physical, psychosygyered self-esteem and do not treat the un-
piritual, social, and environmental) juxta- derlying condition.

posed to form a 12-cell gridi The effective-

ness of the intervention(s) is determined by
comparing patients’ comfort before and afterlnterventions related to this study
implementation. If comfort is enhanced, pa-

tients’ health seeking behaviors (HSBs) are Conservative treatment for bladder health
facilitated® SchiodfeldiObelievedthatcom- S 'ecommended as the first approadar-

. S lier r rch h monstr h hav-
fort was essential for engaging in HSBs and.e esearch has demonstrated that beha

o . . ioral techniques for community-dwelling
that motlvgtlng clients to_engage n HSBs persons are effective. A combination of be-
was a main goal for nursing. The literature

review is organized according to the vari- havio_ral approaches _su_ch as pelvic'mu_scle
ables in the conceptual framework exercises, bladder training, self-momtonng,
‘ and fluid management resulted in fewer Ul
episodes and decrease in amount of urine
HEALTH CARE NEEDS OF loss at 6 month&-12 Group information
POPULATION sessions about behavioral approaches re-
sulted in decreased Ul episodés* Spe-
Comfort theory suggests that comfort cific behavioral interventions such as fluid
needs of patients in specific health caremanagemefitand bladder training proto-
situations are complex, multiple, and con-colst® resulted in subjective assessment of
nected and that interventions are targeted tamprovement that was not found in quantita-
the needs that can not be met by patientsive data. In practice settings, pelvic muscle
themselves or their existing support systemsexercises and bladder training resulted in im-
In this population, multifaceted adjustmentsprovement rates similar to medications, but
are needed to contend with CUBS. Becausgatients preferred behavioral technigdés.
individuals are reluctant to talk about urine Comparisons across these studies revealed
loss, self-management strategies are usuhat noninvasive behavioral treatments were
ally developed with little help from others. beneficial and cost effective for community-
Major goals for self-management are todwelling women but that implementation of
prevent embarrassment and disconffisy  the behavioral techniques was variable and
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fraught with high attrition rates. The educa- other men and women have loss of urine
tion given to all the subjects in this study and they are okay” was designed to en-
is based on the behavioral techniques dehance social comfort, while the statements
scribed above. The difference in this study”...being physically fit is important” and

is that the subsequent outcome, improved| often tighten and relax the muscles that
CUBS, is operationalized as decreased freeontrol my urine flow ..” were designed to
guency and/or leakage. enhance physical comfort. Some statements

Ways to enhance behavioral treatments irffocused on perception of self as a worthwhile
terms of adherence, and strength and duperson. Other statements reinforced infor-
ration of effects should be examined. Onemation about bladder health given to all par-
such way, CS, have been successful in treaticipants at the beginning of the study. Ex-
ment of children with enuresiS:in children amples of these statements include paying
with persistent urge incontinené®and in  attention to how fluids affect the bladder,
treating individual young adults with exces- how to manage urges to void, and how to
sive urinary urgency? CS are defined as the direct the conscious thoughts involved with
identification and modification of automatic voiding, such as when to initiate the flow
negative thoughts and self-statements, andf urine. The verbal instructions ended with
permanent replacement of them with morefeelings of well being and gradual reaware-
adaptive one$>2! Through this adaptive re- ness of the environment. Music was on the
placement, individuals are internally moti- second side of the tape. In these ways, CS
vated to restructure the thoughts that directwere both specific to frequency and inconti-
and encourage behaviors that are more bemence and they also targeted associated mul-
eficial for their health, in this instance im- tiple comfort needs.
proved CUBS. Therefore, CS offer one way
to enhan_ce the mot_ivation and effectivenesqmervening variables
of behavioral techniques.

In this study, the intervention was an au- Few intervention studies included men
diotape with relaxation, music, and CS. Softwith CUBS. Those studies that included men
jazz was recorded on both sides of the tapewere unclear about the effects of gender
each side was 20 minutes in length. CSon treatment outcome$. However, there
were written by these researchers and auis some evidence that men seek treatment
diotaped by a professional therapist. Thesoonerthanwomen, andthatthis might make
verbal side of the tape contained instruc-men more amenable to treatment. Evidence
tions for relaxation followed by CS, becauseis also scant about the effects of aging on
maximum learning occurs when persons ardreatment outcomes. Although older women
relaxed?? Statements directed to common take longer to learn pelvic muscle exercises
thought patterns about CUBS were devel-than youngerwomen, older women respond-
oped for each of the four contexts in which ed the same as younger women to an audio-
comfort is experiencedi The statements fo- taped intervention designed to enhance com-
cused on concepts of self and on specifidort.?? Because of these ambiguities, this
aspects of bladder management. For examwork explores age and gender as factors in
ple, the statement “I am not alone; manyachieving the desired outcomes.
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urge to void) in an effort to prevent leak-

The holistic concept comfort is an age. Other participants stated that urge was a
appropriate outcome because it entails  factor in their frequency of toileting. Others
a relief of multiple and interrelated described the “key-in-the-lock” syndrome,
discomforts associated with CUBS. whereby an environmental cue such as ar-

riving home caused an irrepressible need to
void. Yet for others the thought of having to
void precipitated incontinence and there was
no ability to delay urination appropriately. It
Comfort is defined as the state of be-is these complex interactions between mind
ing strengthened by having the needs forand body that are addressed by CS. Such
three types of comfort (relief, ease, andapproaches have been coined “mind over
transcendence) met in four contexts of ex-bladder®® and apply to the design of this
perience (physical, psychospiritual, social,study.
and environmentaf? The holistic concept ~ Another problem described in Dowd’s
comfort is an appropriate outcome becausetudy is bladder irritabilit;?. Bladder irri-
it entails a relief of multiple and interrelated tablility can take the form of the sensation
discomforts associated with CUBS. Com-0f burning (in the absence of infection),
fort also implies a sense of ease that bladintense urgency, or hyperactivity. Some of
der function can be improved and a belief inthese symptoms can be caused by caffeine,
participants’ ability to transcend problems. acidic foods and fluids, smoking, allergies,
Moreover, comfort is related theoretically and other factord? CS also address these is-
to increased motivation for applying newly sues with the expectations that information
learned behavior$ Because of the recipro- aboutirritants can be augmented by positive
cal relationship between comfort and HSBs,Pelief systems that effect behavioral changes
interventions that increase comfort regard-elated to CUBS.
ing CUBS also support persons’ efforts to

Comfort (immediate outcome)

be actively engaged in HSBs. METHODS
Frequency and incontinence episodes Sampling plan
(subsequent HSBs)

The study was approved by The University

CUBS was measured by the number of in-of Akron Institutional Review Board. Partic-
continent episodes and frequency of toiletingipants were recruited through local newspa-
as recorded in a voiding diary designed forpers. Inclusion criteria were: over 40 years
this study. Previously used measures of treatef age, independent in self-care, history of
ment outcomes were number of Ul episodesncontinence and/or frequency for at least
and amount of leakade?* These studies did 6 months, able to read and write English,
not account for the effects of frequency asand having hearing adequate for listening to
an indicator of compromised bladder func-an audiotape. Exclusion criteria were pres-

tion. Dowd® described participants toilet- ence of urinary tract infections (UTIs) or
ing every hour (even though they had nosevere neurological disorders. The sample
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Table 1. Self descriptors of CUBS guency Comfort Questionnaire (UIFCQ).
The UIFCQ was adapted from the General
Causes Number of subjects Comfort Questionnaifeand contained 23

positive and negative items specific to the ex-

urgency 11 . . . .
surgery 08 perience of living with UI_(see Appendix).
childbirth 09 A Likert-type format, ranging from strongly
other/mix 12 agree to strongly disagree, was used for each

Extent of interference item. Responses were scored from 1 to 6;
with life higher scores indicated higher comfort. For
very much 07 this sample, Cronbach’s alpha averaged 0.82
quite a bit 09 across the four measurement points indicat-
hardly/not at all 24

ing acceptable reliability.

Treatments tried The number of incontinent episodes and

Kegel exercise 04 .

medication 04 frequency of toileting was recorded by each
restricting fluids 02 participant in a voiding diary that contained
surgery 01 grids for each day in the study. These marks

were hand tallied at the end of the study
and entered as raw scores. The range of

consisted of 31 women and 9 men, age$cores was from 8 to 96 incontinent epi-
42-91 (median age of 74 years). One potensodes and 50 to 125 frequency episodes per
tial participant was referred to a physician Week.

and excluded from the study because of acute

urinary tract symptoms. Treatment and con-Procedure

trol groups were not significantly different

on demographic variables; 36 participants After a random start, participants were
were European Americans, 1 was Africanassigned alternately to treatment £ 21)
American, and 3 described themselves a®r control ff = 19). At the preintervention
“mixed.” Causes of CUBS were evenly dis- Visit, all participants were given details about
tributed between the two groups (Table 1). Atthe study and asked to sign informed consent.
baseline, there was a significant difference inThey completed a brief demographic ques-
number of CUBS episodes, with the treat-tionnaire and history of CUBS. To obtain
ment group having more CUBS episodesbaseline data about bladder function under
than the control group. There were no dif- usual conditions, they were asked to record
ferences in groups on comfort or gender, buincontinent and frequency episodes in the
there was a difference on age. The averag&Oiding diary for 1 week. At this intake visit,

age in the control group was 76 years and irﬂl’ine was tested with Ames Multistix 10SG
the treatment group was 68 years. Reagent Strips to screen for leukocytes and

blood (indicators of UTIs); one positive re-
sults were found for the sample.
One week later (Time 1), all partici-
Comfort was measured at four time pointspants received basic information about blad-
with the Urinary Incontinence and Fre- der function and behavioral techniques to

Instruments
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improve bladder health. Those assigned tagroups. This is reasonable because the in-
the treatment group received instructions fortervention has no known negative effetis.
using the tape player provided by the studyThe UIFCQ scores appeared normally distri-
and the audiotape of CS. They were askeduted in each group, and parametric meth-
to listen to the audiotape once a day at theinds were used to test hypotheses involv-
convenience for 6 weeks. All participants an-ing the UIFCQ. However, number of CUBS
swered the UIFCQ and were asked to conepisodes were not normally distributed, and
tinue recording incontinence and frequencynonparametric methods were used to test hy-
episodes in voiding diaries. potheses involving this variable.

Data collection for all participants at Time
2 (UIFCQ and diary) occurred 3 weeks afterH1: Group A will have significantly higher
Time 1. Time 3 (UIFCQ and diary) occurred comfort over time than group B
3 weeks after Time 2. At Time 3, persons in o ]
the control group were given the same au- Rep_eated measures multivariate analysis
diotape and tape player to use for 3 weeksOf variance (RM MANOVA) was used to
Persons in the treatment group were encourt®St for differences in comfort scores on
aged to continue listening if they desired.the UIFCQ between the groups and dif-
Data at Time 4 (UIFCQ and diary), collected ferences over time. Thls _anaIyS|s revealed
3 weeks later, reflected the effects of usingth@t changes over time in mean comfort

the intervention the control group. scores on the UIFCQ differed between the
groups [groupx time interactior~(2, 37) =

RESULTS 4.55,P = 0.02]. Specifically, the treatment
group had higher mean comfort at Time

Hypotheses testing 2 and at Time 3 than the control group.

There was no significant difference between

The significance level of the statistical groups at Time 1 (see post hoc Student’s

tests was set at 0.10 to reduce the chancetests in Table 2). Thus, hypothesis 1 was
of missing important differences betweensupported.

Table 2. Mean pooled standard deviation (SiD@sts between treatment and control groups on UIFCQ

Range 1-6  Treatment  Control SD  tvalue P Effect size

Time 1 4.13 4.13 .23 -0.12 91
Time 2 4.38 4.11 —-1.22 .23
Time 3 4.55 4.19 -1.79 .08 1.6

(before control
group received
intervention)
Time 4 452 4.47 —0.36 71
(after control
group received
intervention)
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Table 3. Number of participants and percent improved between treatment (T) and control (C) groups
predicted by the Urinary Incontinence Comfort Questionnaire (UIFCQ) and voiding log

T T C c P
Improved Not Improved Improved Not Improved x?
# % # % # % # %
UIFCQ 17 90 2 10 14 67 7 33 .09
Ul episodes 17 90 2 10 11 52 10 48 .01
H2: Group A will have significantly at Time 4 T = —0.36,P = 0.71). This de-
improved CUBS over time compared monstrated that the level of comfort in the
with group B control group, which was lower than the

) ) ) treatment group at Time 3, became similar
In this analysis, difference scores were, the |evel of comfortin the treatment group

computed for each subject (ie, number of fre-py, Time 4 (see Table 3). Thus, hypothesis 3
quency and/or leakage episodes) at Time 55 supported.

minus number of episodes at Time 3). Then,
these differences were compared betweep_m_ When group B receives CS, they wil

the groups using the median test. Hypo'demonstrate the same improvement in

thesis 2 was supported, because there W3S BS compared with aroun A at the
a greater median reduction in number ofend of the sl?[udy group

episodes from Time 1 to Time 3 in the treat-
ment group than in the control group & Hypothesis Four was tested by comparing
0.05, one-tailed) (see Table 3). Also, a con-the number of CUBS episodes for the con-
tingency table analysis comparing the pro-trol group at Time 4 (after they received the
portions of persons who had fewer episodesntervention) to the number of episodes for
revealed that 89.5% of the subjects in thethe original treatment group at Time 3. (The
treatment group experienced improvemenbyriginal treatment group did not continue to
compared with 52.4% improving in the con- keep diaries reliably in these last 3 weeks.)
trol group @ = 0.01). This further supports The Wilcoxon rank sum test was performed
hypothesis 2. on data from diaries of the control group.
These data revealed that, 3 weeks after the
control group began using CS, episodes de-
creased in number to match approximately
the number of episodes in the original treat-
ment group at Time 3. (The treatment group
Three weeks after the intervention washad 19 episodes at Time 3; the control group
introduced to the control group, there washad 20 episodes at TimeR;= 0.69.) Thus,
no significant difference between the groupshypothesis 4 was supported.

H3: When group B receives CS, they will
demonstrate the same comfort compared
with group A at the end of the study
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H5: Gender and age will have no effects  In both the control group and the treatment
on the outcomes group, age and diary score appear uncorre-
lated at Times 1, 2, and 3 (dil=>0.24).
In the control group, age and UIFCQ SCOreThys, hypothesis 5 was supported.
appear uncorrelated at Time P+£0.90),

Time 2 P=0.43), and Time 3R=0.31);  association between UIFCQ and CUBS
however, in the treatment group, age and
UIFCQ score appear uncorrelated at Time 2 We also wanted to examine the conceptual
(P=0.21), but are negatively correlated at framework by testing the strength of the re-
Time 1 ¢ = — 0.41,P=0.08) and Time 3 lationship between comfortand CUBS, such
(r=—0.46,P=0.05). Thisindicates that, in thatcomfortwould be a meaningful outcome
the treatment group at least, UIFCQ scoredor predicting improvement in CUBS. Non-
were lower for older subjects, at Times 1 parametric measures of association between
and 3. To examine the influence of age on thehe UIFCQ and the diary revealed a signifi-
effect the treatment had on UIFCQ scorescant relationship (Kendall Tab= — 0.21,
an analysis of covariance (ANCOVA) was P =0.06), that is comfort increased in par-
performed in which the response was theticipants whose frequency and/or leakage
change in UIFCQ from Time 1 to Time 3, episodes decreased. Further, the UIFCQ pre-
the factor was group, and age was a codicted the participantsn(= 17, or 90% of
variate. In this analysis there was a signifi-the treatment group) who demonstrated im-
cantly greater increase in UIFCQ score fromprovement in episodes. Thus comfort was a
Time 1 to Time 3 in the treatment group strong predictor of who benefits from treat-
than in the control grougH(1, 37) = 3.796. ment for CUBS, supporting the Mid-Range
P=0.06]. In a similar analysis comparing Theory of Comforf
Time 1 with Time 2, no significant difference
inthe UIFCQ change was founB(l, 37)= DISCUSSION
2.240.P=0.14]. Thus, the results of these
analyses, which are adjusted for age, are con- Conceptualizing Ul and frequency as
sistent with the unadjusted analysis reportedCUBS is useful for first level treatment
earlier. for community-dwelling persons. This is
The effect of CS on UIFCQ over time because bladder education and behavioral
appears to be the same for both males antteatments are directed toward and affect
females. However, at all times males haveboth components (leakage and frequency) of
higher mean UIFCQ than femalds([L, 36) the syndrome simultaneously. Participants
=3.585.P=0.07]. There was no significant in previous studies have demonstrated that
effect of gender on the change in log scoreblurring of the two components is consis-
form Time 1 to Time 2 or from Time 1 to tent with their experiences. They have also
Time 3 (median ted?=0.43 andP=0.16, demonstrated that their responses to treat-
respectively). Also, there was no significantment occur in both realms of the syndrome.
difference between the groups in the medianTherefore this conceptualization of bladder
log scores at Times 1, 2, or 3 (&> 0.26).  dysfunction is more inclusive and realistic
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Most persons indicated that they mentally

Nor do all persons want to add a recalled the words and music from their au-
bladder medication to their health diotapes, augmenting actual listening ses-
routine, even if they could afford it. sions. For some, it was natural to convert

appropriate statements to prayer. If they be-
came tired of the words, they listened to the
music-only side of the tape. The music-only
for designing treatments and measuring theiside was especially useful if stress-related
effects. This conceptualization also facili- insomnia was a problem. The intervention,
tates self-recognition of bladder dysfunc-therefore, was flexible and could be applied
tion in the absence of leakage. The intervento the unique situations of participants.
tions, instruments, and study design in this Comfort is congruent with participants’
research are congruent with this conceptualperceptions of improvement in CUBS.
ization because they account for changes ilinecdotal evidence revealed that, for many
leakage as well as frequency and the combief the participants, discovery of their abil-
nation of both components. ity to implement effective behavioral tech-

In addition, this conceptualization is ap- niques to improve bladder function was a
propriate for treatments that are easy-to-usepositive learning experience that changed
applicable to unique situations, and inex-their outlook from that of passivity to “being
pensive. These types of interventions appeah charge.” Reports from many participants
to persons who cannot afford or do not de-were that they improved by taking an active
sire expensive, uncomfortable bladder func-stance in managing their urinary elimination
tion studies and treatments for urinary blad-system holistically, through self-care in fluid
der problems that they consider manageablenanagement, hygiene, environmental adap-
Nor do all persons want to add a bladdertation, and use of resources. This change in
medication to their health routine, even if mind setwas related to significant alleviation
they could afford it. CS offer a natural and of distress, evidenced by increased comfort
long-lasting way to improve CUBS. and motivation.

For participants in this study, CS were The intervention was simple to use. All
helpful in increasing comfort and improving participants learned how to use the tape pla-
CUBS. Although the control group had sig- yer quickly and generally found 20 minutes
nificantly fewer CUBS episodes at Time 1, to listen to the tape every day. The success of
comfort level was low for both groups. The CS perhaps was related to convenience, con-
treatment group improved in the expected di-sistent repetition (either with the audiotape
rection on both comfort and CUBS and by or mentally), and relevance to the problems
Time 3, 6 weeks after the intervention wasof people with CUBS. The audiotape pro-
introduced, differences in comfort were sig- vided a standardized treatment and repeated
nificant. At Time 4, comfort levels did not exposure to CS.
change in the treatment group. Comfortlev- The UIFCQ quantitatively captured
els in the control group improved at Time 4, changes that were evident in qualitative
after they received the intervention. analysis of diary reports and in the anecdotal
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data given by the participants. Measure-sample size showed significant differences
ments of comfort accounted for psychospir-between groups at the end of 6 weeks. The
itual, social, and environmental aspects, anext study should use a larger sample size
well as physical symptoms associated withand the more traditional alpha of 0.05 to con-
CUBS. Therefore, this instrument, which is firm these preliminary results. Retesting at
holistic in scope, was relevant to the experi-longer intervals would be useful to ascertain
ence of persons with CUBS and was able tahe theoretical durability of the effects. Re-
capture change over time associated with ineruitment should take place across multiple
formation augmented by CS. Statistical anal-geographical sites, each with its own project
yses indicated that the UIFCQ was a validdirector. Recruitment strategies may vary ac-
and reliable instrument for measuring com-cording to community resources and com-
fortassociated with CUBS and for predicting position. New methods for identification of
those who would improve in CUBS. possible participants in early stages of CUBS
A factor limiting generalizability is the need to be explored to include low-income
self-selected sample. Present findings abougroups and a representative number of men.
the effectiveness of CS for effecting positive
outcomes associated with CUBS apply only ° ° °
to persons who read the publications con-
taining the advertisement for the study and This pilot study presented promising find-
who were sufficiently motivated to volunteer ings about a noninvasive intervention to im-

for the study. prove effectiveness of behavioral techniques

regarding bladder function. Both men and
SUGGESTIONS FOR FUTURE women had more comfort and improved
RESEARCH bladder function after the audiotaped CS. It

was apparent that the benefit of intervention
Suggestions for future research focus orincreased with repetition. Thinking patterns
increasing the sample size, broadening reehanged gradually and consistently and were
cruitment strategies, and stratifying partici- related to outcomes relevant to persons with
pants. Because alpha was set at 0.10, a smallUBS.
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Appendix

IMMEDIATE OUTCOME (UIFCQ)

Thank you VERY MUCH for helping us in our study about feelings associated with urinary incontinence and
frequency. Below are statements that pertain to your feelings. Six numbers are provided for each question; please
circle the number you think most closely matches your feelitgjse moment you are answering the questions.

Strongly  Strongly
Agree Disagree

654 321

| feel good about MYSEIF.........ooiii e 6 54 321

It helps to talk to people about my urinary incontinence..............ccceeeiiiiieee e, 6

| worry about being able to find a bathroom when | go out 6

| am just as attractive physically as | always Was...........ccoceeiivieriiieniieenie e 6 5

LTI EENSE. ...ttt 6

I'm afraid to go visit my friends or family............cccoooiiniiiinii 6 5

| don’t have enough information about my urinary incontinence........................... 6 514 321

| think about my bladder all the time............ooociiii e, 6 54 321

| don’t know anyone else with this problem 6 54 321

O TR =T 0 1 £ =T PP PRPRR

11. I am able to cope with my urinary patterns

12. My home smells clean

13. | am able to sleep well

14. Lifeis astruggle rght NOW...........coiiiiiiiiiiiiee e

15. 1 enjoy goiNg SNOPPING.....ecirieeiiii et

16. I find a lot of meaning in my life............ccccceinninenns

17. Urinary incontinence is a challenge | can meet

18. | get anxious and fearful about goING OUL............cceeiiiiiiiiiiii e

19. Iam afraid of What iS NEXL..........eeiiiiiiiii e

20. NO 0N UNAErStANUS IME.....ccuiiiiiiiiieiiie ettt

21, 1drink very little fUIAS. .......cocviiiiei e 4

22. 1 feel OUL OF CONMIOL. ... .. 6 5 14 321

23. | have a favorite person(s) who makes me feel cared for.............cccvveeeiiiiiee e, 6 5 4 321

24. | enjoy having people OVer to MY NOUSE..........ccovviiiiiieiiiee e 6 5 4 321
6 54 321
6 54 321

©oNoGO~®WNE

25. 1 feel PRYSICAIIY fil......ooeeiiie e
26. | am aware of the effects of different fluids on my bladder.............cccccoovvvveeiennen.
27. 1feel clean and freSh... ... ..o 6 54 321
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