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Sociocultural and environmental influences on bladder

health

Bladder health may be affected by sociocultural and
environmental factors and perceptions about bladder health
and treatments. Cultural differences in toilet training
strategies and toilet access at school during childhood may
have long-lasting consequences on bladder health. Among
adults, bladder health may be affected by sociocultural
influences on voiding behavior, including religious beliefs
and occupational conditions, and by environmental factors,
including access to toilets and a clean water supply.
Furthermore, individuals from some cultures may view
urinary incontinence and lower urinary tract symptoms as a
normal consequence of aging, and this misconception may
act as a barrier to help-seeking behavior. Public health
initiatives designed to promote and raise awareness of
bladder health need to take these important factors into

may influence bladder health and the
treatment of bladder dysfunction.

Bladder health knowledge,
attitudes and beliefs
among laypersons

Beliefs and attitudes about bladder
health and dysfunction vary among
cultures; however, universally, there
is a general lack of knowledge
regarding the normal functioning of
the lower urinary tract system. For
individuals with LUTS,

including urinary incontinence (UI),

example,

often view their symptoms as a nor-
mal consequence of ageing. This mis-
conception, which acts as a barrier

account.

Introduction

The World Health Organization defines health as ‘a
state of complete physical, mental and social well-being
and not merely the absence of disease and infirmity’
(1). Compromised bladder function can impair physi-
cal, mental and social aspects of health, the effects of
which are burdensome at both the individual and soci-
etal levels (2,3). Currently, the importance of bladder
health in the context of overall health is not fully
understood and acknowledged by healthcare providers
and the public. There is a need to increase the report-
ing, diagnosis and treatment of bladder symptoms and
disease, as well as primary prevention strategies.
Worldwide public health initiatives aimed at raising
awareness of and promoting bladder health have the
potential to have a positive impact on overall individ-
ual and population health. However, factors influenc-
ing bladder health may differ across populations. For
example, there are differences in the prevalence of
lower urinary tract symptoms (LUTS) among different
ethnic and racial groups, both within and among
countries (4-15). Sociocultural and environmental fac-
tors may contribute to some of these differences
(16,17). Thus, pioneering initiatives to improve bladder
health must take into account varying levels of knowl-
edge, attitudes and beliefs about bladder health and
treatment among different populations and sociocul-
tural and environmental factors that influence bladder
health. In this article, we describe how these factors

to help-seeking, has been a consistent

observation in global studies (18-32).

The need for educational directives
to increase awareness that healthy bladder habits,
preventative strategies and behavioural/lifestyle and
pharmacologic therapies can help maintain or restore
bladder health across the lifespan has been expressed
by researchers from a number of different cultures
(2,32-38).

In many cultures, LUTS and other bladder dys-
functions are often associated with stigma and
embarrassment (39-42). Ul can be perceived as
evidence of social incompetence, thus compromis-
ing the ability to function in society (40). The per-
ceived stigma associated with LUTS and UI can
lead to psychosocial decline, including loss of inde-
pendence, social isolation, premature retirement,
anxiety and depression as well as feelings of demas-
culinisation and withdrawal from social activities
among men (39,40,43,44). Across cultures, many
individuals avoid seeking help or discussing treat-
ment options with healthcare providers because of
embarrassment (22,24,26,31,40,45,46).

In Western cultures, UI has been historically per-
ceived as a social burden rather than a medical condi-
tion (40) and has led to ostracism by peers (42).
However, there has been increasing recognition among
researchers that underlying anatomical and physiolog-
ical factors affect bladder function, and Ul is evidence
of health deterioration. In other cultures, Ul may be
viewed as a product of self-neglect, poor hygiene, or
poor self-discipline (40).
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Patient-directed education on normal bladder
function, LUTS and available treatment options has
been shown to increase healthcare-seeking behaviour
and improve expectations about treatment outcomes
(47-51).

Toileting influences in children

Over time and across cultures, many recommenda-
tions regarding childhood toilet training have been
made. These recommendations vary on several
aspects, such as the age at which training should be
initiated and the level of parental permissiveness vs.
control (52). Current prevailing thought in Western
cultures favours later initiation of toilet training with
parental permissiveness (i.e. waiting until the child
appears ready rather than forcing the issue) (52,53),
although evidence indicates that a long delay may
lead to an increase in daytime and nighttime UI
(54-56). Initiation of toilet training before
24 months of age may result in a longer duration of
training, although some parents may attempt early
training because of competing scheduling constraints
or the availability of reduced day care rates for chil-
dren who are toilet trained (57). However, in some
Asian and African cultures, it is common to initiate
toilet training during infancy (58). There is little
definitive evidence regarding comparative effective-
ness of different toilet training methods (52,59),
which is due in part to the lack of culturally sensitive
standardised definitions for toilet training methods
and outcomes (59).

Childhood toilet training is important, because
early perceptions and attitudes regarding bladder
habits are often sustained throughout life. In Wes-
tern cultures, children are toilet trained by their par-
ents, and children can perceive ‘accidents’ as bad
behaviour that is associated with shame and embar-
rassment from failing to meet their parents’ expec-
tations (41). Internalised cultural values and
expectations may influence bladder habits later in life
and lead to the development of bladder dysfunction
(41). Poor toilet training techniques (e.g. simulta-
neous use of multiple toilet training techniques, pun-
ishment of accidents, encouraging children to strain)
are associated with increased urinary symptoms and
urinary tract infections (UTIs) in older children and
adolescents (54-56,60). Furthermore, the presence of
LUTS during childhood is associated with LUTS dur-
ing adulthood (61).

Restricted access to toilets during school days for chil-
dren may have adverse effects on bladder health. Ele-
mentary school teachers are often unaware of the
potential consequences of restricted toilet access and
delayed voiding for school children (62,63). Further-
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more, school toilets may lack appropriate privacy or
cleanliness or may be places where bullying occurs, lead-
ing to suppression of the desire to void and dysfunc-
tional voiding (62,64). For most of the children in
villages in Africa and Asia, no toilets exist in school (65).

Toileting behaviours in adults

Current consensus is that bladder emptying should be
accomplished by adopting a relaxed position and
allowing time for the bladder to empty completely
(2). The posture adopted for micturition, which may
affect bladder health in women, is in part determined
by sociocultural factors (66,67). For example, in Wes-
tern cultures women typically empty the bladder in a
sitting position on a flush toilet, whereas women in
Asian and African cultures commonly empty the blad-
der in a squatting position using a squat toilet (67).
Voiding posture may have implications beyond blad-
der health. A study in India has shown that squatting
during toileting has been associated with increased
blood pressure and stroke in both healthy individuals
and individuals with known hypertension (68,69).
Among Western cultures, many women adopt a
crouching or hovering position when using public toi-
lets (67). This position may preclude relaxation of the
pelvic floor and urinary sphincter, thus preventing
complete emptying of the bladder (70). One study
investigating women’s preferred voiding position
when using public toilets reported that the healthy
young (mean age, 23.2 years) subjects preferred non-
sitting positions with cleanliness of the toilet as the
leading factor for adopting non-sitting positions (71).
Although there are conflicting data regarding the best
posture for voiding and the effects of various postures
on emptying, it appears that adopting the most com-
fortable position is important for men and women.
For example, among men without LUTS, better uro-
flow measures were associated with more familiar
positions (in this case, standing or squatting) vs. unfa-
miliar positions (for many subjects in this study, sit-
ting) (72).

For women, the physiological event of emptying the
bladder, which comprises specific attributes, including
voiding place, time and position, can be affected by
societal beliefs and norms, including women’s focus
on an appropriate time and place (67). Toileting is
also influenced by physical and social environments
(67), some of which may exacerbate conditions, such
as paruresis (shy bladder syndrome) (73). Many cul-
tures and societies do not account for gender differ-
ences in toileting needs, which can result, for example,
in women often waiting in a line of other women to
void because of insufficient number of public toilets
(74). Cultural/religious phenomena and bladder
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health may have a strong impact on each other among
individuals with orthodox religious beliefs. For exam-
ple, among Jewish women, UI is perceived as compro-
mising the cleanliness required for prayer per Torah
commandment (4). Among Muslims, incontinence
has also lead to religious restriction related to need for
cleanliness during prayer (4).

Lifestyle factors, including differences in smoking
habits and diet, may contribute to differences in
bladder health between countries and cultures. For
example, high smoking rates may be associated with
increased prevalence of bladder cancer (75). Higher
rates of LUTS may be evident in countries where
people consume known bladder irritants, such as
spicy foods, high-acid fruits and caffeine (76). Exces-
sive water intake for weight management can essen-
tially ‘wash out’ the bladder’s natural defences and
cause UTIs (77).

Environmental influences on bladder
health

Increasing access to and quality of healthcare can
affect bladder health and preventive care. For exam-
ple, adequate prenatal care, including provision of
information regarding the physiotherapy of pelvic
floor dysfunction during pregnancy and childbirth
that can help prevent bladder problems may be lack-
ing. The eradication of obstetric fistula in low- and
middle-income countries is dependent upon building
programmes or collaborating with existing pro-
grammes that target screening, prevention, treatment
strategies and adequate quality of and access to
women’s healthcare (78). In parts of Africa, where
prevalence of obstetric fistulas that impact bladder
function is high, programmes counselling women on
contraception after fistula repair demonstrated
increased knowledge and indicated that population-
based education is feasible (79).

Geographic differences related to weather/seasons
appear to be another factor affecting bladder condi-
tions (80). A population-based questionnaire study
in three communities in Japan investigating the
relationship between climates (winter vs. summer)
and storage LUTS demonstrated that winter was an
independent risk factor for frequency, urgency and
nocturia (80). The authors hypothesised that the
phenomena may be attributable to the larger sea-
sonal difference in the atmospheric temperature
(80).

Access to a clean water supply affects hygiene
and the risk of LUTS. In addition, regulations
regarding what constitutes clean water differ among
countries, and water quality can affect bladder
health (81). For example, arsenic contamination in

drinking water is a major public health issue
around the world, and bladder cancer rates are
high in countries where arsenic has infiltrated the
ground water and the public drinking supply. The
World Health Organization recommends that the
arsenic level in drinking water should be less than
10 pg/l, but some developing countries have levels
as high as 50 pg/1. Other environmental factors
that can have an impact on bladder health include
access to toilets and the safety and privacy of toilet
facilities.

Some countries have attempted to alleviate the
burden of inaccessibility of toilet facilities. The
Australian government has provided a national pub-
lic toilet map on their continence education website
(82). The map provides the location of the nearest
public toilet; details of opening hours, accessibility,
parking and other features; a way to plan short and
longer journeys and locate toilets along the way; and
the ability to save toilet information and trip plans.
Lack of toilet access and dependence on others for
assistance with toileting have been identified as fac-
tors that can cause or contribute to UT in frail older
adults (83). Access to toilets may be affected by
occupational or cultural factors and limited by avail-
ability and accessibility during travel.

Some societies do not prioritise toilet facility
access as a human right (65), and regulatory pro-
cesses may not properly address issues of sanitation,
both of which can limit access thereby negatively
affecting bladder health. In 2008, it was reported
that more than 2.6 billion people (i.e. 40% of the
world population) were living in villages in Africa,
Asia and Latin American with toilet facilities that
were not safe, private, or sanitary, which is not only
demoralising and unhealthy for individuals, but also
represents a public health crisis (65). Approximately
200 million women in India and more elsewhere are
forced to ‘hold themselves in’ until nightfall, when
they risk abuse and attack, because they cannot be
seen going to the toilet to relieve themselves (65).
The Water Supply and Sanitation Collaborative
Council has compiled national coordinators in 35
countries in Africa, Asia and Latin American to
educate and facilitate advocacy and regulatory policy
development for sanitation at both the national and
global level (84).

Occupational influences on bladder
health

The relationship between bladder health and work is
bidirectional. For example, episodes of UI in women
with factory jobs have been tied to occupational prob-
lems (e.g. heavy lifting, bending, prolonged standing
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and restricted access to toilet facilities); however, the
majority of women employed full-time with UI never
sought medical help (85,86). Conversely, existing Ul
can cause problems for women in varied work settings
(interruptions in work, embarrassment) and a coping
strategy of fluid restriction could itself aggravate
urinary tract problems (87).

The impact of bladder health on one’s occupation
includes choice of career and retirement decisions
(e.g. access to toilets, travel requirements, heavy lift-
ing), rate of productivity during work hours (presen-
teeism), occurrence of sick days (absenteeism) and
the perception by management and co-workers that
frequent voiding is just an excuse to avoid work
(88,89).

For a variety of occupations, certain environments
may not allow for adequate restroom breaks, and
workers may routinely defer these breaks because of
lack of toilet parity, lack of opportunity based on
daily activities and responsibilities, or restricted
access to toilets (38,90-92). Among workers who
may delay restroom breaks are those who have a
number of competing scheduling demands and con-
trol of the work environment, including teachers,
nurses, production workers and airline pilots.

To address the challenges that transit and trans-
portation drivers face for work-related toilet access,
the American Restroom Association (‘America’s
advocate for the availability of clean, safe, well
designed public restrooms’) has dedicated a website
to restroom availability issues related to this occupa-
tion (93). The US Occupational Safety and Health
Administration (OSHA) At-Will Bathroom-Break
Regulations address the rights of workers to have
adequate toilet facilities (93,94). The OSHA regula-
tions were aimed at the prevention of adverse health
related to lack of access to toilets when employees
need them (94).

Factory production operatives, especially women
in manufacturing and production facilities, are
affected by UI (85,95). A survey of more than 250
women in a manufacturing plant demonstrated that
29% had symptoms of UL, but only 35% of them
reported the symptoms to a healthcare provider (95).
Of those who reported the symptoms, only 30%
were unable to identify the cause. Infrequent voiders’
syndrome is also referred to as nurses’ bladder, or
hairdressers’ bladder because those occupations are
associated with infrequent voiding (96). In a study of
infrequent voiders, most women voided 0-2 times
during an 8-h workday (96). Despite multiple
hypotheses, the long-term impact of this behaviour
on bladder health is still not clear.

Self-imposed fluid limitation is a strategy used by
some professionals, including school teachers (97). A
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study of 791 female teachers with an average 8.4-h
workday investigated the effects of voiding habits or
behavioural factors at work that may predispose
them to UTI (97). Teachers who drank less than the
volume they desired to ingest had more than twice
the risk of UTI compared with those who drank the
volume they desired. Seventy-nine per cent of teach-
ers reported needing to urinate at times other than
during sanctioned restroom breaks, suggesting that
local policies may need to change to accommodate
this need (97).

Workplace conditions, such as toilet inaccessibility
and organisational pressure to increase productivity
by restricting breaks or setting salary deductions for
breaks, can affect bladder health. In a study of 445
elementary school teachers in Taipei, the prevalence
of UI was 26.7%, suggesting that the working envi-
ronment of elementary school teachers may affect
LUTS (98). Another study of women in Taipei sug-
gested that women need education on the impor-
tance of maintaining normal body weight, good
bladder/bowel habits, regular exercise, treating
chronic cough, decreasing daily caffeine consumption
and implementing environmental —modifications
where possible in their employment settings (38).

There may be legal repercussions to employers for
failure to provide employees with access to adequate
toilet facilities (99) or when toileting behaviour asso-
ciated with a particular profession has adverse effects
directly related to bladder health, such as limiting
liquid intake, not using the toilet for extended peri-
ods of time (97), heavy lifting (which can cause pel-
vic muscle dysfunction) (100), or occupational
exposure to carcinogens associated with bladder can-
cer (101). Not being permitted to go to the restroom
can cause UTlIs, constipation, abdominal pain, diver-
ticuli, haemorrhoids, bowel distension and inconti-
nence.

Rates of bladder cancer vary among countries;
high incidence rates are reported in many southern
and eastern European countries, in parts of Africa,
the Middle East and in North America (102). The
highest estimated mortality caused by bladder cancer
is in Egypt, where rates are more than three times
higher than the highest rates observed in Europe and
8 times higher than those in the United States (102).
Work associated with carcinogen exposure is associ-
ated with bladder cancer (103); in a study of 1749
plant workers in New York State who were exposed
to two potential bladder carcinogens (ortho-toluidine
and aniline), an increased incidence of bladder can-
cer was observed (103). In Swedish men, an associa-
tion has been identified between bladder cancer and
many occupations, including employment in pulp
and fibreboard manufacturing and in rope and twine
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making; working as a dental technician, barber or
beautician, artistic painter, toolmaker or machinist,
and physician; and employment in butcher shops,
industrial chemical making, apparel manufacturing
and plumbing (101).

Conclusion

Bladder disease and dysfunction, such as Ul and
other LUTS, are currently underreported, underdiag-
nosed and undertreated. Misperceptions regarding
the nature of Ul and LUTS, as well as a lack of
appreciation for the importance of bladder health on
overall health, contribute to this global public health
issue. Public health initiatives designed to promote
bladder health and raise awareness of its importance
around the world may increase overall health and
reduce societal burden. These initiatives must address
beliefs and attitudes regarding bladder health, as well
as sociocultural and environmental factors, that can
have profound effects on bladder health worldwide.

Acknowledgements

Funding for two expert panel meetings on bladder
health, at which this manuscript was conceptualised,
was provided by Pfizer Inc. Medical writing assistance
was provided by Colin P. Mitchell, PhD, of Complete
Healthcare Communications, Inc. and Nicole Lodow-
ski, MPH, of Pfizer Inc, and was funded by Pfizer Inc.

Disclosures

MHP, KSL and MT have no conflicts of interest or
financial disclosures. AA is or has been an investiga-
tor, lecturer and consultant for Allergan, Astellas,
Galenica, Lilly, Pfizer and UCB. JJW is an employee

of Antwerp University and Antwerp University Hos-
pital and is a consultant for Allergan Belgium, Astel-
las, Kyowa Hakko, Laborie, Lilly, Novartis, Ono,
Pfizer, Sumitomo, Tanabe Seiyaku, Zambin Belgium;
a speaker for Astellas, Astratech, Coloplast, Ismar
Healthcare, Lilly, Novartis, Pfizer; a clinical trial par-
ticipant for Allergan, Astellas, Astratech, Esteril,
GlaxoSmithKline, Novartis, Pfizer, Schwarz; receives
other financial support (fellowships, travel grants,
gifts, in-kind donations) from Allergan, Astellas,
Astra Zeneca, Aventis, Bayer, Ferring, GlaxoSmithK-
line, Innovex, Ipsen, Laserscope, Madaus, Novartis,
Nycomed, Parexel, Pfizer, PPD, Schering, Synthelabo,
Zambon. JJW receives research funding from Kim-
berly Clark, Pfizer and Procter-Gamble, and received
equipment from Gymna + Enraf Nonius.

M. H. Palmer,' A. Athanasopoulos,2 K.-S. Lee,’

M. Takeda,* J.-J. Wyndaele,5

'Institute on Aging, University of North Carolina, Chapel
Hill, NC, USA

>Medical School, University of Patras School of Medicine,
Patras, Greece

*Sungkyunkwan University School of Medicine,

Seoul, South Korea

“Department of Urology, University of Yamanashi,
Yamanashi, Japan

>Department of Urology, Antwerp University and
Antwerp University Hospital, Edegem, Belgium

Correspondence to:

Mary H. Palmer

Helen W. & Thomas L. Umphlet Distinguished Professor
in Aging

University of North Carolina at Chapel Hill

School of Nursing, CB 7460

Chapel Hill, NC 27599, USA

Tel.: 919-966-7204

Fax: 919-843-9900

Email: mhpalmer@email.unc.edu

References

—

]

w

'S

w

World Health Organization. Constitution of the World
Health Organization. 2006. Available from: http://
www.who.int/suggestions/fag/en/index.html (accessed
June 2009).

Lukacz ES, Sampselle C, Gray M et al. A healthy
bladder: a consensus statement. Int J Clin Pract
2011; 65: 1026-36.

Bartoli S, Aguzzi G, Tarricone R. Impact on quality
of life of urinary incontinence and overactive bladder: a
systematic literature review. Urology 2010; 75:
491-500.

Chaliha C, Stanton SL. The ethnic cultural and social
aspects of incontinence — a pilot study. Int Urogyne-
col J Pelvic Floor Dysfunct 1999; 10: 166—70.

Fultz NH, Herzog AR. Prevalence of urinary inconti-
nence in middle-aged and older women: a survey-
based methodological experiment. J Aging Health
2000; 12: 459-69.

(=)

~

o]

o

Norby B, Nordling J, Mortensen S. Lower urinary
tract symptoms in the Danish population: a
population-based study of symptom prevalence,
health-care seeking behavior and prevalence of treat-
ment in elderly males and females. Eur Urol 2005;
47: 817-23.

Safarinejad MR. Prevalence of the overactive bladder
among Iranian women based on the International
Continence Society definition: a population-based
study. Int Urol Nephrol 2009; 41: 35-45.

Teloken C, Caraver F, Weber FA et al. Overactive
bladder: prevalence and implications in Brazil. Eur
Urol 2006; 49: 1087-92.

Zhang W, Song Y, He X et al. Prevalence and risk fac-
tors of overactive bladder syndrome in Fuzhou Chi-
nese women. Neurourol Urodyn 2006; 25: 717-21.

10 Van DenEeden SK, Shan J, Jacobsen SJ et al. Evalu-

ating racial/ethnic disparities in lower urinary tract
symptoms in men. J Urol 2012; 187: 185-9.

11

Coyne KS, Margolis MK, Kopp ZS, Kaplan SA.
Racial differences in the prevalence of overactive
bladder in the United States from the epidemiol-
ogy of LUTS (EpiLUTS) study. Urology 2012; 79:
95-101.

Townsend MK, Curhan GC, Resnick NM, Grodstein
F. The incidence of urinary incontinence across
Asian, black, and white women in the United States.
Am ] Obstet Gynecol 20105 202: 378. el-7.

Irwin DE, Milsom I, Hunskaar S et al. Population-
based survey of urinary incontinence, overactive
bladder, and other lower urinary tract symptoms in
five countries: results of the EPIC study. Eur Urol
2006; 50: 1306—15.

Milsom I, Irwin DI. A cross-sectional, population-
based, multinational study of the prevalence of over-
active bladder and lower urinary tract symptoms:
results from the EPIC study. Eur Urol Suppl 2007; 6:
4-9.

© 2012 Blackwell Publishing Ltd
Int J Clin Pract, December 2012, 66, 12, 1132-1138



1

1

1

1

2l

2

2

2

2

2

2

2

2

2!

3

3

3

3

w

Milsom I, Abrams P, Cardozo L et al. How wide-

spread are the symptoms of an overactive bladder

and how are they managed? A population-based

prevalence study BJU Int 2001; 87: 760—6.

6 Kupelian V, Link CL, Hall SA, McKinlay JB. Are

racial/ethnic disparities in the prevalence of nocturia

due to socioeconomic status? Results of the BACH

survey J Urol 2009; 181: 1756—63.

Welch LC, Botelho EM, Tennstedt SL. Race and eth-

nic differences in health beliefs about lower urinary

tract symptoms. Nurs Res 2011; 60: 165-72.

8 Burgio KL, Ives DG, Locher JL et al. Treatment seek-
ing for urinary incontinence in older adults. J] Am
Geriatr Soc 1994; 42: 208-12.

9 Horrocks S, Somerset M, Stoddart H, Peters TJ.

What prevents older people from seeking treatment

~

for urinary incontinence? A qualitative exploration
of barriers to the use of community continence ser-
vices Fam Pract 2004; 21: 689-96.

Palmer MH. Nurses’ knowledge and beliefs about

(=]

continence interventions in long-term care. | Adv
Nurs 19955 21: 1065-72.

Loh KY, Sivalingam N. Urinary incontinence in the
elderly population. Med ] Malaysia 2006; 61: 506—10.
quiz 11.

—

2 Chu FM, Dmochowski R. Pathophysiology of over-
active bladder. Am ] Med 2006; 119: 3-8.

3 Newman DK. Stating the case for overactive bladder:
a nurse practitioner’s perspective. ] Am Acad Nurse
Pract 2004; 16: 1-3.

4 Contreras Ortiz O. Stress urinary incontinence in the

gynecological practice. Int ] Gynaecol Obstet 2004; 86

(Suppl. 1): S6-16.

Gamble T, Sand PK. Evaluation and treatment of

female urinary incontinence. Minerva Urol Nefrol

2007; 59: 431-50.

6 El-Azab AS, Shaaban OM. Measuring the barriers

against seeking consultation for urinary incontinence

among Middle Eastern women. BMC Womens Health

2010; 10: 3.

Tozun M, Ayranci U, Unsal A. Prevalence of urinary

w

~

incontinence among women and its impact on qual-
ity of life in a semirural area of Western Turkey.
Gynecol Obstet Invest 2009; 67: 241-9.

8 Wong T, Lau BY, Mak HL et al. Changing preva-
lence and knowledge of urinary incontinence among
Hong Kong Chinese women. Int Urogynecol ] Pelvic
Floor Dysfunct 2006; 17: 593-7.

9 Kim JS, Lee EH, Park HC. Urinary incontinence:
prevalence and knowledge among community-dwell-
ing Korean women aged 55 and over. Taehan Kanho
Hakhoe Chi 2004; 34: 609—16.

0 Tannenbaum C, Bachand G, Dubeau CE, Kuchel

GA. Experience of an incontinence clinic for older

women: no apparent age limit for potential physical

and psychological benefits. ] Womens Health Gend

Based Med 2001; 10: 751-6.

Shaw C, Tansey R, Jackson C et al. Barriers to help

—

seeking in people with urinary symptoms. Fam Pract
2001; 18: 48-52.

Locher JL, Burgio KL, Goode PS et al. Effects of age
and causal attribution to aging on health-related

S

behaviors associated with urinary incontinence in
older women. Gerontologist 2002; 42: 515-21.

3 Hsieh CH, Su TH, Chang ST et al. Prevalence of and
attitude toward urinary incontinence in postmeno-
pausal women. Int ] Gynaecol Obstet 2008; 100: 171—4.

© 2012 Blackwell Publishing Ltd
Int J Clin Pract, December 2012, 66, 12, 1132-1138

34

35

36

37

38

3

o

40

4

—_

4

8]

43

44

4

[

4

N

4

~

48

4

o

50

51

Ueda T, Tamaki M, Kageyama S etal. Urinary
incontinence among community-dwelling people
aged 40 years or older in Japan: prevalence, risk fac-
tors, knowledge and self-perception. Int J Urol 2000;
7: 95-103.

Shaw C, Das Gupta R, Williams KS et al. A survey
of help-seeking and treatment provision in women
with stress urinary incontinence. BJU Int 2006; 97:
752-7.

Palmer MH. A health-promotion perspective of
urinary continence. Nurs Outlook 1994; 42: 163-9.
Palmer MH. Primary prevention research on inconti-
nence in older adults. West ] Nurs Res 2002; 24:
390-405.

Liao YM, Dougherty MC, Biemer PP et al. Factors
related to lower urinary tract symptoms among a
sample of employed women in Taipei. Neurourol
Urodyn 2008; 27: 52-9.

Elstad EA, Taubenberger SP, Botelho EM, Tennstedt
SL. Beyond incontinence: the stigma of other urinary
symptoms. ] Adv Nurs 2010; 66: 2460—70.

Wilson MM. Urinary incontinence: a treatise on gen-
der, sexuality, and culture. Clin Geriatr Med 2004;
20: 565-70. ix.

Garcia JA, Crocker J, Wyman JF, Krissovich M.
Breaking the cycle of stigmatization: managing
the stigma of incontinence in social interactions.
J Wound Ostomy Continence Nurs 2005; 32: 38—
52.

Mitteness LS, Barker JC. Stigmatizing a “normal”
condition: urinary incontinence in late life. Med
Anthropol Q 1995; 9: 188-210.

Irwin DE, Milsom I, Kopp Z et al. Impact of overac-
tive bladder symptoms on employment, social inter-
actions and emotional well-being in six European
countries. BJU Int 2006; 97: 96-100.

Palmer MH, Fogarty LA, Somerfield MR, Powel LL.
Incontinence after prostatectomy: coping with incon-
tinence after prostate cancer surgery. Oncol Nurs
Forum 2003; 30: 229-38.

MacDiarmid S, Rosenberg M. Overactive bladder in
women: symptom impact and treatment expecta-
tions. Curr Med Res Opin 2005; 21: 1413-21.
Billington A. The management of stress urinary
incontinence. Br J Nurs 2010; 19: S20-5.

O’Connell B, Wellman D, Baker L, Day K. Does a
continence educational brochure promote health-
seeking behavior? ] Wound Ostomy Continence Nurs
20065 33: 389-95.

Klutke CG, Burgio KL, Wyman JF et al. Combined
effects of behavioral intervention and tolterodine in
patients dissatisfied with overactive bladder medica-
tion. J Urol 2009; 181: 2599-607.

Wyman JF, Klutke C, Burgio K et al. Effects of com-
bined behavioral intervention and tolterodine on
patient-reported outcomes. Can ] Urol 2010; 17:
5283-90.

Wyman JF, Harding G, Klutke C et al. Contributors
to satisfaction with combined drug and behavioral
therapy for overactive bladder in subjects dissatisfied
with prior drug treatment. | Wound Ostomy Conti-
nence Nurs 2010; 37: 199-205.

Tannenbaum C, Drali R, Holroyd-Leduc J, Richard
L. Lessons learned: impact of a continence promo-
tion activity for older community-dwelling women.
Neurourol Urodyn 2010; 29: 540—4.

52

53

54

5

(9]

56

57

58

59

60

6

—

62

63

6

B

65

66

Perspective 1137

Luxem M, Christophersen E. Behavioral toilet
training in early childhood: research, practice, and
implications. J Dev Behav Pediatr 1994; 15: 370-8.
Bakker E, Wyndaele JJ. Changes in the toilet training
of children during the last 60 years: the cause of an
increase in lower urinary tract dysfunction? BJU Int
20005 86: 248-52.

Bakker E, Van Gool ], Wyndaele JJ. Results of a
questionnaire evaluating different aspects of personal
and familial situation, and the methods of potty-
training in two groups of children with a different
outcome of bladder control. Scand ] Urol Nephrol
2001; 35: 370-6.

Bakker E, Van Gool JD, Van Sprundel M et al.
Results of a questionnaire evaluating the effects of
different methods of toilet training on achieving
bladder control. BJU Int 2002; 90: 456—61.

Bakker E, Van Gool J, Van Sprundel M et al. Risk
factors for recurrent urinary tract infection in 4,332
Belgian schoolchildren aged between 10 and
14 years. Eur ] Pediatr 2004; 163: 234-8.

Blum NJ, Taubman B, Nemeth N. Relationship
between age at initiation of toilet training and dura-
tion of training: a prospective study. Pediatrics 2003;
111: 810-4.

Wu HY. Achieving urinary continence in children.
Nat Rev Urol 2010; 7: 371-7.

Kiddoo D, Klassen TP, Lang ME, Friesen C, Russell K,
Spooner C, Vandermeer B. The Effectiveness of Differ-
ent Methods of Toilet Training for Bowel and Bladder
Control. Evidence Report/Technology Assessment
No. 147. (Prepared by the University of Alberta Evi-
dence-based Practice Center, under contract number
290-02-0023). AHRQ Publication No. 07-E003.
Rockville, MD: Agency for Healthcare Research and
Quality. December 2006. Available from: http://
www.ncbi.nlm.nih.gov/books/NBK38232/.  (accessed
April 2012).

Bakker E, Van Sprundel M, Van der Auwera JC
et al. Voiding habits and wetting in a population
of 4,332 Belgian schoolchildren aged between 10
and 14 years. Scand ] Urol Nephrol 2002; 36:
354-62.

Fitzgerald MP, Thom DH, Wassel-Fyr C et al.
Childhood  urinary adult
overactive bladder symptoms. J Urol 2006; 175:
989-93.

Boyt MA. Teachers’ knowledge of normal and

symptoms  predict

abnormal elimination patterns in elementary school
children. J Sch Nurs 2005; 21: 346-9.

Lundblad B, Hellstrom AL, Berg M. Children’s
experiences of attitudes and rules for going to
the toilet in school. Scand ] Caring Sci 2010; 24:
219-23.

Vernon S, Lundblad B, Hellstrom AL. Children’s
experiences of school toilets present a risk to their
physical and psychological health. Child Care Health
Dev 2003; 29: 47-53.

Fawcett B. The right to a decent toilet — a right
denied to 2.6 billion. Activating Human Rights and
Peace 2008 Conference. http://epubs.scu.edu.au/cgi/
viewcontent.cgi?article=1526&context=sass_pubs&sei-
redir=1& (accessed April 2012).

Gupta NP, Kumar A, Kumar R. Does position affect
uroflowmetry parameters in women? Urol Int 2008;
80: 37-40.



—

¥}

W

w

5]

o

1138 Perspective

67 Wang K, Palmer MH. Women’s toileting behaviour

related to urinary elimination: concept analysis. |
Adv Nurs 2010; 66: 1874-84.

Chakrabarti SD, Ganguly R, Chatterjee SK, Chakrav-
arty A. Is squatting a triggering factor for stroke in
Indians? Acta Neurol Scand 2002; 105: 124—7.
Chakrabarti SD, Ganguly R, Chatterjee SK, Chakrav-
arty A. Squatting, blood pressure and stroke. ] Assoc
Physicians India 2002; 50: 382—6.

Moore KH, Richmond DH, Sutherst JR et al.
Crouching over the toilet seat: prevalence among
British gynaecological outpatients and its effect
upon micturition. Br ] Obstet Gynaecol 1991; 98:
569-72.

Yang KN, Chen SC, Chen SY et al. Female voiding
postures and their effects on micturition. Int Urogy-
necol J 2010; 21: 1371-6.

Choudhury S, Agarwal MM, Mandal AK et al.
Which voiding position is associated with lowest
flow rates in healthy adult men? Role of natural
voiding position. Neurourol Urodyn 2010; 29:
413-7.

Soifer S, Himle J, Walsh K. Paruresis (shy bladder
syndrome): a  cognitive-behavioral  treatment
approach. Soc Work Health Care 2010; 49: 494-507.
Potty Parity. Available from: http://americanrest-
room.org/parity/index.htm. (accessed March 2012).
Nakata S, Sato J, Yamanaka H. Correlation analysis
between bladder cancer and cigarette smoking in
various countries. Tohoku ] Exp Med 1996; 178:
169-76.

IC/PBS Ad Hoc Committee on Diet. 2009
IC/PBS food list: bladder and prostate friendly
foods. 2009.

Arya LA, Asfaw T. The importance of monitoring
fluid intake during treatment of overactive bladder.
Curr Bladder Dysfunct Rep 2009; 4: 98-105.

Capes T, Ascher-Walsh C, Abdoulaye I, Brodman M.
Obstetric fistula in low and middle income coun-
tries. Mt Sinai ] Med 2011; 78: 352-61.

Benfield N, Kinsindja RM, Kimona C et al. Fertility
desires and the feasibility of contraception counsel-
ing among genital fistula patients in eastern Demo-

@

[

~

—_

cratic Republic of the Congo. Int J Gynaecol Obstet
2011; 114: 265-7.

Yoshimura K, Kamoto T, Tsukamoto T et al. Sea-
sonal alterations in nocturia and other storage symp-
toms in three Japanese communities. Urology 2007;
69: 864-70.

Ng JC, Wang J, Shraim A. A global health problem
caused by arsenic from natural sources. Chemosphere
2003; 52: 1353-9.

The National Public Toilet Map. January 25, 2012;
Available from:
(accessed March 2012).
DuBeau CE, Kuchel GA, Johnson T 2nd et al..
Incontinence in the frail elderly: report from the 4th

http://www.toiletmap.gov.au/.

International Consultation on Incontinence. Neuro-
urol Urodyn 2010; 29: 165-78.

WASH. 2011Available from: http://www.wsscc.org/
countries. (accessed April 2012).

Fitzgerald ST, Palmer MH, Kirkland VL, Robinson
L. The impact of urinary incontinence in working
women: a study in a production facility. Women
Health 2002; 35: 1-16.

Palmer MH, Fitzgerald S. Urinary incontinence in
working women: a comparison study. ] Womens
Health (Larchmt) 2002; 11: 879-88.

Fitzgerald ST, Palmer MH, Berry SJ, Hart K. Urinary
incontinence. Impact on working women. AAOHN ]
2000; 48: 112-8.

Coyne KS, Sexton CC, Kopp ZS et al. The impact of
overactive bladder on mental health, work produc-
tivity and health-related quality of life in the UK and
Sweden: results from EpiLUTS. BJU Int 2011; 108:
1459-71.

Irwin DE, Milsom I, Kopp Z, Abrams P. Symptom
bother and health care-seeking behavior among indi-
viduals with overactive bladder. Eur Urol 2008; 53:
1029-37.

Cameron L, Lalich N, Bauer S et al. Occupational
health survey of farm workers by camp health aides.
J Agric Saf Health 2006; 12: 139-53.

Sampselle CM, Palmer MK, Boyington AR et al. Pre-
vention of urinary incontinence in adults. Nurs Res
2004; 53 (Suppl. 6): S61-S7.

@

(=

=t

92 Liao YM, Yang CY, Kao CC et al. Prevalence and

impact on quality of life of lower urinary tract symp-
toms among a sample of employed women in Taipei:
a questionnaire survey. Int | Nurs Stud 2009; 46:
633—44.

Restroom Availability Issues Transit and Transporta-
tion Drivers. Available from: http://americanrest-
room.org/pr/transit_op.htm. (accessed March 2012).
Standard  Number  1910.141(c)(1)(i).  Available
fromhttp://www.osha.gov/pls/oshaweb/owa-
disp.show_document?p_table=INTERPRETA-
TIONS&p_id=22932. (accessed March 2012).
Kirkland VL, Palmer MH, Fitzgerald ST. Inconti-
nence in a manufacturing setting: women’s percep-
tions and responses. Public Health Nurs 2001; 18:
312-7.

Bendtsen AL, Andersen JR, Andersen JT. Infrequent
voiders syndrome (nurses bladder). Prevalence
among nurses and assistant nurses in a surgical
ward. Scand J Urol Nephrol 1991; 25: 201—4.

Nygaard I, Linder M. Thirst at work — an occupa-
tional hazard? Int Urogynecol J Pelvic Floor Dysfunct
1997; 8: 340-3.

Liao YM, Dougherty MC, Biemer PP et al. Preva-
lence of lower urinary tract symptoms among female
elementary school teachers in Taipei. Int Urogynecol
J Pelvic Floor Dysfunct 2007; 18: 1151-61.

Linder M Void where prohibited revisited: the
trickle-down effect of OSHA’s at-will bathroom-
break regulation 2003.

Kuncharapu I, Majeroni BA, Johnson DW. Pelvic
organ prolapse. Am Fam Physician 2010; 81: 1111-7.
Malker HS, McLaughlin JK, Silverman DT et al.
Occupational risks for bladder cancer among men in
Sweden. Cancer Res 1987; 47: 6763-6.

Parkin DM. The global burden of urinary bladder
cancer. Scand ] Urol Nephrol Suppl 2008; 218: 12-20.

103 Ward E, Carpenter A, Markowitz S et al. Excess number

of bladder cancers in workers exposed to ortho-tolui-
dine and aniline. J Natl Cancer Inst 1991; 83: 501-6.

Paper received July 2012, accepted August 2012

© 2012 Blackwell Publishing Ltd
Int J Clin Pract, December 2012, 66, 12, 1132-1138



