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Summary 

This PhD thesis is based on a cross-national survey conducted in the Fehmarnbelt Region 

including the Danish and German female population aged 18+ years. The survey was conducted 

during fall 2014. The thesis, which are based on data generated from the survey, comprise two 

published original research articles and one submitted manuscript.  

 

Urinary incontinence (UI) is a common condition and women of all ages may experience these 

symptoms. Despite the relatively high prevalence rates, only a minority of the incontinent 

women seek help regarding their symptoms. Various predictors may influence incontinent 

women’s decision to seek help, but the non-UI related factors needs further exploration. Studies 

have observed that UI have a negative affect on the health-related quality of life (HRQOL) of the 

incontinent women. Many studies are using the HRQOL of incontinent women when evaluating 

the effect of a treatment, but there are limited cross-sectional studies describing the general 

HRQOL of women with UI.  

 

Denmark is commonly compared to the other Scandinavian countries (Sweden, Norway), but 

despite being neighbours Germany and Denmark have never previously been compared with 

regard to UI. Additionally, observations regarding prevalence rates of UI, help-seeking 

behaviour and the HRQOL among incontinent women are rather sparse in both Germany and 

Denmark. 

 

 The study was conducted in the Fehmarnbelt Region, and the aims were to assess;  

• The prevalence of female urinary incontinence (UI) and risk factors 

• The help-seeking behaviour and predictors among incontinent women 

• The generic and disease specific HRQOL among incontinent women and predictors  

 

Study 1 evaluated the prevalence of UI among German and Danish women aged 18+ years living 

in the Fehmarnbelt Region and explored the risk factors associated with UI in general and for 
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each UI subtype (stress urinary incontinence, urgency urinary incontinence and mixed urinary 

incontinence) separately.  

 

In total 8000 women aged 18+ years living in the Fehmarnbelt Region were randomly selected 

and invited to participate in the survey. Prevalence rates in Germany (48.3%) and Denmark 

(46.4%) were similar (p=0.188). The majority of the young women reported experiencing 

symptoms of stress urinary incontinence (SUI), and the majority of the elderly women symptoms 

of mixed urinary incontinence (MUI) or urgency urinary incontinence (UUI).  

 

The most prominent risk factors for UI were age and obesity, followed by vaginal delivery, 

chronic obstructive pulmonary disease (COPD) and having at least one comorbidity respectively. 

Age was the most prominent risk factor for SUI. Other risk factors for SUI were vaginal 

delivery, diabetes mellitus (DM) and obesity respectively. Age had the highest impact on UUI 

followed by having at least one comorbidity. Age and obesity were both strong risk factors for 

MUI but having at least one comorbidity and COPD were also observed as being risk factors. 

 

Study 2 investigated help-seeking behaviour among incontinent women. The aim was to assess 

the distribution between incontinent women who had or had not sought help from a physician 

regarding their UI symptoms. The sub-study also explored predictors that were significantly 

associated with help-seeking behaviour and finally asked for reasons regarding the incontinent 

women’s help-seeking behaviour.  

 

We observed that significantly more German incontinent women had sought help (31.4%) 

compared to Danish incontinent women (25.3%) (p=0.004), and this difference was maintained 

when adjusting for predictors for help-seeking behaviour.  

 

UI severity and whether the incontinent women had actively sought information regarding UI 

were the strongest predictors for whether the incontinent women had sought help, followed by 

predictors with almost equal influence (duration of UI, 11+ physician visits during the latest 

year, belief held by the women that they had to address the topic UI during consultation and 

willingness to get surgery for UI symptoms). 

 

The incontinent women had sought a physician because they were afraid that their UI would get 

worse or UI was affecting their physical activities. These reasons were practically independent of 
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the UI severity. Reasons for not seeking a physician varied according to the UI severity. Women 

with slight or moderate UI did not seek a physician because they did not consider their UI as 

being a problem, whereas women with severe/very severe UI stated that they did not seek a 

physician because “my other illnesses are more important” or “I do not have the surplus energy it 

would take to go see my physician regarding my UI symptoms”. 

 

Study 3 evaluated the generic health related quality of life (HRQOL) of all the responding 

women and the disease specific HRQOL of the incontinent women. We observed that the generic 

HRQOL score was lower among the incontinent women compared to the continent women. And 

that incontinent women were most affected by social embarrassment. UI severity, UI subtype 

and employment status were the strongest predictors for the incontinent women’s disease 

specific HRQOL. We observed a large variation in the disease specific HRQOL of women with 

moderate symptoms of UI.  

  

In conclusion: 

Many women experience UI symptoms and may be more or less affected by this, but only a 

minority seeks help. Health professionals may use the results from this study to preform a valid 

case finding, because it contains information regarding risk factors for UI, gives an insight in the 

incontinent women’s help-seeking behaviour and finally describes how incontinence affects the 

HRQOL of these women.  

 

Eventually when preparing a management plan, it is equally important to evaluate the HRQOL 

concurrently with the UI subtype and severity. Hence if the UI is not affecting the HRQOL of 

incontinent women, minimal intervention is needed, e.g. information about treatment options. 

 

The study provides valuable information to the health authorities about the status of incontinence 

of the female population living in the Fehmarnbelt Region, which may be used when prioritising 

resources. 
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Resumé 

Denne Ph.d. afhandling er baseret på en tværnational spørgeskemaundersøgelse gennemført i 

Femern Bælt regionen, der inkluderede danske og tyske kvinder i alderen 18+ år. 

Spørgeskemaundersøgelsen blev gennemført i efteråret 2014. Afhandlingen, der er baseret på 

data genereret fra spørgeskemaundersøgelsen, indeholder to publicerede originalartikler og et 

manuskript, der er indsendt til tidsskriftet Quality of Life Research. 

 

Urininkontinens (UI) er en hyppig forekommende tilstand, som ses hos kvinder i alle aldre. 

Trods en relativ høj forekomst, søger kun et fåtal af de inkontinente kvinder lægehjælp for deres 

symptomer. Forskellige prædiktorer kan påvirke en inkontinent kvindes beslutning om at søge 

lægehjælp, dog er de ikke-UI relaterede faktorer dårligt belyst. Studier har vist, at UI har en 

negativ effekt på den helbredsrelaterede livskvalitet (HRQOL) hos de inkontinente kvinder. Der 

er mange studier, der bruger HRQOL hos inkontinente kvinder til at evaluere effekten af en 

behandling, mens der er relativt få tværnationale studier, der undersøger den oveordnede 

HRQOL blandt kvinder med UI.  

 

Danmark bliver sædvanligvis sammenlignet med de øvrige skandinaviske lande (Sverige, 

Norge), men til trods for at Danmark og Tyskland grænser op til hinanden, har forekomsten af 

UI i de to lande ikke tidligere været sammenlignet. Ydereligere er studier, der undersøger 

forekomsten af UI, henvendelsesmønsteret og HRQOL blandt de inkontinente kvinder, kun 

gennemført i et mindre antal i Tyskland og Danmark. 

 

Studiet blev gennemført i Femern Bælt regionen, og formålene var at vurdere 

• forekomsten af kvindelig UI samt risikofaktorer 

• henvendelsesmønsteret inklusiv prædikterende faktorer blandt kvinder med UI 

• HRQOL samt prædiktorer blandt kvinder med UI 

 

Studie 1 evaluerede forekomsten af UI blandt kvinder i alderen 18+ år bosiddende i Femern Bælt 

regionen og undersøgte risikofaktorer for UI generelt men også for hver enkelt UI undertype 

(stres urininkontinens, trang urininkontinens og blandings urininkontinens) separat. 
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8.000 kvinder i alderen 18+ år bosiddende i Femern Bælt regionen blev tilfældigt udvalgt og 

inviteret til at deltage i denne spørgeskemaundersøgelse. Forekomsten af UI blandt de tyske 

(48.3%) og danske kvinder (46.4%) var ens (p=0.188). Størstedelen af de yngre kvinder 

tilkendegav, at de oplevede symptomer på stres urininkontinens, og størstedelen af de ældre 

kvinder at de oplevede symptomer på blandings- eller trang urininkontinens. 

 

De mest fremtrædende risikofaktorer for UI var alder og fedme, efterfuldt af vaginale fødsler, 

kronisk obstruktiv lungelidelse og det at have en sygdom. Alder var den stærkeste risikofaktor 

for stres urininkontinens, og risikofaktorer med af mindre betydning var vaginale fødsler, 

diabetes mellitus (DM) og fedme. Alder var den største risikofaktor for trang urininkontinens, 

efterfuldt af at have en sygdom. Alder og fedme var begge stærke risikofaktorer for blandings 

urininkontinens, men det at have en sygdom og kronisk obstruktiv lungelidelse blev også 

observeret som værende risikofaktorer. 

 

Studie 2 undersøgte hvor mange inkontinente kvinder, der havde søgt lægehjælp, og hvor mange 

der ikke havde søgt lægehjælp angående deres UI symptomer. Delstudiet undersøgte også 

prædikterende faktorer, der var signifikant associerede med henvendelsesmønsteret og spurgte 

indtil årsagerne til,  at kvinderne havde eller ikke havde søgt lægehjælp. 

 

Vi observerede, at signifikant flere tyske inkontinente kvinder havde søgt lægehjælp (31.4%) 

sammenlignet med danske inkontinente kvinder (25.3%) (p=0.004), og denne forskel forblev 

signifikant, selvom den blev justeret for prædikterende faktorer med indflydelse på kvindernes 

henvendelsesmønster. 

 

De mest indflydelsesrige prædiktorer var sværhedsgraden af inkontinens, og hvis den 

inkontinente kvinde aktivt havde søgt information om UI, efterfuldt af prædiktorer med 

nogenlunde ens indflydelse (varighed af UI, 11+ lægebesøg inden for det seneste år, at kvinden 

selv opfattede, at hun skulle adressere emnet UI, at hun var villig til at få foretaget operation). 

 

De primære begrundelser for at de inkontinente kvinder havde søgt lægehjælp var, at de var 

bange for, at deres symptomer skulle bliver værre, og at UI påvirkede deres fysiske aktiviteter. 
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Der var umiddelbart ingen forskel imellem begrundelser angivet i grupperne af kvinder med 

forskellig sværhedsgrad af UI. Begrundelserne for ikke at søge lægehjælp varierede, i forhold til 

hvilken sværhedsgrad kvinderne havde. Kvinder med milde eller moderate symptomer 

betragtede ikke deres UI som værende et problem, hvorimod kvinder med svær/meget svær UI 

angav at ”mine andre sygdomme er mere vigtige” eller ”jeg har ikke det mentale overskud til at 

søge min læge angående mine UI symptomer”. 

 

Studie 3 evaluerede den generelle helbredsrelaterede livskvalitet for alle deltagende kvinder og 

den sygdomsspecifikke helbredrelaterede livskvalitet for de deltagende inkontinente kvinder. Vi 

observerede, at inkontinente kvinder havde en lavere generel helbredsrelateret livskvalitet score i 

forhold til de kontinente kvinder. UI påvirkede mest den sociale forlegenhed hos de inkontinente 

kvinder. Sværhedsgraden og undertypen af UI sammen med erhvervsaktivitet var de stærkeste 

prædikterende faktorer for HRQOL hos de inkontinente kvinder. Og vi observerede, at kvinder 

med moderat UI kan have en mere eller mindre påvirket HRQOL.  

 

Konklusion: 

Mange kvinder oplever symptomer på urininkontinens, som påvirker deres generelle og 

sygdomsspecifikke helbredsrelaterede livskvalitet. Dog er det kun et fåtal af disse kvinder, der 

søger lægehjælp. Dette studie giver det sundhedsfaglige personale indsigt i risikofaktorer for UI, 

hvordan UI påvirker kvinder samt disse kvinders henvendelsesmønster til sundhedssystemet. 

Denne viden kan benyttes af det sundhedsfaglige personale, herunder læger, til bedre at kunne 

udpege kvinder med UI og om nødvendigt lave en udrednings- og behandlingsplan. 

 

Når der skal laves en behandlingsplan, er det vigtigt at vurdere den HRQOL samtidig med type 

og sværhedsgrad. Hvis den inkontinente kvindes HRQOL ikke er påvirket, er der formentlig ikke 

grund til at gøre andet end at give hende information om diverse behandlingsmuligheder. Derfor 

skal en behandlingsplan ikke blot tage udgangspunkt i UI type og sværhedsgrad men også i den 

enkelte inkontinente kvindes HRQOL. 

 

Dette studie har frembragt nyttig information om status af UI blandt den kvindelige befolkning i 

Femern Bælt regionen, som fremover kan benyttes af de danske og tyske sundhedsmyndigheder 

til at prioritere ressourcer til området. 
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Abbreviations 

UI  Urinary incontinence 

SUI  Stress urinary incontinence 

UUI  Urgency urinary incontinence 

MUI  Mixed urinary incontinence 

BMI  Body mass index 

COPD  Chronic obstructive pulmonary disease 

DM  Diabetes mellitus 

QOL  Quality of life 

HRQOL  Health-related quality of life 

I-QOL  Incontinence quality of life questionnaire 

ICIQ-UI SF  International consultation on incontinence modular questionnaire - 

urinary incontinence short form 

EORTC-QLQ C30 European organization for research and treatment of cancer - quality 

of life questionnaire C30 

OR  Odds ration 

CI  Confidence interval 
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Introduction and background 

Urinary incontinence (UI) is a prevalent condition affecting women of all ages [1]. Even though 

the condition is benign of nature, it may still have a high impact on the quality of life (QOL) of 

the incontinent women [2–4]. Traditionally UI is divided into three subtypes: stress urinary 

incontinence (SUI), urgency urinary incontinence (UUI) and mixed urinary incontinence (MUI) 

[5], with SUI and UUI being different in there pathophysiology [6] and with MUI as a mix of the 

two. It has been observed in earlier studies, that there is an on-going transition between the 

subtypes of UI over time [7, 8]. Risk factors associated with UI are advancing age, childbirth, 

obesity and a range of comorbidities [9, 10], but studies exploring risk factors for each subtype 

of UI are only few in numbers. It is important continuously to conduct prevalence studies, like 

the present, since the prevalence rate of UI may vary over time, resulting in a change in the 

economic burden in the healthcare system. At this point in time with an aging population and an 

increase in the prevalence of obesity, both being strong risk factors for UI, prevalence of UI may 

also increase. 

Prevalence of female urinary incontinence 

When evaluating the prevalence of UI, the first step is to describe 

• The definition of UI (i.e. is it the complaint of any involuntary loss of urine or is it only 

when leaking at least daily). 

• The methodology (i.e. is it a telephone survey or a questionnaire of self-administration, is 

it administrated by mail or e-mail, and determine whether to do a follow up on non-

responders). 

• The included population (i.e. females/males, age group etc.).  

 

A cross-national approach makes a true comparison between two populations possible, because 

this method applies the same definition, methodology and includes the same populations. 

 

Earlier studies have observed a wide variability when measuring prevalence rates, with the 

majority being within the range of 25-45% [10], but prevalence rates of 16.1% and 68.8% [1, 10] 

have also been observed. This wide variability is due to the use of different definitions of UI, 

methodologies and populations included in the studies [9–11], making comparison between 

studies difficult. Additionally since UI is known to be a subject of taboo [12, 13], one also has to 
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include the willingness of the women to report or tell about their UI symptoms when 

participating in a prevalence study. Women may underreport their symptoms, given a falls low 

prevalence rate. 

Definitions and description of urinary incontinence 

In 2002 the International Urogynecology Association/International continence Society 

(IUGA/ICS) changed the definition of UI from “involuntary loss to urine which is objectively 

demonstrable and a social or hygienic problem” [14] into “the complaint of any involuntary 

leakage of urine” [15]. The aging definition was difficult to use in epidemiological studies, 

which was the reason for the redefinition. This redefinition makes comparison of 

epidemiological studies evaluating the prevalence of UI conducted before and after 2002 

difficult. 

 

Following the IUGA/ICS recommendations UI is not only to be described by the presence of the 

symptom, but also by specifying relevant factors such as type, frequency, severity, precipitating 

factors, social impact, effect on hygiene and quality of life (QOL), the measures used to contain 

the leakage and whether or not the individual seeks or desires help [6]. 

 

Help-seeking behaviour among incontinent women 

Although UI is a common condition among women, only a minority seek help from physicians 

(14-38%) [16–22], despite that efficient treatment options are available [23]. Many of these non-

seekers manage their UI symptoms on their own by doing pelvic floor exercises, wearing 

protective pads and trying to maintain an empty bladder [18]. 

 

Factors that affect the incontinent women’s help-seeking behaviour may be divided into UI- and 

non-UI related. The UI-related may be UI subtype, duration of UI, frequency, and amount of 

leakage [16, 17, 19]. The non-UI related being age [17, 19], perceptions and attitudes towards 

healthcare behaviour [18, 19], like willingness to stay in long term medication and acceptability 

of surgery [16, 19]. The most commonly reported barrier for help-seeking, given by non-seekers, 

is that they want to manage their UI symptoms on their own and that they do not see their UI as a 
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problem [18, 24]. But these observations are probably biased by the large proportion of women 

only experiencing slight symptoms [25], which is why stratification of barriers (i.e. reasons for 

not seeking a physician) is necessarily. 

 

It is recently recommended by the IUGA/ICS, that the non-UI related predictors for help-seeking 

behaviour, such as a person’s healthcare behaviour, perceptions and attitudes, should be explored 

further in future studies [6]. 

 

Generic and disease specific health related quality of life among incontinent 
women 

Health related quality of life (HRQOL) is a general term described by a standardised measure, 

that includes a multidimensional aspect, including physical, mental and social wellbeing [26]. 

HRQOL can be expressed as generic HRQOL and as disease specific HRQOL. UI is a benign 

condition, but the symptoms may have a considerable impact on the generic HRQOL of the 

incontinent women when compared to continent women [2–4]. UI’s impact on the disease 

specific HRQOL of the incontinent women is mainly depending on the nature and severity of the 

symptoms [20, 27–30], still it is believed that women may be affected differently depending on 

the women’s main activities and areas of interest [31]. Accordingly it is important to measure the 

disease specific HRQOL of the incontinent women when examining and creating a management 

plan [6, 26, 31]. 

 

Predictors for the disease specific HRQOL observed in earlier studies are age, severity of UI, 

obesity, but there has been conflicting observations regarding this topic [20, 27, 28, 30]. 

Therefore future studies using reliable and validated instruments, evaluating predictors for 

HRQOL are still needed [32]. 

 

The Fehmarnbelt Region 

The Fehmarnbelt Region is an area that covers Region Zealand in Denmark and the districts of 

Plön, Ostholstein and the city of Lübeck in Germany (Fig. 1 Map of Fehmarnbelt Region).  
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Fig. 1. Map of the Fehmarnbelt Region. 

 
 

 

Epidemiological data regarding female UI in Denmark and Germany separately are sparse; this 

concerns prevalence, HRQOL and help-seeking behaviour. Additionally even though Germany 

and Denmark are neighbouring countries, they are rarely compared. 

 

The healthcare systems in Germany and Denmark are quite diverse. In Germany people have 

free access to all private practicing specialists and general practitioners, and they do not need a 

referral to seek a specialist in gynaecology or urology. In the Danish healthcare system people 

initially have to attend a general practitioner, who acts as a gatekeeper for the rest of the 

healthcare system. The Danish general practitioner may give a referral to other specialists if 

needed. (This is with the exception of private practicing ophthalmologists and 

otorhinolaryngologists, who people have free access to). It is common among the German female 

population to have an annual gynaecological examination, which is not the case in Denmark 

(Personal experience in the EU-research group). General practitioners in Germany do not always 

perform gynaecological examinations, whereas all Danish GP’s are required to be able to 

perform this examination. Because of these differences it is possible in this study, to explore 

whether the composition of the healthcare systems may influence women’s help-seeking 

behaviour. 
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When the study was planned, the European Commission prioritised health research projects, by 

the funding program Interreg IVa - Fehmarnbelt Region. The EU-project was called the “LUTS 

project”, and included three subprojects, one exploring UI among women aged 18+, their help-

seeking behaviour and impact on their HRQOL; one exploring the general practitioners handling 

of UI and finally one to validate the existing guidelines in each country. The first subproject is 

the basis of this thesis. The second subproject is the basis of a German PhD thesis currently 

being developed. For more information regarding Interreg IVa and the “LUTS project” please go 

to www.fehmarnbeltregion.net 

 

The constellation of German and Danish scientist’s made it possible to obtain a unique 

understanding of the differences in culture and healthcare systems between Germany and 

Denmark, that may influence the women’s healthcare behaviour. 
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Objectives 

The purpose of this thesis is to explore UI among women aged 18+ living in the Fehmarnbelt 

Region, with regards to prevalence, help-seeking behaviour and health-related quality of life. 

 

Specific aims for each sub study: 

 

Study 1: 

• Determine the current prevalence rate of female UI. 

• Compare the prevalence of UI in the German and Danish female population. 

• Explore independently risk factors related to UI and UI subtypes. 

 

Study 2: 

• Evaluate the help-seeking behaviour among incontinent women. 

• Explore UI- and non UI-related predictive factors significantly associated with help-

seeking behaviour. 

• Evaluate triggers and barriers for help-seeking behaviour among incontinent women 

stratified by UI severity. 

 

Study 3: 

• Describe the generic HRQOL and the HRQOL among incontinent women. 

• Compare the HRQOL among German and Danish incontinent women. 

• Explore predictive factors associated with the HRQOL.  
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Materials and methods 

This was a cross-sectional study conducted in the Fehmarnbelt Region. The survey was 

conducted during 2014.  

 

The study also included a mixed method design, more specifically an exploratory sequential 

design [33]. This design was used to develop and validate and instrument evaluating the help-

seeking behaviour of the incontinent women, because such an instrument did not exist prior to 

the study. Accordingly the study was initiated with collecting and analysing qualitative data, 

obtained from focus group interviews. These qualitative results were then secondly used to 

develop an instrument designed to collect quantitative data. This is described in the text below 

“Questions regarding help-seeking behaviour - development and validation” p. 27. 

 

Sample 

We invited 8000 women aged 18+ years to participate in the study, which corresponded to 

approximately 1.7% of the female population living in the Fehmarnbelt Region at the time of 

sample selection. The sample was distributed according to country (4000 women from Germany 

and Denmark each), and according to age, i.e. 10-year interval groups, with the exception of the 

first and the last interval being longer than ten years (18-28 years and 80+ years). In Denmark 

women were selected randomly from the Danish Civil Registration System and in Germany from 

local residents’ registration offices. These provided names and address information, and the 

Danish Civil Registration System provided date of birth as well.  

 

Definitions 

Urinary incontinence was defined according to the 2002 International Urogynecology 

Association /International continence Society’s terminology, as any complaint of involuntary 

loss of urine [15]. 

 

Three UI subtypes were predefined. Stress urinary incontinence (SUI) was defined as being 

incontinent during physical activity or when sneezing. Urgency urinary incontinence (UUI) was 

defined as being incontinent before being able to reach the toilet, during sleep, after a toilet visit, 
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without any reason or constantly. Mixed urinary incontinence (MUI) was defined as being 

incontinent when experiencing symptoms of both SUI and UUI. 

 

Severity of UI was categorised according to the ICIQ total score, derived from the ICIQ-UI SF 

questionnaire. The score ranges from 0-21, and includes the parameters frequency, amount and 

UI’s impact on everyday life. When correlating the ICIQ-score to the Incontinence severity 

index [34], four severity groups can be described; slight UI (ICIQ-score 1-5), moderate UI 

(ICIQ-score 6-12), severe UI (ICIQ-score 13-18) and very severe UI (ICIQ-score 19-21). The 

subgroups severe and very severe UI were merged, because of a limited number of participants 

on both groups. 

 

Urbanization is defined differently in Denmark and Germany. In Denmark the definition is based 

on the DEGUBA-variable defined by EUROSTAT [35] and in Germany urbanization is defined 

by the Federal Institute for Building, Urban and Regional Research (Bundesinstitut für Bau-, 

Stadt- und Raumforschung, BBSR) [36]. The women lived in urban as well as rural areas. Even 

though available and included in the demographic data, urbanization was not a distribution 

criterion for the sample. 

 

The Educational level was described by UNESCOS’s International Standard Classification of 

Education 2011 (ISCED11) matrix [37]. The ISCED11 matrix is an international official 

classification of education used to categorize and report internationally comparable education 

statistics. By using this matrix comparison of educational levels between the Danish and German 

participating women was possible, despite two very different educational systems. 

 

Body mass index (BMI) is a persons weight in relation to their height (kg/m2). BMI was 

categorised, as described by the World Health Organization [38], into normal weight (BMI 

18.50-24.99), pre-obese (BMI 25.00-29.99), obese class I (BMI 30.00-34.99), obese class II 

(BMI 35.00-39.99) or obese class III (BMI 40.00+). Because of few women in the obese class 

III, the categories “obese class II and III” were merged. Weight and height were self-reported. 
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Help-seeking behaviour was defined as having sought help from a physician regarding UI 

symptoms. This was expressed by the consultation rate, i.e. the proportion of incontinent women 

who had consulted a physician. 

 

Conduction of the survey 

The questionnaire was mailed, and included a free post return envelope. A reminder was sent to 

non-responders twice with three weeks interval, both included all material (information about the 

study, the questionnaire and a free post return envelope). All sensitive personal data was kept in 

a password safe Access-file. 

 

Questionnaire 

The questionnaire (Appendix I Danish version, Appendix II German version) used in the survey 

consisted of a composition of validated questionnaires and new questions. The new questions 

were concerning the help-seeking behaviour, and were developed and validated during the study 

using a mixed methods approach. Table 1 shows a list of the questionnaires used in the survey 

and which sub-studies their outcome were included in. 

 

Table 1. List of questionnaires used in the survey, and which sub-study that include their 

outcome. 

 Prevalence 

study1 

Help-seeking 

behaviour study2 

Quality of life 

study3 

Validated 

questionnaires: 

 

- ICIQ-UI SF x x x 

- EORTC-QLQ C30   x 

- I-QOL  x x 

New questions     

- Demographic   questions x x x 

- Help-seeking behaviour 

questions 

 x  
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The following is a description of the questionnaires used in the survey and of the mixed methods 

process by which the questions concerning help-seeking behaviour were developed and 

validated. 

 

ICIQ-UI SF 

The International consultation on modular questionnaire urinary incontinence short form (ICIQ-

UI SF) questionnaire was used to evaluate the prevalence of urinary incontinence symptoms, the 

severity of UI and UI subtype. The ICIQ-UI SF is validated [39] and recommended by the 

IUGA/ICS organization [40, 41]. It is a four item self-administrated questionnaire that evaluates 

symptoms within the latest four weeks, and has been demonstrated to be easy to use [42]. The 

three scored items result in a total ICIQ-score ranging from 0-21. UI severity were defined 

according to the total ICIQ score [34], as described earlier in the text. The fourth un-scored self-

diagnostic item was used to classify the UI subtypes [43]. Hansen et al [44] and the MAPI 

Institute (personal information) have validated the Danish and German version respectively. 

 

EORTC-QLQ C30 

The generic HRQOL of every participant was evaluated by two items concerning Global Health 

Status/Quality of life, from the European Organization for Research and Treatment of Cancer - 

Quality of Life Questionnaire C30 (EORTC-QLQ C30) [45]. The initial intention with the 

EORTC-QLQ C30 was to evaluate the HRQOL among cancer patients, but a study have 

demonstrated it’s capability of evaluating the generic HRQOL among other groups of persons 

with or without health issues [46]. The two items produce a standardized score ranging from 0 to 

100; a low score expressing a poor generic HRQOL and a high score a good generic HRQOL 

[45]. Osoba et al [47] have observed, that a difference in ten points or less between two groups is 

of little clinically relevance, a difference between two groups of 10 to 20 is of moderate clinical 

relevance and a difference higher than 20 is of “very much” clinical relevance. Normative data 

for German and Danish women have been published earlier [48, 49]. 
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I-QOL 

The disease specific Incontinence Quality of life (I-QOL) questionnaire was used to measure 

UI’s impact on the health-related quality of life (HRQOL) of the incontinent women. The I-QOL 

is a recommended [40], reliable and validated [50–52] self-administrated questionnaire 

consisting of 22 items, each with a five point Likert scale. The raw scores are standardized into 

one I-QOL total score and three subdomains: Avoidance and limiting behaviour (ALB, 8 items), 

Psychosocial impacts (PSI, 9 items) and Social Embarrassment (SE, 5 items). A high score 

reflects a good HRQOL and vice versa. Validated Danish an German versions are available [53]. 

 

Demographic questions 

The demographic questions with standardized response options were concerning educational 

level, income, marital status, comorbidities, height, weight, parity and employment status. These 

questions were validated alongside the questions concerning help-seeking behaviour. 

 

Questions regarding help-seeking behaviour - development and validation 

New questions regarding help-seeking behaviour had to be developed, validated and translated, 

since, to the best of our knowledge, recommended, standardised and validated Danish/German 

questions concerning this topic did not exist at the onset of the study, nor do they exist today. 

 

Twelve new items were developed by an exploratory sequential design as described by Creswell 

et al [33]. This design included qualitative exploration of the topic help-seeking behaviour, by 

conducting eight focus groups interviews, four in each country, including 58 incontinent women, 

both help-seekers and non-seekers [54]. Additionally we conducted an interdisciplinary expert 

round (including gynaecologists, anthropologist, sociologist, social scientist and epidemiologist). 

(Appendix III: Interview guide for focus groups interviews).  

 

All the new items were categorical and the response recorded on either ordinal or nominal scales. 

Questions were initially formulated in English. The validation and translation process was 

performed to a certain degree simultaneously (see Fig. 2 page 29 “Development and validation 

of the questions regarding help-seeking behaviour and demographic questions” and Fig. 3 

“Translation process of questions regarding help-seeking behaviour” page 30). 
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Validation of the questions was initiated with a test for content validity [55], by conducting ten 

cognitive interviews with incontinent Danish women. Immediately after finishing the questions, 

the women were asked about their understanding of the questions. The test included concurrent, 

scripted probing, retrospective- and spontaneous probing [56], which led to slight changes of the 

questions. These changes were adapted into the German draft of the questions (Appendix IV: 

Interview guide for content validation).  

 

The questions were then tested for their reliability with a test-retest [55]. Twenty-seven 

incontinent Danish women participated, and answered the questions twice with three weeks 

interval. The test showed good reliability (Kappa-value > 0.60) in 70.4 % of the items, moderate 

reliability (Kappa-value 0.21-0.59) in 20.4% and low reliability (Kappa-value <0.20) in 1.8% of 

the items. In 7.4% of the items a Kappa-value could not be calculated due to few cases in the 

contingency table. The test-retest reliability did not lead to any modifications of the questions. 

 

The cross-cultural validation of the German version was performed by conducting nine cognitive 

interviews with incontinent German women. The interviews indicated no problems with 

understanding the questions and answers, and no modification was done. 

The translation process from the English draft to the German and Danish drafts followed the 

TRAPD model [57] (see Figure 3 page 30). 
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Figure 2. Development and validation of the questions concerning help-seeking behaviour and 

demographic. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Interdisciplinary expert round  

(Danish and German gynaecologists, anthropologists, 

sociologists, social scientist, epidemiologists) 

Focus group interviews  

(58 incontinent women, help-seekers 

and non-seekers) 

Qualitative analysis of the expert round and 

focus group interviews 

English draft of twelve new items concerning 

help-seeking behaviour 

Translation (See Fig. 3) 

Danish draft of questions 

Pretesting 1: Content validity 

(10 cognitive interviews with Danish incontinent women, help-seekers and non-seekers) 

Revision of the questions 

Pretesting 3: Test-retest reliability 

(27 incontinent women - help-seekers and non-seekers) 

Final Danish version Adaptation of changes to German version (see Fig. 3) 



 LOUISE SCHREIBER PEDERSEN  

 

 

 

 

30 

Figure 3. Translation process of questions regarding help-seeking behaviour. 
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Ethics 

The study was approved by the German Regional Research Ethics Committee (reference number 

12-089), including approval of data protection. Because this was an observational non-

intervention study Danish legislation do not request ethic approval. The study was approved by 

the Danish Data Protection Agency (reference number 2008-58-0020). The study was conducted 

in agreement with the Helsinki Declaration and the regulations and laws that apply to health 

research in Germany and Denmark [58]. 

Statistics 

Study 1 

Descriptive data are presented as absolute numbers and percentages of responding women. 

Prevalence rates of UI are presented for each origin and UI subtype distributed according to age 

groups. Chi squared test was used to compare categorical variables (for example regarding 

response rate, descriptive date and prevalence rates) within groups (responders vs. non-

responders, continent vs. incontinent and Danish vs. German). Independent sample t-test and 

one-way ANOVA were used to compare continues variables (e.g. the ICIQ-score and mean age) 

within groups (e.g. origin, age groups, UI subtypes). Risk factors for UI and each UI subtype 

were analysed by conducting binary logistic regression analysis on merged data from Germany 

and Denmark. The Binary logistic regression analysis was also performed on data from each 

country separately. Univariate analysis was performed prior to the binary logistic regression 

analysis for variable selection. To adjust for multiple testing, the cut off level for inclusion in the 

binary logistic regression analysis was a p-value<0.01. Variables included in the analysis were 

origin, age, diabetes mellitus, hypertension, chronic obstructive pulmonary disease (COPD), 

having at least one comorbidity, number of vaginal deliveries, and BMI. Even though origin did 

not meet the cut off level for inclusion, it was still included in the model, to adjust for differences 

between the two countries. Level of significance in the binary logistic regression analysis was set 

to p<0.05. 

 

Study 2 

Descriptive data are presented by absolute numbers of incontinent German and Danish women 

and by consultation rates, i.e. percentage of incontinent women who have consulted a physician 

regarding their UI symptoms. Binary logistic regression analysis were performed to assess 

predictors for help-seeking behaviour. The binary logistic regression analysis was conducted 
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using merge data from Germany and Denmark, which is why origin was included in the model a 

priori, for adjusting for any differences between the countries. The analysis was also performed 

for each country separately. For variable selection, univariate testing preceded the binary logistic 

regression model, i.e. Chi squared test, t-test, Fisher’s exact test and one-way ANOVA. To 

counteract for multiple testing, the threshold for inclusion was p-value<0.01. Variables included 

in the binary logistic regression analysis were; origin, UI severity, UI subtype, UI frequency, 

duration of UI, age, hypertension, COPD, having at least one comorbidity, parity, physician 

visits during the most recent year, educational level, employment status, regular health checks, 

“do you actively seek information regarding UI”, “who should raise the topic UI during 

consultation”, statements (“I do not want to receive surgery regarding my UI”, “I am ashamed of 

having UI”, “I do not want to take any prescription medication for my UI”). Nagelkerke R2 and 

Cox and Snell express the discriminating ability of the binary logistic regression model. The 

association between predictors and help-seeking behaviour is expressed by an adjusted Odds 

ration (OR) including 95% confidence interval (CI). Threshold for significance was set to 

p<0.01. 

Triggers and barriers for help-seeking behaviour are given as absolute numbers and as 

percentage of incontinent help- seekers and non-seekers respectively. The questions regarding 

triggers and barriers had multiple answer opportunities. 

 

Study 3 

Descriptive data are given as absolute numbers and percentages of incontinent responding 

women both for merged data and stratified by country. Chi Squared test was used to compare 

descriptive data of incontinent Danish and German women. The generic and disease specific 

HRQOL scores were presented by mean-values stratified by country and the generic score was 

also stratified by continent/incontinent status and age. Age-stratified mean-values of the generic 

HRQOL score (EORTC-QLQ C30) were compared to relevant normative data from both 

German [48] and Danish [49] women. A difference in mean-values of 5-10 points is to be 

interpreted as a little clinical difference between the two groups, as described in an earlier study 

[47]. Either of the outcomes from the EORTC-QLQ C30 or the I-QOL scores were normally 

distributed, but because of the large sample size included in the tests (see sample size in Table 9 

and 10), parametric test’s would still be reliable for comparison of mean values between groups 
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and for regression analysis [59]. Therefore t-test and one-way ANOVA including post hoc 

analysis were performed to compare means between groups. To assess predictors for the disease 

specific HRQOL score (I-QOL) and subdomains, a general linear model (GLM) was generated. 

Included variables were selected by univariate testing (t-test, one-way ANOVA or correlation), 

analysing their association with the consultation rate. Variables meeting a threshold at p<0.01 

were included in the GLM model (UI severity, UI subtype, UI duration, diabetes mellitus, 

chronic obstructive pulmonary disease, having at least one comorbidity, employment status, 

educational level and marital status). Origin was included in the model, because the GLM 

analysis was performed on merged data from Germany and Denmark. Age and BMI were 

included a priori based on observations from an earlier study [60]. Frequency and amount of UI 

were excluded, since the included variable “UI severity” is a matrix of these variables. 

Parkinson’s disease was excluded because of a limited number of participants reporting having 

Parkinson’s disease (n=8). The result of the GLM analysis is presented by the estimate for each 

variable included in the model with the belonging 95% CI and p-value for the I-QOL total score 

and for each subdomain. The model also gives the adjusted mean for the I-QOL total score and 

for each subdomain stratified by country. 

To visualize that UI severity not always corresponds to the impact of UI on the HRQOL, a figure 

where the I-QOL score was categorised equally into ten groups and with the three UI severity 

groups distributed according to these were produced. 

Level of significance in the GLM analysis was determined to p<0.05. 

 

All analyses were performed using SPSS version 23.0 (IBM Corp, Armonk, NY, USA). 
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Results 

The response rate in Germany was 46.2% (n=1849 women) and 66.6% (n=2666 women) in 

Denmark, giving that significantly more Danish than German women responded to the survey 

(p<0.001). Fig. 4 shows a flow diagram of the inclusion (page 35).  

 

The mean age of the German responders and non-responders were similar (50.3 years, 49.7 

years, p=0.276), but the responding Danish women were significantly older (51.7 years) than the 

Danish non-responders (49.4 years) (p<0.001). More German responders lived in urban areas 

than German non-responders (59.7% vs. 55.6, p=0.009), and vice versa with the rural areas 

(40.3% vs. 44.4%). The distribution of urbanization between Danish responder and non-

responders were similar (p=0.094). 

 

Descriptive data of the responding women are given in Table 1 (page 36). Mean age of the 

responding German and Danish women were similar (p=0.245). Age range of the German 

responding women was 18-96 years and 18-101 years for the Danish responders. The majority of 

the responding women had a BMI <25 (52.7% in Germany and 53.9% in Denmark). The women 

had commonly given birth twice (33.3% in Germany and 45.7% in Denmark). The majority were 

working, and were married or lived in a long lasting relationship (Table 1). Comparison of the 

Danish and German responders regarding urbanization was not possible, because of he 

differences in the definition of urbanization between the two countries (see definition of 

urbanization in German and Denmark page 24). 
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Fig. 4. Flow diagram of inclusion in the analysis 

 

 

 

 

 

 

 

 

 

 

 

8000 women invited to participate 

4000 German women 

623 actively refused 

115 had unknown address 

34 had died 

1372 did not respond 

1856 German women responded 

376 actively refused 

34 had unknown address 

6 had died 

918 did not respond 

2666 Danish women responded 

7 unknown date of birth 

1849 German women were included 

4000 Danish women 

2666 Danish women were included 



 LOUISE SCHREIBER PEDERSEN  

 

 

 

 

36 

Table 1. Descriptive data of responding German and Danish women. (Reprinted with permission 

from Acta Obstetricia et Gynecologica Scandinavica1). 
 Germany  Denmark  

ntotal = 1849  ntotal = 2666  

  n %  n % p-valuea 

Age (years) (n= 4515)      0.245 
    18-29 181 9.8  221 8.3  
    30-39 210 11.4  275 10.3  
    40-49 455 24.6  671 25.2  
    50-59 516 27.9  743 27.9  
    60-69 286 15.5  433 16.2  
    70-79 150 8.1  222 8.3  
    80+ 51 2.8  101 3.8  
Body mass index groups (kg/m2) (n=4433)      0.331 
    < 25 957 52.7  1412 53.9  
    25.00-29.99 514 28.3  743 28.4  
    30-34.99 217 12  315 12  
    >35 127 7  148 5.7  
Parity (N) (n=4492)      <0.001 
    0 501 27.3  467 17.6  
    1 408 22.2  401 15.1  
    2 612 33.3  1213 45.7  
    3 223 12.1  441 16.6  
    4+ 93 5.1  133 5  
Diabetes mellitus (n=4515) 105 5.7  122 4.6 0.095 
Hypertension (n=4515) 426 23  549 20.6 0.049 
Parkinson (n=4515) 6 0.3  6 0.2 0.523 
Chronic obstructive pulmonary disease (n=4515) 163 8.8  159 6 <0.001 
At least one comorbidity (n=4515) 591 32  691 25.9 <0.001 
Work situation (n=4460)      <0.001 
    Student 99 5.5  159 6  
    Working 1033 57  1608 60.7  
    Senior citizen 438 24.1  647 24.4  
    Unemployed 103 5.7  100 3.8  
    Other 141 7.8  134 5.1  

Married or a long lasting partnership (n=4463)      0.026 
    Yes 1324 72.8  2003 75.8  
    No 495 27.2  641 24.2  
a) Comparison of responding German and Danish women by chi squared test. 
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Study 1 - Prevalence of female UI and analysis of risk factors. 

Of the responding women, 48.3% of the German and 46.4% of the Danish reported to have 

experienced involuntary loss of urine within the latest four weeks (p=0.188). Fig. 5 shows a 

staked histogram visualizing the prevalence of UI in each age group, and the distribution of the 

subtypes SUI, UUI and MUI for each country separately. The prevalence of UI varied among the 

age groups, following the same pattern in each country - it reached a plateau around the age 

group 50-60, decrease slightly and enhance to the highest prevalence rate in the age group 80+ 

years (Fig. 5). SUI dominated among the younger women in both countries and MUI and UUI 

among the elderly in Denmark and Germany respectively. 

 

Fig. 5. Stacked histogram of the prevalence of female urinary incontinence in a) Germany and b) 

Denmark. Adapted from1. 

  

 

0	
10	
20	
30	
40	
50	
60	
70	

18
-2
9	

30
-3
9	

40
-4
9	

50
-5
9	

60
-6
9	

70
-7
9	

80
+	

Pr
ev
al
en
ce
	,	
%
	

Age,	years	

a)	Germay	

MUI	%	

UUI	%	

SUI	%	 0	
10	
20	
30	
40	
50	
60	
70	

18
-2
9	

30
-3
9	

40
-4
9	

50
-5
9	

60
-6
9	

70
-7
9	

80
+	

Pr
ev
al
en
ce
,	%

	

Age,	years	

b)	Denmark	

MUI	%	

UUI	%	

SUI	%	



 LOUISE SCHREIBER PEDERSEN  

 

 

 

 

38 

When focusing on the prevalence according to BMI (Fig. 6), the prevalence of UI enhanced 

almost linear with increasing BMI, the prevalence of UUI stayed almost invariant despite 

increasing BMI, prevalence of SUI peaked in the BMI category 25-29.99, and prevalence of 

MUI enhanced with increasing BMI (Fig. 6). 

 

Fig. 6. Prevalence of urinary incontinence and subtypes according to body mass index (kg/m2) 

(Adapted from1). 
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Regarding UI’s impact on the women’s quality of life, evaluated by the total ICIQ score, we 

observed that it was the elderly women (mean total ICIQ score 10; 95% CI 8.7-11.1) and women 

with MUI (mean total ICIQ score 8.6, 95% CI 8.2-8.9) who reported the highest scores (Fig. 7). 

 

Figure 7. Mean total ICIQ-score for SUI, UUI and MUI by age, including 95% confidence 

interval. (Adapted from 1). 
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Germany and Denmark, when adjusting for all risk factors (adjusted OR 0.9; 95% CI 0.8-1; 

p=0.101). 
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Table 2. Risk factor analysis for urinary incontinence, stress-, urgency- and mixed urinary 

incontinence. (Reprinted with permission from Acta Obstetricia et Gynecologica Scandinavica1). 

 UI  SUI  UUI  MUI 

 OR 95% CI p-value  OR 95% CI p-value  OR 95% CI p-value  OR 95% CI p-value 

Age (years)                

    18-29 1  <0.001  1  <0.001  1  <0.001  1  <0.001 

    30-39 2.2 1.6-3   3.1 2-5   1.2 0.7-2   1.5 0.8-2.5  

    40-49 3.1 2.3-4.1   3.9 2.5-6   1.3 0.8-2   2.1 1.3-3.5  

    50-59 3.3 2.5-4.4   3.4 2.2-5.2   1.6 1.1-2.5   2.5 1.5-4  

    60-69 2.3 1.6-3.1   2.0 1.3-3.3   2.0 1.3-3.2   2.0 1.2-3.4  

    70-79 2.5 1.7-3.6   2.3 1.4-3.8   2.8 1.7-4.7   1.5 0.8-2.7  

    80+ 4.2 2.7-6.7   1.2 0.6-2.3   5.1 2.8-9.1   3.9 2-7.4  

Diabetes mellitus 1.5 1.1-2.1 0.007  1.4 1-2 0.035  0.8 0.5-1.2 0.318  1.4 1-2 0.055 

Hypertension 1.0 0.8-1.2 0.932  1.1 0.9-1.4 0.27  0.8 0.6-1.1 0.138  1.0 0.8-1.3 0.906 

COPD 1.5 1.2-1.9 0.002  1.2 0.9-1.6 0.118  0.8 0.6-1.2 0.341  1.7 1.2-2.2 0.001 

At least one comorbidity 1.5 1.3-1.7 <0.001  0.9 0.8-1.1 0.516  1.3 1-1.6 0.023  1.8 1.5-2.2 <0.001 

Vaginal delivery                

    0 1.0  <0.001  1.0  <0.001  1.0  0.661  1.0  0.575 

    1 1.3 1.1-1.6   1.5 1.2-1.9   0.8 0.6-1.1   1.1 0.8-1.5  

    2 1.7 1.4-2   2.0 1.6-2.4   0.9 0.7-1.1   1.2 0.9-1.5  

    3 1.4 1.1-1.8   1.6 1.3-2.1   0.8 0.6-1.2   1.2 0.9-1.6  

    4+ 1.5 1.1-2.1   1.6 1.1-2.3   0.9 0.5-1.4   1.3 0.8-2  

Body mass index (kg/m2)                

    < 25 1.0  0.001  1.0  0.015  1.0  0.215  1.0  <0.001 

    25-29.9 1.3 1.1-1.5   1.3 1.1-1.5   1.0 0.8-1.2   1.2 1-1.5  

    30-34.9 1.9 1.5-2.3   1.2 1-1.6   1.1 0.8-1.5   2.2 1.7-2.9  

    >35 2.7 2-3.5   0.9 0.7-1.3   1.5 1-2.1   3.7 2.7-5.1  

Outcome from the binary logistic regression analysis, with UI, SUI, UUI and MUI as dependent variable, performed on merged 

data from Germany and Denmark. 

Independent variables included - origin, age, diabetes mellitus, hypertension, chronic obstructive pulmonary disease, having at 

least one comorbidity, number of vaginal deliveries, body mass index. 

OR - Odds ration, CI - confidence interval, COPD - chronic obstructive pulmonary disease 
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Study 2 - Predictors and reasons for help-seeking behaviour among women with 
urinary incontinence 

Respectively 31.4% and 25.3% of the responding women in Germany and Denmark had 

consulted a physician regarding their UI symptoms (crude OR 1.3, 95% CI 1.1-1.7, p=0.004). 

 

Table 3 (page 42) shows the results from the univariate analysis, testing the associated between 

potential predictors and the consultation rate (Table 3 shows a selection of the results, for all test 

results please go to Paper II, table 1, 2 and 3). Age, having at least one comorbidity, parity and 

employment status were significantly associated with the consultation rate in Germany but only 

age and employment status were associated with the consultation rate in Denmark. We observed 

that frequency, UI severity, UI duration and UI subtype were associated with the consultation 

rate in both countries. There were a higher consultation rate among the incontinent women with 

severe/very severe UI symptoms (70.1% in Germany, 66.9% in Denmark), with duration of UI 

symptoms more than ten years (50.4% in Germany, 35.3% in Denmark) and when experiencing 

symptoms corresponding to MUI (41% in Germany, 31.7% in Denmark) (Table 3). Physician 

visits, actively seeking information, willingness to take prescription medicine and willingness to 

get surgery were significantly associated with the consultation rate in both countries. Going to 

regular health checks and feeling ashamed of having UI were also significantly associated with 

the consultation rate in Germany and Denmark respectively (Table 3). Consultation rates among 

incontinent women who had actively sought information regarding UI were 64.7% and 53.9% in 

Germany and Denmark respectively. In comparison were the consultation rates among German 

and Danish incontinent women who had not sought information regarding UI 20.2% and 19.2% 

respectively 

 

The majority of the incontinent women, who had sought help, reported that they had waited 

approximately three years from debut of UI symptoms until seeking help. They had brought up 

the topic “UI” themselves, and were satisfied with the consultation. In Germany 80.8% of help-

seeking incontinent women had attended a gynaecologist, 33.1% a general practitioner, 22.9% a 

urologist, 5.7% another specialist then mentioned and 1.6% a neurologist. (Data not shown). In 

Denmark the incontinent women seeking help had attended a general practitioner.  
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Table 3. Consultation rates for incontinent women (Adapted from2) 
 German incontinent women  Danish incontinent women 
 n Consultation 

rate (%) 
p-

value 
 n Consultation 

rate (%) 
p-

value 
Over alla 786 31.4   1.063 25.3  
Age (years) (n= 1847)   0.001    <0.001 
    18-44 187 22.5   264 18.6  
    45-59 383 30.8   501 24.4  
    60+ 214 39.7   298 32.9  
Educational level based on 
ISCED11 (n=1828) 

  0.42    0.133 

    Basic (ISCED11 0-2) 463 33   169 31.4  
    Secondary (ISCED11 3) 82 26.8   396 24.5  
    Higher (ISCED11 4-8) 230 29.6   488 23.8  
Employment status (n=1832)   <0.001    <0.001 
    Student 20 10   33 21.2  
    Working 430 26.7   666 20.1  
    Senior citizen 215 41.4   264 34.8  
    Unemployed 43 27.9   41 31.7  
    Other 62 38.7   58 37.9  
UI severity (n=1825)   <0.001    <0.001 
    Slight 394 16.2   508 10  
    Moderate 315 42.9   408 29.7  
    Severe/very severe 67 70.1   133 66.9  
Duration of current UI (years) 
(n=1811) 

  <0.001    <0.001 

    <3 331 21.5   373 16.4  
    3-5 221 37.1   293 27.3  
    6-10 105 34.3   206 32.5  
    >10 115 50.4   167 35.3  
UI subtypes (n=1849)   0.001    <0.001 
    Stress 328 27.5   464 19  
    Urgency 175 27.4   268 28.4  
    Mixed 229 41   331 31.7  
Physician visits recent years 
(n=1837) 

  0.003    <0.001 

    0-4 539 27.8   867 22.6  
    5-10 169 37.9   149 34.9  
    >10 75 44   38 47.4  
Do you actively seek 
information regarding UI 
(n=1834) 

  <0.001    <0.001 

    Yes 201 64.7   180 53.9  
    No 578 20.2   875 19.2  
Who should raise the topic UI 
during consultation? (n=1794) 

  0.012    0.108 

    The physician 196 24   116 19  
    Me as a patient 572 33.6   910 25.8  
Statement: “I do not want to 
take prescription medication 
for my UI” (n= 1706) 

  0.005    <0.001 

    Agree 460 28.5   529 18  
    Disagree 253 38.7   464 32.5  
Statement: “I do not want to 
get surgery for my UI” 
(n=1715) 

  <0.001    <0.001 

    Agree 524 27.1   532 16.4  
    Disagree 198 44.4   461 34.1  
a Significantly higher consultation rate in Germany than in Denmark (p=0.004). 
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Independently significant predictors for help-seeking behaviour were UI severity, the fact that 

the woman had sought information regarding UI and duration of UI symptoms. Severity was the 

strongest predictor (slight UI (referent); moderate UI OR 2.5, 95% CI 1.7-3.7; severe/very severe 

UI OR 7.4, 95% CI 3.9-13.9). Other predictors were frequent physician visits (11+ a year), if the 

woman held the belief that she had to announce the topic UI during consultation and if she 

disagreed in the statement “I do not want surgery for my UI”.  

 

When adjusting for all the predictors we still observed a significantly higher consultation rate in 

Germany than in Denmark (Adjusted OR 1.8, 95% CI 1.2-2.5, p=0.002) (Table 4). 

 

Table 4. Predictors for help-seeking behaviour among incontinent women, expressed by adjusted 

odds ratios, 95% confidence interval (CI) and p-values. Based on merged data from Germany 

and Denmark. (Adapted from2). 
 Adjusted OR  95% CI  p-value 
Country of origin     0.002 
    Denmark 1  (referent)   
    Germany 1.8  1.2-2.5   
Severity of UI     <0.001 
    Slight 1  (referent)   
    Moderate 2.5  1.7-3.7   
    Severe/very severe 7.4  3.9-13.9   
Duration of current UI (years)     0.001 
    <3 1  (referent)   
    3-5 1.6  1.1-2.3   
    6-10 1.9  1.2-2.8   
    >10 2.1  1.4-3.2   
Physician visits recent year (N)     0.035 
    0-4 1.0  (referent)   
    5-10 1.3  0.9-1.9   
    >10 2.0  1.2-3.6   
Do you actively seek information regarding UI     <0.001 
    No 1  (referent)   
    Yes 4.5  3.3-6.1   
Who should raise the topic UI during consultation?     0.004 
    The physician 1  (referent)   
    Me as a patient 1.8  1.2-2.6   
Statement: “I do not want to get surgery for my UI”     0.004 
    Agree 1  (referent)   
    Disagree 1.6  1.2-2.2   
In the binary logistic regression analysis the following variables, besides those listed in table 4, were included: age hypertension, 

chronic obstructive pulmonary disease, having at least one comorbidity, parity, frequency of UI, UI subtype, educational level, 

employment status, regular health checks, the statements: “I am ashamed of having urinary incontinence”, and “I do not want to 

take any prescription medication for my UI”. All of these mentioned variables were insignificant in the binary logistic regression 

analysis. 

R2=0.357 (Nagelkerke), 0.247 (Cox and Snell). 
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The incontinent women who had attended a physician regarding their UI symptoms were asked 

about what triggered them to seek help. In our sample 530 of these women suffered from 

moderate or severe/very severe UI symptoms. The most frequently given reasons for seeking 

help, obtained from these 530 women, were fear of worsening of UI symptoms and the UI 

symptoms impact on their physical activities and social life. These observations were almost 

similar in both countries. (Table 5). 

 

Table 5. Triggers for help-seeking behaviour among German and Danish incontinent women 

(multiple answer opportunity). (Adapted from2). 
 Germany Denmark 

Slight 
UI 

  
Modera

te UI 

  
Severe/ 

Very 
severe 

UI 

  
 

 

1.	I	was	affraied	that	my	UI	would	get	worse	
(54.7%)	

2.	My	UI	was	affecting	my	physical	activities	
(26.6%)	

3.	Other	reasons	(23.4%)	

1.	Other	reasons	(47.1%)	

2.	I	was	affraied	that	my	UI	would	get	worse	
(33.3%)	

3.	My	UI	was	affecting	my	physical	activities	
(27.5%)	

1.	I	was	affraied	that	my	UI	would	get	worse	
(70.4%)	

2.	My	UI	was	affecting	my	physical	activities	
(41.5%)	

3.	Other	reasons	(22.2%)	

1.	I	was	affraied	that	my	UI	would	get	worse	
(52.9%)	

2.	My	UI	was	affecting	my	physical	activities	
(40.5%)	

3.	Other	reasons	(30.6%)	

1.	I	was	affraied	that	my	UI	would	get	worse	
(57.4%)	

2.	My	UI	was	affecting	my	social	life	(55.3%)	

3.	My	UI	was	affecting	my	physical	activities	
(26.6%)	

1.	My	UI	was	affecting	my	social	life	(56.2%)	

2.	My	UI	was	affecting	my	physical	activities	
(52.8%)	

3.	My	UI	got	worse	(51.7%)	
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Likewise were the non-seeking incontinent women asked about barriers for help-seeking 

behaviour (Table 6). Women with moderate UI reported that UI was not a problem, that they 

refused surgery or wanted to manage their UI on their own. German women with severe/very 

severe UI reported that their other illnesses were more important, and that they refused surgery 

and prescription medication. The most frequently reported barriers among Danish women with 

severe/very severe UI was the lack of surplus energy and that the presence of other illnesses 

seemed more important (Table 6). 

 

Table 6. Barriers for help-seeking behaviour among German and Danish incontinent women 

(multiple answer opportunity). (Adapted from2). 
 Germany Denmark 

Slight 
UI 

  
Modera

te UI 

  
Severe/ 

Very 
severe 

UI 

  
 

1.	I	do	not	see	my	UI	as	a	problem	(78.5%)	

2.	I	want	to	manage	my	UI	on	my	own	(27.6%)	

3.	I	do	not	want	sugery	(20.9%)	

1.	I	do	not	see	my	UI	as	a	problem	(84.5%)	

2.	I	want	to	manage	my	UI	on	my	own	(26.3%)	

3.	Other	reasons	(10.9%)	

1.	I	do	not	see	my	UI	as	a	problem	(47.2%)	

2.	I	do	not	want	surgery	(35%)	

3.	I	do	not	want	prescription	medication/I	want	
to	manage	my	UI	on	my	own	(30.6%)	

1.	I	do	not	see	my	UI	as	a	problem	(54%)	

2.	I	want	to	manage	my	UI	on	my	own	(28.9%)	

3.	My	other	illnesses	are	more	important	(22%)	

1.	My	other	illnesses	are	more	important	(50%)	

2.	I	do	not	want	surgery	nor	presription	
medication	(35%)	

3.	I	feel	to	embarrassed	to	talk	to	my	physician	
(30%)	

1.	I	do	not	have	the	surplus	energy	to	go	see	my	
physician	(34.1%)	

2.	My	other	illnesses	are	more	important/other	
reasons	(22.7%)	

3.	I	feel	to	embarrassed	to	seek	my	physician/I	do	
not	think	any	treatment	can	help	(20.5%)	
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Study 3 - Health-related quality of life among incontinent women. 

Descriptive data of the responding incontinent women is given in Table 7 (page 47). The mean 

age of the German and Danish incontinent women was 53.2 and 53.7 years respectively 

(p=0.374). The German and Danish incontinent women had similar distribution concerning age 

(p=0.512), BMI (p=0.367) and for the included comorbidities (Table 7). Parity was significantly 

higher among the Danish incontinent women (p<0.001); we observed a higher proportion of 

women working in Denmark (p=0.009) and a significantly higher proportion of Danish women 

with a higher educational level (p<0.001) (Table 7). 

 

The distribution of UI subtypes (p=0.115); amount and frequency of leakage (p=0.064, p=0.01 

respectively) and UI severity (p=0.08) were similar among the German and Danish incontinent 

women. But Danish incontinent women reporting longer duration of their UI symptoms 

compared to German women (p=0.003) (Table 8, page 48). 

 

Observations from the generic EORTC QLQ C30 Global Health Status/Quality of life score 

revealed that the responding German women reported a statistical significant lower mean score 

(mean score 69.9) compared to the responding Danish women (mean score 76.6) (p<0.001) 

(Table 9, page 48), but this difference was below ten points. Likewise did incontinent women 

report a statistical significant lower EORTC QLQ C-30 Global Health Status/Quality of Life 

score compared to continent women independent of origin (p<0.001 in both Germany and 

Denmark) (Table 9), but this difference was less than ten points. None of the differences between 

the age-stratified EORTC-QLQ C30 normative data [48, 49] and the observed data in Table 9 

exceeded more than ten point. 
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Table 7. Descriptive data of responding incontinent German and Danish women. (Reprinted 

from3). 
 Germany  Denmark   
 ntotal = 894  ntotal =1236   
 n %  n %  p-valuea 
Age (years) (n=2130)        
    18-29 34 3.8  45 3.6  0.512 
    30-39 78 8.7  117 9.5   
    40-49 227 25.4  339 27.4   
    50-59 298 33.3  374 30.3   
    60-69 143 16  198 16   
    70-79 83 9.3  104 8.4   
    80+ 31 3.5  59 4.8   
Body mass index (kg/m2) (n=2091)        
    <25 390 44.7  572 47  0.367 
    25-29.99 263 30.1  367 30.1   
    30-34.99 132 15.1  182 14.9   
    >35 88 10.1  97 8   
Parity (N) (n=2123)        
    0 170 19.1  126 10.2  <0.001 
    1 193 21.7  180 14.6   
    2 345 38.8  638 51.7   
    3 124 13.9  224 18.2   
    4+ 58 6.5  65 5.3   
Diabetes Mellitus (n=147) 67 7.5  80 6.5  0.358 
Hypertension (n=533) 243 27.2  290 23.5  0.051 
Parkinson’s disease (n=8) 2 0.2  6 0.5  0.33 
Chronic Obstructive Pulmonary disease (n=188) 94 10.5  94 7.6  0.019 
At least one co-morbidity (n=721) 344 38.5  377 30.5  <0.001 
Employment status (n=2110)        
    Student 22 2.5  39 3.2  0.009 
    Working 490 55.9  763 61.9   
    Senior citizen 250 28.5  321 26   
    Unemployed 49 5.6  44 3.5   
    Other 66 7.5  66 5.4   
Married or in a long lasting relationship (n=2114)        
    Yes 645 73  938 76.3  0.085 
    No 239 27  292 23.7   
Educational level (Based in ISCED11) (n=2105)        
    Basic (ISCED11 0-2) 533 60.5  208 17  <0.001 
    Secondary (ISCED11 3) 89 10.1  471 38.5   
    Higher (ISCED11 4-8) 259 29.4  545 44.5   
a. Comparison between German and Danish incontinent women by Chi Squared test. 
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Table 8. UI specific descriptive data for responding incontinent German and Danish women. 

(Reprinted from3). 
 Germany  Denmark   
 n %  n %  p-valuea 

UI Subtypes (n=2130)        
    Stress urinary incontinence 452 50.5  571 46.2  0.115 
    Urgency urinary incontinence 199 22.3  312 25.2   
    Mixed urinary incontinence 243 27.2  353 28.6   
Duration of UI (n=1849)        
    Less then three years 341 42.5  377 36  0.003 
    Three to five years 228 28.4  296 28.3   
    Six to ten years 111 13.7  206 19.7   
    More then ten years 122 15.2  168 16   
Frequency of urine leakage (n=1944)        
    About once a week or less 464 55.8  656 58.9  0.01 
    Two or three times a week 150 18  226 20.3   
    About once a day 75 9  65 5.9   
    Several times a day 129 15.5  146 13.1   
    All the time 13 1.7  20 1.8   
Amount of urine leakage (n=1945)        
    A small amount 742 90.3  974 86.7  0.064 
    A moderate amount 65 7.9  122 10.9   
    A large amount 15 1.8  27 2.4   
Severity of UI (ICIQ-score interval) (n=1968)        
    Slight (1-5) 426 51.3  581 51.1  0.08 
    Moderate (6-12) 333 40.1  424 37.2   
    Severe/very severe (13-21) 71 8.6  133 11.7   
a. Comparison between German and Danish incontinent women by Chi Squared test. 

 

 

Table 9. EORTC-QLQ C30 Global Health Status/Quality of Life score. (Reprinted from3). 
 Germany  Denmark 
 All Non UI UI p-valuea  All Non UI UI p-valuea 

 n=1744 n=909 n=835   n=2644 n=1416 n=1228  
Overallb 69.6 73.3 65.6 <0.001  76.6 80.4 72.2 <0.001 
Age (years):          
    18-29 72.8 74.0 67.6   76.7 79.5 65.6  
    30-39 72.1 76.1 65.4   78.5 81.8 74.0  
    40-49 70.7 73.6 67.9   75.8 79.0 72.7  
    50-59 68.2 71.8 65.6   76.0 79.2 72.9  
    60-69 69.4 72.3 66.4   77.6 82.9 71.4  
    70-79 67.1 74.6 61.0   79.3 84.3 73.8  
    80+ 57.4 63.7 53.2   71.0 76.2 67.3  
a. Comparison by independent sample T-test. 

b. Significantly lower mean EORTC QLQ-C30 score for all responding German women compared to all responding Danish 

women, p<0.001. 
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The disease specific unadjusted mean I-QOL total score, was 84.2 and 84.3 in Germany and 

Denmark respectively (p=0.902). When adjusting for predictors, the score stayed similar 

(p=0.061) (Table 10). The “Social embarrassment” score was the most affected and the 

“Psychosocial impact” score the least affected I-QOL subdomain in both countries. The German 

incontinent women reported significantly lower “Avoidance and limiting behaviour” and 

“Psychosocial Impact” subdomain scores, when adjusting for significantly predictors, compared 

to Danish incontinent women (p=0.027, p=0.031, respectively). There was no difference in the 

adjusted mean score for the subdomain “Social Embarrassment” between the German and 

Danish incontinent women (p=0.438) (Table 10). 

 

Table 10. Disease specific quality of life (I-QOL) mean scores unadjusted and adjusted for each 

country. (Reprinted from3). 

 

Germany  Denmark  Comparison between 
countries 

  

Unadju
sted 

score 

95% CI Adjuste
d 

score* 

95% CI  Unadju
sted 

score 

95% CI Adjuste
d 

score* 

95% CI  Unadju
sted  

p-value 

Adjusted p-
value* 

I-QOL Total Score  
(n=1777) 

84.2 83-85.5 69.6 67.6-71.6  84.3 83.3-85.4 70.9 69-72.8  0.902 0.061 

Avoidance & limiting 
Behaviour (n=1848) 

80.9 79.5-82.3 65.9 63.7-68.2  81.6 80.3-82.8 67.7 65.6-69.8  0.486 0.027 

Psychosocial Impact 
(n=1802) 

90.7 89.5-91.9 76.8 74.8-78.8  91.5 90.5-92.5 78.3 76.4-80.2  0.299 0.031 

Social Embarrassment 
(n=1870) 

76.1 74.5-77.8 61.6 59-64.2  73.9 72.5-75.3 60.9 58.5-63.4  0.037 0.438 

* Adjusted for UI severity, UI subtype, UI duration, diabetes mellitus, chronic obstructive pulmonary disease, having at least one 

comorbidity, educational level, employment status, marital status, age and body mass index. 

 

Mixed urinary incontinence had the highest impact on all scores (i.e. lowest score) both 

unadjusted and adjusted and SUI had the least impact (Fig. 8). Pairwise comparison between UI 

subtypes adjusted mean scores, revealed that all mean scores differed significantly, except the 

comparison between SUI and UUI’s mean Psychosocial score (p=0.521) (data not shown). 
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Fig. 8. Unadjusted and adjusted* mean I-QOL scores for each UI subtype. (Adapted from3). 

Unadjusted mean total I-QOL scores Adjusted mean total I-QOL scores* 

  
* Adjusted for origin, UI severity, UI subtype, UI duration, diabetes mellitus, chronic obstructive pulmonary disease, having at 

least one comorbidity, educational level, employment status, marital status, age and body mass index. 

 

Fig. 9 shows a selection of estimates related to the most prominent predictors of the total I-QOL 

score. Severity of UI was the strongest predictor for the total I-QOL score and for each 

subdomain. If severity of UI changed from mild to severe/very UI, the total I-QOL score would 

decrease with 36.8 points (95% CI: 34.6-39, p<0.001). Other significant predictors for the total I-

QOL score were type of UI (p<0.001), duration of UI (p<0.001) and employment status 

(p<0.001), followed by diabetes mellitus (p=0.027), chronic obstructive pulmonary disease 

(p=0.001), having at least one comorbidity (p=0.012), educational level (p=0.049) and 

marital/relationship status (p=0.008). The same tendency was observed for each subdomain. (For 

the extended version of the table with all estimates, 95% CI and p-values for each dependent 

variable (total I-QOL and subdomains), please see appendix “Paper III”). 
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Fig. 9. Estimates from the GLM model with total I-QOL score as dependent*. (Adapted from3). 

 
*  Adjusted for origin, age, body mass index, UI severity, UI subtype, duration of UI, diabetes mellitus, chronic obstructive 

pulmonary disease, having at least one comorbidity, educational level, employment status and marital/relationship status. 

 

Fig. 10 shows the distribution of women with different UI subtypes according to defined I-QOL 

scores categories. This figure shows that the majority of women reporting a low impact on their 

total I-QOL score were experiencing mild UI symptoms, women scoring between 40-90 were 

mainly experiencing moderate symptoms and women scoring below 40 were mainly 

experiencing severe/very severe UI symptoms. But we also observed that 23.1% of the women 

with moderate UI and 0.4% of the women with severe/very severe UI reported a low impact on 

their total I-QOL score (90-100) (Fig. 10). 
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Fig. 10. Distribution of women with different UI severities according to defined total I-QOL 

score categories. 
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Discussion 

Main findings 

• Prevalence of UI was 48.3% and 46.4% in Germany and Denmark respectively, given a 

similar prevalence rate in the two countries. 

• Risk factors for UI were age, parity, obesity and a range of comorbidities. 

• Only a minority had sought help from a physician regarding their UI symptoms, but 

significantly more German than Danish women had sought help. 

• Help-seeking behaviour was promoted by increasing UI severity and duration of UI and 

by seeking information regarding UI. 

• Incontinent women had lower generic HRQOL score than continent women and UI 

severity was the most prominent predictor of the I-QOL score to impair the HRQOL of 

incontinent women. 

 

Study design - strengths and limitations 

Cross-sectional design 

When conducting a cross sectional study, all data are collected at the same point in time, i.e. the 

presence of the outcomes of interest (UI) are measured simultaneously with potential risk factors 

or predictors. The study design gives valuable descriptive epidemiological information about 

how many women are affected by UI symptoms in the population, the proportion who have 

sought a physician and how UI impair the HRQOL of the incontinent women. But since all 

variables are collected at the same time, the analytical epidemiological data cannot justify a 

cause and effect relation between potentially risk factors or predictors and the outcome. This is 

because the data do not contain any information of whether the risk factors or the outcome came 

first [61]. Accordingly, the analytical epidemiology in this study can give information about risk 

factors for UI, predictors for help-seeking, and predictors for HRQOL, but these have to be 

validated through a more rigorous study design, e.g. a longitudinal study design. 

 

The descriptive epidemiological data from this study; the prevalence of UI; the proportion of 

how many incontinent women have sought help; the degree of impairment of UI on the 

incontinent women’s HRQOL, provides valuable information to the public health organizations 
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in Germany and Denmark. The data can be used to give current information about the public 

health, which are useful when prioritising health resources. 

 

Response rate 

The response rate was significantly higher in Denmark than in Germany, even though the same 

methodology was applied in both countries. This difference is also observed in the European 

Social Survey, where the Danish population disclosed a higher response rate in six out of seven 

surveys compared to Germany [62]. In our survey questions regarding UI appeared not to be 

influenced by these cultural differences, since the response rate on these particular questions 

were similar in Germany and Denmark. But we observed that the responding German women 

were more retained regarding providing information in relation to household income compared 

to the Danish responders, thus the response rate in Germany on questions regarding income was 

only 60% compared to 85.4% in Denmark. This variation in willingness to give information on 

different topics, may serve as a selection bias, and has to be taken into account when comparing 

the groups of responds in a survey and analysing the data. 

 

Questionnaires 

A survey is only as good as the reliability and validity of the questionnaire used. The IUGA/ICS 

request researchers to use standardised and validated tools [6], which this study have tried to 

accommodate. The ICIQ-UI SF and I-QOL are both validated instruments [39, 40, 50, 51, 53], 

recommended by the IUGA/ICS [6]. 

 

The EORTC-QLQ C30 Global Health Status/Quality of Life score is an instrument used to 

measure HRQOL among cancer patients, but has previously been proven capable of 

distinguishing (both statistically and clinically) between people with or without other health 

issues than cancer [46]. Our observations of the age-adjusted scores was in line with existing 

normative data [48, 49], and we were able to distinguish statistically between the HRQOL score 

of women with or without UI. This verifies the use of the EORTC-QLQ C30 Global Health 

Status/Quality of Life score in this study to measure the generic HRQOL. 
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Classification of UI subtypes 

Classifying UI subtypes are initially done clinically, by using tools as the ICIQ-UI SF, bladder 

diaries, examination and by taking a careful clinical history [6]. In this study the UI subtypes 

were classified by using the last question in the ICIQ-UI SF. When diminishing the classification 

of UI subtypes from a careful clinical history, examination and bladder diary to be based on the 

last question the ICIQ-UI SF, some validity may have been lost, leading to some degree of 

misclassification.  

 

A meta analysis concluded that the clinical history and stress test could correctly identify women 

with urodynamic SUI, but to a lesser extend women with detrusor overactivity [63]. A study 

observed, that diagnoses based on information of UI symptoms alone tended to under diagnose 

overactive bladder when compared to urodynamic testing [64]. A review evaluating 

reclassification of clinical diagnosed UI subtypes by urodynamic testing revealed the same trend, 

with a high reclassification of SUI but a poor one for MUI [65]. Another study has observed that 

urodynamic testing has shown to be imperative in uncomplicated cases [66].  

 

It is unlikely, that all the included incontinent women in this study were uncomplicated, and with 

the clinical history relying on one question and no urodynamic testing was performed, the 

classification of the UI subtype may be insufficient, and probably to a greater extent regarding 

UUI and MUI than SUI. This misclassification bias may be the reason why we observe a 

discrepancy between the prevalence of MUI and UUI among the elderly in Germany and 

Denmark. We would have expected MUI to be the most prevalent subtype among these women, 

and not UUI as observed in Germany.  

 

With this risk of misclassification bias of the UI subtypes, the results from logistic regression 

analysis performed in study 1, assessing the risk factors for each UI subtypes separately, has to 

be interpreted carefully. 

 

Development and validation of the new questions. 

Questions concerning help-seeking behaviour had to be developed, translated and validated prior 

to the survey. One previous study has used a similar approach [67, 68] studying women with 

overactive bladder and their help-seeking behaviour. Other studies have relied on non-validated 

questions, by either formulated the questions themselves or replicated the questions from 
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previous studies [16, 18, 19, 69]. The mixed method design in this study was an attempt to get a 

more valid instrument exploring the non-UI related factors affecting incontinent women’s help-

seeking behaviour, as requested by the IUGA/ICS [6]. 

 

Even though the questions regarding help-seeking behaviour were developed by a mix method 

approach including multiple focus group interviews, it did not produce a sufficient selection of 

answers regarding triggers for help-seeking behaviour. This is reflected in the relatively high 

proportion of women reporting “other reasons for seeking help from my doctor regarding my 

UI” than the given. Hence the procedure of formulating triggers need to be revised, if these 

questions are to be used in future studies. To further increase the quality of the instrument 

questions regarding the women’s willingness to receive treatment should be included. 

 

Selection bias - Is the included group representative for the female population in the Fehmarnbelt 

Region? 

The population of interest in this study was the female population in Fehmarnbelt Region. In 

order to avoid selection bias, the sample was selected randomly according to 10-year interval 

groups. Additionally, to minimize non-response bias and obtain a high response rate, the 

questionnaire was administrated by mail and two reminders were sent to non-responders. We 

chose to administrate the questionnaire by mail, due to the assumption that the German 

population would be more retained about responding to an e-mail questionnaire. This assumption 

was based on the observations from the European Social Survey, and from the experience of the 

German research group in the EU-project. 

 

To validate the representativeness of the responding group, responders and non-responders were 

compared according to age. The responding Danish women were significantly older, than the 

non-responders. This may result in an overestimation of the UI prevalence rate in Denmark, 

since age is a prominent risk factor [25]. But since the difference in mean age of Danish 

responders and non-responders did not exceed more than 2.3 years, the observed prevalence rate 

may reflect the actual prevalence rate among the female population in Region Zealand. The 

German responders and non-responds mean age were similar. 
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We also compared the non-responders to responders according to the degree of urbanization. 

Urbanization was not a selection criterion. The degree of urbanization was significantly different 

among the German responders when compared to German non-responders. The degree of 

urbanization among Danish responders and non-responders was similar. The degree of 

urbanization has not previously been validated as a risk factor for UI [70], so the inequality 

among the German responders and non-responders is not expected to bias the prevalence rate in 

this study. This inequality in urbanization is not expected to bias the result of help-seeking 

behaviour significantly, since the degree of urbanization is not known to be a predictor for help-

seeking behaviour [71] but it has not been tested as a predictor for HRQOL. 

 

One option, available in Denmark, to test the representativeness of the responders, is to compare 

the educational level of the responders with that of the non-responders. This is possible because 

Statistics Denmark stores information on the education of all Danes, i.e. also for the non-

responders in the present study. 

 

The proportion of elderly women among the responders was low. This may represent a selection 

bias and accordingly an underestimation of the overall prevalence rate of UI, since age is a 

riskfactor for UI [25]. Age was not a predictor for help-seeking nor HRQOL in the study, and 

therefore no significant interference in these results are expected to be affected by this selection 

bias. 

 

Women with UI may have been more prone to respond to the survey, serving as a volunteer bias, 

and resulting in an overestimation of the prevalence rate of UI. On the contrary, UI is still a 

subject of taboo, that women do not like to discuss with others, which may contradict this 

argument. 

 

Taking the arguments from above into consideration, the responding groups may be 

representative of the female population in the Fehmarnbelt Region. But since the sample was not 

selected from all over Germany and Denmark, the results cannot be fully validated as 

representative for the entire German and Danish female population.  
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Information bias - disadvantages coherent to a survey 

Recall bias may have occurred when asking the responding incontinent women about the 

duration of their UI symptoms. The recall bias may be more severe, when asking the seeking 

incontinent women about duration of their UI symptoms before they sought help. We asked the 

women about occurrence of symptoms within the latest four weeks. This may serve as a recall 

bias as well. 

 

Since some women perceive UI to be a natural part of ageing, and not a problem, they may 

respond negatively to the questions regarding UI. This underreporting of symptoms is 

demonstrated in previous studies [72–74]. In this study it is reflected in the responses to the 

ICIQ-UI SF q1+2+3 when compared to the same women’s response to q4. In some cases, the 

women would have responded “no” to the first three questions in ICIQ-UI SF, i.e. not 

experiencing being incontinent, but would have answered to be incontinent when sneezing in 

ICIQ-UI SF q. 4. This is why the prevalence rate of UI in this study is based on the last question 

in ICIQ-UI SF. 

 

People tend to give false information regarding their height and weight. People tend to report 

being higher and slimmer then what they actually are, giving a lower BMI [75]. This may affect 

the risk factor analysis for UI, and underestimating the association between BMI and UI, 

resulting in a decreased OR. Eventually obesity may be a more prominent risk factor for the 

prevalence of UI, than reported in the study. 

 

ISCED11 - International standard classification of education 2011 

We observed that the educational level, when evaluated by the ISCED11 [37], was significantly 

lower in Germany than in Denmark. Both Germany and Denmark are developed European 

countries. This is why we expected the educational levels in both countries to be similar. The 

German educational system was difficult to adapt to the ISCED11 matrix, which may have lead 

to a misclassification, and thus may have caused a false lower level of education among the 

German responders compared to the Danish responders. 
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Results in relation to other studies 

Study I - Prevalence study 

The female prevalence rates of UI among the German and Danish responders were, considering 

the methodology, definition of UI and the included group, within the expected range [1, 10]. 

Even though not using a standardised questionnaire, Hunskaar et al [76] observed a similar 

prevalence rate among German women, aged 18+ (41%), when asking about symptoms 

occurring the last 30 days through a postal survey. In the EPIC study a prevalence rate in the low 

end of the range of 11.4% was observed among German women aged 18+ years [22, 23]. They 

used telephone interviews, but considering the sensitive subject, this may have lead to a false low 

prevalence rate. Prior to the redefinition of UI in 2002 [15], a Danish postal survey was 

conducted [70], observing a UI prevalence rate of 16.1%. This study focused on women with UI 

symptoms occurring “weekly or more”, aged 40-60 years, but did not specify a time period, e.g. 

the last 30 days. If all women with UI symptoms had been included in this study’s prevalence 

rate, they would have observed a prevalence rate of 71.9%. Another Danish study [77], including 

elderly women, observed a prevalence rate at 31%. This study suffered from a high dropout 

among the elderly and they used face-to-face interviews, which might have lead to 

underestimation of the prevalence rate. 

 

The variation in prevalence according to age corresponds to earlier findings [25, 76, 78]. The 

plateau around menopause may be caused by the high prevalence of SUI in these age groups, as 

observed in other studies [25, 76, 79]. In this study we observed a relative high proportion of 

obese women in the age groups around menopause, which may contribute to the high prevalence 

rate of UI in these age groups, but menopause transmission [80] and remissions of the effect 

from childbirths [81] may also contribute to enhance the prevalence of UI symptoms in these age 

groups. A longitudinal study has observed a dynamic movement between subtypes of UI as 

women age [7], supporting that women with SUI transition to the UI subtype MUI, explaining 

the decrease of SUI in the postmenopausal women and the increase in MUI amongst these 

women. 

 

The most prominent risk factors associated with UI observed in our study (age, obesity, parity, 

comorbidities) correspond to findings in previous studies [25, 77, 82–84]. When focusing on the 

association between obesity and different subtypes, earlier studies have reported inconsistent 
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observations [77, 83, 85, 86]. Our observations suggest only a weak association between obesity 

and SUI but a strong association with MUI. 

 

Prevalence of UI may change over time. With an aging population and an increase in the 

prevalence of obesity, prevalence of UI may also increase, since age and obesity are both strong 

risk factors for UI [5, 22, 25, 87]. Studies like the present are therefore important to conduct, so 

that changes can be identified and reported. 

 

Study II - Help-seeking behaviour study 

Taking the wide definition of UI used in this study into account, also including women with 

slight symptoms, the overall consultation rates among the incontinent German and Danish 

women were as expected, and within the range of earlier studies (25-38%) [16, 17, 19, 20]. 

Severity and whether the women had actively sought information regarding UI were 

independently significant predictors for help-seeking, as observed in other studies [17, 19]. 

 

We observed a significantly higher consultation rate among the German when compared to the 

Danish incontinent women, even when adjusting for significantly predictors for help-seeking 

behaviour. Some cultural and structural differences exist between the German and Danish health 

systems, possibly encouraging an incontinent German woman to seek a physician regarding their 

UI symptoms more often than an incontinent Danish woman. The healthcare routine of German 

women is likely to be different compared to the Danish women, as it often includes an annual 

gynecological examination. Other potential predictors might be distance to the physician, waiting 

time, physician’s accessibility or the existing differences in the two healthcare systems. All these 

non-UI related predictors are to be included in future studies concerning help-seeking behaviour 

among incontinent women. 

 

We observed diversity in reasons for not seeking help between the groups of women with 

different UI severities. Earlier studies reporting such reasons have not stratified these by UI 

severity, and their main findings were that incontinent women did not seek help, because they 

did not see their UI as a problem [18, 24]. The majority of incontinent women in these studies 

experienced slight UI symptoms. These observations corresponds to findings reported by women 
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with slight and moderate UI symptoms in our study, hence the observations from the earlier 

studies are biased by the high proportion of women with only slight symptoms.  

 

Study III - Quality of life study 

We observed a statistical significant lower generic HRQOL among incontinent women compared 

to continent women, as in previous studies [3, 4, 60, 88, 89], and in half of the categorised age 

groups did the actual difference exceed more than 10 points. An earlier study observed, that a 

difference of less than 10 points, is only of minor clinically relevance and a difference in more 

then 10 points is of moderate clinically relevance [47]. German incontinent women reported a 

statistically lower generic HRQOL compared to Danish incontinent women, whit the actual 

difference being less then 10 points.  

 

The results from the I-QOL revealed no difference in the disease specific HRQOL between the 

German and Danish incontinent women. The total I-QOL score corresponded to previous 

findings [20, 27, 28, 90–93], where it was demonstrated that UI had the highest impact on the 

social embarrassment score and that women with MUI were more affected compared to women 

with UUI or SUI. One study observed lower I-QOL scores [90] than the present study. This 

study had only included help-seeking women in their analysis, which explains the observed 

difference, since this group of women are known to have a lower HRQOL score [20, 91, 94].  

 

The observed differences between the unadjusted and adjusted subdomain scores between 

German and Danish incontinent women may be caused by limited data in the survey, rather than 

a true difference between the countries. 

 

We observed that UI severity was the strongest predictor for the HRQOL, as in previous studies 

[27, 28]. But we also observed that some women with severe/very severe only experience a 

minor impact of UI on their HRQOL. Furthermore we observe that women with symptoms of 

moderate UI dominated in the defined I-QOL score categories from 40-89, i.e. that HRQOL 

indeed is a subjective measure [31], and a valuable information when examining women with 

UI. During examination UI type and severity are objectively described and used when making a 

management plan, but this plan has to be modified according to the HRQOL of the incontinent 

women. If the UI are not affecting the HRQOL of the women, information about treatment 

options may be sufficient, and if the HRQOL are affected, surgery may be needed. 
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Conclusion 

UI is a prevalent condition among women aged 18+ years living in the Fehmarnbelt Region, but 

the majority of the incontinent women are only experiencing slight symptoms. Age and obesity 

appeared to be prominent risk factors. With life expectancy and prevalence of obesity increasing, 

it is unavoidable that the prevalence of UI will increase as well. Eventually resulting in increased 

costs for the healthcare system. 

 

The culture regarding answering and participating in a survey may vary between two 

populations. This variation may cause difficulties when comparing prevalence studies, because it 

may lead to selection bias. Thus cultural differences in populations have to be taking into 

account, additionally to UI definition, methodology and the population included, when 

comparing prevalence studies. 

 

Only a minor proportion of all incontinent women in the Fehmarnbelt Region had sought help 

from a physician regarding their symptoms. Even when taking into account that the majority of 

the incontinent women reported having slight symptoms, the consultation rate still seemed rather 

low. We observed that severity, duration of UI and if the women had actively sought information 

regarding UI, were all predictors for help-seeking. Even when adjusting for predictors, 

significantly more German than Danish women had sought help, leading to the hypothesis that 

the differences in the structure of the two healthcare systems, may significantly affect the 

women’s help-seeking behaviour. 

 

UI affect the HRQOL of incontinent women, and the impairment increases with UI severity. But 

women with severe/very severe UI could also report only a minor impact on the HRQOL. QOL 

is indeed a subjective measure, and equally important as UI type and severity when managing 

women with UI. 
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Perspectives 

This study provides new knowledge about the prevalence of UI among the Danish female 

population and contributes to the knowledge about the German female population in the 

Fehmarnbelt Region. Since the prevalence of UI may vary over time, because of changes in risk 

factors, continuously conduction of studies examining the current prevalence of UI is a valuable 

knowledge to the health authorities about the health of the population.  

 

When evaluating the help-seeking behaviour, we observed that more German than Danish 

incontinent women had sought a physician for help. This led us to focus on the two different 

healthcare systems in Germany and Denmark. Germany and Denmark’s healthcare systems are 

quiet different, as described earlier. Thus the composition of a healthcare system may be a non-

UI related predictor for incontinent women’s help-seeking behaviour. 

 

The Interreg IVa study was meant to draw attention to the subject female UI and the general 

practitioners handing of women with UI in the Fehmarnbelt Region. The results from the 

Interreg IVa study has been used in public campaigns, informing the population about the 

prevalence rate of UI in their community, and risk factors. This includes as well information 

about how many women who are not attending a physician, and regarding treatment options. In 

it’s entirety the project was meant to inform women about their opportunities and improve the 

general practitioners way of handling UI, eventually leading to more women seeking help, and 

enhancing the treatment offered to the women. 
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Future studies 

UI is a subject for future studies. Below are some areas that should be explored further: 

 

• Descriptive and analytical epidemiological studies concerning UI using standardised and 

validated instruments, so comparison between studies are capable. 

 

• Longitudinal studies, examining the incidence and remission of UI and evaluating risk 

and protective factors for UI. A longitudinal study design is capable of exploring a cause 

and effect, thereby being able to validate the causal effect of risk factors on the outcome 

UI. This may be an intervention study examining the potentially protective effect of 

weight loss. 

 

• Establishing a better standardisation for classification of UI subtypes in a survey, to avoid 

misclassification. 

 

• Epidemiological and qualitative studies examining non-UI related predictors for 

incontinent women’s help-seeking behaviour. Examples of non-UI related predictors that 

should be included in these studies are the composition of the healthcare system, cultural, 

religious and personal factors, i.e. a woman’s perceptions and attitudes. 

 

• Development of a standardised validated questionnaire concerning help-seeking 

behaviour among incontinent women. 

 

• Further exploration of predicting factors for HRQOL, hence earlier findings are diverse. 

 

• Studies identifying women at risk of getting UI. This will help physician to a better case 

finding, thereby being able to intervene and reduce risk, resulting in a primary 

prevention. 
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2

Tak, fordi du tager dig tid til at deltage i denne  
spørgeskemaundersøgelse. 

De følgende spørgsmål handler om ufrivillig vandladning, livs- 
kvalitet og kontakt til din praktiserende læge. Vi vil bede dig om at  
deltage, uanset om du har erfaring med ufrivillig vandladning eller ej.

Ufrivillig vandladning kan kaldes mange ting. Vi bruger som udgangs-
punkt udtrykket ufrivillig vandladning. Du vil dog støde på andre udtryk 
i spørgeskemaet, da det følger nogle internationale standarder. Det vil 
tage cirka 10 minutter at besvare skemaet.

Vi vil bede dig om kun at give ét svar pr. spørgsmål, medmindre andet 
er angivet. Svar gives ved at sætte kryds i svarfirkanterne. Hvis du  
kommer til at sætte et kryds forkert, vil vi bede dig strege hele svar- 
firkanten over og sætte kryds ved dit korrekte svar.

Hvis du vil vide mere om dette projekt,  
kan du kontakte os via hjemmesiden.

 
www.fehmarnbelt-luts.eu

LUTS_kvinder_dk_46652.indd   2 12/02/14   14.52
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Ved de næste to spørgsmål bedes du sætte en ring omkring det tal  
mellem 1 og 7, der passer bedst på dig.

1  Hvordan vil du vurdere dit samlede helbred i den forløbne uge?

1 2 3 4 5 6 7

 Meget dårligt            Særdeles godt

2  Hvordan vil du vurdere din samlede livskvalitet i den forløbne uge?

1 2 3 4 5 6 7

Meget dårlig             Særdeles god

 Har du fået konstateret én eller flere af disse sygdomme af en læge?3  (Sæt eventuelt flere krydser) 

Sukkersyge (Diabetes mellitus)

Forhøjet blodtryk (Hypertensio arterialis)

Parkinson

Kronisk lungelidelse - fx astma eller kronisk obstruktiv lungelidelse (KOL)

Anden sygdom/andre sygdomme

Nej, ingen sygdomme er konstateret

LUTS_kvinder_dk_46652.indd   3 12/02/14   14.52
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4

I det følgende vil vi bede dig om nogle personlige oplysninger. 

4  
Hvor mange børn har du født i alt?

 
    Jeg har i alt født ______ barn/børn

 

5  Hvor mange af disse fødsler var kejsersnit? 
 
    ______ af disse fødsler var kejsersnit

 

6  Hvad er din vægt i kilo?

 kilo

 

7  Hvad er din højde i meter?   

 meter

LUTS_kvinder_dk_46652.indd   4 12/02/14   14.52
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5

 

Mange mennesker oplever nogle gange urininkontinens. Vi prøver at  
finde ud af, hvor mange der oplever urininkontinens, og hvor meget  
dette generer dem. Vi vil være glade for, hvis du vil besvare de  
følgende spørgsmål ud fra, hvordan du i gennemsnit har haft det  
inden for de seneste fire uger.

8  Hvor ofte oplever du urininkontinens?

Aldrig

En gang om ugen eller mindre

To eller tre gange om ugen

Én gang om dagen

Flere gange om dagen

Hele tiden

 
 Vi vil gerne vide, hvor meget urin du tror, du lækker.9   Hvor meget urin lækker du sædvanligvis (uanset om du bruger en form for  

beskyttelse eller ikke)?  

Ingen

En lille smule

En moderat mængde

En hel del

10  Generelt, hvor meget påvirker urininkontinens din hverdag?  
 (Sæt ring om ét tal mellem 0 (slet ikke) og 10 (en hel del))

0 1 2 3 4 5 6 7 8 9 10

Slet ikke       En hel del

LUTS_kvinder_dk_46652.indd   5 12/02/14   14.52
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 Hvornår oplever du urininkontinens?  11  (Sæt kryds ved alle de svarmuligheder, der passer på din situation)

Aldrig – lækker ikke

Lækker, før du kan nå på toilettet

Lækker, når du hoster eller nyser

Lækker, når du sover

Lækker, når du er fysisk aktiv/dyrker sport

Lækker, når du er færdig på toilettet og har fået tøj på

Lækker uden nogen grund

Lækker hele tiden

I det følgende vil vi bede dig om nogle oplysninger
om dig og din husstand.

12  Hvad er den højeste uddannelse, du har afsluttet?

Ingen uddannelse

Folkeskole 1.-6. klasse

Folkeskole 7.-10. klasse

Studentereksamen

HHX

HTX

HF

Erhvervsuddannelse

Mellemlang videregående uddannelse, 3-4 års varighed

Lang videregående uddannelse, over 4 års varighed

Forskeruddannelse (Ph.d.-grad, doktorgrad)

LUTS_kvinder_dk_46652.indd   6 12/02/14   14.52
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13  Hvad er din arbejdssituation for tiden? 

Studerende

I arbejde

Pensionist (både førtidspensionist og folkepensionist)

Arbejdsløs

Andet

14  Hvor stor er husstandens samlede bruttoindkomst om året?

Under 100.000 kr. om året

100.000-199.000 kr. om året

200.000-299.000 kr. om året

300.000-399.000 kr. om året

400.000-499.000 kr. om året

500.000-599.000 kr. om året

Over 600.000 kr. om året

Ønsker ikke at svare

15  Er du gift eller i et længerevarende forhold?

Ja

Nej

Hvis du i spørgsmål 8 har svaret, at du for tiden oplever ufrivillig  
vandladning, gå da venligst til næste side. 

Hvis du for tiden ikke oplever ufrivillig vandladning, 
slutter spørgeskemaet her. 

På spørgeskemaets sidste side kan du skrive dine kommentarer til vores  
undersøgelse og til emnet ufrivillig vandladning. Som tak for din deltagelse  
er der på sidste side også mulighed for at deltage i en lodtrækning om 10  
gavekort à 400 kr. til Matas. 
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På de følgende sider vil du finde udtalelser fra folk, der har 
urininkontinens. Vær så venlig at angive det svar, som passer bedst til 
din situation lige nu. Hvis du er usikker på, hvordan du skal besvare 
spørgsmålene, så giv det bedste svar, du kan. Der er ingen rigtige eller 
forkerte svar.

16  Jeg er bange for ikke at kunne komme på toilettet i tide.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

17  Jeg er bange for at hoste eller nyse på grund af mine urinproblemer eller inkontinens.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

 På grund af mine urinproblemer eller inkontinens er jeg nødt til at være forsigtig,   18  når jeg rejser mig fra siddende stilling. 

Virkelig meget

En hel del

Noget

Lidt

Slet ikke
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19  Jeg bekymrer mig om, hvor toilettet er placeret, når jeg befinder mig på nye steder.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

20  Jeg føler mig deprimeret på grund af mine urinproblemer eller inkontinens.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

 På grund af mine urinproblemer eller inkontinens føler jeg mig ikke fri til at  21  forlade mit hjem i længere perioder ad gangen.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

LUTS_kvinder_dk_46652.indd   9 12/02/14   14.52



 LOUISE SCHREIBER PEDERSEN  

 

 

 

 

86  

10

 Jeg føler mig frustreret over, at jeg ikke kan gøre, hvad jeg har lyst til, på grund af mine  22  urinproblemer eller inkontinens.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

23  Jeg er bange for, at andre synes, at jeg lugter af urin.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

24  Jeg tænker altid på mine urinproblemer eller inkontinens.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

25  Det betyder meget for mig at kunne gå hyppigt på toilettet. 

Virkelig meget

En hel del

Noget

Lidt

Slet ikke
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 På grund af mine urinproblemer eller inkontinens er det vigtigt at planlægge alle   26  detaljer på forhånd. 

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

 Jeg er bange for, at mine urinproblemer eller inkontinens bliver værre,  27  når jeg bliver ældre.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

 Det er vanskeligt for mig at få en god nattesøvn på grund af mine  28  urinproblemer eller inkontinens.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

 Jeg er bange for at blive forlegen eller befinde mig i en ydmygende situation på grund af  29  mine urinproblemer eller inkontinens.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke
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30  Mine urinproblemer eller inkontinens gør, at jeg ikke føler mig som en rask person.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

31  Mine urinproblemer eller inkontinens får mig til at føle mig hjælpeløs.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

32  Jeg får mindre glæde ud af livet på grund af mine urinproblemer eller inkontinens.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

33  Jeg er bange for ikke at kunne holde på vandet.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke
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34  Jeg føler, at jeg ikke har kontrol over min blære.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

 Jeg bliver nødt til at tage hensyn til, hvad eller hvor meget jeg drikker, på grund af mine  35  urinproblemer eller inkontinens.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

36  Mine urinproblemer eller inkontinens begrænser mit valg af tøj.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke

37  Jeg er bange for at have sex på grund af mine urinproblemer eller inkontinens.

Virkelig meget

En hel del

Noget

Lidt

Slet ikke
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De følgende spørgsmål handler om kontakt til din praktiserende læge.

 Hvor mange gange har du været hos egen læge det sidste år? 38  (Speciallæge og sygehusbesøg tælles ikke med)

0-4

5-10

11 eller flere gange

39  Går du regelmæssigt til sundhedstjek hos egen læge?

Ja

Nej

De følgende spørgsmål handler om din håndtering af 
ufrivillig vandladning.

 Hvor længe har du oplevet dine nuværende gener i forbindelse med ufrivillig  40  vandladning? 

Under 3 år

3-5 år

6-10 år

Mere end 10 år

 Søger du aktivt information om ufrivillig vandladning?  41  (Fx på internettet, i aviser, ved sundhedsdage)

Ja

Nej
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 Efter din mening: Hvem skal bringe emnet ufrivillig vandladning op i en  42  lægekonsultation? Sæt kun ét kryds.

Jeg som patient

Lægen

 Nedenfor er angivet nogle udsagn og holdninger omkring ufrivillig vandladning. Angiv, om  43  du er enig eller uenig i disse. Der er ingen rigtige eller forkerte svar.
 (Sæt ét kryds i hver linje)

 
Enig    Uenig

Jeg kan ikke lide at diskutere pinlige emner som fx ufrivillig vandladning med 
min egen læge.        

Jeg skammer mig over min ufrivillige vandladning.

Jeg bebrejder mig selv, at jeg har ufrivillig vandladning, fx fordi jeg ikke har 
lavet bækkenbundsøvelser.

Jeg tror ikke, nogen behandling kan afhjælpe min ufrivillige vandladning.

Jeg vil ikke tage receptpligtig medicin mod min ufrivillige vandladning.

Jeg vil ikke opereres for min ufrivillige vandladning.

Jeg har mere tiltro til alternativ behandling end til traditionel medicinsk 
behandling, når det kommer til behandling af min ufrivillige vandladning.

44  Har du talt med din læge om din ufrivillige vandladning?

Ja

Nej

Hvis du til spørgsmål 44 har svaret, at du har talt med din læge om din  
ufrivillige vandladning, så fortsæt venligst spørgeskemaet på næste side.

Har du ikke talt med din læge om din ufrivillige vandladning, så spring  
venligst til spørgsmål 49.
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De følgende spørgsmål er til dig, der har søgt læge i forbindelse med din  
ufrivillige vandladning.

 
 Hvor lang tid havde du haft ufrivillig vandladning, før du talte med 45  din egen læge om det første gang?

Under 3 år

3-5 år

6-10 år

I mere end 10 år

 Hvem påbegyndte samtalen, da du talte med din læge om urininkontinens  46  for første gang?

Jeg selv

Lægen

Ved ikke

 Hvad motiverede dig til at søge læge angående din ufrivillige vandladning?47  (Sæt gerne flere krydser)

Min partner, familie og/eller venner opfordrede mig til at søge læge.

Min ufrivillige vandladning påvirkede mine sociale aktiviteter  
(fx sociale begivenheder, fester, ture, besøg osv.).

Min ufrivillige vandladning påvirkede mine fysiske aktiviteter  
(fx sportsudøvelse, tunge løft).

Min ufrivillige vandladning påvirkede mit seksualliv.

Jeg var bange for, at min ufrivillige vandladning ville blive værre.

Jeg var bange for, at min ufrivillige vandladning var tegn på en mere alvorlig sygdom.

Min ufrivillige vandladning blev værre.

Jeg hørte om noget receptpligtig medicin mod ufrivillig vandladning.

Jeg hørte om en operation, der kunne afhjælpe ufrivillig vandladning.

Andre årsager. Hvilke? 
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 Hvordan vil du alt i alt vurdere besøget hos din egen læge angående din  48  ufrivillige vandladning? 
 (Her skal du både tænke på tid brugt med lægen, undersøgelser og behandlinger,  
 kvaliteten af given information, lægens faglighed og optræden samt helhedsindtrykket). 

Meget tilfreds

Tilfreds

Hverken tilfreds eller utilfreds – neutral

Utilfreds

Meget utilfreds

Spørgsmålet på næste side er til dig, der ikke har søgt læge angående 
dine nuværende gener i forbindelse med ufrivillig vandladning.

På spørgeskemaets sidste side kan du skrive dine kommentarer til  
vores undersøgelse og til emnet ufrivillig vandladning. Som tak for din  
deltagelse er der på sidste side også mulighed for at deltage i en  
lodtrækning om 10 gavekort à 400 kr. til Matas.
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 Har nogle af de nedenstående årsager holdt dig fra at søge læge angående  49  din ufrivillige vandladning? 
 (Sæt gerne flere krydser)

Jeg anser ikke min ufrivillige vandladning for at være et problem.

Jeg er flov over at tale med min egen læge om min ufrivillige vandladning.

Jeg er bange for, at min egen læge ikke vil tage mit problem med ufrivillig vand-
ladning seriøst.

Min ufrivillige vandladning påvirkede mit seksualliv.

Jeg vil selv håndtere min ufrivillige vandladning.

Jeg har ikke det overskud, det kræver at gå til lægen med min ufrivillige vandladning. 

Mine andre sygdomme er vigtigere.

Jeg er bange for undersøgelsen hos lægen.

Jeg vil ikke opereres for min ufrivillige vandladning.

Jeg vil ikke tage nogen form for receptpligtig medicin mod min ufrivillige vandladning.

Jeg tror ikke, nogen behandling kan afhjælpe min ufrivillige vandladning.

Lægens køn afholder mig fra at søge hjælp hos hende/ham.

Lægens alder afholder mig fra at søge hjælp hos hende/ham.

Jeg tror ikke, lægen tager sig af problemer med ufrivillig vandladning.

Anden årsag. Hvilken?

Mange tak for din besvarelse!
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Hvis du har kommentarer til spørgeskemaet eller ufrivillig vandladning  
hos kvinder generelt, så skriv dem venligst her:

 Vil du deltage i lodtrækningen om de 10 gavekort à 400 kr. til Matas, så sæt 
 venligst et kryds herunder.

Ja, tak

Nej, tak

Mange tak for din besvarelse!
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Vielen Dank, dass Sie sich die Zeit nehmen, an dieser 
Umfrage teilzunehmen.

In den folgenden Fragen geht es um unfreiwilligen Harnverlust, 
Lebensqualität und den Kontakt zu Ihrer Hausärztin oder Ihrem 
Hausarzt. Bitte nehmen Sie auch dann an dieser Befragung teil, 
wenn Sie nicht von unfreiwilligem Harnverlust betroffen sind! 

Die Beantwortung des Fragebogens wird ungefähr 10 Minuten dauern.

Wir bitten Sie, immer nur eine Antwort auf die jeweilige Frage zu 
geben – wenn nicht anders angegeben ist. Bitte kreuzen Sie das 
zutreffende Kästchen an. Sollten Sie aus Versehen ein falsches 
Kreuz gesetzt haben, bitten wir Sie, das gesamte Kästchen 
durchzustreichen und ein Kreuz bei der richtigen Antwort zu setzen.

Als kleines Dankeschön verlosen wir unter allen Teilnehmerinnen 
sieben Amazon-Gutscheine im Wert von jeweils 80 €.

Möchten Sie mehr über unsere Studie erfahren?
Dann melden Sie sich bitte bei uns!

 
Susanne Elsner  Tel: 0451/500-3857
Jessica Lückert  Tel: 0451/500-3857
Dr. Martina Jürgensen  Tel: 0451/500-3858 

Institut für Sozialmedizin und Epidemiologie 
Universität zu Lübeck
Ratzeburger Allee 160, 23562 Lübeck

E-mail: info-luts@uksh.de
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In den folgenden Fragen geht es um Ihre Gesundheit und Lebensqualität.

Bitte kreuzen Sie bei den folgenden Fragen die Zahl zwischen 1 und 7 an, 
die am besten auf Sie zutrifft.

1  Wie würden Sie insgesamt Ihren Gesundheitszustand während der letzten 
 Woche einschätzen?

1 2 3 4 5 6 7

 Sehr schlecht  Ausgezeichnet

2  Wie würden Sie insgesamt Ihre Lebensqualität während der letzten Woche einschätzen?

1 2 3 4 5 6 7

 Sehr schlecht  Ausgezeichnet

 Hat eine Ärztin oder ein Arzt bei Ihnen jemals eine der folgenden Krankheiten3  festgestellt? (Mehrfachantworten möglich)

Diabetes (Diabetes mellitus, “Zuckerkrankheit”)

Bluthochdruck (Arterieller Hypertonus)

Parkinson (Morbus Parkinson, “Schüttellähmung”)

Chronische Lungenerkrankung - z.B. Asthma oder chronische Bronchitis (COPD)

Andere Krankheit/Krankheiten

Nein, es wurden keine Krankheiten festgestellt
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In den folgenden Fragen bitten wir Sie um einige persönliche Angaben. 
 

4  
Wie viele Kinder haben Sie geboren?

 
    Ich habe ______  Kind/Kinder geboren

 

5  Wie viele dieser Geburten waren Kaiserschnitte? 
 
    _____ dieser Geburten waren Kaiserschnitte

 

6  Ihr Geburtsdatum?

 .  . 

 

7  Wie viel wiegen Sie?

 Kilogramm

 

8  Wie groß sind Sie?   

 Meter
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Viele Menschen haben gelegentlich Probleme mit unwillkürlichem 
Harnverlust. Wir versuchen zu ermitteln, wie viele Menschen ungewollt 
Harn verlieren und wie sehr dies ein Problem für sie ist. 

Wir wären Ihnen sehr dankbar, wenn Sie die folgenden Fragen 
beantworten würden und dabei daran denken, wie es Ihnen in den 
vergangenen 4 Wochen gegangen ist.

9  Wie häufig verlieren Sie Harn?

Niemals

Ungefähr 1 mal pro Woche oder weniger

Zwei oder drei mal pro Woche

Ungefähr 1 mal pro Tag

Mehrmals am Tag

Ständig

 

 
Wir würden gerne wissen, wie viel Harn Sie Ihrer Meinung nach verlieren. Wie viel Harn 10  verlieren Sie gewöhnlich (unabhängig davon, ob Sie Vorlagen tragen oder nicht)? 

Kein Harnverlust

Eine kleine Menge Harn

Eine mittlere Menge Harn

Eine große Menge Harn

11  Wie sehr beeinträchtigt generell der Harnverlust Ihren Alltag? Bitte markieren Sie eine  
 Zahl zwischen 0 (überhaupt nicht) und 10 (ein schwerwiegendes Problem).

0 1 2 3 4 5 6 7 8 9 10

 Überhaupt nicht Schwerwiegend
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 Wann verlieren Sie Harn?  12  Bitte kreuzen Sie alle Felder an, die zutreffen.

Niemals – kein Harnverlust

Harnverlust vor dem Erreichen der Toilette

Harnverlust beim Husten oder Niesen

Harnverlust während des Schlafes

Harnverlust bei körperlicher Betätigung/sportlicher Aktivität

Harnverlust nach dem Wasserlassen und Wiederankleiden

Harnverlust ohne erkennbare Ursache

Ständiger Harnverlust

 

 
In den folgenden Fragen bitten wir Sie um Angaben zu Ihrer Ausbildung 
und Ihren Lebensverhältnissen.

13  Welchen höchsten Schulabschluss haben Sie?

Ich gehe noch zur Schule

Haupt-/Volksschulabschluss

Realschulabschluss/mittlere Reife

Polytechnische Oberschule

Fachhochschulreife

Abitur/Hochschulreife

Anderer Schulabschluss (z.B. im Ausland erworben)

Keinen Schulabschluss
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14  Welche Berufsausbildung haben Sie abgeschlossen? 

Keine abgeschlossene Berufsausbildung

Lehre (beruflich-betriebliche Ausbildung, beruflich-schulische Ausbildung)

Fachschule (Meister-, Techniker-, Berufsschule, Fachakademie)

Fachhochschule, Ingenieurschule, Verwaltungshochschule

Universität, Hochschule

Promotion, Habilitation

Andere Berufsausbildung

15  Wie ist Ihre aktuelle berufliche Situation? Sie sind zurzeit…

Schülerin, Studentin, Auszubildende

Erwerbstätig

Rentnerin (Altersrente, Erwerbs- oder Berufsunfähigkeitsrente)

Arbeitslos

Sonstiges (z.B. Mutterschutz, Elternzeit, Bundesfreiwilligendienst)

16  Wie hoch ist das jährliche Bruttoeinkommen Ihres Haushaltes insgesamt?

Unter 13.399 € im Jahr

13.400-26.799 € im Jahr

26.800-40.199 € im Jahr

40.200-53.599 € im Jahr

53.600-66.999 € im Jahr

67.000-80.999 € im Jahr

Mehr als 81.000 € im Jahr

Ich möchte hierzu keine Angabe machen
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17  Sind Sie verheiratet oder leben Sie in einer festen Partnerschaft?

Ja

Nein

Wenn Sie in Frage 9 geantwortet haben, dass Sie zur Zeit Harn 
verlieren, machen Sie bitte mit Frage 18 auf der folgenden Seite weiter. 
Falls Sie zur Zeit keinen Harn verlieren (Antwort “niemals” in Frage 9), 
ist diese Befragung hiermit für Sie abgeschlossen. 

Als kleines Dankeschön verlosen wir unter allen Teilnehmerinnen 
sieben Amazon-Gutscheine im Wert von jeweils 80 €. Wenn Sie an 
dieser Verlosung teilnehmen möchten, blättern Sie bitte zur letzten 
Seite dieses Fragebogens. Dort haben Sie außerdem die Möglichkeit, 
Anmerkungen und Kommentare zu unserer Befragung aufzuschreiben.

Wir bedanken uns herzlich für Ihre Teilnahme!
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Auf den folgenden Seiten finden Sie einige Aussagen, die von Menschen 
mit Blaseninkontinenz gemacht wurden.

Bitte entscheiden Sie sich für die Antwort, die im Augenblick am 
ehesten auf Sie zutrifft und setzen Sie ein Kreuz in der entsprechenden 
Zeile.

Sollten Sie bei der Beantwortung einer Frage unsicher sein, geben Sie 
bitte die bestmögliche Antwort. Es gibt keine richtigen oder falschen 
Antworten.

18  Ich habe Angst, die Toilette nicht rechtzeitig erreichen zu können.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

19  Ich habe wegen meiner Blasenprobleme oder Inkontinenz Angst zu husten oder 
 zu niesen.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

 Ich muss wegen meiner Blasenprobleme oder Inkontinenz vorsichtig sein, wenn ich 20  aus dem Sitzen aufstehe.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht
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21  Ich mache mir Sorgen darüber, wo an unbekannten Örtlichkeiten die Toiletten sind.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

22  Ich fühle mich deprimiert wegen meiner Blasenprobleme oder Inkontinenz.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

 Wegen meiner Blasenprobleme oder Inkontinenz verlasse ich nur ungern das Haus
 23  für längere Zeit.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

 Ich fühle mich frustriert, weil mich meine Blasenprobleme oder Inkontinenz daran 24  hindern zu tun, was ich möchte.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht
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25  Ich habe Angst, dass andere Urin an mir riechen könnten.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

26  Meine Blasenprobleme oder Inkontinenz beschäftigen meine Gedanken ständig.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

27  Es ist wichtig für mich, häufig zur Toilette gehen zu können.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

 Wegen meiner Blasenprobleme oder Inkontinenz ist es wichtig, jede Kleinigkeit im28  Voraus zu planen. 

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht
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 Ich habe Angst, meine Blasenprobleme oder Inkontinenz könnten sich mit29  zunehmendem Alter verschlimmern.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

 Ich habe wegen meiner Blasenprobleme oder Inkontinenz Probleme,30  eine Nacht gut zu schlafen.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

 Ich habe Angst, durch meine Blasenprobleme oder Inkontinenz in eine peinliche oder
 31  demütigende Lage gebracht zu werden.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht
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32  Ich fühle mich wegen meiner Blasenprobleme oder Inkontinenz nicht als gesunder Mensch.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

 33  Meine Blasenprobleme oder Inkontinenz geben mir das Gefühl hilflos zu sein.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

34  Ich habe weniger Freude am Leben wegen meiner Blasenprobleme oder Inkontinenz.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht
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35  Ich habe Angst, mich einzunässen.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

36  Ich habe das Gefühl, meine Blase nicht kontrollieren zu können.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

 Ich muss wegen meiner Blasenprobleme oder Inkontinenz darauf achten,37  was oder wie viel ich trinke.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

38  Wegen meiner Blasenprobleme oder Inkontinenz bin ich bei der Auswahl meiner 
 Kleidung eingeschränkt.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht
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39  Ich habe wegen meiner Blasenprobleme oder Inkontinenz Angst, Sex zu haben.

Sehr

Ziemlich

Mäßig

Ein bisschen

Überhaupt nicht

 In den folgenden Fragen geht es um allgemeine Arztkontakte.

40  Wie oft waren Sie in den letzten 12 Monaten bei einer Hausärztin oder einem Hausarzt?

0 bis 4 Mal

5 bis 10 Mal

11 Mal oder öfter

41  Nehmen Sie regelmäßig an Vorsorgeuntersuchungen oder Früherkennungsmaßnahmen teil
 (zahnärztliche Vorsorge bitte nicht mitzählen)?

Ja

Nein
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In den folgenden Fragen geht es um den Umgang mit 
unfreiwilligem Harnverlust.

42  Wie lange besteht Ihr derzeitiger unfreiwilliger Harnverlust schon? 

Weniger als 3 Jahre

3 bis 5 Jahre

6 bis 10 Jahre

Mehr als 10 Jahre

 Haben Sie von sich aus nach Informationen über unfreiwilligen Harnverlust gesucht 43  (z.B. im Internet, in Zeitschriften, auf Informationsveranstaltungen)?

Ja

Nein

 Ihrer Meinung nach: Wer sollte das Thema unfreiwilliger Harnverlust in der Sprechstunde 44  ansprechen? Bitte setzen Sie nur ein Kreuz!

Ich als Patientin

Die Ärztin oder der Arzt
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 Bitte geben Sie an, ob Sie den folgenden Aussagen zum unfreiwilligen Harnverlust45  zustimmen oder nicht. Es gibt hier keine “richtigen” oder “falschen” Antworten - wir sind  
 an Ihrer Meinung interessiert.
 

     Stimme   Stimme
     zu           nicht zu

Ich möchte mit meiner Hausärztin oder meinem Hausarzt keine Themen 
besprechen, die mir unangenehm sind, wie beispielsweise unfreiwilliger 
Harnverlust.        

Ich möchte mit einer Fachärztin oder einem Facharzt (z.B. Frauen-
heilkunde/Gynäkologie, Urologie) keine Themen besprechen, die mir 
unangenehm sind, wie beispielsweise unfreiwilliger Harnverlust.

Ich schäme mich wegen meines unfreiwilligen Harnverlustes.

Ich denke, ich habe selbst Schuld an meinem unfreiwilligen Harnver-
lust, weil ich z.B. kein Beckenbodentraining gemacht habe.

Ich glaube nicht, dass irgendeine Behandlung meinen unfreiwilligen 
Harnverlust lindern kann.

Ich möchte keine rezeptpflichtigen Medikamente gegen meinen 
unfreiwilligen Harnverlust einnehmen.

Ich möchte wegen meines unfreiwilligen Harnverlustes nicht operiert 
werden.

Ich glaube, bei meinem unfreiwilligen Harnverlust können mir 
alternative Behandlungen besser helfen, als die Schulmedizin.
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46  Haben Sie mit einer Ärztin oder einem Arzt über Ihren derzeitigen unfreiwilligen 
 Harnverlust gesprochen?

Ja

Nein

46A  Mit welcher Ärztin oder welchem Arzt haben Sie über Ihren unfreiwilligen Harnverlust  
 gesprochen? (Mehrfachantworten möglich)

Hausärztin, Hausarzt

Frauenärztin, Frauenarzt

Urologin, Urologe

Neurologin, Neurologe

Andere:
Welche?

Wenn Sie in Frage 46 geantwortet haben, dass Sie bereits mit einer 
Ärztin oder einem Arzt über Ihren unfreiwilligen Harnverlust gesprochen 
haben, machen Sie bitte mit der nächsten Frage weiter. 

Falls Sie bisher nicht mit einer Ärztin oder einem Arzt über Ihren 
unfreiwilligen Harnverlust gesprochen haben, gehen Sie bitte zu  
Frage 51 auf Seite 22.
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Bitte beantworten Sie folgende Fragen, wenn Sie aufgrund Ihres 
unfreiwilligen Harnverlustes eine Ärztin oder einen Arzt aufgesucht haben.

 
 Wie lange hatten Sie unfreiwilligen Harnverlust, bevor Sie das erste Mal mit einer Ärztin 47  oder einem Arzt darüber gesprochen haben?

Weniger als 3 Jahre

3 bis 5 Jahre

6 bis 10 Jahre

Mehr als 10 Jahre

 Als Sie mit einer Ärztin oder einem Arzt über Ihren unfreiwilligen Harnverlust geredet48  haben, wer hat das Thema angesprochen?

Ich

Die Ärztin oder der Arzt

Ich weiß nicht
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 Was hat Sie dazu bewegt, sich wegen Ihres unfreiwilligen Harnverlustes an eine Ärztin 49  oder einen Arzt zu wenden? (Mehrfachantworten möglich)

Mein Partner, meine Familie und/oder Freunde haben mir geraten, eine Ärztin oder 
einen Arzt aufzusuchen.

Mein unfreiwilliger Harnverlust hat meine sozialen Aktivitäten beeinträchtigt
(z.B. Veranstaltungen, Feiern, Ausflüge, Reisen).

Mein unfreiwilliger Harnverlust hat meine körperlichen Aktivitäten beeinträchtigt 
(z.B. Sport, schweres Heben).

Mein unfreiwilliger Harnverlust hat meine sexuellen Aktivitäten beeinträchtigt.

Ich habe befürchtet, dass mein unfreiwilliger Harnverlust zunehmen könnte.

Ich habe befürchtet, dass mein unfreiwilliger Harnverlust ein Hinweis auf eine ernste 
Erkrankung sein könnte.

Mein unfreiwilliger Harnverlust wurde immer schlimmer.

Ich habe von rezeptpflichtigen Medikamenten gehört, die bei unfreiwilligem 
Harnverlust helfen könnten.

Ich habe von einer Operation gehört, die bei unfreiwilligem Harnverlust 
helfen könnte.

Andere Gründe:
Welche? 
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 Wie würden Sie den Besuch bei Ihrer eigenen Ärztin oder Ihrem eigenen Arzt bezüglich 50  Ihres unfreiwilligen Harnverlustes insgesamt bewerten? 
  (Beziehen Sie bitte die Zeit, die Sie mit der Ärztin oder dem Arzt verbracht haben, die 

Untersuchungen und Behandlungen, die Qualität der gegebenen Information, das Wissen 
und Auftreten der Ärztin oder des Arztes und den Gesamteindruck mit ein.)

Sehr zufrieden

Zufrieden

Weder zufrieden noch unzufrieden - neutral

Unzufrieden

Sehr unzufrieden

Vielen Dank! 

Sie haben es geschafft! 

Als kleines Dankeschön verlosen wir unter allen Teilnehmerinnen sieben 
Amazon-Gutscheine im Wert von jeweils 80 €. 

Wenn Sie an dieser Verlosung teilnehmen möchten, blättern Sie bitte zur 
letzten Seite dieses Fragebogens. Dort haben Sie außerdem die Möglichkeit, 
Anmerkungen und Kommentare zu unserer Befragung aufzuschreiben.
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Bitte beantworten Sie folgende Fragen, wenn Sie bisher keine Ärztin oder 
keinen Arzt wegen Ihres unfreiwilligen Harnverlustes aufgesucht haben.

 

 Haben einer oder mehrere der folgenden Gründe Sie davon abgehalten, wegen Ihres 51  unfreiwilligen Harnverlustes medizinische Hilfe aufzusuchen? 
 (Mehrfachantworten möglich)

Der unfreiwillige Harnverlust ist für mich kein Problem.

Es ist mir peinlich, mit meiner Hausärztin oder meinem Hausarzt über meinen 
unfreiwilligen Harnverlust zu sprechen.

Es ist mir peinlich, mit einer Fachärztin oder einem Facharzt (z.B. Frauenheilkunde/
Gynäkologie, Urologie) über meinen unfreiwilligen Harnverlust zu sprechen.

Ich habe Angst davor, dass meine Ärztin oder mein Arzt meine Probleme mit dem 
unfreiwilligen Harnverlust nicht ernst nehmen wird.

Ich möchte meinen unfreiwilligen Harnverlust selber in den Griff bekommen.

Ich habe keine Energie übrig, eine Ärztin oder einen Arzt wegen meines 
unfreiwilligen Harnverlustes aufzusuchen. 

Ich habe andere Erkrankungen, die im Vordergrund stehen.

Ich habe Angst vor der Untersuchung bei der Ärztin oder dem Arzt.

Ich möchte wegen meines unfreiwilligen Harnverlustes nicht operiert werden.

Ich möchte keine rezeptpflichtigen Medikamente gegen meinen unfreiwilligen 
Harnverlust einnehmen.

Ich glaube nicht, dass irgendeine Behandlung meinen unfreiwilligen Harnverlust 
lindern kann.

Das Alter meiner Ärztin oder meines Arztes hat mich davon abgehalten, 
medizinische Hilfe zu suchen.

Das Geschlecht meiner Ärztin oder meines Arztes hat mich davon abgehalten, 
medizinische Hilfe zu suchen.

Ich glaube nicht, dass die Hausärztin oder der Hausarzt für das Thema 
unfreiwilliger Harnverlust zuständig ist.

Andere Gründe:
Welche?
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Haben Sie Anmerkungen und Kommentare zu unserem Fragebogen oder
zu dem Thema unfreiwilliger Harnverlust bei Frauen? Wenn ja, notieren 
Sie diese bitte hier:

 Als kleines Dankeschön verlosen wir unter den Teilnehmerinnen dieser Befragung sieben  
 Amazon-Gutscheine im Wert von jeweils 80 €.

 Wenn Sie an dieser Verlosung teilnehmen möchten, setzen Sie bitte hier ein Kreuz:

Ja, ich möchte an der Verlosung teilnehmen und bin damit einverstanden, dass 
meine Adresse bis zum Zeitpunkt der Verlosung (Juni 2014) gespeichert wird. Der 
Rechtsweg ist ausgeschlossen.

Vielen Dank für Ihre Teilnahme!

LUTS_kvinder_tysk.indd   23 10/02/14   11.57



 LOUISE SCHREIBER PEDERSEN  

 

 

 

 

122 



 FEMALE URINARY INCONTINENCE IN THE FEHMARNBELT REGION  

 

123 

APPENDIX III 



 LOUISE SCHREIBER PEDERSEN  

 

 

 

 

124 



 FEMALE URINARY INCONTINENCE IN THE FEHMARNBELT REGION  

 

125 

Interviewguide fokusgruppe interview – LUTS - Nedre urinvejssymptomer hos kvinder i 

Region Sjælland og Nordtyskland, et studie om deres livskvalitet og henvendelsesmønstret 

til de praktiserende læger 
Læge Louise Jørgensen, Gynækologisk Afdeling, Roskilde Sygehus, superviseret af Antropolog Mette Terp Høybye, SIF, 

SDU. 

 

Introduktion: Jeg vil i denne samtale stille nogle spørgsmål til diskussion blandt jer. Det er 

nogle spørgsmål som handler om jeres erfaringer, viden, holdninger, håndtering og oplevelser 

angående urin inkontinens (UI).  

 

Teoretisk baggrund Analytiske 

fokusområder 

Interviewspørgsmål 

Hverdag vs. 

henvendelsesmønster 
• Håndtering 
• Handling 

1. Beskriv en episode hvor du skal 
ud og handle, gør du dig nogle 
forbehold, er der planlægning 
forbundet med dette? 
(forbehold, planlægning). Hvad 
hvis der ikke er toilet? 

 

1A-   før og efter UI. 

 

 

2. Kender andre til din UI? – 
hvem? Evt. hvorfor ikke? 

 GP vs. 

Henvendelsesmønster 
• Motivation 
• Tillid 
• Tiltro 

1. Hvorfor har du/ikke søgt læge 
for din UI? Var det GP eller dig 
selv der bragte det på banen? 

 

 

2. Hvad var den afgørende faktor 
for du søgte læge? Nævn én. 
Indflydelse på noget konkret? 
Beskriv forløbet fra første ”læk” 
til nu… 

 

 

 

3. Hvis ikke du har søgt læge 
(manglende tiltro, skyld, skam), 
hvad ville få dig til at søge 
læge?  
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4. Hvad ville du tænke/hvad 
tænkte du da din læge spurgte 
angående ufrivillig 
vandladning? – hvordan 
reagerede du? 

Information vs. 

henvendelsesmønster 
• Kilder til info 
• Viden 
• forventninger 

 

1. Hvor er I stødt på information 
om UI? Hvad ved I? (typer, 
behandling, undersøgelser, 
medicin, helbredelse) (– hvis 
ikke der kommer en offentlig 
kilde, spørg da direkte ind til 
det). 

 

 

2. Er informationskilderne gode 
nok og tilgængelige? 
(forståelige?) 

 

 

 

3. Hvor/hvordan/hos hvem har du 
opnået din viden om UI?  

 

 

 

4. Hvad syntes du om 
oplysningerne? 



 FEMALE URINARY INCONTINENCE IN THE FEHMARNBELT REGION  

 

127 

Behandling vs. 

henvendelsesmønster 

• Erfaringer 1. Hvilke behandlinger har du 
søgt? (offentlig/alternativ)  

 

 

 

 

2. Hvad? (hvorfor/hvorfor ikke?) 
 

 

 

 

 

 

3. Hvad er/var dine oplevelser med 
behandlingen? /-
behandlingssystemet? 
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Validerings	procedure,	Kognitiv	interview,	interviewer	guide,	noter
	 	 	
	

	 1	

Deltagernummer:	_____	

Navn:	_________________________	

Dato:	________	

Sted:		 RAS	 	

Hjemmeadd.	 	

Andet	 	

Tilsagn	til	deltagelse	i	kognitiv	interview	og	lydoptagelse:			

Ja	 	

Nej	 	

Test	–	retest	

	 ja 	

	 nej 	

	

Inklusion:	 Kvinder,	ja	 	

	 Over	18	år,	ja	 	

	 Oplever	aktuelt	ufrivillig	vandladning,	ja	 	

	

Søgt	læge	angående	aktuelle	UI:	

	 Ja	 	spg	38-49	

	 Nej	 	spg.	38-45	og	spg	50	

Interviewer:	Louise	Jørgensen	

	

	

	

	

Dato,	Deltager	underskrift	 	
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Validerings	procedure,	Kognitiv	interview,	interviewer	guide,	noter

	 	 	

	

	 2	

ALLE	UI	KVINDER	38-45	

	Originalt	spørgsmål	38:	(til	alle	UI	kvinder)	

38. Hvor	mange	gange	har	du	været	hos	lægen	det	sidste	år?	(Tandlæge	besøg	skal	ikke	tælles	med)	

(sæt	ét	kryds)	

a. 0-2	

b. 3-5	

c. 6-12	

d. Flere	end	12	gange	

	

Probes:	

a. Hvordan	kommer	du	frem	til	det	antal	besøg?	

b. Hvordan	ville	du	formulere	spørgsmålet	med	dine	egne	ord?	

	

Kommentarer:	

	

Originalt	spørgsmål	39:	(til	alle	UI	kvinder)	

39. Går	du	regelmæssigt	til	sundhedstjek	hos	lægen?	(Sæt	ét	kryds)	

a. Ja	

b. Nej	

	

Probes:	

a. Hvad	forstår	du	ved	sundhedstjek	

b. Hvad	forstår	du	ved	regelmæssigt	

	

Kommentarer:	
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Validerings	procedure,	Kognitiv	interview,	interviewer	guide,	noter
	 	 	
	

	 3	

Originalt	spørgsmål	40:	(til	alle	UI	kvinder)	

40. Hvor	længe	har	du	oplevet	dine	nuværende	symptomer	på	urininkontinens/ufrivillig	vandladning?	
(sæt	ét	kryds)	

a. I	under	1	år	
b. 1-3	år	
c. I	over	3	år	

	
Probes:	

a. Hvordan	kommer	du	frem	til	antallet	af	år?	
b. hvilke	symptomer	tager	du	i	betragtning	når	du	tæller	år?	

Kommentarer:	

	

Originalt	spørgsmål	41:	(til	alle	UI	kvinder)	

41. Søger	du	aktivt	information	om	urininkontinens?	(f.eks.	på	internettet,	I	aviser,	ved	sundhedsdage	
og	så	videre)	(Sæt	ét	kryds)	

c. Ja	
d. Nej	

	
Probes:	

a. Hvad	forstår	du	ved	information	
	
Kommentarer:	
	
	
Originalt	spørgsmål	42:	(alle	UI	kvinder)	

	
42. Efter	din	mening:	Hvem	skal	bringe	emnet	urininkontinens	op	i	en	lægekonsultation?	Dig	eller	

lægen?	(sæt	ét	kryds)	

a. Jeg	som	patient		
b. Lægen	

	
Probes:	

a. Prøv	at	gentage	spørgsmålet	med	dine	egne	ord	
b. Var	spørgsmålet	svært	eller	let	at	svare	på?	
c. (hvis	der	tøves,	spørg	ind	til	hvorfor	de	tøver)	

	
Kommentarer:	
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Validerings	procedure,	Kognitiv	interview,	interviewer	guide,	noter
	 	 	
	

	 4	

Originalt	spørgsmål	43:	(til	alle	UI	kvinder)	
	

43. Nedenfor	er	angivet	nogle	udsagn/holdninger	omkring	urininkontinens.	Angiv	om	du	er	enig	eller	
uenig	i	disse.	Der	er	ingen	rigtige	eller	forkerte	svar.	(Sæt	ét	kryds	i	hver	linie)	

Enig/Uenig	
a. Jeg	kan	ikke	lide	at	diskutere	pinlige	emner	som	f.eks.	urininkontinens	med	min	læge									 / 	
b. Jeg	skammer	mig	over	min	urininkontinens	 																 / 	
c. Jeg	bebrejder	mig	selv	at	jeg	har	urininkontinens,	fordi	jeg	ikke	har	lavet	

bækkenbundsøvelser			 / 	
d. Jeg	tror	ikke	nogen	behandling	kan	afhjælpe	mine	symptomer	urin	på	

inkontinens																																																																																																	 / 	
e. Jeg	vil	ikke	tage	receptpligtigt	medicin	for	mine	symptomer	

urininkontinens																																																																																												 /
	

f. Jeg	vil	ikke	opereres	for	mine	symptomer	på	urininkontinens																																																															
/ 	

g. Jeg	har	mere	tiltro	til	alternativ	behandling	end	til	traditionel	medicinsk	
behandling,	når	det	kommer	til	mine	symptomer	på	urininkontinens						

/ 	
	
Probes:	

a. Var	udsagnene/holdninger	svære	eller	lette	at	forstå	og	svare	på?	
b. Var	de	relevante?	
c. Er	der	andre	udsagn/holdninger	du	syntes	mangler?	

	
Kommentarer:	
	
	
Originalt	spørgsmål	44:	(til	alle	UI	kvinder)	

44. Hvad	tror	du	er	årsag	til	dine	symptomer	på	urininkontinens?(Sæt	gerne	flere	kryds)	
a. At	jeg	bliver	ældre	
b. Selvforskyldt	–	f.eks.	fordi	jeg	ikke	har	trænet	min	bækkenbund	
c. Fødsler	
d. Psykologiske	faktorer	
e. En	psykisk	sygdom	
f. En	neurologisk	sygdom	(f.eks.	Parkinson)	
g. Andre	årsager:	hvilke________	

	
Probes:	

a. Hvor	sikker	er	du	på	dine	angivet	svar?	
b. Hvis	andet,	skal	denne	årsag	da	have	en	fast	plads	på	svarlisten?	

	
Kommentarer:	
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Validerings	procedure,	Kognitiv	interview,	interviewer	guide,	noter
	 	 	
	

	 5	

Originalt	spørgsmål	45:	(til	alle	UI	kvinder)	
45. Har	du	talt	med	din	læge	om	dine	symptomer	på	urininkontinens?	(Sæt	ét	kryds)	

a. Ja	–	gå	til	spørgsmål	46	på	side	13		
b. Nej	–	gå	til	spørgsmål	50	på	side	14	

	
Probes:	

a. Hvad	forstår	du	ved	nuværende	symptomer?	
b. Prøv	at	gentage	spørgsmålet	med	dine	egne	ord	
c. Var	det	nemt	at	besvare?	

	
Kommentarer:	
	
	
	
	
	
	
Herfra	deles	deltagere	op	i		

gået	til	læge	gå	til	s.	6		

ikke	gået	til	læge	gå	til	s.	9	

	 	



 LOUISE SCHREIBER PEDERSEN  

 

 

 

 

136 

Validerings	procedure,	Kognitiv	interview,	interviewer	guide,	noter
	 	 	
	

	 6	

UI	kvinder	der	har	søgt	læge:	
	
Originalt	spørgsmål	46:	(til	UI	kvinder,	der	har	søgt	læge)	
	

46. Hvor	lange	tid	havde	du	haft	urininkontinens	før	du	søgte	læge	for	dette?	(Sæt	ét	kryds)	
a. 0	-	1	år	
b. >1		–	3	år	
c. >3		–	5	år	
d. I	mere	end	5	år	

	
Probes:	

a. Hvordan	kom	du	frem	til	det	antal	år?	
b. Hvor	sikker	er	du	på	det	antal	år?	
c. Prøv	at	gentage	spørgsmålet	med	dine	egne	ord	

	
Kommentarer:	
	
	
Originalt	spørgsmål	47:	(til	UI	kvinder,	der	har	søgt	læge)	

	
47. Da	du	talte	med	lægen	om	dine	symptomer	på	urininkontinens	–	hvem	påbegyndte	samtalen?	(sæt	

ét	kryds)	
a. Jeg	selv	
b. Lægen	
c. Ved	ikke	

	

Probes:	

a. Hvordan	kom	du	frem	til	svaret?	
b. Hvor	sikker	er	du	på	svaret?	
c. Gentag	spørgsmålet	med	dine	egen	ord	

	

Kommentarer:	
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Originalt	spørgsmål	48:	(til	UI	kvinder,	der	har	søgt	læge)	

48. Hvad	motiverede	dig	til	at	søge	læge	angående	dine	symptomer	på	urininkontinens?	(Sæt	gerne	

flere	krydser)	

a. Min	partner/familie/venner	opfordrede	mig	til	at	søge	læge	

b. Symptomerne	på	urininkontinens	påvirkede	mine	sociale	aktiviteter	(f.eks.	sociale	

begivenheder,	fester,	ture,	besøg	osv.)	

c. Symptomerne	på	urininkontinens	påvirkede	mine	fysiske	aktiviteter	(f.eks.	løbeture)	

d. Symptomerne	på	urininkontinens	påvirkede	mit	seksual	liv	

e. Jeg	var	bange	for	mine	symptomer	på	urininkontinens	blev	værre	

f. Jeg	var	bange	for	mine	symptomer	på	urininkontinens	var	tegn	på	en	mere	alvorlig	sygdom	

g. Symptomerne	på	urininkontinens	forværres	

h. Jeg	hørte	om	noget	receptpligtigt	medicin	mod	mine	symptomer	på	urininkontinens	

i. Jeg	hørte	om	en	operation	der	kunne	afhjælpe	mine	symptomer	på	urininkontinens	

j. Andre	årsager:	hvilke?	__________________		

	

Probes:	

a. Var	svarmulighederne	relevante?	

b. Manglede	der	svarmuligheder	for	dig?	

c. Hvis	svaret	er	”andre	årsager”,	hvilke,	og	skal	denne	årsag	have	fast	plads	på	svarlisten?	

d. Ville	det	have	været	passende	at	skrive	”de	om	symptomerne	på	urininkontinens”,	eller	bare	

”symptomerne”	i	alle	svarmulighederne?	

	

Kommentarer:	

	

Originalt	spørgsmål	49:	(til	UI	kvinder	der	har	søgt	læge)	

49. Hvordan	vil	du	alt	i	alt	vurdere	den/de	konsultation/-er	angående	urininkontinens	du	har	haft	hos	
din	læge	(her	skal	du	både	tænke	på	tid	brugt	med	lægen,	undersøgelser	og	behandlinger,	

kvaliteten	af	given	information,	læges	faglighed	og	optræden).	(Sæt	ét	kryds)	

a. Meget	tilfreds	

b. Tilfreds	

c. Hverken	tilfreds	eller	utilfreds	-	neutral	

d. Utilfreds	

e. Meget	utilfreds	

Probes:	

a. Hvilke	overvejelser	ligger	der	i	dit	svar?	

b. Var	det	svært	at	svare	på?	



 LOUISE SCHREIBER PEDERSEN  

 

 

 

 

138 

Validerings	procedure,	Kognitiv	interview,	interviewer	guide,	noter
	 	 	
	

	 8	

c. Prøv	at	gentage	spørgsmålet	med	dine	egne	ord.	

	

Kommentarer:	
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Originalt	spørgsmål	50:	(til	UI	kvinder,	der	ikke	har	søgt	læge)	

50. Har	nogle	af	de	nedenstående	årsager	holdt	dig	fra	at	søge	læge	angående	dine	symptomer	på	
urininkontinens?	(Sæt	gerne	flere	krydser)	

a. Jeg	har	ikke	haft	tid	
b. Jeg	anser	ikke	mine	symptomer	for	at	være	et	problem	
c. Jeg	er	flov	over	at	tale	med	lægen	om	mine	symptomer		
d. Jeg	skammer	mig	over	mine	symptomer		
e. Jeg	vil	selv	håndtere	mine	symptomer		
f. Jeg	har	ikke	det	overskud	det	kræver	at	gå	til	lægen	med	mine	symptomer		
g. Mine	andre	sygdomme	er	vigtigere	
h. Jeg	er	bange	for	undersøgelsen	hos	lægen	
i. Jeg	vil	ikke	opereres	for	mine	symptomer		
j. Jeg	vil	ikke	tage	nogen	form	for	receptpligtig	medicin	for	mine	symptomer		
k. Jeg	tror	ikke	nogen	behandling	kan	afhjælpe	mine	symptomer		
l. På	grund	af	lægens	køn	
m. På	grund	af	lægens	alder	
n. Jeg	tror	ikke	lægen	tager	sig	af	problemet	urininkontinens	
o. Anden	årsag,	hvilke?:	__________	

	

Probes:	

a. Var	svarmulighederne	relevante?	
b. Manglede	der	svarmuligheder	for	dig?	
c. Hvis	anden	årsag,	hvilke,	og	skal	denne	årsag	have	fast	plads	på	svarlisten?	
d. Ville	det	have	været	passende	at	skrive	”de	om	symptomerne	på	urininkontinens”,	eller	bare	

”symptomerne”	i	alle	svarmulighederne?	

	

Kommentarer:	
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Abstract

Introduction. Urinary incontinence (UI) is a prevalent condition that interferes
with women’s health-related quality of life. Prevalence rates from earlier studies
are wide-ranging, due to heterogeneity in methodology, definition of UI and
the populations included. We aimed to determine the prevalence of UI and
associated risk factors in Germany and Denmark using the same methodology,
definition and population. Material and methods. A postal survey was
conducted in two regions in Germany and Denmark, including 8000 women
aged 18+ years. UI was defined as any complaint of involuntary loss of urine.
The questionnaire contained socio-demographic questions and the
International Consultation on Incontinence Modular Questionnaire Urinary
Incontinence Short Form (ICIQ-UI SF). Results. The response rate in Germany
and Denmark was 46.2 and 66.6% (p < 0.001) and the prevalence rate of UI
was 48.3 and 46.4% (p = 0.188), respectively. Stress urinary incontinence
dominated among younger women, and urgency urinary incontinence and
mixed urinary incontinence among women 80+ years in Germany and
Denmark, respectively. The subgroup of women with body mass index (BMI)
≥35 had the highest prevalence of UI (67.3%). The subgroup of women with
BMI <35 were more likely to have stress urinary incontinence, and the
subgroup of women with BMI ≥35 were more likely to have mixed urinary
incontinence. UI was significantly associated with age as with BMI, vaginal
delivery, chronic obstructive pulmonary disease, and having at least one
co-morbidity. Conclusions. Prevalence rates in the two regions in Germany and
Denmark were similar, despite significantly different response rates. This
difference may reflect various attitudes towards answering a questionnaire, but
the response rate on questions concerning UI seemed consistent.

Abbreviations: BBSR, Federal Institute for Building, Urban and Regional
Research in Germany; BMI, body mass index; CI, confidence interval; COPD,
chronic obstructive pulmonary disease; DM, diabetes mellitus; ICIQ-UI SF,
International Consultation on Incontinence Modular Questionnaire Urinary
Incontinence Short Form; MUI, mixed urinary incontinence; OR, odds ratio;
SUI, stress urinary incontinence; UI, urinary incontinence; UUI, urgency
urinary incontinence.
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Introduction

Urinary incontinence (UI) is a common condition among
women. Depending the severity of the UI, it can have a
serious impact on the women’s health-related quality of
life. Because UI is a sensitive subject, women may tend to
underreport their condition, making studies regarding
prevalence of UI underestimated. Cross-sectional studies
examining the prevalence rate of UI demonstrate a wide
variability in crude prevalence rate ranging from 16.1 to
68.8% (1,2) due to different methodologies, different
study populations and differences in the definitions of UI
(2–4), making these studies difficult to compare. Thus to
be able to compare results, further research is needed to
assess the prevalence of UI, using standardized, reliable
and validated questionnaires, with a focus on avoiding
selection bias and obtaining a high response rate (1). An
aging population and the growth of obesity as a world-
wide epidemic can both be shown as risk factors for UI
(3,5–7). Few studies have evaluated the prevalence of UI
subtypes [stress urinary incontinence (SUI), urgency uri-
nary incontinence (UUI) and mixed urinary incontinence
(MUI)] in relation to body mass index (BMI) (8). Only a
minority of studies include a cross-national approach
when examining the prevalence of female UI (7,9,10),
which makes true comparison difficult.

The aim of this paper was to determine the prevalence
of UI in two regions in Germany and Denmark in relation
to age, BMI, severity and bother of UI, and to examine
potential risk factors associated with UI and subtypes, by
applying a consistent methodology, definition of UI and
include women within the same age span (18+ years),
making comparison between countries possible.

Material and methods

This survey includes women aged 18+ years, living in the
area of the Fehmarnbelt Region. Fehmarnbelt is a region
that covers Region Zealand in Denmark and the districts
Pl€on and Ostholstein and the city of L€ubeck in Germany.
A total of 8000 women were selected randomly, 4000 in
each country, distributed according to 10-year age groups,
with the first (18–29 years) and the last age group
(80+ years) being longer than 10 years. Women were
selected randomly from The Danish Civil Registration
System in Denmark, and from local resident registration
offices in Germany, who provided contact information.
The women were selected from urban and rural counties,
although this was not a distribution criterion. Urban and
rural were defined by the Federal Institute for Building,
Urban and Regional Research [Bundesinstitut f€ur Bau-,
Stadt- und Raumforschung (BBSR)] (11) in Germany and

by the EUROSTAT DEGURBA-variable in Denmark
according to Statistics Denmark (12).

UI is defined as any complaint of involuntary loss of
urine as described by the 2002 International Urogynecology
Association/International Continence Society terminology
(13). The International Consultation on Incontinence
Modular Questionnaire Urinary Incontinence Short Form
(ICIQ UI-SF) was used to assess the prevalence of UI
including subtypes and its severity and bother, within the
latest four weeks. The ICIQ UI-SF is a validated self-report
questionnaire (14,15). The German version has been vali-
dated by the MAPI institute. The ICIQ-UI SF includes a
score (total ICIQ score), range 0–21, describing the severity
and bother of UI, with zero being no leaking, and no
bother. It contains a self-diagnostic question regarding sub-
type of UI, which has been shown to be a good screening
instrument when assessing UI subtypes (SUI, UUI and
MUI) (16). If a woman answered that she was incontinent
in addition to when coughing and/or sneezing, or inconti-
nent in addition to physical activity, she was categorized as
having SUI. If a woman experienced incontinence before
she could reach a toilet, during sleep, after a toilet visit,
without reason and constantly, she was categorized as hav-
ing UUI. If a woman reported a combination of stress and
urgency symptoms, she was categorized as having MUI.
BMI (kg/m2) categories was classified according to the
World Health Organization recommendations as normal
weight (BMI 18.50–24.99), pre-obese (BMI 25.00–29.99),
obese class I (BMI 30.00–34.99), obese class II (BMI 35.00–
39.99) and obese class III (BMI 40+) (17). Because of a
small number of women in the obese group III, the data in
obese group II and III were merged. Height (meters),
weight (kilograms) and information regarding co-morbid-
ities were self-reported. Questions concerning socio-demo-
graphics were also included. The questionnaire was send by
post with freepost return envelopes. Two reminders were
sent with three-week intervals to non-responders. Data was
kept in a password-protected Access-file to which only
study personnel had access.

The project was submitted to and approved by the
Regional Research Ethics Committees in Germany (refer-
ence number 12-089). According to Danish legislation,

Key Message

Urinary incontinence is prevalent among a large pro-
portion of women aged 18+ years in the two regions
in Germany and Denmark. Age and obesity are
prominent risk factors. Different attitudes towards
answering a questionnaire present a risk of selection
bias.
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observational non-intervention studies do not require
ethics approval. This study was approved by the Danish
Data Protection Agency (reference number 2008-58-0020).

Statistical analyses

Descriptive statistics were used to describe the partici-
pants as absolute numbers and percentages of responders.
A Chi-square test was used to compare categorical vari-
ables. Independent sample t-test and one-way ANOVA
were used when comparing continuous variables. Binary
logistic regression analysis was conducted to identifying
potential risk factors of UI. The binary logistic regression
analysis was performed on merged data from Germany

and Denmark, but also for each country separately. The
binary logistic regression analysis was preceded by uni-
variate analysis for variable selection. To adjust for multi-
ple testing, the cut-off level for inclusion in the binary
logistic regression model was a p-value <0.01. The vari-
able origin was also included in the binary logistic regres-
sion analysis, to adjust for any differences between the
two countries, even though origin was not significantly
associated with the prevalence of UI in the univariate
analysis. The variable socioeconomic status was based on
household income. Socioeconomic status was not
included in the binary logistic regression analysis because
of the differences in the tax systems of the two countries,
this variable was unsuitable to merge. County was not

Table 1. Characteristics of responding women in Germany and Denmark.

Germany

ntotal = 1849

Denmark

ntotal = 2666

p-valuean % n %

Age groups (years) 0.245

18–29 181 9.8 221 8.3

30–39 210 11.4 275 10.3

40–49 455 24.6 671 25.2

50–59 516 27.9 743 27.9

60–69 286 15.5 433 16.2

70–79 150 8.1 222 8.3

80+ 51 2.8 101 3.8

Body mass index (kg/m2) 0.331

<25 957 52.7 1412 53.9

25–29.99 514 28.3 743 28.4

30–34.99 217 12 315 7.1

≥35 127 7 148 5.7

Parity (N) <0.001
0 503 27.3 467 17.6

1 408 22.2 401 15.1

2 612 33.3 1213 45.7

3 223 12.1 441 16.6

4+ 93 5.1 133 5

Diabetes mellitus 105 5.7 122 4.6 0.095

Hypertension 426 23 549 20.6 0.049

Parkinsonism 6 0.3 6 0.2 0.523

Chronic obstructive pulmonary disease 163 8.8 159 6 <0.001
At least one co-morbidity 591 32 691 25.9 <0.001
No diseases 767 41.5 1367 51.3 <0.001
Work situation <0.001

Student 99 5.5 159 6

Working 1033 57 1608 60.7

Pensioner 438 24.1 647 24.4

Unemployed 103 5.7 100 3.8

Other 141 7.8 134 5.1

Married or in a long-lasting partnership 0.026

Yes 1324 72.8 2003 75.8

No 495 27.2 641 24.2

aThe p-values from chi-square tests. Comparison between responding women in Germany and Denmark.
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included in the binary regression analysis, since the defi-
nitions of urban and rural in the two countries were dif-
ferent, and therefore not suitable for merging. For the
binary logistic regression analysis a p-value <0.05 was
used to determine statistical significance. The 95% confi-
dence intervals (CI) were based on bootstrapping with
1000 samples included. All analyses were performed using
SPSS version 23 (IBM Corp, Armonk, NY, USA).

Results

In Germany 1856 women (46.6%) responded, 623
refused, 115 had an unknown address, 34 had died and
1372 did not respond. Seven women from Germany did

not provide their date of birth and had to be excluded,
giving a total response of 1849 women (46.2%). In Den-
mark, 2666 women (66.6%) responded, 376 refused, 34
had an unknown address, six were dead and 918 did not
respond. Significantly fewer women responded in Ger-
many (46.2%) than in Denmark (66.6%) (p < 0.001).
The mean ages of the German responders and non-
responders were 50.3 and 49.7 years, respectively (p =
0.276); in Denmark the mean ages were 51.7 and
49.4 years, respectively (p < 0.001). The mean age of the
responding women in Germany and Denmark were simi-
lar (p = 0.245). The age range was 18–96 and 18–101
among the responding women in Germany and Denmark,
respectively. Based on the BBSR definition of

Table 2. Prevalence of urinary incontinence (UI) and distribution of stress- (SUI), urgency- (UUI) and mixed urinary incontinence (MUI) according

to age in Germany and Denmark.

Age group

(years)

Germany Denmark

ntotal UI % SUI % UUI % MUI % ntotal UI % SUI % UUI % MUI %

18–29 34 18.8 7.7 6.1 5 45 20.4 5.9 9 5.4

30–39 78 37.1 23.3 5.7 8.1 117 42.5 21.8 10.9 9.8

40–49 227 49.9 27.9 8.6 13.4 339 50.5 27.9 9.4 13.3

50–59 298 57.8a 29.8 11.4 16.5 374 50.3 23.7 10.8 15.9

60–69 143 50 23.1 14 12.9 198 45.7 17.6 13.2 15

70–79 83 55.3 23.3 14 18 104 46.8 21.2 18.5 7.2

80+ 31 60.8 13.7 33.3 13.7 59 58.4 11.9 20.8 25.7

All ages 894 48.3 24.5b 10.7 13.1 1236 46.4 21.4 11.7 13.2

ntotal, number of women with urinary incontinence, according to age.
aSignificant difference in prevalence of urinary incontinence in the agegroup 50-59 years Germany vs Denmark, p = 0.019.
bSignificant difference in prevalence of SUI all ages combined Germany vs Denmark, p = 0.040.
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Figure 1. Prevalence of urinary incontinence by age in Germany, Denmark, and combined.
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urbanization, 59.7% of the German responders lived in
urban areas and 40.3% in rural areas, compared with the
non-responders, 55.6 and 44.4% of whom lived in urban
and rural areas, respectively (p = 0.009). Based on the
EUROSTAT definition of urbanization, 51% of the Dan-
ish responders lived in urban areas and 49% in rural
areas, compare to the non-responders where 51.9 and
48.1% lived in urban and rural areas respectively
(p = 0.094). The response rate to the question regarding
household income was significantly lower in Germany
(59.8%) than in Denmark (85.4%) (p < 0.001), but was

similar to the question regarding the prevalence of UI
symptoms (Germany 97.5%, Denmark 97.9%, p = 0.343).

Table 1 shows the characteristics of the responding
women in Germany and Denmark. Age, BMI, prevalence
of diabetes mellitus (DM) and Parkinsonism were similar,
but parity, prevalence of hypertension, chronic obstruc-
tive pulmonary disease (COPD), at least one co-morbid-
ity, work situation and marriage status differed in the
two groups.

In Germany, 48.3% of the women had experienced UI
“at least sometimes” within the latest four weeks,
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Figure 2. Mean total ICIQ score for stress-, urgency- and mixed urinary incontinence by age, with 95% confidence interval (merged data from

Germany and Denmark).
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compared with 46.4% in Denmark [odds ratio (OR) 0.9;
95% CI 0.8–1; p = 0.188] (Table 2). Although the overall
prevalence of UI did not differ significantly between the
two countries, German women in the age group
50–59 years reported UI more frequently (57.8%) than
Danish women did (50.3%) (p = 0.019) (Table 2). The
prevalence of UI increased in both countries until reach-
ing a plateau at 50–59 years, then decreased slightly and
increased again to its maximum at 80+ years (Figure 1).
SUI was the most prevalent subtype of UI in Germany
(24.4%) and Denmark (21.4%), compared with UUI and
MUI (Table 2; p = 0.04). Younger women were most
likely to have SUI, and the elderly (80+) to have UUI and
MUI in Germany and Denmark, respectively.

The mean total ICIQ score for all women with any UI
in Germany was 6.6 (95% CI 6.3–6.8) and in Denmark
6.7 (95% CI 6.5–6.9) (p = 0.341). The mean total ICIQ
score for women with any UI increased significantly
across all age groups (p < 0.001), with the age group
80+ years presenting the highest score (10; 95% CI 8.7–
11.1). Women with MUI reported a higher mean total
ICIQ score in all age groups, than did women with UUI
and SUI, respectively (p < 0.001) (Figure 2).

The subgroup of women with BMI ≥35 had the highest
prevalence of UI (67.3%) (Figure 3). The subgroup of
women with BMI <35 were more likely to report SUI,
and the subgroup of women with BMI ≥35 were more
likely to report MUI. Prevalence of UUI did not differ
significantly between the subgroups of women in the dif-
ferent BMI categories (Figure 4). Women with BMI <25

had a significant lower mean total ICIQ score (6.1; 95%
CI 5.8–6.3) compared with women with BMI >35 (8.1;
95% CI 7.5–8.7) (p < 0.001).

Age, DM, hypertension, COPD, at least one co-mor-
bidity, parity, vaginal delivery and BMI were significantly
associated with UI in univariate analyses, but not Parkin-
sonism or cesarean (Table 3).

Binary logistic regression analyses revealed that age
had the highest impact as a risk factor for UI, followed
by obesity, vaginal deliveries, COPD, DM, and at least
one co-morbidity (Table 4). The risk of UI was inde-
pendent of the number of vaginal deliveries, the risk
remaining around 1.5. The same trend was observed
when the risk was analyzed for each country separately
(data not shown). Age was the most important risk fac-
tor in relation to SUI, followed by vaginal deliveries,
DM and obesity, respectively. For UUI, age had the
highest impact, as well as having at least one co-mor-
bidity. For MUI, age and obesity had similar impacts as
risk factors for UI, followed by having at least one co-
morbidity and COPD, respectively (Table 4). When
adjusting for all risk factors, the prevalence of UI
remained similar in the two countries (adjusted OR 0.9;
95% CI 0.8–1; p = 0.101).

Discussion

Despite the use of the same methodology, this survey
resulted in significantly different response rates in Ger-
many and Denmark. This indicates a difference in the

65

75

55

35

45

Pr
ev

al
en

ce
 (%

)

SUI

UUI

MUI

25

5

15

<25 25–29,9 30–34,9 >35

Body mass index (kg/m2)

Figure 4. Prevalence of stress-, urge- and mixed urinary incontinence by body mass index categories (kg/m2), with 95% confidence intervals

(merged data from Germany and Denmark).
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attitudes of German and Danish women towards answer-
ing a postal questionnaire. Response rates in the Euro-
pean Social Survey were also lower in Germany than in
Denmark in six of seven surveys (18). The response rate
on the question regarding household income was also
affected by this difference, since only 60% of the German
women answered this question compared with 85.4% of
the Danish women, but it did not affect the question
regarding UI. As this variation in the attitudes of the two
population may result in selection bias, it has to be taken
into consideration when comparing prevalence studies.

The prevalence rates in Germany and Denmark were
high, but still within the range of earlier studies (1,2).
Using the International Urogynecology Association/Inter-
national Continence Society definition of UI from 2002,
evaluating symptoms within the last four weeks and
including women aged 18+ years, our results are compa-
rable with Hunskaar et al.’s study, who observed a similar
prevalence rate of UI in Germany (41%) (9). But contrast
Irwin’s EPIC study (7), which reported a prevalence rate
of 11.4% (19) in a German female population aged
18+ years. Irwin used telephone interviews to assess the
presence of UI. Due to the intimacy of the subject, this
method may result in underreporting of the symptoms of
UI. Both studies (7,9) were industry-funded. In 2000,
Møller et al. (20) conducted a postal survey among
women aged 40–60 years in Denmark and observed a
prevalence rate of UI weekly or more at 16.1%, with no
time limit included. Our prevalence rate observed in Den-
mark was different (46.6%) because we included women
aged 18+ years, had a time limit (latest four weeks), and
assessed UI symptoms “at least sometimes.” Rohr et al.
(21) included Danish women aged 46–94, and used face-
to-face interviews with open questions. They observed a
prevalence rate at 31%, which may have been underesti-
mated due to the intimacy of the subject, and because of
a high dropout among the elderly.

The prevalence pattern according to age corresponds to
previous studies (5,9). We observed a plateau around
menopause, which might be caused by the high propor-
tion of obese women in these specific age groups and
menopausal transition (22). One reason for the decrease
in prevalence after menopause might the remission of
symptoms after childbirth (23). If divided into subtypes,
the decrease in SUI after menopause can be explained by
the above-mentioned reasons. Additionally, it may also be
an expression of the dynamic movement between the
subtypes. Thus, women with SUI may develop urgency
symptoms as they age. This can explain the post-
menopausal decrease in SUI and the following increase in
MUI. This hypothesis is supported by a longitudinal
study (24) observing that while most de novo UI cases
were SUI or UUI, a new diagnosis of MUI was made
mainly in women who had previously reported SUI or
UUI.

In agreement with previous studies, we observed a
strong positive association between prevalence of UI and
obesity (25–27). This observation was substantiated by
Noblett (28), who reported an association between BMI
and intra-abdominal and intravesical pressure, suggesting
that obesity may stress the pelvic floor secondary to a
chronic state of increased pressure. Subtype analysis
revealed only a weak association between SUI and BMI.
Khullar et al. (8) observed an odds ratio of getting SUI of

Table 3. Univariate analysis of potential risk factors for urinary

incontinence status. (Merged data from Germany and Denmark).

Variables ntotal

Urinary

incontinence

p-

valuea
Yes;

%

No;

%

Age group (years) <0.001
18–29 402 19.7 80.3

30–39 485 40.2 59.8

40–49 1126 50.3 49.7

50–59 1259 53.4 46.6

60–69 719 47.4 52.6

70–79 372 50.3 49.7

80+ 152 59.2 40.8

Diabetes mellitus 227 64.8 35.2 <0.001
Hypertension 975 54.7 45.3 <0.001
Chronic obstructive pulmonary

disease

322 58.4 41.6 <0.001

At least one co-morbidity 1282 56.2 43.8 <0.001
Parkinsonism 12 66.7 33.3 0.176

Parity (n) <0.001
0 968 30.6 69.4

1 809 46.1 53.9

2 1825 53.9 46.1

3 664 52.4 47.6

4+ 226 54.4 45.6

Vaginal deliveries (n) <0.001
0 1667 38.7 61.3

1 612 48 52.5

2 1418 54.4 45.6

3 493 52.3 47.7

4+ 174 55.2 44.8

Cesarean (n) 0.171

0 4013 47.7 52.3

1 165 40.6 59.4

2+ 186 45.2 54.8

Body mass index categories (kg/m2) <0.001
<25 2369 40.6 59.4

25–29 1257 50.1 49.9

30–34 532 59 41

≥35 275 67.3 32.7

aThe p-values from the chi-square tests. Comparison between

responding women with and without urinary incontinence.
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1.62 and 1.91 in the overweight and obese groups (BMI
>30) of women, respectively. But the risk of MUI
increased with enhancing BMI, with an OR 3.7 in the
most obese group of women. This was also observed by
Khullar et al. (8). A hypothesis could be that a dynamic
movement also exists between the subtypes as BMI
changes. Accordingly, women with SUI develop urgency
symptoms as they gain weight. This will explain the
decrease of SUI and increase of MUI with enhancing
BMI. However, this is uncertain since inconsistent results
exist regarding the association between the different sub-
types of UI and BMI (21,26,29,30). This diversity is prob-
ably due to pure differentiation between the subtypes of
UI, and systematic bias, due to self-reporteding of weight
and height.

The prevalence of UI was similar in Germany and Den-
mark (unadjusted OR 0.9; 95% CI 0.8–1, p = 0.188),
despite a disparity of some of the risk factors among the
responding women. When adjusting for all possible avail-
able risk factors (age, BMI, delivery route, DM, COPD,
and at least one co-morbidity), the prevalence of UI in
Germany and Denmark remained similar (OR 0.9; 95%
CI 0.8–1), hence the effect of these differences was not

great enough to have an impact on the similarity between
the two countries.

The strength in this study was the use of a consistent
method, definition of UI and population in both coun-
tries, making comparison possible. We used a valid and
recommended questionnaire. With a sample size of 4555
women, our estimates are reliable, expressed by the nar-
row confidence intervals, despite a lower response rate in
Germany. Due to the intimacy of the subject of UI, self-
selection bias is a possibility. Recall bias may exist since
women were asked about symptoms that occurred in the
last four weeks. BMI was based on self-reported weight
and height, and obese and small women may have given
incorrect answers, resulting in a systematic bias. The
above-mentioned biases could have affected our estimates
negatively, but since our estimates were similar to those
of previous studies, we think that they only had a minor
influence. The OR expressing the association between
parity and the risk of UI in the binary regression analysis
is likely diminished, since the age span in this study was
18–101 years, and it has been observed in earlier studies
that the effect of parity fades with age (23). The observa-
tions regarding whether the women lived in urban or

Table 4. Binary logistic regression analysis of risk factors for urinary incontinence, stress-, urge- and mixed urinary incontinence, adjusted for

origin. (Merged data from Germany and Denmark).

Variable

UI SUI UUI MUI

OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value

Age group (years)

18–29 1 <0.001 1 <0.001 1 <0.001 1

30–39 2.2 1.6–3 3.1 2–5 1.2 0.7–2 1.5 0.8–2.5 <0.001
40–49 3.1 2.3–4.1 3.9 2.5–6 1.3 0.8–2 2.1 1.3–3.5
50–59 3.3 2.5–4.4 3.4 2.2–5.2 1.6 1.1–2.5 2.5 1.5–4
60–69 2.3 1.6–3.1 2 1.3–3.3 2.0 1.3–3.2 2 1.2–3.4
70–79 2.5 1.7–3.6 2.3 1.4–3.8 2.8 1.7–4.7 1.5 0.8–2.7
80+ 4.2 2.7–6.7 1.2 0.6–2.3 5.1 2.8–9.1 3.9 2–7.4

Diabetes mellitus 1.5 1.1–2.1 0.007 1.4 1–2 0.035 0.8 0.5–1.2 0.318 1.4 1–2 0.055

Hypertension 1 0.8–1.2 0.932 1.1 0.9–1.4 0.27 0.8 0.6–1.1 0.138 1 0.8–1.3 0.906

Chronic obstructive pulmonary disease 1.5 1.2–1.9 0.002 1.2 0.9–1.6 0.118 0.8 0.6–1.2 0.341 1.7 1.2–2.2 0.001

At least one co-morbidity 1.5 1.3–1.7 <0.001 0.9 0.8–1.1 0.516 1.3 1–1.6 0.023 1.8 1.5–2.2 <0.001
Vaginal delivery (n)

0 1 <0.001 1 <0.001 1 0.661 1 0.575

1 1.3 1.1–1.6 1.5 1.2–1.9 0.8 0.6–1.1 1.1 0.8–1.5
2 1.7 1.4–2 2 1.6–2.4 0.9 0.7–1.1 1.2 0.9–1.5
3 1.4 1.1–1.8 1.6 1.3–2.1 0.8 0.6–1.2 1.2 0.9–1.6
4+ 1.5 1.1–2.1 1.6 1.1–2.3 0.9 0.5–1.4 1.3 0.8–2

Body mass index categories (kg/m2)

<25 1 0.001 1 0.015 1 0.215 1 <0.001
25–29.99 1.3 1.1–1.5 1.3 1.1–1.5 1 0.8–1.2 1.2 1–1.5
30–34.99 1.9 1.5–2.3 1.2 1–1.6 1.1 0.8–1.5 2.2 1.7–2.9
≥35 2.7 2–3.5 0.9 0.7–1.3 1.5 1–2.1 3.7 2.7–5.1

Independent variables included in the regression model: origin, age, diabetes mellitus, hypertension, chronic obstructive pulmonary disease, at

least one co-morbidity, vaginal delivery, body mass index.

CI, confidence interval; OR, odds ratio.
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rural areas gives the impression that a bigger proportion
of the German women who responded, lived in urban
areas, compared with the Danish women who responded.
However, the definitions of urban and rural are different
in the two countries (BBSR and EUROSTAT defines
urban/rural in Germany and Denmark respectively), so
this result is biased and invalid. This is also why the vari-
able “urban/rural” cannot be included in the multivari-
able regression analyses and hence cannot be merged.

Life expectancy is increasing, as is the prevalence of
obese women worldwide. Since both factors demonstrate
strong association with UI, one would expect the preva-
lence of UI also to increase in the future. Health profes-
sionals need to be aware of this growing health issue, and
to encourage obese women to lose weight.

We reported similar prevalence of UI in Germany
(48.3%) and Denmark (46.4%), despite significantly dif-
ferent response rates. The risk of UI increased signifi-
cantly with age, obesity, vaginal delivery, the presence of
COPD, DM and at least one co-morbidity. The difference
in the attitudes of the two population towards answering
a questionnaire is a new circumstance that has to be
taken into consideration, in addition to methodology, the
definition of UI and the population included, in studies
comparing prevalence of UI, since these differences may
affect the outcome.
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Abstract
Introduction and hypothesis The aim of the study was to eval-
uate the predictors and reasons for help-seeking behavior
among women with urinary incontinence (UI) in Germany
and Denmark.
Methods This international postal survey was conducted in
2014. In each country, 4,000 women of at least 18 years of
age were randomly selected. The questionnaires included val-
idated items regarding help-seeking behavior and the ICIQ-UI
SF. UI was defined as any involuntary loss of urine. Binary
logistic regression analysis was used to assess factors
predicting help-seeking behavior. Reasons for seeking or not
seeking help were evaluated in terms of the severity of UI and
as the most frequently reported.
Results Of 1,063 Danish women with UI, 25.3% had
consulted a physician compared with 31.4% of 786 German
women with UI (p = 0.004). The severity and duration of UI,

and actively seeking information regarding UI, were signifi-
cant independent predictors of help-seeking behavior. Women
with slight/moderate UI did not seek help because they did not
consider UI as a problem, whereas of women with severe/very
severe UI, German women reported that other illnesses were
more important and Danish women reported that they did not
have enough resources to consult a physician.
Conclusions Only a small proportion of women with UI had
consulted a physician, and the driving forces for help-seeking
behavior were severity and duration of UI and actively seek-
ing information regarding UI. Public information campaigns
might enhance consultation rates providing that passively re-
ceiving and actively seeking information have the same ef-
fects on help-seeking behavior. We show for the first time that
reasons for not consulting a physician for UI vary depending
on the severity of the UI.

Keywords Epidemiology . Female . Help-seeking behavior .

Patientacceptanceofhealthcare .Surveysandquestionnaires .

Urinary incontinence

Introduction

Urinary incontinence (UI) is defined as the involuntary loss of
urine [1]. Its prevalence is associated with advancing age,
body mass index, childbirth and a range of comorbidities [2,
3]. Despite the fact that UI is a common condition, affecting
25–45% of women [3, 4], only a minority (14–38%) seek
professional help [5–9], even though effective treatment op-
tions are available [10]. Help-seeking behavior is affected by a
variety of factors (i.e. predictors). In incontinent women these
predictors may be UI-related, for example type of UI, dura-
tion, frequency and amount of leakage [5, 6, 8], or non-UI-
related, for example age [6, 8], and perceptions of or attitudes
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towards healthcare [7, 8], for example willingness to stay on
long-term medication and acceptability of surgery [5, 8].
Additionally, the organization of the healthcare system may
also play a role in the decision to seek help.

Although UI affects everyday living and health-related
quality of life in many women [11], the severity and nature
of the symptoms are variable [12], and a majority of inconti-
nent women only experience slight symptoms [13]. Several
authors have observed that help-seeking behavior is affected
by the severity of the UI [5, 6, 8], but reasons for consulting a
physician (i.e. a trigger for help-seeking behavior) or for not
consulting a physician (i.e. a barrier to help-seeking behavior)
are usually not evaluated in relation to UI severity [7, 8, 14,
15]. Stratification of the reasons in terms of UI severity is
important since otherwise results may be biased by the large
number of women with slight symptoms of UI, who may not
want any treatment because of the low impact on their health-
related quality of life.

The healthcare systems in Germany and Denmark are dif-
ferent. In Germany the healthcare system allows free access to
all specialists in private practice, and women with UI can
select a specialist themselves. In Denmark patients have to
consult a general practitioner, who acts as a gatekeeper, re-
garding their health issue (except for ophthalmology and oto-
rhinolaryngology for which they can consult a specialist). The
Danish GP has to perform the initial examination and treat-
ment, and if necessary refer the patient to a specialist in private
practice or a hospital. By comparing Denmark and Germany,
we were able to explore whether these differences in the two
healthcare systemsmay result in a discrepancy in help-seeking
behavior among incontinent women.

The aims of this study were to evaluate the help-seeking
behavior among women with UI of at least 18 years of age in
Germany and Denmark, and determine factors predicting
help-seeking behavior. We also evaluated the reasons for seek-
ing treatment (i.e. triggers) or not seeking treatment (i.e. bar-
riers) for each subgroup of women in relation to the severity of
their UI. Because to our knowledge a validated instrument for
evaluating help-seeking behavior did not exist at the begin-
ning of our study, we developed and validated a new
instrument.

Materials and methods

This mixed methods international study was conducted in the
crossborder Fehmern Belt region in 2014. The Fehmern Belt
region covers the districts of Plön and Ostholstein and the city
of Lübeck in Germany and the Zealand region of Denmark.
We invited 8,000 women of at least 18 years of age to partic-
ipate, 4,000 in each country, corresponding to approximately
1.7% of the female population in the area. The women were
selected randomly through the Danish Civil Registration

system and local residents’ registration offices in Denmark
and Germany, respectively. They provided information re-
garding name, address and (in Denmark only) date of birth.
The sample was distributed according to 10-year intervals,
with the youngest and oldest age groups (18–29 years and
80+ years) including an age range of more than 10 years.

Data were collected by postal survey. Questionnaires were
sent with post-free return envelopes. Two reminders contain-
ing the questionnaire were mailed to nonresponders at 3-week
intervals. All sensitive personal data were kept in a password-
protected Access-file. All the women in the Access file were
given an ID number. Data from the survey were recorded
against this ID number in a separate file. After completion of
the survey, all personally identifiable data in the Access-file
were deleted.

UI was defined according to the 2002 International
Urogynecology Association/International Continence
Society terminology [1], as the complaint of involuntary
loss of urine. Stress UI was defined as incontinence when
sneezing or on physical activity. Urgency UI was defined
as incontinence before reaching the toilet, when asleep,
after finishing urinating, for no obvious reason, or all of
the time. Mixed UI was defined as a combination of
symptoms of stress and urgency UI. Help-seeking behav-
ior was defined as having sought help from a physician
regarding UI symptoms (i.e. consulted a physician), and is
expressed as the consultation rate. Consultation rate was
defined as the proportion of women with UI who had
consulted a physician. The International Standard
Classification of Education 2011 (ISCED11) matrix was
used [16] to compare levels of education between the
German and Danish women. The ISCED11 matrix is an
international official classification of education used to
categorize and report internationally comparable educa-
tion statistics.

The questionnaire consisted of 25 items, 9 items regarding
demographics, 4 items of the International Consultation on
Incontinence Modular Questionnaire Urinary Incontinence
short form (ICIQ-UI SF), and 12 new validated items devel-
oped by the project group. The new items deal with statements
and the woman’s attitudes towards help-seeking behavior and
reasons for seeking help (i.e. triggers) and not seeking help
(i.e. barriers).

Development and validation of the new items
regarding help-seeking behavior

We used an exploratory sequential design to create the
new items [17]. Twelve new items were formulated by
qualitatively exploring the topic help-seeking behavior
through interdisciplinary expert rounds (including gyne-
cologists, an anthropologist, a sociologist, a social scien-
tist and an epidemiologist) and eight focus group
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interviews, four in each country, including 58 women
with UI, who either had or had not sought professional
help [18]. All the new items were categorical variables.

The items were initially formulated in English, and then
translated intoDanish andGerman (forward–backwards trans-
lation) following the TRAPD model [19].

The COSMIN terminology was used in the validation
process [20]. The Danish version was psychometrically
tested for content validity [20]. Cognitive interviews were

performed with ten Danish women with UI individually.
The interviews were conducted using concurrent, scripted
probing, and retrospective and spontaneous probing [21],
and led to a slight modification of the questionnaire. To
assess the test-retest reliability [20], 27 women with UI
completed the questionnaire twice with 3 weeks interval.
The results showed good reliability (kappa value >0.60)
in 70.4% of the items, moderate reliability (kappa value
0.21–0.59) in 20.4% of the items, low reliability (kappa

Table 1 Consultation rates in German and Danish women with UI according to their demographic characteristics

German women Danish women

Number of women with UI Consultation
rate (%)a

p value Number of women with UI Consultation
rate (%)a

p value

Overallb (n=1849) 786 31.4 1,063 25.3

Age (years) (n=1847)
18–44 187 22.5 0.001 264 18.6 <0.001
45–59 383 30.8 501 24.4

60+ 214 39.7 298 32.9

Diabetes mellitus (n=1849) 56 33.9 0.675 70 22.9 0.626

Hypertension (n=1849) 215 36.3 0.072 239 29.7 0.075

Parkinsons's disease (n=1849) 2 100 0.036 4 50 0.255

Chronic obstructive pulmonary
disease (n=1849)

89 38.2 0.144 82 36.6 0.014

At least one comorbidity (n=1849) 303 38.6 0.001 333 29.1 0.053

Parity (n=1842)
0 156 22.4 0.01 108 16.7 0.077
1 168 26.2 158 24.7

2 299 35.5 546 26

3 108 38 191 25.7

4+ 51 37.3 57 36.8

Body mass index (kg/m2) (n=1816)
<25 339 26.5 0.078 482 24.3 0.881
25–29.9 228 34.6 319 26.6

30–34.9 118 35.6 160 26.3

35+ 82 36.6 88 26.1

Educational level based on ISCED11 (n=1828)
Basic (ISCED11 0/2) 463 33 0.42 169 31.4 0.133
Secondary (ISCED 3) 82 26.8 396 24.5

Higher (ISCED11 4–8) 230 29.6 488 23.8

Employment status (n=1832)
Student 20 10 <0.001 33 21.2 <0.001
Working 430 26.7 666 20.1

Senior citizen 215 41.4 264 34.8

Unemployed 43 27.9 41 31.7

Other 62 38.7 58 37.9

Married/long-term relationship (n=1835)
Yes 208 29.8 0.464 257 27.2 0.437
No 568 32.6 802 24.8

a Proportion of women with urinary incontinence who had consulted a physician
b Consultation rates significantly different between German and Danish women (p < 0.001)
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value <0.20) in 1.8% of the items, and in 7.4% of the
items a kappa value was not calculated because there were
too few cases in the contingency table. No further modi-
fications were made to the Danish version. The modifica-
tions were adapted for the German version of the ques-
tionnaire. Crosscultural validity was then tested by nine
cognitive interviews with incontinent women. The inter-
views indicated no problems with understanding the ques-
tions or the answers.

The ICIQ-UI SF is a validated and recommended instru-
ment [22, 23] used to assess symptoms of UI and the impact of
UI on quality of life. It evaluates symptoms during the previ-
ous 4 weeks. ICIQ-UI SF is acceptable for diagnosing sub-
types when compared to stress testing and urodynamic testing
[24]. The severity and bother of UI were evaluated according
to the total ICIQ score as slight UI (score 1–5), moderate UI
(score 6–12), severe UI (score 13–18) and very severe UI
(score 19–21). These severity categories correlate with the
Incontinence Severity Index [25]. Because only a small num-
ber of respondents reported symptoms of very severe UI,
women with severe UI and very severe UI were merged to
form one group. The Danish version has been tested for psy-
chometric properties [26] and the MAPI Health Research and
Commercialization Institute center has validated the German
version (personal information).

Ethics

The project was conducted in accordance with the principles
of the Declaration of Helsinki and the laws and regulations
that apply to health research [27]. The project was approved
by the Regional Research Ethics Committees in Germany
(J.nr. 12-089). According to Danish legislation, observational
studies do not require ethical permission. This study was ap-
proved by the Danish Data Protection Agency (J.nr. 2008-58-
0020).

Statistics

Data are presented as absolute numbers of women with UI and
the percentage of women with UI who had consulted a phy-
sician regarding their UI symptoms (the consultation rate).
The chi-squared test, t test, Fisher’s exact test and ANOVA
were used to evaluate the associations between UI-specific
and non-UI-specific variables and the consultation rate. All
univariate analyses were performed on merged data and for
each country separately. Only data for each country are shown
in the tables. Binary logistic regression analysis was per-
formed to assess factors independently significantly associat-
ed with help-seeking behavior (i.e. the consultation rate).
Variables significantly associated with the consultation rate

Table 2 Consultation rates in German and Danish women with UI according to incontinence-associated factors

German women Danish women

Number of women with UI Consultation
rate (%)a

p value Number of women with UI Consultation
rate (%)a

p value

Frequency of UI (n=1838)
About once a week or less 433 20.8 <0.001 605 14.4 <0.001
Two or three times a week 144 27.8 222 27.9

About once a day 69 42 64 37.5

Several times a day 125 63.2 144 55.6

All the time 12 75 20 60

Severity of UI (ICIQ score) (n=1825)
Slight (1–5) 394 16.2 <0.001 508 10 <0.001
Moderate (6–12) 315 42.9 408 29.7

Severe/very severe (13–21) 67 70.1 133 66.9

Duration of current UI (years) (n=1811)
<3 331 21.5 <0.001 373 16.4 <0.001
3–5 221 37.1 293 27.3

6–10 105 34.3 206 32.5

>10 115 50.4 167 35.3

UI subtype (n=1849)
Stress 328 27.5 0.001 464 19 <0.001
Urgency 175 27.4 268 28.4

Mixed 229 41 331 31.7

a Proportion of women with urinary incontinence who had consulted a physician
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in the univariate analysis based on combined data were includ-
ed in a binary logistic regression analysis model. Binary lo-
gistic regression analysis was performed on merged data,
where country of origin was included to adjust for any differ-
ences between the countries, and for each country separately.
A receiver operating characteristic curve, combining the pre-
dicted probabilities from the binary logistic regression model
and help-seeking behavior (i.e. the consultation rate as test
variable) was created, and the area under the curve was used
to determine the discriminating ability of the binary logistic
regression model. Odds ratios (OR) were evaluated with 95%
confidence intervals (CI). To allow for multiple testing, the

threshold for significance was set conservatively at p < 0.01.
Reasons for seeking help for UI symptoms (i.e. triggers) or not
seeking help (i.e. barriers) are given as the most frequently
reported trigger/barrier stratified by country and UI severity.
SPSS version 23.0 was used for all statistical analyses.

Results

A total 8,000 women, 4,000 German and 4,000 Danish, were
invited to participate in the survey. Response rates and preva-
lences of UI have been reported previously [4]. Briefly the

Table 3 Consultation rates in women with UI according to general healthcare behavior and statements

German women Danish women

Number of women with UI Consultation
rate (%)a

p value Number of women with UI Consultation
rate (%)a

p value

Physician visits the most recent year (n=1837)
0 to 4 539 27.8 0.003 867 22.6 <0.001
5 to 10 169 37.9 149 34.9

11+ 75 44 38 47.4

Regular health checks (n=1836)
Yes 614 34.7 0.001 420 28.1 0.093
No 164 20.7 638 23.5

Do you actively seek information regarding UI (n=1834)
Yes 201 64.7 <0.001 180 53.9 <0.001
No 578 20.2 875 19.2

Who raises the topic UI during consultation? (n=1794)
Me as the patient 572 33.6 0.012 910 25.8 0.108
The physician 196 24 116 19

Statement: BI do not like to discuss the topic of UI with my physician^ (n=1739)
Agree 109 27.5 0.35 108 20.4 0.237
Disagree 615 32 907 25.6

Statement: BI am ashamed of having UI^ (n=1722)
Agree 157 38.9 0.026 221 33 0.001
Disagree 559 29.5 785 22.5

Statement: BI blame myself for having UI^ (n=1718)
Agree 225 32 0.947 515 22.3 0.073
Disagree 493 32.3 485 27.2

Statement: BI do not think any treatment can help my UI^ (n=1697)
Agree 178 33.7 0.463 265 23.4 0.341
Disagree 530 30.8 724 26.4

Statement: BI do not want to take prescription medicine for my UI^ (n=1706)
Agree 460 28.5 0.005 529 18 <0.001
Disagree 253 38.7 464 32.5

Statement: BI do not want to get surgery for my UI^ (n=1715)
Agree 524 27.1 <0.001 532 16.4 <0.001
Disagree 198 44.4 461 34.1

Statement: BI have more faith in alternative medicine than in traditional medicine concerning UI^ (n=1613)
Agree 290 27.6 0.026 161 24.2 0.869
Disagree 381 35.7 781 24.8

a Proportion of women with urinary incontinence who had consulted a physician
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response rates were 66.7% and 46.2% in Danish and German
women, respectively (p < 0.001). The mean ages of the
German responders and nonresponders were similar
(50.3 years and 49.7 years, respectively; p = 0.276), but the
mean ages of the Danish responders and nonresponders were
significantly different (51.9 years and 49.4 years, respectively;
p < 0.001). The age ranges of the German and Danish women
were 18–96 years and 19–101 years, respectively. The preva-
lences of UI Bat least sometimes^ during the previous 4 weeks
in Danish and German women were similar (46.4%, 1,236 of
2,666 women, and 48.4%, 894 of 1,849 women, respectively;
p = 0.632). Significantly more German women than Danish
women with UI had consulted a physician regarding their UI
symptoms (31.4% and 25.3%; p < 0.001; Table 1).

Univariate analysis of the association between the charac-
teristics and consultation rates in women of each country re-
vealed that age, having at least one comorbidity, childbirth and
employment status were associated with consultation rate
among German women (Table 1), but only age and employ-
ment status were associated with consultation rate among
Danish women (Table 1). In women of both groups combined,
age, hypertension, chronic obstructive pulmonary disease,
having at least one comorbidity, childbirth, educational level
and employment status were significantly associated with
consultation rate. The consultation rate increased with fre-
quency, severity and duration of UI in both groups of women
separately and in the combined group (Table 2). Women with
mixed UI had the highest consultation rate (41%), in contrast
to women with stress UI (27.5%) and urgency UI (27.4%;
p = 0.001 for both German and Danish women; Table 2).

The consultation rate increased significantly (p = 0.003 for
German women, p < 0.001 for Danish women) in relation to
the number of physician visits during the most recent year,
with the highest rate among women of both countries who
had consulted a physician 11 times or more (44% of German
women, 47.4% of Danish women; Table 3). The consultation
rate was significantly higher among women who had actively
sought information regarding UI (64.7% of German women,
53.9% of Danish women) than among women who had not
sought information (20.2% of German women, 19.2% of
Danish women; p < 0.001 for both groups; Table 3). Women
of both groups who were willing to take prescription medicine
and who were willing to get surgery for their UI symptoms
had significantly higher consultation rates (Table 3). Among
Danish women, those who were ashamed of having UI also
had significantly higher consultation rates (p < 0.001).

Factors predicting help-seeking behavior were evaluated
using binary logistic regression analysis performed on data
from both groups of women combined, where country of or-
igin was included to adjust for differences between the coun-
tries. The following variables were identified as independent
significant predictors of help-seeking behavior: severity of UI,
duration of UI, 11+ physician visits during the most recent
year, actively seeking information regarding UI, belief held
by the woman that she had to address the topic of UI during
consultation, and willingness to get surgery for UI symptoms
(Table 4). Having severe/very severe UI was the strongest
predictor (OR 7.4, 95% CI 3.9–13.9), followed by actively
seeking information regarding UI (OR 4.5, 95% CI 3.3–6.1).

Incontinent women were asked about triggers and barriers
for help-seeking behavior with regard to whether or not they
had sought help, and these were evaluated in relation to UI
severity. The most frequently reported trigger for help-seeking
behavior in all German women with UI with different sever-
ities of UI was BI was afraid that my UI would get worse^
(Table 5). The most frequently reported triggers among
Danish women with slight or moderate UI were Bother

Table 4 Multivariate analysis of factors predicting help-seeking
behavior among German and Danish women with UI as a combined
group

Adjusted OR 95% confidence
interval

Country of origin

Denmark 1.0 (reference)

Germany 1.8 1.2–2.5

Severity of UI (ICIQ score)

Slight (1–5) 1.0 (reference)

Moderate (6–12) 2.5 1.7–3.7

Severe/Very severe (13–21) 7.4 3.9–13.9

Duration of current UI (years)

<3 1 (reference)

3–5 1.6 1.1–2.3

6–10 1.9 1.2–2.8

>10 2.1 1.4–3.2

Physician visits during the most recent year

0 to 4 1.0 (reference)

5 to 10 1.3 0.9–1.9

11+ 2.0 1.2–3.6

Do you actively seek information regarding UI?

No 1 (reference)

Yes 4.5 3.3–6.1

Who should raise the topic UI during consultation?

The physician 1 (reference)

Me as the patient 1.8 1.2–2.6

Statement: "I do not want to be operated on for my UI"

Disagree 1.0 (reference)

Agree 1.6 1.2–2.2

In the multivariate analysis adjustments were made for age, hypertension,
chronic obstructive pulmonary disease, having at least one comorbidity,
parity, frequency of UI, subtype of UI, educational level, employment
status, regular health checks, the statement BI am ashamed of having
urinary incontinence^, and the statement BI do not want to take any
prescription medication for my urinary incontinence^. All of these vari-
ables were insignificant in the multivariate analysis

R2 = 0.357 (Nagelkerke), 0.247 (Cox and Snell)
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reasons^ and BI was afraid that my UI would get worse^,
whereas triggers among women with severe/very severe UI
were BMy UI was affecting my social life^ and BMy UI was
affecting my physical activities^ (Table 5). Themost frequent-
ly reported barrier for help-seeking behavior among German
and Danish women with slight or moderate UI was BI do not
see my UI as a problem^, whereas the most frequently report-
ed barriers among German and Danish women with severe/
very severe UI were, respectively, BMy other illnesses are
more important^ and BI do not have the surplus energy it takes
to go see my doctor regarding my UI^ (Table 6).

Discussion

Approximately one third of German women and one quarter
of Danishwomenwith UI had consulted a physician regarding
their UI symptoms. Although these crude consultation rates
are low, they are still within the range of observations in pre-
vious studies (25–38%) with comparable methods and popu-
lations [5, 6, 8, 9]. The consultation rate has to be interpreted
in relation to the wide definition of UI (i.e. women experienc-
ing any frequency or amount of urine leakage) used in this
study, that led to a relatively high prevalence rate of UI. We
observed that the majority of women with UI experienced
only slight symptoms. With severity being the strongest pre-
dictor of help-seeking behavior in this and previous studies [6,
8], many of the women with slight symptoms are not bothered

enough to seek help, resulting in a low consultation rate. Still,
only 42.9% of German women and 29.7% of Danish women
with moderate UI had sought help. Likewise, we observed a
disproportion in the numbers of women who had and had not
actively sought information regarding UI. With Bactively
seeking information^ being an independent predictor of
help-seeking behavior as well as severity, this disproportion
would also have affected the consultation rate.

The significant difference in consultation rates between
German and Danish women that was maintained after
adjusting for factors predicting help-seeking behavior.
Possible predictive factors such as distance from the physi-
cian, waiting time, and physician accessibility or women’s
healthcare routines (e.g. to get an annual gynecological
check), are all non-UI-related factors that might have influ-
enced help-seeking behavior, and may differ between women
from the two countries. The differences between the German
and Danish healthcare systems may also explain this diver-
gence. These possible structural and cultural predictive factors
have to be taken into consideration when comparing consul-
tation rates between countries in future international studies.

Incontinent women who had actively sought informa-
tion regarding UI were significantly more likely to have
consulted a physician. This observation is in agreement
with that of a recent study [8], in which significantly more
treatment-seekers (76.9%) were likely to seek information
regarding medical conditions of concern, compared to
nonseekers (66.7%). This invites the conclusion that if

Table 5 Triggers for help-seeking behavior among German and Danish women with UI who had consulted a physician

Triggera German women Danish women

Slight (N = 64) Moderate
(N = 135)

Severe/very
severe (N = 47)

Slight (N = 51) Moderate
(N = 121)

Severe/very
severe (N = 89)

No. of
women

% No. of
women

% No. of
women

% No. of
women

% No. of
women

% No. of
women

%

My partner family and/or friends
encouraged me

2 3.1 6 4.4 6 12.8 1 2 6 5 16 18

My UI was affecting my social life 0 0 18 13.3 26 55.3 6 11.8 29 24 50 56.2

My UI was affecting
my physical activities

17 26.6 56 41.5 19 40.4 14 27.5 49 40.5 47 52.8

My UI was affecting my sexual life 3 4.7 9 6.7 7 14.9 1 2 9 7.4 25 28.1

I was afraid that my UI
would get worse

35 54.7 95 70.4 27 57.4 17 33.3 64 52.9 42 47.2

I was afraid that my UI
was a sign of more serious illness

7 10.9 20 14.8 8 17 4 7.8 7 5.8 10 11.2

My UI got worse 0 0 21 15.6 17 36.2 8 15.7 28 23.1 46 51.7

I heard of a prescription drug for UI 0 0 11 8.1 6 12.8 1 2 7 5.8 15 16.9

Other reasons for seeking help from my
doctor regarding my UI

15 23.4 30 22.2 10 21.3 24 47.1 37 30.6 14 15.7

I heard of an operation for UIb 4 6.3 25 18.5 13 27.7

Values highlighted in bold are the most frequently reported triggers
aWomen were allowed to select multiple triggers
b This option was inadvertently not offered to the Danish women

Int Urogynecol J



 LOUISE SCHREIBER PEDERSEN  

 

 

 

 

162 

 

more UI information is provided, more women would seek
professional help. But it is uncertain whether actively seek-
ing information on UI and passively receiving information
(i.e. through public information campaigns) have the same
effects on help-seeking behavior. This has to be investigat-
ed further before public information campaigns are
established.

Having a comorbidity (hypertension, diabetes mellitus,
chronic obstructive pulmonary disease, Parkinsons’s disease)
did not interfere with help-seeking behavior, contrary to our
expectations, due to supposedly frequent follow-up visits and
a higher risk of developing UI [10]. However, our observa-
tions are in accordance with those of other studies [8, 28].
Doshi et al. [29] even observed a lower consultation rate
among incontinent women with diabetes mellitus (37.4%)
than among those without diabetes mellitus (52.2%;
p < 0.001). This may also be reflected in the reasons for not
seeking help in the present study. One of the most frequently
reported reasons among women with severe/very severe UI
was their perception that other illnesses were more important.

Barriers to help-seeking behavior were found to depend
on the severity of UI. Previous studies [7, 14] have inves-
tigated barriers to help-seeking behavior, but without strat-
ifying these by UI severity, and their observations corre-
spond to our observations reported by women with slight
UI. The majority of women in both previous studies had
slight UI symptoms [7, 14], as in our study. Our observation
indicate that the reasons for help-seeking behavior need to
be stratified by severity, otherwise the result will be biased
by the disproportion in the numbers of women with differ-
ent UI severities.

A key strength of this study was the large sample size in
which help-seeking behavior in German and Danish women
with UI was assessed. The items regarding help-seeking be-
havior included in the survey were developed by a mixed
method approach, initiated by a qualitative exploration of
the subject help-seeking behavior among women with UI
and specialists, creating a relevant instrument that was trans-
lated into German and Danish and then tested for reliability
and content and crosscultural validity. A previous study used a

Table 6 Barriers for help-seeking behavior among German and Danish women with UI who had not consulted a physician

Barriera German women Danish women

Slight
(N = 330)

Moderate
(N = 180)

Severe/very
severe
(N = 20)

Slight
(N = 457)

Moderate
(N = 287)

Severe/very
severe
(N = 44)

No. of
women

% No. of
women

% No. of
women

% No. of
women

% No. of
women

% No. of
women

%

I do not see my UI as a problem 259 78.5 85 47.2 2 10 386 84.5 155 54 3 6.8

I feel too embarrassed to talk to my doctor
regarding my UI

13 3.9 29 16.1 6 30 10 2.2 33 11.5 9 20.5

I feel embarrassed to talk to a specialist
regarding my UI (only Germany)

8 2.4 28 15.6 4 20

I am afraid that my doctor would not take my
problem with UI seriously

6 1.8 18 10 5 25 14 3.1 37 12.9 7 15.9

I want to manage my UI on my own 91 27.6 55 30.6 5 25 120 26.3 83 28.9 8 18.2

I do not have the surplus energy it takes to go see
my doctor regarding my UI

14 4.2 24 13.3 3 15 7 1.5 45 15.7 15 34.1

My other illnesses are more important 61 18.5 49 27.2 10 50 51 11.2 63 22 10 22.7

I am afraid of the examination that the doctor
will perform

6 1.8 15 8.3 3 15 7 1.5 18 6.3 1 2.3

I do not want to be operated for my UI 69 20.9 63 35 7 35 41 9 60 20.9 8 18.2

I do not want to take any prescription medicine
for my UI

66 20 55 30.6 7 35 45 9.8 58 20.2 6 13.6

I do not think any treatment will help my UI 24 7.3 30 16.7 2 10 38 8.3 37 12.9 9 20.5

My doctor’s gender keeps me from seeking
his/her help

0 0 3 1.7 0 0 0 0 7 2.4 0 0

My doctor’s age keeps my from seeking his/her
help

6 1.8 5 2.8 1 5 5 1.1 10 3.5 0 0

I do not think my doctor manages UI 8 2.4 14 7.8 2 10 5 1.1 9 3.1 2 4.5

Other reasons for not seeking help from the
doctor regarding UI

61 18.5 21 11.7 2 10 50 10.9 53 18.5 10 22.7

Values highlighted in bold are the most frequently reported barriers
aWomen were allowed to select multiple barriers
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similar approach, but included women with overactive blad-
der and lower urinary tract symptoms [30, 31].

There were some limitations of the study that should be men-
tioned. The most frequently reported reason for seeking help
among Danish women with slight UI was Bother reasons^, indi-
cating that the qualitative procedure with formulation of triggers
may have been insufficient. Therefore, further exploration is
needed. The impact of UI on quality of life was not assessed as
a possible predictive factor. Quality of life has been shown to be a
predictor of help-seeking behavior in previous studies [6, 8, 9],
and should be included in future studies. The sample size for the
test–retest reliability was small, and the observations may have
been affected by recall bias, since some of the kappa values were
<0.60 and a single item had a kappa value of <0.21.

Conclusions

The crude consultation rates among women with UI were low,
although significantly higher among German than among
Danish women. This difference may have been a result of
differences between the German and Danish healthcare sys-
tems. The severity of UI, whether the women had actively
sought information regarding UI and the duration of UI symp-
toms were confirmed as robust predictors of help-seeking be-
havior. Triggers and barriers for help-seeking behavior dif-
fered depending on the severity of UI. Actively seeking infor-
mation on UI and passively receiving information (i.e. infor-
mation campaigns) may not have the same effects on help-
seeking behavior, and accordingly information campaigns
may not result in improved consultation rates. The fact that
it was mainly women who initiated the conversation regarding
UI in our study should encourage health staff to bemore aware
of the circumstances and intervene, thereby in time improving
the consultation and treatment rates and reducing the burden
of UI in the general female population.
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Abstract 
Purpose - To evaluate the generic and disease specific health-
related quality of life (HRQOL) among women with urinary in-
continence (UI) and to explore predictors related to the latest. 
Methods - The survey was conducted in 2014. We invited 8000 
women aged 18+ years living in the Fehmarnbelt Region - a united 
area in Denmark and Germany - to participate. UI was defined by 
using the current IUGA/ICS terminology. Continence status was 
evaluated by using the ICIQ-UI SF. The generic HRQOL was 
assessed by two items from the EORTC-QLQ C30 questionnaire, 
and the disease specific HRQOL by the I-QOL questionnaire. 
Predictors for the disease specific HRQOL was evaluated by a 
general linear regression model. 
Results - The response rate was 46.2% and 66.6% among the 
German and Danish women respectively (p<0.001). Incontinent 
women reported a poor generic HRQO than continent women 
(p<0.001). Severity was the strongest independent predictor for the 
disease specific HRQOL, followed by employment status and UI 
subtype, etc. Symptoms of mixed UI had a higher impact on the 
disease specific HRQOL compared to other UI subtypes. UI symp-
toms of a moderate degree had a very varying effect on the disease 
specific HRQOL of the incontinent women. 
Conclusion - UI affect the generic and disease specific HRQOL of 
incontinent women. When creating a management plan for incon-
tinent women, it is important to focus on the objectively described 
UI severity and UI subtype, and modify the plan according to the 
subjective disease specific HRQOL reported by the incontinent 
woman. 
 

 
 
 
Abbreviations 
UI – Urinary Incontinence 
QOL – Quality of life 
HRQOL – Health-Related Quality of Life 
SUI – Stress Urinary Incontinence 
UUI – Urgency Urinary Incontinence 
MUI – Mixed Urinary Incontinence 
I-QOL – Incontinence Quality of Life 
 
 
Introduction 
Urinary incontinence (UI) is a prevalent condition among women 
[1, 2]. UI is known to have a negative impact of women’s health-
related quality of life (HRQOL) [3], still many women manage 
their symptoms on their own [4, 5]. UI may affect incontinent 
women’s daily life, recreational activities and sex life [6, 7] result-
ing in a decrease of their HRQOL. This impact is modified by 
other factors, including age, race and culture, personal goals and 
experience, interpersonal relationships, general physical and men-
tal health and life expectancy [7]. It is believed that women may 
experience UI symptoms differently, resulting in a diverse impact 
on their HRQOL, despite the presence of similar symptoms [6]. 
HRQOL measures is often used to assess treatment outcome, but 
knowledge about HRQOL among incontinent women in Denmark 
and Germany from large population based samples does not exist. 
Additionally has comparison of the disease specific HRQOL of 
Danish and German incontinent women not been performed be-
fore. Information regarding a populations generic and disease 
specific HRQOL is valuable information to the health authorities, 
when assessing the health of the public.  
Denmark is normally compared to other Scandinavian countries 
(i.e. Sweden and Norway). We know, that the prevalence of UI in 
Denmark and Germany is similar [2], and that significantly more 
women in Germany seek treatment from a physician [5], but 
whether the HRQOL is similar remains.  
The aim of this study is to assess and compare the generic HRQOL 
among women with and without UI and among the German and 
Danish women. Further to evaluate the disease specific HRQOL 
and it’s predictors among incontinent German and Danish women. 
 
 

Generic	and	disease	specific	Health-related	Quality	
of	life	among	incontinent	women	
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Method 
The study was a multicentre cross-national survey conducted in 
2014 including 8000 women aged 18+ living in Germany and 
Denmark (4000 in each country). The study had three main areas 
of interest; prevalence of UI [2], help-seeking behaviour [5] and 
HRQOL among women with UI, the last being the aim of this 
paper. The novel approach in our study is that the disease specific 
HRQOL will be evaluated as dependent variable according to 
certain characteristics of the participating women with urinary 
incontinence. 
UI was defined as any complaint of involuntary loss of urine, 
according to the 2002 International Urogynecology Association 
(IUGA)/International Continence Society (ICS) terminology [8]. 
We asked for symptoms within the latest four weeks. Stress UI 
(SUI) was defined as involuntary loss of urine when sneezing or 
being physically active. Urgency UI (UUI) as being incontinent 
before reaching the toilet, when asleep, when finished urinating, 
when leaking for no obvious reason or leaking all the time. Mixed 
UI (MUI) was defined as a combination of symptoms of SUI and 
UUI. 
The women included in the survey were selected randomly from 
the Danish Civil Registration system and from German local resi-
dent’s registration offices. These provided information regarding 
name and address. In Denmark the Civil Registration system also 
provided date of birth. The sample was selected according to 10-
years intervals groups; with the first (18-29 years) and the last 
interval (80+ years) group being longer then 10 years. 
The eligible women were living in the Fehmarnbelt Region, which 
covers the district Plön and Ostholstein and the city of Lübeck in 
Germany and Region Zealand in Denmark. The 8000 included 
women correspond to approximately 1.7% of the female popula-
tion in the area aged 18+ years. 
A questionnaire was send to 8000 women with a free post-return 
envelope. To obtain a high response rate two reminders were send 
with three weeks interval to all non-responders. All personal sensi-
tive information was kept in a password protected Access file, and 
was deleted after the conduction of the survey was completed. 
 
The questionnaire 
The questionnaire consisted of newly developed and validated 
questions as well as standardized validated instruments (EORTC 
QLQ-C30 (only the Global Health Status/Quality of life score), 
ICIQ-UI SF, I-QOL). 
The generic HRQOL was evaluated by the generic Global Health 
Status/QOL score from the self-administrated EORTC QLQ-C30 
[9]. The two items from the EORTC-QLQ C30 concerning Global 
Health Status/QOL has 7-point Likert scales. The raw score (sum 
of the values from the two items) are standardized through linear 
transformation to range from 0 to 100; with a higher score repre-
senting a high Global Health Status/QOL and vice versa [9]. The 
EORTC QLQ-C30 was initially developed to evaluate the QOL of 
cancer patients, but has been shown to be capable of distinguish 
between the generic HRQOL of people with and without other 
health problems [10]. Normative data regarding the Global Health 
Status/QOL score exist both for German and Danish women [11, 
12]. 
The disease specific HRQOL was evaluated by the Incontinence 
Quality of Life (I-QOL) instrument. The I-QOL is a valid and 

reproducible self-administered instrument developed specifically 
to assess the impact of UI on the HRQOL of incontinent women 
[13, 14]. The I-QOL questionnaire is psychometric tested in Den-
mark and Germany [15]. Each of the 22 I-QOL items consists of a 
four point Likert scale. The raw scores are transformed into one 
total score (I-QOL total score) and three subdomains (Avoidance 
and Limiting behaviour score, Psychosocial Impacts score and the 
Social Embarrassment score) ranging from 0 (maximum problem) 
to 100 (no problem at all).  A high score reflects a good HRQOL, 
i.e. low impact of UI on the disease specific HRQOL. 
The presences of UI symptoms were evaluated by the ICIQ-UI SF. 
The ICIQ-UI SF is a validated and recommended self-
administered questionnaire [16, 17], that evaluates symptoms of 
UI within the latest four weeks. The ICIQ-UI SF is an acceptable 
screening instrument for diagnosing SUI, UUI and MUI [18]. The 
ICIQ-UI score (0-21) is correlated with the Incontinence Severity 
Index [19], and can be divided into four severity categories: slight 
UI (ICIQ-score 1-5), moderate UI (ICIQ-score 6-12), severe UI 
(13-18) and very severe UI (ICIQ-score 19-21). As only few 
women reported very severe symptoms, the two subgroups of 
women with severe and very severe symptoms were merged in our 
analysis. The Danish version has been psychometrically tested 
[20], whereas the German version has been psychometric tested by 
the MAPI Research Institute centre (personal information). 
The study was conducted in accordance to the Helsinki Declara-
tion [21] and the laws and regulations that apply to health research 
in Denmark and Germany. 
The study was approved by the Danish Data Protection Agency 
(J.nr. 2008-58-0020), and the Regional Research Ethics Commit-
tee in Germany (J. nr. 12-089). 
 
Statistics 
Descriptive data of responding incontinent women are presented 
by absolute numbers and percentages, stratified by country. Com-
parison of descriptive data between responding incontinent Ger-
man and Danish women were performed by using independent 
sample T-test and Pearson’s Chi-squared test. The EORTC QLQ-
C30 Global Health Status/QOL score was stratified by age and 
compared to normative data [11, 12]. A score of ten points be-
tween two groups are considered to indicate a little clinical rele-
vant difference [22]. Independent sample T-tests were performed 
to compare mean scores of the Global Health Status/QOL score 
and I-QOL scores between the countries and women with and 
without UI. The I-QOL score and subdomains are presented by 
means and 95% CI. Even though the I-QOL score and subdomains 
were skewed, because of the large sample (approximately 1800 
incontinent women) included in our study, parametric tests were 
still acceptable to use for comparison of means and for regression 
analysis [23].  Comparison of unadjusted mean I-QOL total score 
and subdomains between countries and UI subtypes were per-
formed by univariate analysis of variance (ANOVA) including 
post hoc analysis. A general linear model (GLM) was established 
with the I-QOL total score and subdomains as dependent variables 
individually and the potentially predictors as independently varia-
bles. The independent variables that were included in the GLM, 
were identified by either independent sample t-tests, correlation or 
ANOVA (UI severity, UI subtype, UI duration, diabetes mellitus, 
chronic obstructive pulmonary disease, having at least one  
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comorbidity, employment status, educational level and marital 
status). The GLM was performed on merged data from German 
and Denmark, and origin was included to adjust for differences 
between the countries. Age and BMI were included a priori be-
cause of previous observations of their association with the I-QOL 
total score [24]. Parity and hypertension were not associated with 
the I-QOL score, and therefore not included in our model. Because 
of limited number of responding women having Parkinson’s dis-
ease (n=8), this variable was excluded from the GLM model. The 
result of the GLM model is presented by parametric estimates 
including 95% confidence intervals. The adjusted mean I-QOL 
scores are presented by country and UI subtypes. To show the 
distribution of incontinent women with different UI severities 
according to the I-QOL total score, the score was categorised into 
10 predefined groups. 
Level of statistical significance was set to p-value < 0.05. All 
statistical analyses were performed using SPSS version 23.0 
 

 
Results 
Response and prevalence rates of this study have been published 
earlier [2]. Briefly the response rates were significantly higher in 
Denmark (66.6%) than in Germany (46.2%). The mean age of the 
German responding (50.3 years) and non-responding (49.7 years) 
women were similar (p=0.276), but significantly higher among the 
Danish responding women (51.7 years) compared to the Danish 
non-responding women (49.4 years) (p<0.001). The mean age of 
the responding Danish and German women was not statistically 
significantly different (p=0.245). Of the 8000 eligible women, 894 
and 1236 of the responding German and Danish women, respec-
tively, had experienced urinary incontinence symptoms at least 
sometimes with in the latest four weeks. The prevalence rate of 
urinary incontinence were similar in Denmark (46.4%) and Ger-
many (48.3%) (p=0.188). 
 
Table 1 shows descriptive data of the incontinent women in Den-
mark and Germany. Age-group and BMI-categories were distrib-

Table 1. 	Descriptive data of German and Danish incontinent women. 

 
Germany  Denmark  

 
All 

 
ntotal = 894  ntotal =1236  

 
ntotal = 2130 

 
n= %  n= %  p-value* n= % 

Age group, years 
  

 
  

 
       18-29 34 3.8  45 3.6  0.512 79 3.7 

    30-39 78 8.7  117 9.5  
 

195 9.2 
    40-49 227 25.4  339 27.4  

 
566 26.6 

    50-59 298 33.3  374 30.3  
 

672 31.5 
    60-69 143 16  198 16  

 
341 16 

    70-79 83 9.3  104 8.4  
 

187 8.8 
    80+ 31 3.5  59 4.8  

 
90 4.2 

Body mass index (kg/m2) 
  

 
  

 
       <25 390 44.7  572 47  0.367 962 46 

    25-29.99 263 30.1  367 30.1  
 

630 30.1 
    30-34.99 132 15.1  182 14.9  

 
314 15 

    >35 88 10.1  97 8  
 

185 8.9 
Parity (n) 

  
 

  
 

       0 170 19.1  126 10.2  <0.001 296 13.9 
    1 193 21.7  180 14.6  

       2 345 38.8  638 51.7  
 

983 46.3 
    3 124 13.9  224 18.2  

 
348 16.4 

    4+ 58 6.5  65 5.3  
 

123 5.8 
Comorbidities          
    Diabetes Mellitus 67 7.5  80 6.5  0.358 147 6.9 
    Hypertension 243 27.2  290 23.5  0.051 533 25 
    Parkinson’s disease 2 0.2  6 0.5  0.33 8 0.4 
    Chronic Obstructive Pulmonary disease 94 10.5  94 7.6  0.019 188 8.8 
    At least one comorbidity 344 38.5  377 30.5  <0.001 721 33.8 
Employment status 

  
 

  
 

       Student 22 2.5  39 3.2  0.009 61 2.9 
    Working 490 55.9  763 61.9  

 
1253 59.4 

    Senior citizen 250 28.5  321 26  
 

571 27.1 
    Unemployed 49 5.6  44 3.5   93 4.4 
    Other 66 7.5  66 5.4  

 
132 6.3 

Married or in a long lasting relationship 
 

 
  

 
       Yes 645 73  938 76.3  0.085 1583 74.9 

    No 239 27  292 23.7  
 

531 25.1 
Educational level (Based in ISCED11) 

  
 

  
 

       Basic (ISCED11 0-2) 533 60.5  208 17  <0.001 741 35.2 
    Secondary (ISCED11 3) 89 10.1  471 38.5  

 
560 26.6 

    Higher (ISCED11 4-8) 259 29.4  545 44.5  
 

804 38.2 
* Comparison between Germany and Denmark by qui-squared test. 
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uted equally in the two subgroups (p>0.05). Danish women report-
ed more parities than German women (p<0.001). The educational 
level, measured by the ISCED11 matrix, was significantly higher 
among the Danish incontinent women compared to the Germany 
ones (p<0.001). 
Table 2 shows urinary incontinent specific data. About 50% of the 
women reported symptoms of SUI. Most incontinent women 
experienced slight symptoms and only 8.6% and 11.7% experi-
enced severe/very severe symptoms in Germany and Denmark 
respectively (0.08). Duration of UI more than six years was more 
frequently reported by Danish incontinent women, than among the 
German incontinent women (p=0.003). 
Table 3 shows the EORTC QLQ-C30 Global Health Status/QOL 
score (generic HRQOL score) including the overall score, the age-
stratified and the continence status stratified. Comparison of the 
age-stratified generic HRQOL score for the responding women in 
each country with relevant normative data [11, 12], showed no 
differences exceeding more the ten points, which were considered 
as clinically relevant. Danish women reported a statistically signif-
icant higher generic HRQOL score compared to German women 
(DK 76.6; DE 69.6; p-value<0.001), but the difference was smaller 
than ten points. Incontinent women reported a statistically signifi-

cant worse generic HRQOL score compared to continent women 
in both countries (p<0.001). In Germany the generic HRQOL 
score declined with increasing age, while in Denmark this effect 
was not observed. 
Figure 1 shows a selection of estimates from the GLM with the I-
QOL total score as dependent variable. Severity of UI was the 
strongest predictor of the I-QOL total score (p<0.001). If UI sever-
ity changed from mild to moderate UI, it resulted in a 9.9 point 
decrease in the I-QOL total score (p<0.001), and from mild to 
severe/very severe UI in a 36.8 point decrease (p<0.001). We 
observed that being employed had a positive effect on the I-QOL 
total score compared to being unemployed (estimate: 6.95, 95% CI 
4.09-9.81, p<0.001). Other variables significantly associated with 
the I-QOL total score, besides UI severity and employment status 
(p<0.001), were UI subtype (p<0.001) followed by duration of UI 
(p<0.001), chronic obstructive pulmonary disease (p=0.001), 
diabetes mellitus (p=0.027), marital status (p=0.008), having at 
least one comorbidity (p=0.012) and educational level (p=0.049) 
respectively. UI severity was also the strongest predictor for all the 
subdomain scores, followed by employment status, UI subtype and 
UI duration respectively (Table S1 for all the results from the 
GLM model). 

Table 2. 	Urinary incontinence specific data for German and Danish incontinent women. 

 
Germany  Denmark  

 
All 

 
n %  n %  p-value* n % 

Subtypes of UI (n=2130)          
   Stress urinary incontinence 452 50.6  571 46.2  0.115 1023 48 
   Urgency urinary incontinence 199 22.3  312 25.2   511 24 
   Mixed urinary incontinence 243 27.2  353 28.6   596 28 
Duration of UI (n=1849)          
   Less then three years 341 42.5  377 36  0.003 718 38.8 
   Three to five years 228 28.4  296 28.3   524 28.3 
   Six to ten years 111 13.7  206 19.7   317 17.2 
   More then ten years 122 15.2  168 16   290 15.7 
Frequency of urine leakage (n=1944)          
   About once a week or less 464 55.8  656 58.9  0.01 1120 57.6 
   Two or three times a week 150 18  226 20.3   376 19.3 
   About once a day 75 9  65 5.9   140 7.2 
   Several times a day 129 15.5  146 13.1   275 14.2 
   All the time 13 1.7  20 1.8   33 1.7 
Amount of urine leakage (n=1945)          
   A small amount 742 90.3  974 86.7  0.064 1716 88.2 
   A moderate amount 65 7.9  122 10.9   187 9.6 
   A large amount 15 1.8  27 2.4   42 2.2 
Severity of UI (n=1968)          
    Slight 426 51.3  581 51.1  0.08 1007 51.2 
    Moderate 333 40.1  424 37.2   757 38.5 
    Severe/very severe 71 8.6  133 11.7   204 10.3 
          

	

 
Table 3.  EORTC QLQ-C30 Global Health Status /Quality of life score for German and Danish women by incontinence status and age. 

 
Germany  Denmark 

 
All women Non UI UI p-value#  All women Non UI UI p-value# 

 
n=1744 n=909 n=835 

 
 n=2644 n=1416 n=1228 

 Overall* 69.6 73.3 65.6 <0.001  76.6 80.4 72.2 <0.001 
Age groups/years 

    
 

        18-29 72.8 74.0 67.6 
 

 76.7 79.5 65.6 
     30-39 72.1 76.1 65.4 

 
 78.5 81.8 74.0 

     40-49 70.7 73.6 67.9 
 

 75.8 79.0 72.7 
     50-59 68.2 71.8 65.6 

 
 76.0 79.2 72.9 

     60-69 69.4 72.3 66.4 
 

 77.6 82.9 71.4 
     70-79 67.1 74.6 61.0 

 
 79.3 84.3 73.8 

     80+ 57.4 63.7 53.2 
 

 71.0 76.2 67.3 
 * The overall Global Health Status/QOL scores of the German and Danish women were significantly different (p-value = 0.001). 

# Comparison between non UI and UI women within each country. 
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Table 4 present the unadjusted and adjusted mean I-QOL total 
score including subdomains for the German and Danish inconti-
nent women.  
 
Figure 1. Estimates from GLM model with I-QOL total score as 
dependent variable#. 

	
#Variables included in the model: origin, age, body mass index, 
UI severity, UI subtype, duration of UI, diabetes mellitus, chronic 
obstructive pulmonary disease, having at least one comorbidity, 
educational level, employment status, marital status. 
* p-value<0.005, when compared to the referent 
** p-value<0.001, when compared to the referent 
 
 
The unadjusted mean I-QOL total score were similar in Germany 
and Denmark (p=0.902) - similarly to the unadjusted subdomains 
scores for avoidance and limiting behaviour (p=0.486) and psy-
chosocial impact (p=0.299). The unadjusted subdomain score for 
social embarrassment were significantly lower among the Danish 
incontinent woman compared to the German incontinent women 
(p=0.037). When adjusting the scores for significantly associated 
predictors, the mean I-QOL total score sustained similar 

(p=0.061). But the avoidance and limiting behaviour and the psy-
chosocial impact score became significantly different between the 
German and Danish incontinent women (p=0.027 and p=0.031 
respectively) and the social embarrassment score became similar 
(p=0.438).  
Incontinent women with MUI reported the lowest unadjusted and 
adjusted mean I-QOL scores, followed by women with UUI and 
women with SUI who were the least affected (figure 2). All com-
binations of pairwise comparisons between the UI subtype adjust-
ed mean scores were significantly different, except the comparison 
between the adjusted mean psychosocial impact score for SUI and 
UUI, which were similar (p=0.521). The most affected subdomain 
was the social embarrassment score and the least affected was the 
psychosocial score. 
 
Figure 3 demonstrates that the majority of women with I-QOL 
total score between 90 and 100 experienced mild UI symptoms, 
those with I-QOL score between 40-90 experienced moderate 
symptoms, and those with I-QOL total score below 40 mainly 
experienced severe/very severe UI symptoms. 
 
Discussion 
This population based study provides information regarding UI’s 
impact on women’s generic and disease specific QOL including 
predictors for incontinent women’s HRQOL. 
By using the generic EORTC QLQ-C30 Global Health/QOL 
score, the present study was able to describe that incontinent 
women had a significantly worse generic HRQOL score compared 
to continent women. Previous studies have observed similar [25–
29], even though using different generic questionnaires. Verifica-
tion of the use of the EORTC QLQ-C30 Global Health Sta-
tus/QOL score on incontinent women is based on the fact that the 
age-adjusted scores from the present study were equal to relevant 
normative data [11, 12], and that we were able to distinguish   
 
 
between the generic HRQOL of continent and incontinent women 
as expected and as observed in previous studies [26–30]. A study 
using the EORTC QLQ-C30 also observed that the questionnaire 
  
was able to discriminate clearly between those with and without 
other health problems than cancer [10]. Previous studies using 
generic questionnaires have observed that UI has an substantial 
impact on incontinent women’s QOL, also compared to other 
comorbidities [29], and that incontinent women have an enhanced 
prevalence of depression [29, 31] and decreased sexual activity 
and function [26, 27, 32]. 
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Table. 4 	Disease specific health related quality of life (I-QOL) scores for German and Danish incontinent women. 

 
Germany  Denmark  

 
 

 mean  mean  p-value 
 Unadjusted 95% CI Adjusted* 95% CI  Unadjusted 95% CI Adjusted* 95% CI  Unadjusted Adjusted* 
I-QOL Total Score 84.2 83-85.5 69.6 67.6-71.6  84.3 83.3-85.4 70.9 69-72.8  0.902 0.061 
Avoidance &  
limiting Behaviours Score 80.9 79.5-82.3 65.9 63.7-68.2  81.6 80.3-82.8 67.7 65.6-69.8  0.486 0.027 
Psychosocial Impacts Score 90.7 89.5-91.9 76.8 74.8-78.8  91.5 90.5-92.5 78.3 76.4-80.2  0.299 0.031 
Social Embarrassment Score 76.1 74.5-77.8 61.6 59-64.2  73.9 72.5-75.3 60.9 58.5-63.4  0.037 0.438 
* Adjusted for age, BMI, severity, UI subtype, UI duration, diabetes mellitus, chronic pulmonary disease, having at least one comorbidity,  
educational level, employment status and marital status.  
Note – A low score is an expression of a high impact on the disease specific HRQOL. 
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The I-QOL total score from the present study corresponds well 
with previous findings [3]. The PURE study observed lower scores 
for the mean I-QOL total score and subdomains [33], but this 
study reports observations on incontinent women seeking treat-
ment, who have been observed to have lower HRQOL than incon-
tinent women not seeking treatment [32, 34, 35]. The psychosocial 
impact score was in general least affected, and the social embar-
rassment score was most affected [3, 33, 34]. We observed no 
difference in unadjusted and adjusted mean I-QOL total score 
between the German and Danish incontinent women, but there 
were some differences concerning the subdomains (Table 4). This 
may very well be caused by limited data in the survey, rather than 
a true difference between the countries. 
 
Urinary incontinence severity appears to be the strongest predictor 
for the disease specific HRQOL according to observations from 
the present study and previous studies [3, 24]. Even though this 
statement seems obvious, it is not the whole truth. The disease 

specific HRQOL is a subjective measure [6], which is well de-
scribed in Fig. 2, revealing that women with severe/very UI, may 
experience only minor impact on their disease specific HRQOL, 
while women with slight UI may experience great impact. Accord-
ingly it is important to evaluated patients disease specific HRQOL 
and consider this measure equally with UI subtype and severity 
when determining treatment, as recommended in the Danish 
guidelines for general practitioners [36] and by the IUGA/ICS 
[37]. 
Unfortunately administrating a 22 item long disease specific 
HRQOL instrument is not suitable in the everyday practice. With 
severity being a strong predictor, it legalizes a routine in the diag-
nostic process, where the severity is observed, and not the 
HRQOL. Another option is to use the ICIQ-UI SF, which includes 
an disease specific HRQOL score. With a length of four items it 
might be more feasible to be included in clinical routine. 
Women with MUI have a higher impact on their HRQOL com-
pared to women with UUI and SUI. This is a consistent observa-

Figure 2. Unadjusted and adjusted I-QOL total score and subdomains by UI subtype. 
Unadjusted	I-QOL	total	score	 Adjusted	I-QOL	scores*	

	 	
*	Adjusted	for	origin,	age,	BMI,	UI	severity,	UI	duration,	diabetes	mellitus,	chronic	pulmonary	disease,	having	at	least	one	comorbidity,	
educational	level,	employment	status	and	marital	status.	
	

	

 
Figure 3. Distribution of women with different UI severities according to defined I-QOL total score categories. 
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tion in other studies [24, 31, 35, 38, 39], which has been confirmed 
in the present study. The reason why women with MUI and UUI 
seem to be more affected by their HRQOL than women with SUI, 
might be due to the physiology of these different UI subtypes and 
the women’s cooping strategies. Where women with SUI might be 
able to be more successful with different cooping strategies, like 
avoiding physical activities or restrictive fluid intake [40, 41], 
women with MUI or UUI might not be that successful and there-
fore being more nervous of voiding accidents and embarrassment 
in the public. 
Health professionals should ideally be aware of risk factors for UI 
and predictors for the HRQOL. This would give the best basis for 
case finding, examination and treatment of incontinent women and 
monitoring the success of treatment. This study in combination 
with previous findings [2, 5] presents a valid guideline for both 
risk factors and predictors. 
Strengths of this study were that the same methodology was ap-
plied in both countries, making true comparisons possible. This is 
the first time a comparison of the disease specific HRQOL among 
Danish and German incontinent women has been made. The large 
sample size, gives good strength to the statistical tests. The study 
gives valuable information regarding the health of the public, to be 
used by the health authorities. 
However because of a limited number of women with severe/very 
severe UI, the observations regarding the I-QOL scores for this 
subgroup of women, has to be interpreted with precaution. Addi-
tionally when UI subtype are not verified by urodynamic testing, 
but are classified from a self-reported questionnaire, there will be a 
some degree of misclassification, which has to be taken into con-
sideration when interpreting results involving UI subtypes. 
 
Conclusion 
UI affect the generic and disease specific HRQOL of incontinent 
women, and this increases with UI severity. When creating a 
management plan for incontinent women, it is important to adjust 
this according to the objectively described UI severity and UI 
subtype, and modify the plan according to the subjective disease 
specific HRQOL, hence women with the same objectives can 
report being more or less impaired by their symptoms. Information 
about treatment options may be sufficient for some women, and 
surgery may be needed for others, despite all being objectively 
similar. 
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