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Abstract: This cross-sectional study aimed to study theow they may perceive incontinence and seek advice
religious and cultural practices of ethnic minorities thand treatment from the medical profession. Urinary and
might affect the experience and ideas that sufferers fefcal incontinence are both physically and psychologi-
incontinence have. Subjects were multiparous womeally distressing conditions, with significant effects on
from the local community who suffered from incon-quality of life for many women. A woman’s experience
tinence. Structured and unstructured interviews wegg incontinence may be affected by specific issues, such
conducted to assess the effect of incontinence agd her role inside and outside the home and the
menstruation on home life, sexual life, personal ar’tﬂsruption of her daily life.

communal prayer, rules and customs associated withThe exact prevalence of incontinence is under-
menstruation, and the ability to discuss problems wikstimated, as many sufferers are reluctant to seek help
their doctor and partners. Individual women differed igwing to shame, embarrassment and ignorance regarding
how they rated their daily activities, and this was nGhe availability of treatment [1]. The prevalence of
related to religious or ethnicity. Higher restrictions oRyrinary incontinence is estimated as 5%—7% in women
activity were perceived for fecal than for urinary,geq 15-44, 89%6-15% in women aged 45-64, and 10%-—
incontinence. Sexual relationships were restricted 9fos in women over 65 [2]. A MORI survey in 1991 [3]
Jewish and Muslim women during menses. Incontinenggq that the emotional, social and hygienic effects of
led to religious restriction, which was most marked fOfinary incontinence were considerable. Fecal incon-
Jewish and Muslim women, and this was related to the <o s in many cases an even more devastating

need for cleanliness for prayer. Less then 50% Qi nntom, and is also underreported. It is estimated to
patients sought help, and this was not related to durat|8 lict up to 11% of adults [4], and 7% of those over the

and severity of symptoms. Only Muslim women had : ;
strong preference for female doctors, and this was fi Eg ?]];23 ft'lg\\/;efaercgl F')gfjoginence at least once per week
cultural reasons. With increasing public awareness that incontinence is
a common symptom, not a normal part of aging and in
many cases treatable, medical, paramedical and health-
care professionals need to be aware of issues that are
relevant to such patients to encourage them to seek help.
. Studies assessing the effects of urinary and fecal
Introduction incontinence on quality of life have explored the

.. subjective experience of these conditions, but have
There are many unspoken taboos and cultural variatioRgely addressed the importance of ethnicity and the
inmicturition and defecation habits throughout thgpcjal structural basis of illness, or what restraints (if
world. These variations affect not only how dlfferenhny) religion or culture may impose on a sufferer.

women see the process of micturition and defecation, BYffferent ethnic groups may perceive mental and
P . ) physical health in different ways from traditional western
Correspondencend offprint requeststo: Dr C. Chaliha, Urogynae-

cology Unit, Lanesboroughwing, St George’sHospital, Cranmer me_d_lcme. This _may be influenced by. the woman's
Terrace,London SW170RE, UK. religion and ethnic background, her role in the home and
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outside,andher ability to communicateeffectively with
medicalpersonnel.

This study aims to explore religious and cultural
practiceswithin ethnic minorities that may effect the
experienceandideassufferershaveof incontinence.

Methodology

This wasa pilot studyof multiparousvomenof different

ethnicbackground$rom thelocal community,whowere
identifed by ourselvesand selectechealth-carevorkers.
Theseworkerswere from within the hospital(including

those who liaised specifically with ethnic minority

patients)and were requestedo ask any womenwhom

they knew to be suffering from incontinenceto be

interviewed, even if they had not necessarilysought
medicalhelp. Thereligionsof thesewomenwerea non-

proportionaterepresentatiomf religious practicewithin

the UK. We were awareof the spectrumof practices
within each religion and, when appropriate,choseto

interview those who were orthodox (Muslim, Jew) to

form an idea of how their generally stricter religious
principles were put into practice. All subjects were
requiredto be suffering from urinary or fecal incon-

tinence, to have a regular sexual partner, and to be

followers of a particular religion. Data regarding the

effect of incontinenceon various aspectsof life was
obtainedby meanf a one-to-oneconfidentialinterview

with the sameinterviewer(CC). Theinterview consisted
of a structured and an unstructured format. The

structured interview was based on a questionnaire
derived from discussionwith membersof our unit, as
well asmembersf the generalpublic with andwithout

incontinence,who explained attitudes and perceived
effectson lifestyle. An unstructurednterview allowed

womento discusshow they copedwith incontinenceand

which areasof their lives they felt it affectedmost. This

allowed us to identify areasthat might not have been
covered in the structured questionnaire.Sociodemo-
graphic data were also obtainedto help constructa

profile of thesewomen. Issuesdiscussedncluded the

social taboossurroundingincontinence;the impact of

incontinenceon personalprayer and attendanceat a

houseof worship,andparticipationin religiousfestivals;

rules or customs associatedwith menstruation;the

ability to discuss these problems, particularly with

husbandsand males; and any cultural preferencefor a

femaledoctor.

During the structurednterview subjectsvereaskedo
grade the severity of domestic, sexual and religious
restrictiondueto urinaryincontinenceon a visualanalog
scoregradedfrom 1 to 10 (1 = no inconveniencel0 =
severerestriction). The samequestionswere askedin
relationto fecal incontinencgall subjectswvereaskedto
estimate their responseto a similar degree of fecal
incontinence)and menstruation.

Theinterviewslastedbetweern30 and90 minutes,and
the notes were transcribedimmediately to see how
participants viewed their urinary incontinence and
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mensesand how they would view a similar degreeof
fecal incontinence.

Results
Characteristicsof Participants

Thirty-four womenpatrticipatedn the study: 7 Muslims,
9 Hindus, 6 Jewish,3 Buddhistsand 9 Christians.All
spoke fluent English and there were no obvious
communicationdifficulties.

The averageagewas 48.2 years(range32—74).Nine
womenwerefrom socialclassl, 22 from socialclassll,
and 3 from social classlll; 29 womenhad full-or part-
time jobs. All had completedcollege education though
nonewere professional.

All women had their closest social contacts with
women of their own ethnic group. Accessto medical
help was similar for all women, as judged by the
efficiencyall womenhadfor routine healthcheckssuch
ascervical screeningagnd mammography.

Symptoms

Twenty-two women complained of weekly or daily
urinaryincontinenceepisodeshatrequiredthemto wear
sanitary protection,and which for the majority placed
somerestrictionon their lives. The otherscomplainedof
occasionalrinaryincontinencgonceor twice monthly)
thatdid not necessitatéhe wearingof sanitaryprotection
andwasnot a restrictionon their lives, althoughthey all
complainedthat even this occasionalincontinencedid
trouble them. The frequency and severity of urinary
incontinencewas not relatedto ethnic group.

None of the subjects complained of fecal incon-
tinence, and those who were premenopausatlid not
complainof menstrualproblems.

Medical Help

Only 8 women soughtmedical help for their urinary
incontinence6 Jewishwomen,1 Hindu and1 Christian.
All complainedof weekly or daily incontinentepisodes.
Seekingmedical help did not seemto be relatedto the
duration of symptoms,which ranged from weeks to
years before help was sought. All Jewish women
suffering from incontinencesoughthelp, which may be
a factor of cultural and socialinfluences.Thosewomen
who did not seekhelp gavereasonsuchasembarrass-
ment, the feeling that this wasa ‘normal part of aging’,
andignoranceregardingthe availabletreatment.

Genderof Doctor
All subjectavereaskedabouttheir preferencdor amale

or femaledoctorfor discussiorof theirincontinenceand
for any intimate vaginal examination.All the Muslim



168

womenpreferredfemale doctors.The Jewish,Christian
and Buddhistwomenexpressedho preferenceFour out
of 9 Hindu women preferred female doctors, which
seemedto be related to individual preference,not
religiousrules.

Ability to Discussincontinence

All women felt they could discusstheir incontinence
with their partners,but this was seenmost amongthe

Jewishwomen, where it seemedthat health education
and diseasepreventionwere highly important issues.
Among the Muslim and Hindu women the first family

membersto be informed were close females,not male
relatives.All womenfelt thattheywould not feel freeto

discussincontinencewith anyoneoutsidethe immediate
family generally, as others might perceive them as
‘unclean’ or ‘dirty’. The majority felt that there was
somedegreeof tabooin the discussionof incontinence
in society.

Restrictionof Activities

Individual women differed in how they rated the
restriction of their day-to-day activities, and this did
not seem to be related to religious and cultural
influences but ratherthe severity of symptomsand the
degreeof adaptionthey had made. Generally, higher
restrictions on domestic and sexual activity were
perceived for fecal incontinence than for urinary
incontinence (Figs 1, 2). Embarrassmentregarding
odour and ‘feeling unclean’ were highlighted by many
womenasthereasondor restrictionof activities. Sexual
relationshipswere prohibited for Jewish and Muslim
womenduringmensesandthis wasreflectedby the high
restrictionscoreson sexualactivity during menseqFig.
3). The degreeof sexualrestrictiondueto incontinence
differed amongindividuals,and seemedo be relatedto
decreasetibido associatedvith ‘feeling unclean’,rather
thanreligiousrestrictions.

Jewishwomenwere able to pray during mensesbut
Muslim women were not. Religious restriction due to
incontinencewas most markedin Jewishand Muslim
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women,andthis wasrelatedto the needfor cleanliness
at prayerand attendanceat a houseof worship. Those
with long-term incontinence had modified prayer
routinesin order to allow for their incontinence,and

wereableto prayaslong astheycould‘keepclean’. This

involved voiding before prayer, restriction of fluid

intake,andfor someof the Muslim womenaltering the

positionof prayerto the sitting ratherthanthe prostrate
position.

Discussion

Epidemiologicaland clinical studieshave documented
thatincontinencemay havesignificantconsequencesn
quality of life, affecting social activities, domestic,
physical,recreationalpccupationabnd sexualactivities
[6—9]. Datafrom studiesof womensufferingfrom other
chronicconditionsshowthatethnicity may play a partin
the experiencesof disease,and that this may be in-
fluencedby personalsocialandpolitical factors[10-12].
Structuredand unstructurednterviews were usedto
assesgesponsedo incontinenceto provide qualitative
datafrom a small numberof sufferersto painta picture
of how incontinence affects their lives. Qualitative
researchcomplementsquantitative data and allows us
to understandhow diverse influences can affect a
woman’slife andshapeher experienceof incontinence.
This studydid not intendto obtain statisticaldataabout
sufferers,which would have required a much larger-
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scale survey than this one of 34 women, and would
extendthe analysisof theseissuesandrevealsignificant
patternsof behavior.However, we hopedto illustrate
potential differencesin lifestyle that may be affected,
especiallyin women who had not formally received
specialisthelp. This studyalsoillustratesthe difficulty in

recruitmentof patientswith symptomssuch as these,
which areoftenembarrassingndnot freely discussedA

further extensionof this studywould be to analyzeeach
religious group in greater depth, including their
educationstandardsand widening the group studiedto

all membersof the religion, not only those who are
orthodox. We acknowledgethat the choice of religion
was restricted in that orthodox may not be wholly

representativef religiouspractice butit is nonetheless
a valuable group that gives the extremesof religious
views.

All womenfelt they could discusstheir incontinence
freely with their partnersputit wasobviousthattaboos
still existin societyregardingthiscommonproblem.The
easeof discussiorwith partnersmay be relatednot only
to generalhealthawarenessvithin a family, but alsoto
relationships within the marriage, which were not
assessedviuslim womenin this study preferredfemale
doctors,andalthoughthis is not dictatedby the Quranit
is a cultural practiceadoptedoy somesocieties Subjects
were asked to grade how their lifestyles would be
restrictedby the samedegreeof fecal incontinenceand
this was generallyhigherthanfor urinary incontinence.
As embarrassmemegardingodourand‘feeling unclean’
were significantfactors, this may have beenthe reason
for the perceptionof greaterrestriction.

Both Jewish and Muslim women reported greater
restriction scores on prayer for urinary and fecal
incontinence than did women from other religious
groups.This can be explainedby their strict religious
rules regardingcleanlinessfor prayer.In JewishLaw,
accordingto the Torah commandment(Deuteronomy
23.15),apersonmaynot engagen a sacredask,suchas
prayer or the study of the Torah, in the presenceof
excrement.and the Rabbishave extendedthis prohibi-
tion to apply similarly to urine.Islamicrulesstatethata
personmustbe in a stateof cleanlinesy‘tahaarah’)to
perform certain acts of worship and for prayerto be
valid. This involveseitherwashingof the arms,faceand
feet, a completebath or dry cleansing(with earth,sand
or cleandust) in the absenceof water. Defecationand
urination nullify the state of tahaarah.Women should
cleansehemselvegprior to the time for new prayerand,
if intermittent urinary, fecal or uterine dischargeis
occurring, the prayer should be delayeduntil the flow
ceasesaslong asthereremainstime in which to make
prayer.Body partsand clothesthat are soiled shouldbe
washedprior to purificationfor prayer.

Prayemroutinesweremoreaffectedfor Muslim thanfor
Jewishwomen, owing to the fact that cleansingrituals
and the frequencyof praying were greater.Communal
prayerwasaffectedfor both JewishandMuslim women.

Menstruation was used to assesshow a normal
physiological process(comparedto a pathologicalone
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such as incontinence) compared on restriction of
lifestyle. Apart from religious and sexual restrictions
for Muslim and Jewishwomen, mensesdid not affect
day-to-dayactivities. This may be becauseadaptatiorto
menstruatiorhasbeenmadefrom adolescenceandalso
that social taboos surroundingmenstruationare much
lessthanthosesurroundingincontinence.

Oneof the limitations of this studywasthe exclusion
of women who were not in touch with health-care
workers,andthesemay be the group whoseexperience
of incontinencemay be mostrelevant,asthey may not
be in contactwith or feel unableto approacha western
system of health care and community agencies.
Assessinghe reasondor delayin seekingtreatmentin
this group of womenwould havegiven us moreinsight
to how medical personnekhouldtargetsufferersin the
community.Unfortunately,our recruitmentstrategywas
not ableto avoid this problem,and we were awarethat
informationderivedfrom womenin contactwith health-
care workers might not be representativeof the entire
population.However,the rulesfor religious cleanliness
would still apply.

Thereis a needfor the public to be madeawarethat
incontinenceas a commonproblemwhichin manycases
is treatable.In orderfor this to be possible,health-care
workersneedto recognizethe experienceof womenin
their community who are from different ethnic back-
grounds,and what their differing needsand fears may
be. Sensitivity to the emotional, social and cultural
impact of symptomsis essentialin the evaluationand
managementof sufferers, as well as understanding
potential factors in the developmentand exacerbation
of symptoms. In order to target the treatment of
incontinence,the full impact of incontinenceon daily
life mustbe understoodo allow usto deliver culturally
sensitivecare and to encouragewomen to seek help.
This study has highlighted areas of daily life not
previouslyexplored,anda larger epidemiologicalstudy
is plannedto addresgheseissuesfurther.
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EDITORIAL COMMENT: This pilot study takesan initial
look at the clinical and social experience of ethnic
minorities in regard to urinary and fecal incontinence.
Clear distinctions are seenbetween the small groups of
Muslim, Jewish, Hindu, Buddhist and Christian women
who participated in this interview- and questionnaire-
basedstudy. Thesedifferencesseemto be culturally linked.
The authors are to be congratulated on attempting to
tackle this very complextopic, and should be encouragedto
further their evaluation using standard epidemiological
techniquesto test a formulated hypothesis.
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Effect of Preoperative Voiding Mechanism on SuccessRate of
Autologous Rectus Fascia Suburethral Sling Procedure

IglesiaCB, ShottS, FennerDE, BrubakerL

Sections of Urogynecology and Reconstructive Pelvic Surgery,
Departmentof Obstetricsand Gynecology,and Biostatistics, Depart-
ment of NeurosurgeryRush-Presbyterian—3tuke’s Medical Center,
Chicago,lllinois, USA

ObstetGynecol1998;91:577-581

Fifty patientshad a suburethrakling procedurewith autologousrectus
fasciafor genuinestressncontinenceandlow urethralclosurepressure,
or those with normal urethral closure pressue and no urethral
hypermobility. Closurepressurdessthan 20 cmH,O wasindicative of
intrinsic sphincterdeficiency(ISD). Patientavhoseabdominalpressures
increasednorethan10 cmH,O duringvoiding weredefinedasValsalva
voiders(13 patients).Postoperativeirodynamictestingwas carriedout
at 3 monthsin 48 of 50 patients.Stressincontinencewas subjectively
curedin 47 (94%) and objectivelyin 73%. Preoperativaurethrovesial

junction (UVJ) mobility wasnotrelatedto curerate.Theincidenceof de
novo detrusor instability was 30%. Pre-existing detrusor instability
resolvedin 43% of patients.In 13 patientsidentified preoperativelyas
Valsalvavoiders,54% remainedncontinentbasedon objectivetesting,
comparedo 17% of the 35 patientsin the non-Valsalvagroup.

Comment:

Patientsidentified preopeatively as Valsalva voiders may experience
higher objective failure ratesfollowing rectusfascia suburethralsling

proceduresfor urinary stressincontinence.The higher incidence of

failure in thesepatientsmay be relatedto excessiveforcesimpairing

sling integrity in theimmediatepostoperativeperiod.Not only did these
patientshave a higher failure rate, they also took longerto void. One
strongfeatureof this paperis that patientswith urethralhypomobility

did not havea higherfailure ratethanthosewith hypermobility,andthe

former group comprised40% of thosewith 1SD.



