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Urinary incontinence (UI), or the
involuntary loss of urine, can occur
at any age, but is especially common

in elderly women.1,2 UI has been estimated
to affect 20% to 33% of adults3,4 or 11% to
55% of the elderly,1,2,5-8 depending on the age
of the subjects, the healthcare setting where
the study was performed, the definition of UI
employed, and, potentially, the format of the
questions being asked about UI. The preva-

lence of UI in older women is approximately
2 times that of older men.1,6 Compared with
the elderly living at home, those residing in
nursing homes or hospitals also have a high-
er prevalence of UI,1 which may be one of
the contributing factors to institutionaliza-
tion. Despite the high estimate of preva-
lence, as many as 50% of all cases of UI may
not have been reported, because individuals
with UI do not always seek medical help.3,9-11

Current treatments for UI include behav-
ioral (eg, bladder training, fluid manipula-
tion, scheduled toileting, pelvic muscle
exercises), pharmacological, and surgical
interventions, used either alone or in combi-
nation.11-13 Behavioral techniques are now
currently recommended as first-line therapy
in the treatment of UI.14,15 Behavioral inter-
ventions are usually relatively inexpensive
and easy to implement, but the effectiveness
chiefly depends on the patient’s adher-
ence.16 When nonpharmacologic interven-
tions have failed, drug therapy can be an
option.11 The effectiveness of older drugs,
such as immediate-release (IR) oxybutynin,
is not satisfactory, partly because of poor
compliance as a result of adverse events
(AEs).17 The new generation of pharmaco-
logical treatments, such as extended-
release (ER) tolterodine and transdermal
oxybutynin, provide better or comparable
efficacy, but with fewer AEs.18-21 Although
surgical interventions are used in only the
most refractory cases of urge UI, they are
more commonly used in the treatment of
stress UI.11

Because UI may cause social isolation,
loss of sexual function, and other psychoso-
cial problems,3,22,23 it could have significant
impact on patients’ psychosocial well-being
and quality of life (QOL). Studies have
shown that patients suffering with UI are
more depressed,24,25 psychologically dis-
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Abstract
Objectives: To investigate the impact of urinary

incontinence (UI) on health-related quality of life
(QOL), as measured by the Medical Outcomes Study
Short Form-36 (SF-36) and to compare UI and non-
UI elderly Medicare beneficiaries enrolled in man-
aged care plans on the prevalence of depression and
self-rated health.

Methods: After excluding beneficiaries younger
than 65 years old, a total of 141 815 completed sur-
veys were used for analysis. The survey included 1
question on difficulty in controlling urination, 3 ques-
tions on depression, 3 questions on health, a series
of questions regarding comorbid medical condi-
tions, and the SF-36. Self-rated health, prevalence of
depression, and scores in each domain of QOL were
compared between UI and non-UI groups.

Results: Overall, the prevalence of UI was 24.7%
(20.9% in men, 27.5% in women). The UI group
was about twice as likely to feel depressed as the
non-UI group. The UI group also rated their health
more negatively. Compared with continent respon-
dents, those who were incontinent had lower stan-
dardized scores on all 8 subscales of SF-36 as well
as 2 summary scores. Results from multiple regres-
sions indicated that UI had a significantly negative
impact on all aspects of QOL after adjusting for
comorbidities and demographic differences.

Conclusion: Findings indicate that elderly
patients with UI are more depressed and have worse
perceived health. On certain domains of QOL, the
negative impact of UI even surpasses that of other
severe comorbidities.

(Am J Manag Care. 2005;11:S103-S111)
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tressed,26 emotionally disturbed,27 and
socially isolated.27 Moreover, compared with
continent individuals, those patients with UI
also have higher levels of anxiety,28 lower
QOL,27 and poorer life satisfaction.25 The
severity of UI is also correlated with degrees
of mental distress, social restrictions, and
restricted activities.3,23 As a result, UI has an
adverse effect on patients’ daily lives and
could become a barrier for normal social
function.27

Previous studies have indicated that
depression was common in adults with UI. A
study using the Geriatric Depression Scale
on homebound elders with UI found that up
to 50% of the elderly patients had significant
depressive symptomatology.29 Another study
found that those patients with UI were more
likely to have major depression than those
without UI (odds ratio [OR] = 4.5; 95% con-
fidence interval [CI] = 2.3-8.8), as assessed
using the Diagnostic and Statistical Manual
of Mental Disorders, Third Edition (DSM-
III).24 Although UI is associated with depres-
sion, the causal pathway from UI to
depression is not entirely clear.

Several generic and disease-specific
instruments have been used to assess the
QOL of adults with UI. Although UI-specific
instruments, such as the Incontinence
Impact Questionnaire30 and the Incon-
tinence Quality of Life Instrument,31 tend to
be more sensitive to the unique impact of
UI, generic measures permit the comparison
among different populations or interven-
tions.32 One study using the Sickness Impact
Profile, a generic health status instrument,
found that the QOL of community-living
women was adversely affected by UI consid-
erably.33 Another study using the Notting-
ham Health Profile Questionnaire, a generic
health status instrument as well, indicated
that women with UI were more emotionally
disturbed and socially isolated than those
from the age-matched control group without
UI.27 The literature also suggests that
patients with urge UI and mixed UI are more
likely to suffer with depression and poorer
QOL than those with stress UI.34-36

Among the generic measures of QOL
instruments, the Medical Outcome Study
Short Form-36 (SF-36) is most widely used
and well known in healthcare research. It

contains 1 item assessing health transition
and 35 items assessing 8 domains of health
status—physical functioning (PF), role limi-
tations as a result of physical problems (RP),
bodily pain (BP), general health perceptions
(GH), vitality (VT), social functioning (SF),
role limitations as a result of emotional
problems (RE), and mental health (MH).37

These 8 subscales are also used to generate
2 health summary scores, the physical com-
ponent summary (PCS) and the mental
component summary (MCS).38 Two studies
showed that SF-36 scores of the patients
with UI were lower in all 8 domains com-
pared with the general population or the
control group.39,40 However, O’Conor and
colleagues found that patients with urge or
mixed UI had significantly lower scores in
only 5 of 8 dimensions (ie, PF, SF, RE, RP,
VT) compared with the general US popula-
tion,17 and Kutner and colleagues showed
that UI significantly affected GH, RP, and
RE, but not SF.41 In summary, previous stud-
ies are inconsistent regarding the specific
domains of QOL affected by UI, but it
appears that numerous domains are affected.

Previous studies of QOL and UI usually
recruited subjects only from a particular
setting, such as nursing homes,7,8 communi-
ties,5,23,41 or hospitals,22 and they have a
limited sample size, which ranges from sev-
eral dozen to several hundred per-
sons.8,17,22,23,28,33,39-41 Therefore, the overall
prevalence and impact of UI on the US eld-
erly population remains unknown. The pri-
mary purpose of this study was to investigate
the prevalence of UI among the elderly using
a sample of Medicare managed care
enrollees. The self-rated health and the pres-
ence of depression in the UI and non-UI sub-
jects were also compared.

Methods

Data Source. The Medicare Health Out-
comes Survey (HOS), formerly titled Health
of Seniors, was the first large-scale subject-
based outcomes measure funded by the
Centers for Medicare and Medicaid Services
to assess the quality of care provided to
Medicare beneficiaries enrolled in managed
care.42 A random sample was selected and
surveyed every spring, and the same respon-
dents were surveyed again 2 years later. The
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first baseline cohort was surveyed in May
1998, which was composed of 279 135 Medi-
care beneficiaries enrolled in 269 Medicare
+ Choice Organizations from 287 market
areas.42 A combination of mail and phone
surveys was used to collect the data. A
returned survey was considered “complete”
if at least 80% of the response items were
completed and 3 specific questions about
the respondent’s overall health status were
answered. The final response rate was about
60%. More detailed descriptions about the
data collection process were reported else-
where.43 In this study, only those respon-
dents aged 65 years and older were included
in the analyses.

The HOS is a self-administered survey
that includes several questions on demo-
graphics, health status, depression, comor-
bid medical conditions, and the SF-36. The
3 health status questions focus on the sub-
ject’s general health, health compared
with 1 year ago, and health compared with
their peers. Each question was measured
on a 5-point scale from 1 (excellent/much
better now) to 5 (poor/much worse now).
Depression was measured by 3 yes/no ques-
tions: (1) In the past year, have you had 2
weeks or more during which you felt sad,
blue, or depressed, or when you lost interest
or pleasure in things that you usually cared
about or enjoyed?; (2) In the past year, have
you felt depressed or sad much of the time?;
and (3) Have you ever had 2 years or more
in your life when you felt depressed or sad
most days, even if you felt okay sometimes?

The SF-36 is a widely used instrument in
health services research for assessing health-
related QOL. The validity and reliability of
this instrument has been established for
measuring QOL in large populations of both
healthy and diseased individuals.44-46 Scores
of the 8 dimensions of SF-36 range from zero
(the worst QOL) to 100 (the best QOL). To
compare with the general US population, the
zero to 100 scores are also transformed to
standardized scores (mean of 50, standard
deviation of 10), with a score of 50 repre-
senting the national average for a given scale
or summary score. In this study, the stan-
dardized scores were used.

The question, “Do you have difficulty
controlling urination?” in the HOS survey

was used to identify respondents suffering
from UI. Respondents were classified as the
UI or non-UI group depending on whether
they answered “yes” or “no” to the same
question; persons denying the condition
were unable to be distinguished. A checklist
of various comorbidities was included in the
survey. Eleven common medical conditions
that have been reported to have adverse
effects on QOL47 were included in this study
as covariates; they are hypertension, angina
pectoris, congestive heart failure, myocar-
dial infarction, other heart conditions,
stroke, emphysema/asthma/chronic obstruc-
tive pulmonary disease (COPD), arthritis of
the hip/knee, arthritis of the hand/wrist,
cancer, and diabetes.

Statistical Methods. The chi square test
was used to compare the distributions of
demographic characteristics, depression,
comorbidities, and perceived health status
among the UI group and non-UI group. Two-
tailed Student’s t-test was used to compare
each domain of the SF-36 scores between
the 2 groups.

A multiple regression model was conduct-
ed for each of the 8 domains and the 2 sum-
mary scores of the SF-36. The impact of UI
on the QOL scores was estimated, after con-
trolling for age, sex, race, marital status,
education level, and the 11 common medical
conditions listed above. All analyses were
conducted with SPSS for Windows (Version
11.0). Findings were considered statistically
significant if P <.05.

Results

Characteristics of Subjects. Of the
141 815 respondents who completed the
survey, 60.3% were between the ages of 65 to
74 years old, 90.3% were Caucasian, 58%
were women, and 59.1% were married. One
third (36.0%) had graduated from high
school or held a General Educational Devel-
opment diploma, and another one third
(37.3%) had at least some college education
or a 2-year college degree.

About 2.1% (2996) of the subjects did not
answer the UI question. Of the remaining
subjects, 34 292 (24.7%) reported having dif-
ficulty controlling urination. The prevalence
of UI among men and women was 20.9% and
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27.5%, respectively. Compared with the non-
UI group, the UI group was more likely to be
women, Caucasian, older than 74 years,
unmarried, and had less than a high school
education (Table 1). The distribution of
comorbidities differed significantly between
UI and non-UI groups (P <.001). Patients
with UI tended to have more comorbid med-
ical conditions than those without UI.

UI and General Health. Generally, pa-
tients with UI had a more negative view on
their health. About 65% of the UI group and
80% of the non-UI group rated their general
health as good or better. Approximately 70%
of the UI group rated their health as good or
better than their peers compared with 85% in
the non-UI group. In addition, 25% of those
with UI perceived their health as declining
compared with 1 year ago, whereas only 13%
of the continent respondents did so.

UI and Depression. Depression was more
prevalent in the UI group. Respondents with
UI were about twice as likely to report being

depressed as the non-UI group. Approxi-
mately 28% of the UI population felt
depressed or lost interest for 2 weeks or
more in things that they usually enjoyed
compared with only 15.4% in the non-UI
group. About 18% of persons with UI felt
depressed or sad much of the time in the
past year, whereas less than 10% of conti-
nent respondents felt the same way.
Similarly, 17.7% of persons with UI had
experienced depression for 2 or more years
compared with 9.7% in the non-UI group.

Impact of UI on QOL. As standardized
scores were used, a score of 50 represents
the national average for both the subscale
scores and summary scores. A score of 10
points above or below 50 represents a differ-
ence of 1 standard deviation from the
national average.

As shown in Table 2, UI had a significant
impact on QOL. Mean scores for UI were all
lower than 50; this suggests that the UI
group scored lower than the general US pop-
ulation on all domains of the SF-36. The
largest differences between UI group and
the general US population were observed in
the PF and role-physical domains (Table 2).
The UI group had significantly lower scores
than the non-UI group in all of the 8 sub-
scales and in the 2 component summaries
(P <.001), indicating that persons with UI
have relatively poorer QOL compared with
those who are continent (Table 2). On aver-
age, the incontinent elderly patient scored 6.6
and 3.9 points lower than the continent group
in PCS and MCS, respectively. The adverse
impact of UI on the SF-36 domain scores
ranged from 4.0 points in MH to 6.7 points in
RP compared with respondents without UI.

After adjusting for age, sex, race, marital
status, education level, and other comorbidi-
ties, UI remained a significant predictor of
all domains of SF-36 and 2 summary scores
(P <.05). Results from multiple regression
indicated that the presence of UI reduced
PCS and MCS by 3.7 and 3.0 points, respec-
tively. In the 8 domains of SF-36, the UI group
scored 2.9 to 4.2 points less than the non-UI
group. The R2 for the 10 regression models
ranged from .07 for MCS to .32 for PCS.

The standardized regression coefficients
allow us to compare the relative impact of
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Table 1. Characteristics of the Sample

UI group Non-UI group
(n = 34 292) (n = 104 527)

Variable No. (column %) No. (column %)

Sex
Men 12 238 (35.7) 46 272 (44.3)
Women 22 054 (64.3) 58 255 (55.7)

Race
Caucasian 30 523 (90.7) 92 491 (90.1)
African American 1 793 (5.3) 5 943 (5.8)
Other 1 319 (3.9) 4 180 (4.1)

Education level
< High school 9 785 (29.0) 26 546 (25.8)
= High school 11 838 (35.1) 37 352 (36.3)
> High school 12 078 (35.8) 39 011 (37.9)

Marital status
Married 18 441 (54.4) 62 861 (60.8)
Not married 15 442 (45.6) 40 601 (39.2)

Age group
65-74 18 037 (52.6) 65 968 (63.1)
≥75 16 255 (47.4) 38 559 (36.9)

All χ2 statistics are significant (P <.001).
UI indicates urinary incontinence.
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independent variables; the larger the coeffi-
cient, the greater the impact of a variable on
the outcome. As shown in Table 3, among all
the medical conditions, UI had the largest
standardized coefficient (in absolute value)
on VT, SF, RE, and MH scales. In other
words, UI had a relatively greater impact on
these domains of QOL than other comorbidi-
ties. Moreover, the adverse impact of UI on
PF and GH was the second highest, next only
to emphysema, asthma, COPD and arthritis
of the hip and knee. The adverse impact of UI
on bodily pain was only second to arthritis of
the hand and wrist and hip and knee.

Discussion

This is the first study investigating the
prevalence of UI among the elderly Medicare
population enrolled in managed care plans.
In this large random sample, about one
fourth of the population reported having
difficulty controlling urination. Moreover,
women were significantly more likely than
men to report suffering with UI, which is
consistent with the results of previous
studies.1,6

This study shows that elderly patients
with UI had a worse perception of health and
were more likely to be depressed. However,
these associations could be because respon-
dents with UI were indeed less healthy as a
result of greater comorbidities. Similar to

previous studies on UI and depression, this
study is based on cross-sectional data and
cannot provide evidence on the temporal or
causal relationships between UI and depres-
sion. Prospective studies are needed in the
future to delineate the causality between the
2 health conditions.

Compared with other medical conditions
included in our models, UI has a more sub-
stantial impact on both physical and men-
tal dimensions of QOL. UI decreases MCS
scores more than other medical conditions.
This was not surprising, given the plethora
of psychosocial problems associated with
this disease condition. It is notable that the
impact of UI on PCS was only secondary
to that of emphysema/asthma/COPD and
arthritis of the hip/knee. The impact of UI
on the pain domain of QOL further exem-
plifies how a medical condition could
affect a person’s QOL, even on those
unanticipated domains. A medical condi-
tion that does not directly cause much
pain may, nonetheless, exacerbate other
underlying conditions and intensify the
perception of pain.

As the population in the United States
ages and the proportion of elderly aged 65
years and older grows from 12.7% in 1999 to
18.5% in 2025,43 there is an urgent need for
effective and efficacious management strate-
gies for chronic degenerative diseases. As

The Impact of Urinary Incontinence on Quality of Life of the Elderly

Table 2. Standardized SF-36 Scores Between UI Group and Non-UI Group

UI group Non-UI group Mean Standard error
SF-36 Mean Mean difference difference P value

Physical component summary score 37.2 43.8 6.6 .07387 <.001

Mental component summary score 50.3 54.2 3.9 .06628 <.001

Physical functioning  37.1 43.6 6.5 .07682 <.001

Role physical 39.0 45.7 6.7 .07900 <.001

Bodily pain 41.3 47.1 5.8 .06679 <.001

General health 42.9 48.2 5.3 .06632 <.001

Vitality 44.3 50.2 5.9 .06486 <.001

Social functioning 45.0 50.5 5.5 .07301 <.001

Role emotional 45.6 50.4 4.8 .07610 <.001

Mental health 49.1 53.1 4.0 .06331 <.001

SF-36 indicates Medical Outcomes Study Short Form-36; UI, urinary incontinence.



baby boomers (those aged 39-57 years in
2003) grow older, the demand for senior
care will increase rapidly during the 2010 to
2030 period. The goal of healthy aging
should be to not only extend life expectancy,
but improve QOL as well. From a managed
care perspective, the undeniable impact of a
“benign” condition, such as UI on physical
and MH, has policy implications. Future
studies need to focus on whether early diag-
nosis and more aggressive interventions for

UI could reduce long-term healthcare costs,
decrease disease burden, and increase QOL
and patient satisfaction of health-plan
enrollees.

There are a few limitations to this study.
The presence or absence of UI and other
health conditions was self-reported. The
extent to which the information was consis-
tent with medical records is unknown,
although based on the results of a previous
study, the accuracy is generally satisfactory
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Table 3. Regression Coefficients of Independent Predictors of Standardized SF-36 Scores

PCS MCS PF RP BP GH VT SF RE MH

Predictors* UnS S UnS S UnS S UnS S UnS S UnS S UnS S UnS S UnS S UnS S

Coefficients† 49.890 54.898 49.817 50.550 51.821 51.706 54.299 53.913 52.074 54.341

Age group ≥ 75 yrs −2.692 −.114 −.206 −.011 −3.466 −.141 −3.229 −.126 −.659 −.030 −.863 −.041 −1.466 −.069 −1.271 −.058 −1.943 −.089 .092 .005

Sex (women) −.564 −.024 −.143 −.008 −1.525 −.063 −.116 −.005 −.629 −.029 .573 .027 −.528 −.025 −.097 −.005 −.159 −.007 −.673 −.036

Race nonwhite −.190 −.005 −.461 −.014 −.559 −.014 −.036 −.001 .423 .011 −1.361 −.038 1.135 .032 −1.098 −.030 −1.147 −.031 −.089 −.003

Not married −.206 −.009 −.760 −.040 −1.018 −.042 −.452 −.018 .156 .007 −.084 −.004 −.153 −.007 −.976 −.045 −.965 −.044 −.695 −.036

Education = HS 1.369 .057 1.680 .087 1.978 .080 1.562 .060 .974 .043 1.858 .087 1.154 .053 1.523 .069 2.183 .099 1.730 .089

Education ≥ HS 2.511 .107 2.688 .141 3.452 .140 2.709 .106 1.818 .082 3.302 .156 2.210 .104 2.034 .093 3.389 .156 3.139 .163

UI −3.643 −.135 −2.925 −.134 −3.574 −.127 −4.118 −.141 −3.323 −.131 −3.177 −.131 −3.851 −.158 −3.506 −.141 −3.226 −.129 −2.845 −.129

Hypertension −1.551 −.068 −.531 −.029 −1.479 −.062 −1.133 −.045 −.991 −.046 −1.779 −.086 −1.322 −.064 −.731 −.034 −.494 −.023 −.849 −.045

Angina pectoris −2.481 −.076 −.917 −.035 −1.822 −.054 −2.266 −.064 −1.982 −.065 −2.735 −.093 −1.881 −.064 −1.555 −.052 −.992 −.033 −1.097 −.041

CHF −4.308 −.085 −1.360 −.033 −4.881 −.093 −3.440 −.063 −1.780 −.037 −4.230 −.093 −3.049 −.067 −3.446 −.074 −2.013 −.043 −1.303 −.032

MI −1.036 −.026 −.316 −.010 −.934 −.023 −.891 −.021 −.408 −.011 −1.323 −.037 −.844 −.024 −.633 −.017 −.361 −.010 −.361 −.011

Other heart −1.927 −.067 −1.103 −.047 −1.407 −.047 −1.989 −.063 −1.494 −.055 −2.236 −.086 −2.021 −.077 −1.470 −.055 −1.071 −.040 −1.069 −.045
conditions

Stroke −3.600 −.074 −1.995 −.051 −4.358 −.087 −3.639 −.070 −1.784 −.039 −3.139 −.072 −3.057 −.070 −3.451 −.078 −2.433 −.054 −2.007 −.051

Emphysema

Asthma/COPD −5.591 −.157 −2.043 −.071 −5.922 −.160 −4.928 −.127 −2.678 −.080 −5.736 −.179 −4.575 −.142 −4.085 −.124 −2.257 −.068 −2.537 −.087

Arthritis of the −6.474 −.271 −.288 −.015 −5.945 −.239 −4.482 −.173 −6.805 −.302 −2.959 −.138 −3.337 −.154 −2.891 −.131 −1.580 −.071 −1.337 −.068
hip or knee

Arthritis of the −2.475 −.101 −1.214 −.061 −1.518 −.059 −2.216 −.083 −3.556 −.154 −1.880 −.085 −2.098 −.095 −1.660 −.073 −1.315 −.058 −1.465 −.073
hand or wrist

Diabetes −2.615 −.081 −1.049 −.040 −2.650 −.079 −2.013 −.058 −1.427 −.047 −3.239 −.112 −2.143 −.074 −1.776 −.060 −1.572 −.053 −.919 −.035

Cancer −1.885 −.055 −.746 −.027 −1.496 −.042 −1.812 −.049 −.971 −.030 −2.352 −.077 −1.677 −.055 −1.577 −.050 −.787 −.025 −.579 −.021

*Aged 65 to 74 years, men, Caucasian, married, and education less than high school are the reference group.
†All coefficients are significant (P <.05).
SF-36 indicates Medical Outcome Study Short Form-36; PCS, physical component summary score; MCS, mental component summary
score; PF, physical functioning; RP, role physical; BP, bodily pain; GH, general health; VT, vitality; SF, social functioning; RE, role
emotional; MH, mental health; UnS, unstandardized coefficients; S, standardized coefficients; HS, high school; UI, urinary incontinence;
CHF, congestive heart failure; MI, myocardial infarction; COPD, chronic obstructive pulmonary disease.
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with a few exceptions.48 In addition, the sur-
vey data used in this study were obtained
from the elderly Medicare beneficiaries
enrolled in managed care plans; therefore,
these survey findings may not be generalized
to a younger population or the elderly cov-
ered by a different type of health plan. As a
result of data limitations, it was not possible
to differentiate the types of incontinence in
respondents, although previous studies indi-
cated that QOL of the elderly with stress

incontinence was less affected than those
with UI.27,33,39

Conclusion

Our results suggest that UI is prevalent
and can have significant impact on both the
physical and mental health of the elderly
population. This is an important epidemio-
logical and clinical finding that suggests fur-
ther study and action, both by clinicians and
policymakers. Some incontinent individuals

GH VT SF RE MH

UnS S UnS S UnS S UnS S UnS S

51.706 54.299 53.913 52.074 54.341

−.863 −.041 −1.466 −.069 −1.271 −.058 −1.943 −.089 .092 .005

.573 .027 −.528 −.025 −.097 −.005 −.159 −.007 −.673 −.036

−1.361 −.038 1.135 .032 −1.098 −.030 −1.147 −.031 −.089 −.003

−.084 −.004 −.153 −.007 −.976 −.045 −.965 −.044 −.695 −.036

1.858 .087 1.154 .053 1.523 .069 2.183 .099 1.730 .089

3.302 .156 2.210 .104 2.034 .093 3.389 .156 3.139 .163

−3.177 −.131 −3.851 −.158 −3.506 −.141 −3.226 −.129 −2.845 −.129

−1.779 −.086 −1.322 −.064 −.731 −.034 −.494 −.023 −.849 −.045

−2.735 −.093 −1.881 −.064 −1.555 −.052 −.992 −.033 −1.097 −.041

−4.230 −.093 −3.049 −.067 −3.446 −.074 −2.013 −.043 −1.303 −.032

−1.323 −.037 −.844 −.024 −.633 −.017 −.361 −.010 −.361 −.011

−2.236 −.086 −2.021 −.077 −1.470 −.055 −1.071 −.040 −1.069 −.045

−3.139 −.072 −3.057 −.070 −3.451 −.078 −2.433 −.054 −2.007 −.051

−5.736 −.179 −4.575 −.142 −4.085 −.124 −2.257 −.068 −2.537 −.087

−2.959 −.138 −3.337 −.154 −2.891 −.131 −1.580 −.071 −1.337 −.068

−1.880 −.085 −2.098 −.095 −1.660 −.073 −1.315 −.058 −1.465 −.073

−3.239 −.112 −2.143 −.074 −1.776 −.060 −1.572 −.053 −.919 −.035

−2.352 −.077 −1.677 −.055 −1.577 −.050 −.787 −.025 −.579 −.021
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do not seek medical help because they
either are not aware that effective treat-
ments are possible, consider it as a natural
aging process, or are too ashamed to men-
tion it to their healthcare providers.3,49 As a
result, only one quarter to one half of indi-
viduals actually sought medical help.12

Healthcare providers need to be sensitive to
these deterrents and identify better ways of
evaluating and discussing UI with their
patients. In addition, clinicians can play an
important role in educating patients about
their health condition, treatment options,
and disease management. Several treatment
choices are now available with greater effec-
tiveness and feasibility, and with increased
awareness, proper differential diagnosis, and
better screening of UI, health providers can
seize opportunities to significantly improve
the QOL of the elderly population along this
dimension.
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