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ABSTRACT 

FACULTY OF MEDICINE, HEALTH AND LIFE SCIENCES 

SCHOOL OF NURSING AND MIDWIFERY 

Master of Philosophy 

STAKEHOLDERS' AND USERS' VIEWS OF A LEISURE CENTRE BASED 

CONTINENCE CLINIC 

by Elizabeth Mary Donnelly 

This thesis describes a study of stakeholders' and women's views of a nurse-led 
continence clinic held in a leisure centre. Its purpose was to explore their perceptions 
of the clinic to provide a response to the following research questions: 'What prompted 
the development of a nurse-led continence clinic within a leisure centre and in what 
way is this unique or different?'; 'In what way do the philosophies differ between the 
stakeholders involved in developing the 'Quay to Health' and the views of the women 
who use the clinic?', 'How does incontinence impact on women's lives and what are 
the coping strategies employed by them?' and 'How might a leisure based continence 
clinic meet women's needs?' 

This qualitative study used a single case study design (Stake 1995) with 
elements of a grounded theory approach for the data analysis (Glaser & Strauss 1967, 
Strauss & Corbin 1998). The analysis was based on interviews with seven stakeholders 
and 12 women who attended the continence clinic at the 'Quay to Health'. The women 
were interviewed twice, once soon after their initial appointment at the clinic and again 
six months later. Two incontinence impact questionnaires (IIQ-7, Uebersax et al 1995 
and ICIQ-SF, Donovan et al 2001) were completed, together with a frequency/volume 
chart prior to both interviews. 

Findings indicated that partnership working was a key issue for stakeholders 
underpinning the development of the 'Quay to Health'. Both stakeholders and users 
also identified several cross benefits by co-locating health and leisure services 
including opportunities for increased levels of physical activity and a more relaxed and 
informal environment. The impact of incontinence on women's lives can involve 
limitations on their social activities, relationships and compromises their self-esteem. 
A range of coping strategies were employed by women to manage these difficulties. 
The women preferred to attend a clinic in a non-clinical setting and suggested that as 
they did not see incontinence as an illness, a leisure centre was a more acceptable 
environment within which to seek help. The implications of these views are explored. 
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INTRODUCTION 

This is a study about stakeholders and women's views of a nurse-led continence clinic 

held in a leisure centre. The continence clinic at the "Quay to Health" has been open 

since July 1999 when a partnership was formed between the city council and the local 

primary care trust. Partnership working between agencies had been encouraged by 

government initiatives (Department of Health 1997,1998a, 1999) and with additional 

funding from the national lottery a health suite, the "Quay to Health" had been 

included in the new leisure centre. Additional clinics operating at the "Quay to Health" 

include; contraceptive and sexual health, stoma and psychosexual counselling. 

The continence clinic at the "Quay to Health" is unique in that although other 

continence clinics are usually held in traditional settings such as health centres or 

hospitals, this particular clinic, co-located with leisure facilities, appears to be an 

unusual setting for a continence clinic. The opportunity to explore both stakeholders 

and women's views of this continence clinic could provide data that will influence the 

future development of continence clinics in non-clinical settings. 

The development of health clinics in leisure settings was initiated in the 1930s 

with the "Peckham Experiment". This was an innovative project providing subsidised 

membership of a purpose built swimming pool and gymnasium in exchange for an 

annual medical examination by members. Although successful with over 1,000 

members, with the introduction of the National Health Service in 1948 and a lack of 

funding the centre closed in the 1950s (Ashton, 1976). When the "Quay to Health" 

opened in 1999 the underlying philosophy behind the development of services 

appeared to be similar to that of the "Peckham Experiment" believing that people 

would be more likely to access certain health services in a non-clinical environment. 

This study set out to explore what is different about the setting of the 

continence clinic in a leisure centre. The continence clinic at the "Quay to Health" 

warranted study because several assumptions had been made about why this would be 

a good setting for a clinic, and yet the people who used the service had not had the 

opportunity to discuss how they felt about the service or their incontinence. Chapter 

One focuses on the literature review looking at what incontinence means to women, 

how incontinence is managed in primary care, users views of nurse-led clinics and 
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partnership working between different services. Chapter Two discusses the research 

methodology chosen which was a single case study with data analysis utilising 

elements of a grounded theory approach. Chapters Three and Four discuss the findings 

from interviews with the seven stakeholders and twelve women, including the results 

from the incontinence impact questionnaires and frequency/volume charts. Chapter 

Five presents a discussion of the findings with implications for practice. Chapter Six 

discusses the methodological issues and limitations of the study with recommendations 

for future research and the conclusion. 
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Introduction to the Literature Review 

The purpose of this review is to critique the literature available on women with 

urinary incontinence who attend a nurse-led clinic and the literature available on 

partnership working between health and leisure services. It will focus on the following: 

0 The prevalence of urinary incontinence. 

® Quality of life and urinary incontinence: and the incontinence-specific tools that 

can be used to measure it. 

» What urinary incontinence means to women. 

® The development of specialist nurses to promote continence and manage 

incontinence. 

® The management of incontinence in Primary Care. 

® Care Pathways. 

* The development and evaluation of nurse-led clinics in Primary Care. 

® Users' views of nurse-led clinics. 

* Partnership working between health and leisure services. 

Search Strategy 

A search of the literature was undertaken using the on-line databases, Medline, 

Ovid, Psychlnfo and Embase, between 1980-June 2004. The keywords incontinence, 

continence, women and incontinence, urinary incontinence, quality of life and 

incontinence, nurse-led clinics and continence, open-access clinics and incontinence, 

continence advisors, incontinence impact, help-seeking and incontinence, continence 

clinics, conservative management of incontinence, coping with incontinence, 

prevalence of incontinence were used. In addition, supplementary searching of 

reference lists of articles was undertaken. MESH headings used were urinary 

incontinence + quality of life as well as searches on text words Urin* and Quality of 

Life* (asterisks represent wild cards). The Cochrane database of randomized trials for 

all RCTs including the word "incontinence" from 1998-2003 identified 48 trials 

measuring the outcome of incontinence treatments. Hand searches of the Community 

Practitioner Journal and the Journal of Community Nursing from 1995-2003 were also 

undertaken. These journals focus on nursing issues in Primary Care, but did not 



contain papers examining nurse-led continence clinics in Primary Care. The 

Department of Health website was searched using the keywords continence, 

incontinence, patient views, consumer views, user views and nurse-led clinics. 

The search was limited to papers in the English language and those including 

findings involving women over 18 years of age. From this initial broad search of the 

literature 953 papers were identified. To refine this initial broad search papers that 

looked at treatment strategies for incontinence were rejected together with those 

looking at urinary retention, catheter use, male incontinence, paediatric incontinence 

and faecal incontinence. The search strategy enabled the identification of 56 papers 

that have been included in this review. Three of these were specifically on the 

management of incontinence in primary care and these are noted on pi 8. Five were on 

the development and evaluation of nurse-led clinics in primary care and these are noted 

on pages 29-30. In order to identify papers exploring the meaning of incontinence to 

women the search terms were refined to focus on women with urinary incontinence 

and the impact incontinence had on their lives. There are only a few papers that 

explore the meaning of incontinence to women; those that looked at measurement of 

urinary symptoms or that focused on specialist investigation or surgery for 

incontinence were rejected. This process enabled the identification of five articles, 

mainly using qualitative methodologies to explore the construct. These five papers are 

noted on pi 2. The remaining 43 articles are included in the body of the review. 

A search of the literature relating to partnership working was undertaken using 

the same on-line databases as the search for women and incontinence, between 1980-

June 2004. The keywords partnership working, joint working, partnership working in 

health and leisure, healthy living centres and collaborative working identified 28 

papers. In order to refine the focus articles that did not relate to partnership working or 

healthy living centres were rejected. This process enabled the identification of twelve 

publications, mainly government reports, that explored this construct. These twelve 

publications are noted on pages 35-36. 

The Prevalence of Urinary Incontinence 

During the 1980s continence advisory services were developed following 

recognition by government that the needs of incontinence sufferers within the 

community were largely unmet. Thomas et al (1980) looked at the prevalence of 



urinary incontinence within General Practices and identified incontinence as a 

"hidden" problem within communities. Findings from a large postal survey suggested 

that urinary incontinence occurred in 16% (age 15-64) and 22% (age 65 years and 

over) of 17,694 patients randomly selected from the practice registers of surgeries 

throughout the U.K. The use of a postal questionnaire may have encouraged people to 

reveal their problem, which due to embarrassment may have previously been 

undisclosed. Several prevalence studies followed e.g. (Smith 1982, O'Brien e? a/1991, 

Royal College of Physicians 1995) and more recently the Department of Health 

published its guidance on "Good practice in continence services" (Department of 

Health 2000a), containing prevalence rates for urinary incontinence which represent a 

synthesis from the best available evidence. 

For people living at home; 

a "Between 1 in 14 and 1 in 20 women aged 15-44. 

® Between 1 in 7 and 1 in 13 women aged 45-64. 

« Between 1 in 5 and 1 in 10 women aged 65 and over; 

« Over 1 in 33 men aged 15-64; 

® Between 1 in 10 and 1 in 14 men aged 65 and over." 

(Department of Health 2000a, p7). 

A study by Perry et al (2000) in a large postal survey of 15, 904 adults aged 40 

years or more indicated that prevalence rates for urinary incontinence varied 

depending on the definitions used. A recent study by Mc Grother et al (2004) used a 

postal questionnaire to assess prevalence of incontinence involving 92, 491 

respondents over 40 years of age. Findings indicated that in the UK over a one year 

period over a third of people aged 40 years or more (nine million) are estimated to 

have urinary storage symptoms, with five million needing health care. This clearly 

represents a major public health problem. 

The prevalence of urinary incontinence has many implications for the planning 

and provision of services. With an ageing population the number of individuals 

suffering from incontinence will place an additional strain on existing services and has 

cost implications. A report by Euromonitor (1999) estimated that the retail market for 

incontinence pads in 1998 was £11.3 million, having grown from £7.7 million in 1996. 

These figures do not include the NHS Supplies share that accounts for £69 million in 

England alone. The Continence Foundation (2000b) have estimated the minimum total 
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cost of incontinence in England (including drugs, containment products, appliances 

and staff costs) to be £353,595,000 (in 1998). 

The Continence Foundation (2000b) have also calculated that the cost of 

providing a patient with incontinence pads is between £100 and £600 per year (with no 

cost calculation for reassessments, administration or treatment of complications). By 

comparison conservative treatment offered by a continence advisor or physiotherapist 

with ten hours of input would cost under £150. On a cost basis alone it is clearly 

important to examine the evidence for conservative treatment aimed at improving 

symptoms. 

Quality of Life and Urinary Incontinence 

Quality of life is clearly an important issue for most people but although there 

is a general awareness and understanding of what is meant by the phrase it is actually 

quite difficult to define and is commonly used in different ways by different people. 

Bowling & Brazier (1995) note that traditionally philosophers, theologians and social 

scientists focused on "satisfaction with life" and the "good life". Although there 

remains no precise consensus on what is quality of life, Anderson & Burckhardt (1999) 

found that when patients were asked about the meaning of quality of life by health care 

researchers, similar responses were elicited as those from general populations. It 

appeared that quality of life had the same basic constituents for everyone, although the 

relative importance of individual dimensions may change throughout life or during 

episodes of illness. Women with continence problems can experience a significant 

impact on their quality of life, leading to embarrassment and social isolation. The 

impact urinary incontinence has on life quality is a highly individual response 

dependent in part on how successfully a woman is able to manage and control her 

continence problem (Ashworth & Hagan 1993). 

The assessment of incontinence and its impact on quality of life can be 

undertaken in many different ways. Historically, the initial assessment with a patient 

either in a clinic setting or at home focused on a clinical history and a general 

discussion about specific problems they may be experiencing in managing and coping 

with their incontinence. The impact of the symptoms they were experiencing was 

recognized, but tended to form a small part of the overall assessment. However, more 

recently greater attention has been paid to women's own perceptions of their problem 



through the use of self-completion questionnaires and data from frequency/volume 

charts (Seim et al 1996, Lewey, Billington, O'Hara 1997, Williams, Perry, Brittain 

2001^ 

The measurement of quality of life remains a difficult issue, with generic 

measures of health status only appropriate to describe health status in the general 

population. They tend to be generally insensitive to specific medical conditions such as 

incontinence. However, generic measures of health status have been applied to people 

with incontinence with some success. Roe et al (2000) used the SF36 (Ware 1993, 

Jenkinson et al 1993) to determine health status among 12,529 adults, randomly 

selected from two health authorities in England. Findings indicated that people who 

were incontinent had a significantly lower health status than those who were not 

incontinent (p<0.0001). They recommended that the SF36 should be used in 

conjunction with disease or condition-specific health measures to provide additional 

information on outcomes. 

Several incontinence-specific measures of quality of life have been developed, 

with the International Continence Society recently publishing recommendations for 

standardized questionnaires (Abrams 2002). Two of these measures are discussed 

below. These have been selected because they provide a quick, reliable tool for looking 

at the impact of incontinence on quality of life. 

Condition-Specific Quality of Life Measures 

The Incontinence Impact Questionnaire-Short Form (IIQ-7) was developed and 

validated by Uebersax et al (1995) comprising 7 domains predicting the severity of 

incontinence for each individual. A Likert scale with assigned values of 0 for 

incontinence impact "not at all" to 3 for "greatly" enables scoring to provide a single 

index of life impact associated with incontinence. Validation of the IIQ-7 followed the 

development of the long form version (Shumaker et al 1994), which used the data from 

the 162 women in its construction. A high percentage of the women (96%) were white, 

62% were married and 78% had received education beyond high school. The nature of 

the sample may mean that caution needs to be exercised when considering using the 

tool with different client groups, but the tool has also been translated into French and 

used in a study of women with stress and mixed incontinence (Blanc et al 1999). The 



advantages associated with the use of the IIQ-7 include the quick completion time 

required and the ease of use in clinical practice. 

The International Consultation on Incontinence Questionnaire Short Form 

(ICIQ-SF) has been developed and validated with the full support of the International 

Continence Society (ICS). A need for a comprehensive, incontinence-specific, 

validated questionnaire that could be used by clinicians and researchers to gain a 

subjective assessment of the impact of incontinence on people's lives was recognised. 

The ICIQ-SF has been validated for use in Europe and America, and a Japanese 

version has recently been developed (Gotoh et al 2001). 

Validation of the ICIQ-SF involved a robust process of patient interviews, 

observation and postal requests to complete the questionnaires (Donovan et al 1999). 

In-depth interviews were completed with 63 UK urology clinic attendees (46 females, 

17 males) who were observed self-completing the questionnaires. Questionnaires were 

then modified to include symptoms of "bothersomeness", use of protection, amount of 

urine leakage, overall quality of life and interference with social life and sex life. A 

further 374 urology clinic attendees (305 females, 69 males) were invited to complete 

the questionnaires by post with a 60% (n=223) response rate. A further 230 

participants from two UK general practices were invited to self-complete the 

questionnaire, with 96% (n=221) and 83% (n=25) responding. 

The levels of incontinence were compared between the urology clinic 

attendees and the community sample to assess the construct validity of the tool, and 

results indicated that the ICIQ-SF could detect a difference in the prevalence of 

incontinence between the two genders, and different types of incontinence. The 

frequency, severity and impact on quality of life of incontinence among men and 

women of all ages is measured by a three item scale including frequency of urine 

leakage, the amount of urine people think they leak and a Likert scale from 0 (not at 

all) to 10 (a great deal) measuring the impact urine leakage has on their everyday lives. 

An unscored self-diagnostic fourth item enables the person completing the form to 

record when urine leakage occurs (Donovan et al 1999). The questionnaire can be 

completed very quickly by patients and provides a useful discussion tool within 

consultations when looking at the impact of incontinence on quality of Ufe. 



What Urinary Incontinence Means To Women 

This section of the literature review explores what urinary incontinence means 

to women, the impact it has on their lives and the coping mechanisms adopted by 

sufferers. Urinary incontinence is a difficult condition for people to define, and to 

acknowledge a problem exists. Incontinence itself is not given an "illness label" or an 

"illness identity" by individuals themselves or by the general public and is therefore 

not legitimised as a medical condition worthy of discussion with a General Practitioner 

(Shaw 2001). Women may be too embarrassed to raise the topic and may need 

"prompts" from health professionals to feel able to explain the symptoms they are 

experiencing. Factors that prompt women to seek help for their incontinence have been 

explored by Brittain, Perry and Williams (2001) in a study forming part of the 

Leicestershire Medical Research Council Incontinence Study. 

Findings indicated that raised awareness of incontinence was the most 

frequently cited reason for seeking help. A deterioration in symptoms, or the presence 

of the symptoms themselves prompted help seeking in over 40% (n=l 12). Personal 

triggers, including embarrassment, depression, frustration, inconvenience and 

annoyance, together with feeling dirty or smelling were also given in 40% of cases 

(n=112). It was interesting to note that women reported more personal triggers than 

men and also cited embarrassment or depression as their main reason for seeking help. 

A few studies have looked at the percentage of women seeking help for their 

incontinence, with most women consulting a General Practitioner (GP). The 

definitions of incontinence used by each of the studies differ so it can be problematic 

trying to make any comparisons. However, the percentage of women seeking help 

appears to increase with the severity of the incontinence and the degree to which the 

problem has an adverse impact on their lives (Yamell et al 1981, Harrison & Memel 

1994 and Dolan et al 1999). 

The picture of women suffering with their incontinence problems, trying to 

make sense of what is happening to their bodies and contemplating whether to seek 

help or not prompted an earlier enquiry into parous women's feelings about their 

incontinence and the impact it had on their lives by the author (Donnelly 1997). The 

study used a grounded theory approach that informed a) the collection of the data, 

which consisted of five tape recorded semi-structured interviews and b) the process of 



analysis. The act of discussing their continence problem posed a threat to self-esteem 

for some with one participant describing how she would only discuss her incontinence 

with a health professional or certain friend. Women needed to feel comfortable about 

disclosing incontinence and few of the women involved in the study had been referred 

to the clinic by their GP, but had needed to actively seek out details of the clinic from 

posters displayed at the hospital or surgery. 

The advice given by the GPs was often interpreted as inappropriate by the 

women, with no clear indication of expected outcomes or review. Women were easily 

dissuaded from disclosing their continence problems to their GPs by a sense of guilt 

and self-blame coupled with the belief that nothing could be done to offer them any 

help. They believed that the GPs were extremely busy, an idea reinforced by full 

waiting rooms at the surgery, and were reluctant to waste their time discussing a 

problem that may not have been amenable to treatment. The sufferers exhibited a 

general feeling of hostility towards health professionals, particularly doctors, a finding 

also noted by Ashworth and Hagan (1993). 

Women often see incontinence as an inevitable outcome of childbirth, believing 

that it is something to be tolerated or endured, a view that may be perpetuated by myth 

or reinforced by family or friends. Lack of information in the antenatal period about 

normal and abnormal bladder function can result in women being confused about 

whether some leakage of urine may be usual or not, and embarrassed to seek help. 

Some women may think that it is their fault that they have incontinence, as having a 

child means that the body is bound to be damaged, and so a reluctant acceptance of the 

situation may be the outcome (Ashworth & Hagan 1993, Mason et al 1999, 2001). 

The meaning of incontinence to women's lives has been described by a limited 

number of studies with small sample sizes that tend to be convenience samples. 

Although there are limitations with the generalisability of these studies they provide a 

valuable insight into women's experiences in their own words, and describe the 

emotional nature of their problems in a powerful and moving way. When discussing 

the impact incontinence has on people, the use of sufferers' own words can give 

information in a clear and understandable format, facilitating improved understanding 

of their problems (Dowd 1991, Skoner & Haylor 1993, Chiverton & Wells 1996), 

(Table 1, pi2). 
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Findings from studies undertaken in the United States of America (USA) 

(Dowd 1991, Skoner & Haylor 1993, Chiverton & Wells 1996), Norway (Sandvik, 

Kveine & Hunskaar 1993) and the United Kingdom (UK) (Ashworth & Hagan 1993, 

Shaw 2001) indicate that many women feel devastated by incontinence with 

psychological, social and relationship problems manifesting themselves as a result. 

Women plan their lives around managing the symptoms and coping with everyday life 

in as normal a way as possible. This "normalising" of incontinence can involve 

complex routines, with the restriction of fluids, use of protective pads worn inside 

pants and frequent toileting commonly used to manage and cope with their situation 

(Dowd 1991, Skoner & Haylor 1993, Ashworth & Hagan 1993). 

Sandvik, Kveine & Hunskaar (1993) have explored the impact of different 

types of incontinence on women. They recruited their sample from newspaper 

advertisements offering incontinence pads and information to those who responded. 

When a request was made for information an inquiry was included to see if they would 

also consent to an interview. Over 1,000 enquiries were made, with 187 agreeing to be 

interviewed. 

One of the key findings of this research was that women with urge incontinence 

reported more "mental distress" than those with stress incontinence (28% v 21% 

n=187) This was defined as fear of smelling, fear of discovery, despair, feeling dirty, 

inferior, lacking in self-confidence and feeling alone with the problem. The diagnoses 

of stress incontinence and urge incontinence were made by the Detrusor Instability 

Score (Kauppila et al 1982) with 117 suffering from stress incontinence and 70 with 

urge incontinence. Young women with stress incontinence were more distressed than 

older women (24% v 17% n=187), and severe incontinence was more closely 

associated with mental distress than slight incontinence (30% v 19% n=187). 
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Table 1: What Urinaiy Incontinence Means to Women 

Author and 
Year 

Title Country 
of Study 

What Studied and Research 
Design 

Sample Size and Characteristics Findings Conclusions 

Ashworth & 
Hagan 
(1993) 

The Meaning of 
Incontinence; a 
Qualitative Study of non-
geriatric urinary 
incontinence sufferers 

U.K. Meaning of incontinence to 
individuals. In-depth 
Interviews using 
phenomenology. 

28 women aged 25-55 years with 
1-4 children. 14 Of 28 had not 
sought help for incontinence. 

Incontinence is a difficult and vague 
condition with impact on women's lives 
affecting self-esteem causing isolation 
and distress. 

Incontinence is taboo. Health 
professionals need to help sufferers 
discuss their problem. 

Clear information about each 
individual's problem needs to be 
given with feedback on progress. 

Skoner & 
Haylor 
(1993) 

Managing Incontinence: 
Women's Normalizing 
Strategies 

U.S.A. How women perceived being 
incontinent and how they self-
managed their problem. In-
depth interviews using a 
grounded theory approach. 

8 women aged 31 -50 years with 
at least 1 child. All had some 
college education. 

Women needed to be able to deal with 
incontinence in a manner they perceived 
as normal. Normalizing incontinence 
achieved by self-management. 

Women saw invasive treatment 
options offered by doctors as 
unacceptable. Their understanding 
of incontinence differed from health 
professionals who gave the 
condition a "medical label". 

Dowd 
(1991) 

Discovering Older 
Women's Experience of 
Urinary Incontinence. 

U.SVL Women's experiences of 
living with and managing 
urinary incontinence. In-depth 
interviews using a grounded 
theory approach. 

Convenience sample of 7 women 
aged 58-79. 

The main threat to women's self-esteem 
was fear of accidental urine leakage in 
public. 

If women were able to manage and 
control their incontinence then it 
was possible to "normalize" the 
problem. 

Sandvik; 
Kveine & 
Hunskaar. 
(1993) 

Female Urinary 
Incontinence 
Psychosocial Impact, 
Self-Care and 
Consultations. 

Norway The impact of different types 
of incontinence on women 
was explored using a 38-item 
questionnaire and interviews. 

187 women aged between 19-91 
who responded to a newspaper 
advertisement. 

Women with urge incontinence reported 
more "mental distress" than those with 
stress incontinence. 

Young women were affected more 
by stress incontinence than older 
women. Only a third of the women 
who had consulted a doctor about 
this problem were satisfied with the 
outcome. 

Chiverton 
& Wells 
(1996) 

Psychological Factors 
Associated with Urinary 
Incontinence. 

U.S.A. Questionnaire exploring 
mastery, self-esteem, 
depression and quality of life. 

Convenience sample of 125 well 
educated women aged 27-90.58 
responded to the questionnaire. 

Women with urinary incontinence had a 
higher incidence of depression than 
women of the same age in the general 
population. 

Women with a poor sense of 
mastery and self-esteem may have 
an increased risk of developing 
depression. 
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Findings by Chiverton & Wells (1996) are similar to Sandvik, Kveine and 

Hunskaar (1993). Chiverton & Wells (1996) examined the link between mastery, 

depression and self-esteem, in relation to the quality of life of women with urinary 

incontinence. They recruited a convenience sample of 125 women with incontinence 

who were all well educated. The bias in this sample means that the results may only be 

transferable to white, middle-class, well educated women in the U.S.A.; it may not be 

possible to generalise the findings to this country. 

One significant finding related to whether or not women with urinary 

incontinence had a higher incidence of depression than women of the same age in the 

general population. Results showed that 22% who completed the questionnaire were 

rated clinically depressed, compared with 6% of the general population. The 

limitations to this study design include the omission of criteria used to diagnose 

depression. 

Another study that has linked incontinence with depression and anxiety is by 

Macauley, Stem and Stanton (1991), reviewing women attending a urodynamic clinic. 

They noted that women with urodynamic disorders were more depressed than a normal 

population of a similar age, but it is worth considering that people attending a 

specialist, diagnostic clinic, such as this are subjected to embarrassing and humiliating 

procedures that may influence the outcome of the research. However, Chiverton & 

Wells (1996), when looking at factors influencing quality of life found that depression 

did not emerge as a mediating factor in quality of life for women with urinary 

incontinence. The "mastery" or control they had over their incontinence and their self-

esteem as independent variables, and depression as the dependent variable revealed 

significant relationships. They suggested that women who had a low self-esteem and 

little sense of "mastery" were at risk of depression. When they examined all three 

variables together ("mastery", self-esteem and depression), the only variable with an 

effect on quality of life was the degree of control women felt they had over their own 

lives. 

Ashworth and Hagan (1993) explored the meaning of urinary incontinence to 

women in the first qualitative study to look at young women (Table 1 pi2). They used 

a phenomenological approach, with free-format interviews to ascertain how women 

perceived incontinence and the impact it had on their lives. To manage and cope with 
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their incontinence several different strategies were employed. The "constant avoidance 

of danger" involved restricting outings away from home, long walks, travelling on 

buses or aeroplanes and avoiding sexual intercourse. Additional precautions were 

taken to enable the problem to be concealed and these could involve elaborate plans 

with frequent bladder emptying, a map of the location of all local toilets, limiting fluid 

intake and wearing easily laundered dark clothes. The fear of smells involved constant 

checking of their own bodies for odours, and using vaginal deodorants that could 

exacerbate the problem by causing local skin irritation. Denial that a problem exists or 

minimising the problem enabled some of the women to carry on with their lives even 

though they were experiencing some leakage of urine. 

Dowd (1991) who conducted a grounded theory study looking at older 

women's experiences of urinary incontinence has noted similar findings. The fear of an 

"accident" in public where uncontrolled urine leakage would be detected by others was 

found to be the main threat to women's self-esteem. These events had a profound 

impact on them as they were embarrassing and indicated a lack of self- control, with 

the frightening possibility that they could recur at any time without warning. To 

achieve a "normal" life women needed to feel they were "in charge" and were able to 

cope with managing their urinary output. The strategies used were similar to those 

noted by Ashworth and Hagan (1993) and involved frequent toileting, wearing pads 

and planning activities. The minimising of the problem enabled women to carry on 

with their lives and to focus on other interests, to accept their incontinence. If the 

continence care routines they had developed were effective then, even if they resented 

the incontinence, the problem was manageable. If they were unsure about the 

effectiveness of their routines then the problem was unacceptable and interfered with 

their lives. 

A study by Skoner and Haylor (1993) also had similar findings to Dowd 

(1991) and Ashworth and Hagan (1993) about the management of incontinence. An 

interesting finding that does not appear to be in other currently reviewed papers, is that 

women view their incontinence as an integral part of their everyday existence, 

something that is unavoidable and reluctantly tolerated. Skoner and Haylor (1993) 

found medical practitioners tend to assess, diagnose and treat incontinence in a disease 

framework and expect women to agree to this process. They also found in addition to 

the above that women prefer to manage their incontinence with non-invasive 
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techniques including pelvic floor exercises, modification of fluid intake, weight loss 

and bladder retraining, rather than submit to surgery to correct the problem. 

With studies using different definitions for depression or distress it can be 

difficult to compare whether the incidence of depression is, in fact, higher in women 

with urinary incontinence or not. However, from the studies reviewed it can be 

suggested that incontinence has a significant impact on women's lives of all ages and 

needs to be addressed in a sensitive and practical way. 

The development of routines to manage and cope with incontinence has not 

been investigated, although the maintenance of these has been explored within 

research conducted by Ashworth and Hagan (1993). Most of the qualitative research 

conducted in this area has included women who were well educated, attending 

universities within the U.S.A. By recruiting small samples of a discrete group it is not 

possible to generalise these studies to other countries and cultures or different groups 

of women. 

The Development of Specialist Nurses to Promote Continence and Manage 

Incontinence 

The Chief Nursing Officer at the Department of Health and Social Security, 

Dame Phyllis Friend (1977) encouraged the development of local continence services 

by recommending that a senior nurse should take responsibility within each District 

Health Authority for ensuring that the needs of continence sufferers were met 

(Standards of Nursing Care: Promotion of Continence and Management of 

Incontinence- CNO (SNC) (77). This endorsement of continence services was very 

valuable, as it was the first time a senior nurse had highlighted the importance of 

providing appropriate services for incontinence sufferers. 

An Action on Incontinence working group reviewed the content of nursing and 

medical education in relation to incontinence and recommended the foundation of 

incontinence clinics with urodynamics assessment and the appointment of a continence 

advisor to each district (King's Fund Project 1983). This Incontinence Action Group 

included members of social care, health professions and industry. Findings indicated 

that education in the promotion and management of incontinence was sadly lacking in 
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both nursing and medical education, leading to a recommendation that this should be 

addressed together with the education of the general public in incontinence awareness. 

Throughout the 1980s continence services rapidly expanded with the 

appointment of over 300 continence advisors to continence advisory services within 

District Health Authorities (Roe 1990, Mandelstam 1990, Rhodes & Parker 1993). The 

continence advisors were registered nurses, employed as clinical nurse specialists but 

without a clearly defined role. The lack of a formal definition for the role led to a wide 

variety of interpretations of the nature of the service provided. Rhodes and Parker 

(1993) recommended that continence advisors were most effective when employed in 

an educational and training role, with a small clinical caseload to maintain their 

clinical expertise. They conducted a survey of the views of continence advisors 

throughout England and Wales and identified three models where continence advisors 

felt that their skills could be fully utilised: 

® "A continence manager with one or more continence advisors" 

• "A continence adviser/manager with a network of link or resource nurses" 

• "A continence manager with one or more continence advisers, with a network of 

link or resource nurses". 

It is interesting to note that this model has been included within the latest 

Department of Health guidance on good practice in continence services (Department of 

Health 2000a) and expanded to include a director of Continence Services who leads a 

multidisciplinary team including continence advisors, link nurses, physiotherapists, 

occupational therapists and urodynamic services to provide integrated continence 

services. 

Continence services tended to develop in a random fashion with little 

assessment of local population need or links to strategy, leading to inequity of service 

provision. In 1992 Jean Rooker the Shadow Minister for community care summed up 

the provision of services as "a continence lottery" dependant on location. Clearly this 

situation could not continue and following Sanderson's "Agenda for Action for 

Continence Services" report in 1991 the NHS Executive made the implementation of 

these guidelines a priority for purchasers in 1994-5. A key report by the Royal College 

of Physicians in 1995 reviewed the state of continence care in this country, and helped 
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to shift the focus from provision of containment products for incontinence towards 

assessment and diagnosis of the problem. 

The National Service Framework for Older People (Department of Health 

2001) recommended that integrated continence services (ICS) should be in place by 

April 2004. However, Thomas (2003) found in a national survey of the extent of the 

implementation of the "Good practice in continence services" guidance (Department of 

Health 2000a) that of 204 sample Primary Care Organisations although 91% planned 

to develop an ICS only 31% had discussed their proposals at board level. The 

development of integrated continence services clearly requires Primary Care 

Organisations to promote the development of continence services as a priority. 

The Management of Incontinence in Primary Care 

The promotion of continence and management of incontinence within Primary 

Care, with sufferers initially seeking help from community nurses and GPs, is a model 

for both current and future provision of services. Members of the Primary Health Care 

Team (PHCT) are ideally placed as the first point of contact for patients, who may be 

attending the surgery for another reason. Sufferers often disclose their continence 

problem only after direct questioning about symptoms related to bladder dysfunction, 

as they may consider a normal consequence of ageing or childbirth (Lagro-Janssen, 

Smits & van Weel 1990; Roe, Doll & Wilson 1999). 

Advice and treatment for urinary incontinence can successfully be provided in 

Primary Care. Studies by Lewey, Billington & O'Hara (1997) and Sander et al (2000) 

found that a majority of women were successfully managed with conservative 

treatment. 

Shaw (1999, 2001) proposed that the way people managed and coped with their 

incontinence depended upon an individual's appraisal of the situation (Table 2 pi 8). 
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Table 2: The Management of Incontinence in Primary Care 

Author 

and Year 

Title Country 

of Study 

What Studied and Research 

design 

Sample Size and 

Characteristics 

Findings Conclusions 

Shaw 

(1999, 

2001) 

A Review of the Psychosocial 

predictors of Help-Seeking 

Behaviour and Impact on Quality 

of Life in People with Urinary 

Incontinence 

U.K. How a framework developed 

by Shaw (1999) could be 

applied to studies related to 

incontinence from 1980-2000. 

Literature Search illness and coping appraisal are 

important moderators of behaviour 

and may influence the impact of 

incontinence. 

An improved understanding of health 

and behaviour can be achieved by 

relating research findings to theoretical 

models. 

Button et 

af(1998) 

Consensus Guidelines for the 

Promotion and Management of 

Continence by Primary Health 

Care Teams: Development, 

Implementation and Evaluation 

U.K. The impact of implementation 

of clinical guidelines on 

clinical outcomes. Pre and 

post-implementation postal 

survey with 3 month interval. 

Pre-test: Random sample 

of men and women over 

18 years from one GP 

practice (n=1503) 

Post-test: Incontinence 

sufferers identified from 

pre-test (n=174) 

The majority of incontinence 

sufferers had not sought help 

(61%, n=124) Severity found to be 

a key factor in help-seeking. 

Deficits identified in pre-implementation 

survey regarding continence 

assessments were not all rectified 

following introduction of guidelines. The 

3 month follow-up period may have 

been too short to allow time for full 

implementation of guidelines. 

Bignell & 

Getliffe 

(2000) 

The Promotion of Continence for 

Elderly People in Primary Care: 

The Role of Community Nurses 

(South Thames Evidence-Based 

Practice Project) 

U.K. Quasi-experimental design to 

compare knowledge, practice 

and perceptions of nurse's 

pre and post guideline 

implementation. 

Whole population of 

community nurses within 

one Trust (n=246). Clinical 

service managers, one 

locality director & 3 GP's. 

Increased knowledge related to 

assessment and treatment of 

incontinence reported by health 

professionals in the intervention 

group. 

General acceptance that promotion of 

continence is part of a nurse's role, 

especially district nurses. 

Recommendations included the 

effective use of existing expertise, 

ongoing education and multidisciplinary 

team working. 
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In 2001 Shaw reviewed how the framework could be applied to findings from 

studies related to incontinence from 1980-2000. Two theoretical models were 

identified that could enable health promotion initiatives to focus on gaps in knowledge 

that have a negative impact on help-seeking behaviours (Leventhal & Nerenz 1985) 

and Lazarus's transactional stress model (Lazarus et al 1980), that focuses on 

behavioural and cognitive strategies based on problem solving. 

Both models relate to how people decide whether or not their symptoms are a 

health threat. Shaw (2001) gives examples from the literature on urinary incontinence 

and demonstrates how this could fit with parts of each model. For example: Urinary 

incontinence may not be seen as a medical condition, but as a normal consequence of 

the ageing process (Simons, 1985, Hoist & Wilson 1988, Branch et al 1994). 

Therefore, urinary incontinence is not given an illness "identity" and may not be 

discussed with a health professional. Health practitioners may not use these models in 

practice but as the purpose of the research is to inform, and support the development of 

services it may not be necessary for practitioners to have an in-depth knowledge of the 

theories. 

One of the first studies to examine the management of incontinence using 

clinical guidelines within Primary Care was undertaken as part of the NHS Executive 

Strategy for Major Clinical Guidelines, and involved their implementation at one GP 

practice in an urban area (Button et al 1998). The evaluation of the effectiveness of the 

clinical guidelines involved the use of a pre-test and post-test design involving a pre-

test and post- test implementation postal survey of a random sample of 17% people 

aged 18 years and over from the Practice (n=1503). The sample included both patients 

with and without incontinence. A response rate of 61% (n=909) for the pre-test survey 

was achieved with no significant difference between the number and ages of males and 

females who responded. Twenty-two per cent of women (n=101) and 7% of men 

(n=31) reported symptoms of urinary incontinence at least once a month with 35% 

(n=165) of women and 9.9% (n=41) of men suffering from incontinence in the 

previous two months. Results from the pre-test survey indicated that 61% (n = 124) 

had not discussed their incontinence with any health professional. People who had not 

sought help for their incontinence problem tended to be younger (under 46 years of 

age) and did not consider their urine loss to be a problem. 
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Implications following from these results for health professionals working in 

Primary Care involve the use of direct questions relating to urine loss together with the 

use of care pathways to enable the appropriate assessment and treatment of urinary 

incontinence to take place. The raised awareness that younger women may be less 

likely to seek help for their continence problems should prompt health professionals to 

raise the topic and take appropriate action. 

Of the 225 people who were incontinent 77% (n=174) agreed to participate in 

the post-test survey, three months later. A response rate of 69% (n = 119) was 

achieved and included 22% (n = 26) males and 78% (n = 93) females. However, only 

19 people (16%) (5 males and 14 females) had sought help for their problem since the 

initial survey. The mediating factor was the severity of the urinary incontinence, with 

those people experiencing the greatest limitations as a direct result of their 

incontinence being the most likely to seek help. This finding has also been noted in 

other studies that have examined the link between help-seeking behaviour and the 

severity of the incontinence (Lagro-Janssen et al 1990, Sandvik et al 1993, Sandvik, 

Kveine & Hunskaar 1993, Uebersax et al 1995, Roe, Doll & Wilson 1999, Shaw 

2001). 

The assessment and treatment of urinary incontinence by members of the 

PHCT prior to the implementation of the guidelines was based on an individual 

practitioner's own model, and was therefore unique to each individual. There was a 

wide variation in the assessment and treatment methods employed with urine 

specimens occasionally obtained and abdominal and vaginal examinations carried out 

on an ad hoc basis. 

Following the implementation of the guidelines the deficits identified in the 

pre-implementation survey were not all addressed. All patients received an abdominal 

examination, but only six of 14 women had their urine tested. Vaginal examinations 

were not carried out in the 4 new referrals and there was no increase in the number of 

frequency/volume charts issued by GPs. There was no measurable impact of the 

implementation of the guidelines on identified clinical outcomes relating to 

incontinence although there were some mitigating factors. The length of time between 

the introduction and evaluation of the outcomes was very short, with only three months 
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given to produce a single assessment tool, provide additional education and training for 

members and improve record keeping. As most of these elements were ongoing during 

the three-month period, evidence of some improvement in outcomes indicated that the 

guidelines were actually being used by the PHCT. Further evaluation of the 

effectiveness of these guidelines following a longer time period has not been reported 

in the literature. 

Evidence that incontinence can be successfully managed within Primary Care 

by the introduction of clinical guidelines was supported by research conducted as part 

of the South Thames Evidence-based Practice project (STEP) (Bignell & Getliffe 

2000). The study focussed on the development and implementation of evidence-based 

guidelines for the promotion of continence for elderly people and evaluated changes in 

service, professional and patient outcomes. A quasi-experimental design was used to 

compare base-line outcome measures in matched control and intervention groups of 

community nurses (which each comprised two localities within the Trust studied). 

Post-intervention measures followed development and implementation of clinical 

guidelines in the intervention group only. Results demonstrated increased knowledge 

relating to continence assessment and treatment held by health professionals in the 

intervention group but also identified practical limitations to a continence promotion 

role linked to competing demands on time and lack of role clarity. 

As part of the Leicestershire Medical Research Council (MRC) Incontinence 

Study evidence-based intervention protocols were developed for use in a new nurse-led 

continence service (Williams et al 2002). The service was led by a continence nurse 

practitioner with evidence-based interventions implemented on the basis of a thorough 

clinical assessment. Documentation was developed by the nurses from existing 

published literature, practice protocols, patient information leaflets and standardised 

letters to GPs to inform them of patient progress. The importance of clearly 

documenting the assessment process, together with interventions provided, so that 

those interventions can be applied consistently by different nurses was highlighted. 

The ongoing involvement and regular updating of progress with the patient's GP 

enabled the work of the nurse-led clinic to be widely disseminated. Limitations to the 

service were acknowledged with the recognition that the evidence-based interventions 

developed were specifically for use for adults 40 years and over. 
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Care Pathways 

There are several different treatment options for patients with continence 

problems within Primary Care. Some inconsistency between the responsibility for the 

assessment and treatment of incontinence exists between community nurses and GPs, 

with some GPs conducting assessments and then referring patients to community 

nurses. In other GP practices nurses are expected to conduct initial continence 

assessments and then manage the care pathway for that patient which may involve 

initial conservative treatment (fluid and dietary advice, urinalysis, frequency/volume 

charts and the teaching and monitoring of pelvic floor exercises) or referral to a 

Continence Advisor, Physiotherapist or Urologist (Bignell & Getliffe 2001). 

When a patient first discloses a continence problem to a GP a number of 

different pathways may be followed depending upon the GPs preferred clinical 

judgement and the availability of resources to manage the condition (Diagram One, 

pi54). Following an initial assessment the GP may decide to manage the problem 

himself or herself and may advocate dietary and fluid changes together with verbal 

instruction in pelvic floor exercises to alleviate stress incontinence. If following a 

vaginal examination a prolapse of the urethra, bladder, rectum or cervix is detected, 

pelvic floor exercises may be initiated or the patient may be referred to an 

Urogynaecologist, for further assessment and possible corrective surgery. Referral to a 

Community Nurse for initial assessment and management of the problem or referral to 

a Continence Advisor or Physiotherapist are other options that may be considered. 

A study by Norton (1996) found that incontinence was seen as a nursing 

problem by many GPs with the focus on containment and coping with the problem, 

rather than the therapeutic approach of trying to resolve the problem. Studies that have 

examined help-seeking behaviour in women with incontinence have found that if an 

unhelpful response is received to requests for help with incontinence then people may 

wait several years before attempting to seek help for their problem (Brittain, Perry & 

Williams 2001). 

A study by Sandvik, Hunskaar and Eriksen (1990) in Norway examined the 

management of urinary incontinence in women by GPs. Questionnaires, consisting of 

six case histories were sent to 191 GPs and 139 (73%) responded. They were asked to 
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respond to the cases in accordance with their normal consultation practice and not to 

provide an "ideal", but false answer. Results indicated that a gynaecological 

examination was performed less frequently in elderly patients than in the young 

(numbers were given for each case). The measurement of residual urine and the use of 

frequency/volume charts were reported as "rare" with the prospect of suitable 

treatment decreased with increasing age. As this study examined responses at an initial 

consultation only, without the benefit of a longitudinal view it may present a limited 

picture of the full nature of the treatment offered by the GPs. 

A study conducted in Norway by Seim et al (1996) examined whether urinary 

incontinence could be successfully managed in general practice, and focussed solely 

on the GP's management of the problem. It was an observational study with interviews 

and clinical examination before, during and after treatment of 105 women aged 20 

years and over with urinary incontinence. Interventions included: treatment with pelvic 

floor exercises, oestrogen, anti-cholinergic drugs, electrical stimulation, bladder 

training and provision of incontinence pads. The main outcome measures included 

both subjective and objective measures of incontinence together with the number of 

referrals to a specialist. 

After 12 months the results were encouraging with 70% (69/99) of the women 

cured or much improved (subjective and objective improvement), with 16% (17/105) 

referred to a specialist. Recommendations included the initial treatment within general 

practice for six to twelve months before referral to a specialist and the observation that 

urinary incontinence can be successfully managed in general practice. Although this 

study was conducted in Norway the findings endorse the conservative management of 

incontinence before secondary referral to a specialist and could be generalised to the 

UK. Changes to the management of incontinence in women may well have occurred 

over the time elapsed between the two studies, accounting for the improved patient 

outcomes in the later study. 

Other pathways explored by women with continence problems include contact 

with Community Nurses, Practice Nurses or Health Visitors (Diagram Two, pi55). 

Information about bladder problems may be obtained from newspapers, magazines, 

television, radio or the Internet. The quality of this information may be variable with 

few controls available for articles posted on computer websites. It is therefore possible 
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that some women have obtained factually incorrect information that may exacerbate 

their condition by suggesting inappropriate treatments, or dissuading them to seek 

professional help. However increasing sources of information do help to increase 

public awareness of continence issues. 

Some continence sufferers seek help from complementary therapists 

(homeopaths, medical herbalists, and naturopaths) and will try anything to resolve their 

problem. Anecdotal evidence from practice has suggested that some people feel their 

problem has improved, but most appear to value the one to one attention and friendly 

manner of the therapist. Literature on the impact of complementary therapies on 

urinary incontinence appears to be scarce, with the author unable to locate any 

information within the published medical literature. 

Contact with incontinence support groups and patient-focussed organisations 

(i.e. The Continence Foundation or "Incontact") provide sufferers with accurate, 

relevant information about their condition. However, accessing these groups can be 

problematic, with occasional advertisements in Sunday supplements, but few posters in 

GP surgeries or public areas. 

The Development and Evaluation of Nurse-Led Clinics in Primary Care 

Referrals to PHCT staff other than GPs may occur following attendance at the 

surgery for another health-related problem, or a self-referral. Problems exist for 

women trying to access appropriate services for continence care as the services offered 

can still vary across the country, and from one GP practice to another. However, things 

are changing with the development of the link nurse role, where nurses within Primary 

Care manage initial assessments for incontinence, working closely with Continence 

Advisors and GPs. Link nurses may be District Nurses, Practice Nurses, Health 

Visitors or Community Nurses who have either completed a "Promotion of Continence 

and Management of Incontinence" module, or have attended study days focusing on 

the assessment and management of incontinence. These are usually organised on a 

Trust-wide basis by the continence advisory service in the area. Nationally the link 

nurse role has still to be implemented, with District Nurses managing continence care 

as a significant proportion of their workload. In 1999 the Audit Commission report 

indicated that 20% of a District Nurse's workload involved continence care, with 
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inadequate patient assessments and the management of incontinence predominantly 

involving the use of containment methods (pads). 

Conservative treatments can be offered in Primary Care (pelvic floor exercises, 

bladder training, weighted vaginal cones, oestrogen replacement therapy, advice on 

fluid intake and diet and anticholinergic medication). Additional forms of conservative 

treatment that can be offered include biofeedback and electrical stimulation, although 

these tend to be managed by Continence Advisors with additional training or 

Physiotherapists specialising in obstetrics and gynaecology. Several studies have 

indicated the effectiveness of biofeedback in continence training (Burgio 1990, Smith 

& Newman 1994, Glavind et al 1998) and recommend that it is most effective when 

used in combination with other treatment options (i.e. bladder retraining). 

Conservative management of incontinence is defined as " . . . . Any therapy that does not 

involve medical or surgical intervention. It includes principally, lifestyle interventions, 

physical therapies, bladder retraining and anti-incontinence devices" (Bo et al 1999). It 

is appropriate where immediate referral to a specialist is not indicated and is the 

preferred initial approach to the management of urinary incontinence. 

The further expansion of the link nurse role with nurses placed firmly at the 

cutting edge of continence management has been advocated by the Department of 

Health guidance "Good practice in continence services" (2000a). Primary Care is seen 

as the first place for people with incontinence to seek help and advice, with targets 

within the guidance suggesting that PHCTs should plan to: 

• Identify all people with incontinence. 

® Offer them an appropriate assessment. 

® Help carers understand the condition and treatment. 

» Deliver first line services. 

» Facilitate access to specialist services. 

This guidance means that nurses in Primary Care should be working towards: 

» Identifying patients within the practice who have a continence problem. 
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® Completing a comprehensive assessment of their continence problem, together 

with an assessment of other physical or psychological problems that may 

exacerbate any identified problems. 

® Starting treatment (usually conservative treatment), reviewing progress and 

referring (where appropriate) to a continence advisor, and/or urodynamic 

investigation. 

The importance of integrated working with nurses seeking advice and guidance 

from other health professionals is essential in providing an efficient cost-effective and 

improved service, more locally to patients at their local practice. 

The development of nurse-led continence clinics in Primary Care has often 

been instigated by practitioners who have identified a need for a more systematic 

approach to the management of incontinence, together with some associated frustration 

at the observation of the inappropriate management of some continence problems. 

District Nurses in Birmingham working within a community nursing 

development unit sought to identify some of the problems associated with factors 

affecting positive health behaviour in relation to promoting continence and some of the 

problems experienced in maintaining the changed behaviour (Nolan 1997). Following 

an audit that revealed 45% of patients within one District Nurse caseload had 

continence problems, the current management of those patients was examined with 

their health outcomes and the resources they were using. It would have been 

interesting to see the general content of the audit, but unfortunately this was not 

covered in the article. However, this prompted the development of a joint nursing and 

GP continence clinic, where following a joint assessment patients were given a 

provisional diagnosis and a care plan was designed for that person to follow. Initial, 

conservative treatment for incontinence was offered together with referral to other 

specialists as appropriate. After six months an audit of the continence clinic was 

undertaken. Although the figures referred to the clinic appear to be small (12 referrals), 

six had improved or had achieved continence, with only one requiring continence pads 

(Table 3 p29). 

An interesting finding was that patients who had been referred to the clinic 

following a Practice Nurse/GP consultation, or self-referral were making different 
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progress to those who had previously been seen at home by the District Nurse. Of the 

seven patients who had never been seen or assessed before, five were either cured or 

showed signs of improvement at the time of the audit. This encouraged the team to 

look at assessing motivation and the patient's desire to change. Different theories were 

examined including the impact of the locus of control as related to health (Wallston & 

Wallston 1981), self-efficacy (Bandura 1986) and the cycle of change (Prochaska & 

Clementie 1983). The recognition of where patients were in each of these processes 

was cited as helpful in facilitating the effective management of incontinence. The 

clinic appears to have been successful in identifying those patients with incontinence 

and offering them appropriate treatment for their continence problems (Nolan 1997). 

The literature relating to the development of nurse-led clinics within Primary 

Care focuses on the use of specially trained nurses to conduct the clinics, with little 

literature available on nurses currently working in Primary Care as District Nurses, 

Practice Nurses or Health Visitors who have expanded their roles to include continence 

promotion and management. Studies have examined the development of these clinics 

using specially trained nurses, with some success. A study in 1991 by O'Brien et al 

indicated that specially trained nurses with three-month training in assessment and 

management of incontinence could facilitate cure or improvement in patients in 

Primary Care. A randomised controlled trial recruited 292 women suffering from 

urinary incontinence (with two or more urine leaks a month), who were randomly 

assigned to immediate assessment and treatment by a nurse or were left for 12 weeks 

after which they followed the same intervention plan. The intervention comprised of 

four sessions of pelvic floor exercises or bladder retraining, and depended on the 

symptoms experienced. Encouragement was given to continue the plan at home and no 

further intervention was offered. Twelve weeks later 276 women reported their 

continence status to be either cured, improved, the same or worse. There was a 68% 

cure or improvement in the intervention group compared with 5% in the controls. 

To see if these outcomes could be maintained in the longer term a four- year 

follow-up study was undertaken. Results from the questionnaire were available from 

229 women and showed that 69% (158) had either maintained their original 

improvement or cure or had made further improvement. Sixteen per cent (38) had 

deteriorated and 15% (33) had neither benefited from the original interventions nor 

changed. By providing a training programme for nurses in assessment and 
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management of incontinence a sustained improvement in the clinical outcomes of 

patients with incontinence appears to be demonstrated. A success rate of 69% (n=158) 

indicated the effectiveness of the programme and prompted further research into this 

area by the Leicestershire Incontinence Study (Williams et al 2002). 
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Table 3: The Development and Evaluation of Nurse-Led Clinics in Primaiy Care 

Author 

and Year 

Title Country 

of Study 

What Studied and 

Research Design 

Sample Size and 

Characteristics 

Findings Conclusions 

Nolan 

(1997) 

Continence Clinic: 

Positive Outcomes 

Difficulties 

Encountered 

U.K. Audit of clinic, review of 

diagnosis and 

management plan. 

Patients who had attended a 

joint nurse/GP continence 

clinic in a six-month period 

(n=12) 

Of the 12 patients referred to the clinic six 

had improved or achieved continence and 

one referred for pad management. 

Patients referred to the clinic following a practice 

nurse/GP consultation or self-referral made 

different progress to those who had been seen 

before at home by the district nurse. The team 

examined theories linked to assessing 

motivation and desire to change. The 

recognition of where people were in cycle of 

change enabled more effective assessment of 

treatment plan. 

O'Brien 

etal 

(1991) 

Urinary 

Incontinence: 

Prevalence, need 

for Treatment and 

the Effectiveness of 

Intervention by 

Nurse 

U K . Randomized controlled 

trial of management of 

incontinence in Primary 

Care by nurse trained in 

assessment and 

management of 

incontinence. 

292 women with validated 

urinary incontinence 

randomly assigned to 

immediate assessment and 

treatment by nurse or were 

left for 12 weeks and then 

followed same intervention 

plan. 

12 weeks later 276 reported incontinence 

to be cured or improved There was a 68% 

cure or improvement in the intervention 

group compared with 5% in the controls. 

A three-week training course for a nurse in the 

assessment and management of incontinence, 

can offer an accessible and acceptable service 

for women with incontinence. 
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Author 

and Year 

Title Country 

of Study 

What Studied and 

Research Design 

Sample Size and 

Characteristics 

Findings Conclusions 

Williams 

et al 

(2000) 

Development, 

Implementation 

and Evaluation of a 

New Nurse-Led 

Continence 

Service; A Pilot 

Study 

U K . Care delivered by 5 

specially trained nurses. 

All patients seen over an 8 

week period, 

comprehensive 

assessment undertaken 

and treatment plan 

initiated. 

8437 postal questionnaires 

mailed to a community 

population 40 years and over. 

711 eligible for service 

provision, 274 agreed to enter 

service, 245 started service 

and 194 completed treatment. 

Evaluation at 8 weeks, objective and 

subjective methods used. Patient's reports 

of impact of symptoms on life, feelings and 

relationships showed significant 

improvement. There was a small reduction 

in urinary symptoms. 

The most appropriate provider of care for people 

with incontinence appears to be a specialist 

nurse, with additional training and an interest in 

the subject. 

McGhee 

etal 

(1997) 

Evaluation of a 

Nurse-Led 

Continence Service 

in the South-West 

of Glasgow, 

Scotland 

U.K. The effectiveness of a 

continence nurse in 

different settings. 

62 community dwelling 

patients and 57 nursing home 

residents with urinary 

incontinence referred to the 

study by health professionals. 

The nature of the interventions offered by 

the continence nurse varied between 

settings. A 69% improvement in the 

severity of incontinence was found in the 

community group with a 30% improvement 

in the nursing home. 

Using a continence nurse to manage urinary 

incontinence in a community setting appeared to 

be an acceptable and cost-effective way to 

manage the problem. 

Shields 

etal 

(1998) 

Development of a 

Community Nurse-

Led Continence 

Service 

U.K. 5 full-time continence 

nurses and 1 part-time 

physiotherapist have been 

funded for 3 years to 

extend the community 

continence service. 

Evaluation of the benefits of a 

nurse-led continence team to 

the community. Sample has 

yet to be determined. 

The service is currently undergoing 

evaluation. 

Evaluation will cover clinical, psychosocial and 

economic outcome measures. 
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The development of a community nurse-led continence service in south-west 

Glasgow, Scotland was prompted by a multidisciplinary health gain commissioning 

team set up to look at urinary incontinence (McGhee et al 1997). They found that 

urinary incontinence was a significant problem in Glasgow with 56,000 adults 

experiencing incontinence, with a third having been incontinent in the previous week, 

and concluded that continence services had developed without a strategic approach. 

A research nurse was employed for two years to manage urinary incontinence 

in a community setting. Referrals were taken from GPs and family members, covering 

eight Primary Care Teams and including nursing homes. The aims of the study were 

comprehensive with assessment and implementation of a management plan for 

incontinence, the monitoring and evaluation of that plan and the examination of the 

economic implications for the service and the city of Glasgow. The Continence Nurse 

accepted referrals from all members of the PHCT and patients were assessed in their 

own homes. A comprehensive assessment was completed and included abdominal and 

vaginal examinations, urinalysis, food and drink diaries, toilet frequency and number 

of incontinence pads used. A questionnaire was also completed to elicit patients' 

perception of the severity of their incontinence and the impact this had on their 

lifestyle. It was not stated in the article, which questionnaire was used, and no data 

relating to the responses to the questionnaire were included, so it is difficult to assess 

the quality of the data gained and their generalisability. 

Findings indicated that although the nature of the interventions varied widely 

between community dwelling and nursing home residents a 69% improvement in the 

severity of incontinence among the community group was noted. In the nursing home a 

30% improvement in the severity of incontinence was noted, the level of improvement 

reflected by the physical and mental health of the patients. By employing a Research 

Nurse to manage incontinence in a community setting there was a notable 

improvement in management of incontinence (McGhee et al 1997). 

The service in Glasgow expanded with the further development of the nurse-led 

service to enhance the link role between staff in Primary Care and Continence 

Advisors. Five full-time Continence Nurses (link nurses) and a part-time 

Physiotherapist were funded for three years, and unlike nurses in Primary Care who 

tend to have a number of different roles they were solely employed to promote 
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continence and carry out comprehensive assessment and management programmes 

with continence sufferers. The assessments carried out by the Continence Nurses were 

broadly similar to those in the previous study, with referral to the Physiotherapist for 

people with stress or urge incontinence, especially those with poor pelvic muscle 

contraction. The Physiotherapist provides training in pelvic floor exercises, 

biofeedback and interferential treatment as appropriate. The team actively promotes 

the promotion of continence and literature and videos relating to incontinence are 

available in clinic waiting areas. 

The evaluation of the service appears to be ongoing with the monitoring 

(including the development of audit tools, preparation of progress reports and review 

of baseline assessments) carried out by an evaluation officer. The formal evaluation of 

the service has yet to be published but the nurse-led community based continence 

service appears to provide a model of good practice in individualised patient care 

(Shields et al 1998). 

Users' Views of Nurse-Led Clinics 

Patients' views of a new nurse-led continence clinic in Leicestershire were 

elicited by in-depth qualitative interviews with 23 participants, seven males and 

sixteen females (Shaw, Williams, Assassa 2000). Five nurses who had received a 

three-month training programme in the assessment of incontinence and the use of 

evidence-based practice protocols provided the service. All patients participating in the 

study had received an eight-week course of treatment with a continence nurse 

practitioner in the preceding year and were recruited to the study if they had been 

offered further treatment and a urodynamic assessment. 

Findings indicated that the interpersonal skills of the nurse were critical in 

patient satisfaction. A friendly, informal approach by the nurse enabled patients to feel 

relaxed, and to be able to talk freely about their concerns. The friendly nature of the 

relationship enabled them to feel empowered in the relationship and to feel that they 

were talking as equals both working towards a common goal. Other aspects of the 

relationship seen as important were trust and sensitivity. The alleviation of 

embarrassment helped to reduce the patient's anxiety and the feelings of trust and 

confidence were supported by the good communication skills demonstrated by the 

nurse. 
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The technical skills of the Continence Nurses were recognised by the patients, 

who valued the opportunity to see a nurse who specialised in continence care. They 

also felt that the Continence Nurses were more thorough in their approach to 

continence management than GPs or Practice Nurses, and especially valued the use of 

equipment (bladder scans). 

Participants felt that it was important to have information about all aspects of 

their care including feedback on the results of tests and reassurance that nothing was 

seriously wrong with them. Information about anatomy and physiology, with diagrams 

showing the location of the bladder and its relationship to other organs enabled them to 

gain a better understanding of the nature of their problem (Shaw, Williams & Assassa 

2000). These findings are similar to those in another part of the Leicester study that 

looked at patient satisfaction with urodynamic investigation, with the importance of 

good interpersonal skills and a friendly approach by the nurses serving to alleviate 

patient's concerns about this embarrassing procedure (Shaw et al 2000). 

An evaluation of the effectiveness of conservative management of urinary 

incontinence was undertaken by Continence Advisors in North Herts, who provide 

advice and treatment for continence sufferers in their community clinics. A urinary 

symptoms and quality of life questionnaire was sent to 161 women aged 18-92 who 

had been discharged from the clinic between Oct 1992 and July 1996. Eighty nine 

(55%) responded. All the respondents had found the clinic to be useful and informative 

with 53% symptom free for up to three years following discharge. Only 1% felt that 

their urinary symptoms had become more severe and 77% were content with their 

current quality of life. It was interesting to note that although 100% of the respondents 

had found the clinic useful only 88% would make contact with the clinic again if their 

symptoms returned. The low response rate at 55% may have suggested that some of 

the women had continued to be symptom free, as they had not returned to the clinic. 

However, it is also possible that some of the women who failed to respond to the 

questionnaire may have had concerns about their treatment at the clinic and felt unable 

to address those concerns directly (Lewey, Billington & O'Hara 1997). 

A multidisciplinary approach to the initial management of incontinence has 

also been explored in Denmark and the United States of America (USA). In Denmark a 
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prospective observational study of 408 women attending an open-access, 

interdisciplinary continence clinic found that although the women tended to be over 68 

years of age, with a prevalence of concomitant diseases, most were successfully 

managed with conservative treatment (Sander et al 2000). The multidisciplinary team 

described by Fiers & Siebert (1993) in the USA did not include a Urologist, but 

approval for attendance at the clinic had to be given by the patient's own GP. The 

inclusion within the team of a medical social worker, to "assist the patient in 

identifying the psychosocial effects and work with the patient to understand its impact" 

appears to be a role that many Continence Advisors in the UK would see as part of 

their skills as a practitioner. However, both clinic models were recommended as 

effective, acceptable treatment options for patients. 

Patients' views of continence services have been explored by a number of 

qualitative studies that have used questionnaires and in-depth interviews, either during, 

or following a treatment programme. All the studies have certain similarities with 

health professionals tending to focus on clinical outcomes, non-compliance and 

attendance rates when evaluating services. Priorities for patients are different with 

impact of incontinence on quality of life, interpersonal aspects of continence care and 

the convenience and accessibility of services being valued more highly (Roe & May 

1997; Clayton et al 1998; Roe, Wilson & Doll 2000). 

The involvement of patients in planning and actively contributing to their care 

has been encouraged by the present UK Labour government with recommendations 

that the NHS should foster co-operation between NHS staff, patients, their carers and 

families to provide a patient-focused service (Department of Health 2000b, 2003). 

Within the NHS Plan (Department of Health 2000c) chapter 10 supports user 

involvement in health care at all levels. 

Within the literature related to continence services and user involvement the 

guidance; "Good practice in continence services" (2000a) highlighted the lack of 

involvement in service planning and provision by users. One of the key 

recommendations made was that users should be involved in all aspects of the service, 

with the responsibility for implementation resting firmly with each Director of 

Continence Services in their area. Another document that strongly advocates patient 

participation in their care is "The Essence of Care" (Department of Health 2001a) this 
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covered a number of health care issues, including continence care. The theme of user 

involvement included the following: 

o Health Education. 

® Setting up a user group for continence services. 

» User group views to be involved in training programmes. 

® The promotion of continence services to user groups and raising awareness by 

use of links with user groups. 

8 Staff training with user focus. 

• Users must be involved in planning and evaluating services. 

The development of user groups within continence care is still in its infancy, 

with one group established in Croydon, south London in 2001 (Addison 2002). User 

groups still need to be developed in the Southampton area to enable service users to 

look at the wider issues affecting the continence service for all the people who are 

going to use the service. 

Integrated continence services for older people have been made a statutory 

requirement of the National Service Framework for older people (Department of 

Health 2001b), with inclusion in Health Improvement Plans by April 2003 and in 

operation by April 2004. Clearly fully integrated continence services have yet to be 

implemented, with Primary Care Organisations working towards this target. A national 

two year survey to measure the extent to which the guidance "Good practice in 

continence services" is being implemented was conducted by Thomas (2003) who 

suggested that although Primary Care Organisations were aware of the document, 

(with 99% of respondents having read the document), only 31% of Primary Care 

Organisations had plans to develop an integrated continence service. 

Partnership Working between Health and Leisure 

Several government initiatives have encouraged partnership working between 

health and leisure services, voluntary organisations and communities (Department of 

Health 1997, 1998a, 1999). However, partnership working is far from straightforward 

with different organisations retaining their own management structures and different 

aims and objectives. Threats to partnership working have been identified in studies by 

Kanter (1994) and Huxham (1996) who found that differences in cultures, goals and 
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agendas could lead to problems understanding one another, impacting on the 

relationship. Huxham and Vangen (2004) explored the nature of the practice of 

collaboration in organisations by reviewing their own research over a 15- year period 

looking at the theory of "collaborative advantage". They concluded that because 

collaboration is highly resource-consuming and often painful, if there is a choice then 

they recommend avoiding collaboration. However, this generalised conclusion needs 

to be examined carefully within specific contexts. Clearly within the health service 

partnership working needs to be facilitated and insights from management and 

organisational research need to be recognised and utilised positively. Charlesworth 

(2001) suggested that paradoxically although government policy is encouraging 

partnerships, the pace of change and the need to meet targets may be 

counterproductive to partnership working. 

The literature relating to the evaluation of continence clinics in settings other 

than GP surgeries, health centres or hospitals has been difficult to identify. The 

continence clinic at "The Quays" leisure centre in Southampton opened in July 1999, 

following partnership between the City Council, local Primary Care Trust (PCT) and 

lottery funding. The continence clinic is just one of the clinics held in "The Quay to 

Health" with the following additional clinics occurring on a regular basis: 

» Contraception & Sexual Health Clinics. 

® Counselling and Therapy for Women. 

« Stoma Care (Well Ostomist Clinic). 

• Asthma & Allergy Resource Centre. 

• Psychosexual Counselling. 

» Exercise & Health Education Group for People with Learning Disabilities. 

® "Quitters"- Smoking Cessation Service. 

Evaluations of the services provided at the "Quay to Health" have been 

undertaken by a Development Worker on a six- monthly basis from July 1999-July 

2001 (Partington 2001). During each evaluation all service users were given forms to 

complete, irrespective of the service attended. The combined data from all four 

evaluations (n=498) represented a total of eight weeks of service users. A qualitative 

evaluation involved 25 people who had expressed an interest in participating and these 

were interviewed by telephone. 
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Findings indicated that people were surprised to find a health centre in the same 

building as a leisure centre, and felt that the setting encouraged the "de-medicalisation 

of health services", which was viewed as a good thing. People found it easier to use the 

services provided as the nature of a leisure centre meant that you could be going 

anywhere in the centre and "improved access to health" was a recurring theme. Some 

of the participants (numbers not stated) felt that the location of the "Quay to Health" in 

a leisure centre had prompted them to effect a behaviour change and this resulted in an 

increase in their physical activity levels. Although people tended to generally be 

satisfied with the service provided, some felt the building itself was "imposing" and 

could be "elitist" in that the services provided did not necessarily cater for those people 

who were overweight. 

The integration of health and leisure facilities has been widely supported by the 

current government with the promotion of healthy living centres (Department of 

Health 1998b), but at present there is a paucity of published evaluations, making the 

effectiveness of the centres difficult to ascertain. 

Conclusions from the literature review 

Incontinence remains an embarrassing and difficult problem for people 

to legitimise and accept. It can have a devastating impact on their lives, affecting their 

quality of life and limiting their social contacts, enjoyment of activities and personal 

relationships (Ashworth & Hagan 1993, Skoner & Haylor 1993, Chiverton & Wells 

1996). 

Incontinence can be successfully managed in Primary Care with Primary 

Health Care Teams (PHCTs) working in an integrated and collaborative way to 

provide the optimum services for their patients. The development of nurse-led clinics 

within Primary Care has been supported by both government policy and guidance 

(Department of Health 2000a, 2001a) and by practitioners themselves. However, it has 

been difficult for some practitioners to make the promotion and management of 

incontinence a priority with a constantly evolving Primary care agenda that focuses on 

initial care and management of incontinence, but has yet to provide the additional 

capital to support any additional cost implications. 
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The development of integrated continence teams led by a Director of 

Continence Services is a model of good practice that will raise the profile of 

continence care and facilitate closer working relationships between continence 

advisors, Primary Care Nurses, GPs, Physiotherapists and other health professionals 

(Department of Health 2000a). Continence Clinics in different settings appear to be 

acceptable to women, although the perceived quality of the care received, together 

with the friendly and approachable nature of the staff and the quality of the technical 

information given are critical in patient satisfaction (Shaw, Williams & Assassa 2000). 

The general evaluation of the "Quay to Health" may provide some useful 

insights into the general perceptions held by all the service users. However, the 

experiences of the women who use the continence service in particular, may or may 

not reflect the general evaluation already completed. Women living with incontinence 

can experience many different problems associated with their incontinence, and the 

opportunity to attend a clinic in an alternative setting may encourage more women to 

seek help and to suggest ways in which the service could be improved to meet their 

needs. This is the subject of the following research study. 
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(CIIAJPTHER TTWC) 

Research Design and Methods 

Introduction 

The purpose of this chapter is to describe the research study design and to 

discuss the selection of the research site and the qualitative approach adopted by the 

author. The qualitative study used a single case study design (Stake, 1995) with 

elements of a grounded theory approach for the data analysis (Glaser and Strauss, 

1967; Strauss and Corbin, 1998). Further exploration of the adoption of this approach 

will be outlined during the chapter. 

The study set out to explore women's and stakeholder's views of a nurse-led 

continence clinic held in a leisure centre and the underpinning philosophy that 

prompted the leisure department of the City Council and the local health providers to 

develop this new service. The clinic provides advice and treatment for adults with 

bladder problems from a continence advisor, a nurse with additional training in the 

management of bladder problems. Access to the service is open, with direct referrals 

accepted from any adults, including on a drop-in basis with instant access to treatment 

and advice. However, most of the referrals made to the service are from health 

professionals, especially general practitioners who may not have the time, skills or 

knowledge available to implement assessment and treatment programmes for 

incontinence. The appointments are made by a receptionist based at the "Quay to 

Health" (the name of the health centre complex), with one hour allocated to initial 

assessments and thirty minutes allocated to follow-up appointments. Confirmation of 

any appointment is made by telephone the day before, with the reminder being 

welcomed by many of the women who attend the clinic. 

The advice and management strategies offered at the clinic are often referred to 

in the literature as "conservative treatment options" that include advice on fluid intake, 

diet, avoidance of caffeine and pelvic floor exercises and bladder training. These non-

surgical approaches are advocated prior to referral to secondary sources (if 

unsuccessful) as they are non-invasive, more acceptable to patients, and may solve the 

problem avoiding the additional time and expense involved in further treatment or 

consultant referral (Department of Health 2000a). 
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The clinic is held in an unusual setting, located within a leisure centre with four 

consulting rooms, a waiting area and office space for support staff connected with the 

nearby contraception and sexual health clinic. The health centre is found on the ground 

floor of the leisure centre next to the changing rooms and the entrance to the gym. To 

reach the centre involves navigating a path through the upper floor of the leisure 

centre, looking for signs to the "Quay to Health", descending into the depths of the 

building and locating the clinic. Two different sets of reception staff may be 

encountered before reaching the receptionists at the health centre, the swimming pool 

receptionists and the gym staff (who tend to be young and fit).The clinic is not well 

signposted and clinic users often have to ask where the incontinence clinic is located, 

which might be experienced as embarrassing in a non-medical setting. 

The open-access or drop-in nature of this particular clinic, together with its 

unusual location and lack of previous evaluation from a users' perspective prompted 

the selection of this site for further investigation. 

The underlying philosophy behind the development of the services at the 

"Quay to Health" was quite similar to the sentiments expressed in the 1930s by the 

"Peckham Experiment" with partnership working between the local Primary Care 

Trust and Southampton City Council. They believed that the health services at the 

"Quays" would encourage people with sensitive or stigmatized conditions to attend 

clinics because they were not based within a recognised health care facility. The 

setting of the clinics, they felt, would encourage people to use either the gym or the 

swimming pool because they were entering a "healthy environment" and would feel 

prompted to take action about other aspects of their health. 

The continence clinic at the "Quays" warranted study because several 

assumptions had been made about why this would be a good setting for a clinic, and 

yet the people who used the service had not had the opportunity to discuss how they 

felt about the service or their incontinence. Although the study explored one clinic 

within a unique setting the findings will have some generalisability for other 

continence clinics based in leisure centres by identifying the benefits of co-locating 

health and leisure services, and will also be of relevance to continence clinics more 

broadly. 
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Incontinence occurs more frequently in women than in men with 35% of 

women reporting some degree of urine leakage and 14% of men (Brocklehurst 1993; 

Hoist and Wilson, 1998; Lagro-Janssen et al 1990; Rekers et al 1992; Roberts et al 

1998; Yamell et al 199\, Perry et al 2000, Mc Grother et al 2004). The number of men 

attending the nurse-led clinic at the leisure centre is small with only five men attending 

over a one- year period and 115 women. The men who attend the clinic were referred 

by the Consultant Urologist for a clearly defined, single appointment to discuss bladder 

management following planned surgery. 

Aims 

The first aim of this study was to explore stakeholders' views of the continence 

clinic at the "Quay to Health" to examine what prompted the development of the 

clinic. The second aim was to discover what had prompted women to seek help for 

their incontinence, the impact on their lives and to enable them to reflect on their 

experience of attending the continence clinic at the "Quay to Health". The study was 

designed to answer the following research questions. 

Research Questions 

1) How does the nurse-led clinic provide continence services for women? 

2) What prompted the development of a nurse-led continence clinic within a leisure 

centre, and in what way is this unique or different? 

3) In what way do the philosophies differ between the service providers involved in 

developing the "Quay to Health" and the views of women who use the clinic? 

4) How does incontinence impact on women's lives and what are the coping 

strategies employed by them? 

5) How might a leisure-centre based continence clinic meet women's needs? 

The following section will discuss the principles of case study research and 

some of the differing definitions attached to what constitutes a case. The case in point 

was the clinic and interviews were conducted with women who attended the clinic, and 

stakeholders involved with the development of the clinic. 

Case Study Research Design 

The focus of this study was to explore a nurse-led continence clinic held in the 

unique setting of a leisure centre. An approach that is flexible and able to facilitate 
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access to data from a number of sources was indicated, with a grounded theory 

approach to a single case study meeting those needs. Case studies can encompass both 

qualitative and quantitative approaches, and have been used in a variety of settings 

including healthcare, education and business (Hammersley 1992). A case study has 

been described as a detailed study of one case (or just a few cases), using a variety of 

methods and conducting an in-depth investigation of the complexities of the case 

(Punch 1998, Vallis and Tiemey 2000). 

Several different definitions exist within the literature with Yin (1994, pi3) 

describing case study as "an empirical inquiry that investigates a contemporary 

phenomena within its real life context, especially when the boundaries between 

phenomena and context are not clearly evident" and "in which multiple sources of 

evidence are used". A similar definition is given by Robson (1993), although Stake 

(1994, p237) states that it "is both the process of learning about the case and the 

product of our learning". In addition Miles and Huberman (1994) have suggested that 

case study research can also represent a temporal event, such as the development of an 

innovative training programme over time or dialogue between two people. 

Different types of case study associated with the perspectives of Yin (1993, 

1994) and Stake (1995) offer a focus on either single or multiple cases. Yin (1993) 

further defines cases in three ways as descriptive, exploratory or explanatory. A 

descriptive case study design records a full description of the phenomenon of interest 

within its context (Yin 1993). An exploratory case study "is aimed at defining the 

questions and hypotheses of a subsequent.. .study or determining the feasibility" of a 

research project (Yin 1993, p5). The explanatory case study attempts to demonstrate 

causal relationships. Yin's approach to case study has its roots firmly grounded within 

positivism, with a rigid approach to case study and prescriptive guidance. Within Yin's 

work there appears to be little recognition of the importance of knowledge and 

intuition in the process of data collection and analysis. He also suggested that 

traditional quantitative criteria including construct validity, internal validity, external 

validity and reliability should be used to evaluate the quality of a case study (Yin 1993, 

1994). These terms do not seem appropriate for a constructivist paradigm where Guba 

and Lincoln (1981) and Sandelowski (1996) recommend that researchers tackle issues 

of trustworthiness and rigour by "truth value", "applicability", "consistency" and 

"neutrality". 
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The approach adopted by Stake (1994, 1995) suggests that it may not be 

possible to place cases into pre-selected categories, but the methods used will be 

different depending upon the intrinsic and instrumental interests of the case (Stake 

1995, p4). Stake's approach to case study is closely aligned to a constructivist 

epistemology, the belief that knowledge is constructed rather than discovered and the 

understanding that any research inquiry can never be value free. He notes that "no 

aspects of knowledge are purely of the external world, devoid of human construction" 

(Stake 1995, plOO). A constructivist epistemology and ontology provide the theoretical 

basis of this study, with an intrinsic approach appropriate for this study. 

Three types of case study design have been developed by Stake (1995); these 

include an intrinsic case study design, useful when clarification and understanding of a 

particular case is required. In this type of design it is the unique case that is of interest. 

The instrumental case study is where "a particular case is examined to provide insight 

into an issue or refinement of a theory"(Stake 1994, p237). Here the case is not the 

main focus but is used to explore and understand another issue. The collective case 

study is an instrumental case study that has been enlarged to include a greater number 

of cases to explore a particular phenomenon or event. The study presented here can be 

classed as an intrinsic case study design. 

Case study investigation can generate large amounts of data and the importance 

of clearly defining the boundaries of the study has been recognised by several authors 

(Stake 1978, 1995, Bromley 1986, Ragin 1992). This study was bounded by the 

definition a single case, namely the continence clinic held at the leisure centre, and by 

time with data collection occurring from January 2001-August 2003. 

The method of data collection and analysis used to explore the case in question 

includes the following elements of a grounded theory approach: theoretical sampling, 

constant comparison of the data, open coding, memos, theoretical sensitivity and 

category development (Glaser & Strauss 1967). Theory development was not a 

specific aim of the study. 

The following section will cover the elements of a grounded theory approach 

utilised in this study. 

43 



Using a Grounded Theory Approach 

Grounded theory is a process of discovering theory from data that have been 

systematically gathered and analysed: 

"Generating a theory from data means that most hypotheses and 

concepts not only come from the data, but are systematically worked 

out in relation to the data during the course of research" (Glaser & 

Strauss 1967 pl2). 

Although this study was not designed to promote the development of new 

theories relating to the experience of incontinence and continence care, key 

aspects of a grounded theory approach were utilised in sample selection and 

data analysis. The following were used and are discussed in more detail under 

"data analysis": Theoretical sampling, constant comparison of the data, open 

coding, memos, theoretical sensitivity and category development. The 

possible impact of researcher bias was recognised and is discussed further 

under "reflexivity" (page 52). 

Study Design 

In order to address the aims of the study and the research questions identified, a 

series of interviews were conducted with both clinic users and stakeholders. The study 

was conducted in two phases. Ethics committee approval was gained from the local 

research ethics committee (Appendix Twenty One). 

Selection of the Research Site and Negotiation of Access 

The provision of a continence clinic within a leisure centre was an unusual 

setting for a clinic. The service was a new initiative having started in July 1999, 

offering the only continence clinic in this setting in the area. Previous evaluations of 

nurse-led clinic services have focused on more traditional settings with continence 

nurses working to clear protocols and exclusion criteria offering an efficient, 

acceptable service to continence sufferers (Lewey et al. 1997; McGhee, et al. 1997, 

Nolan 1997). 

I contacted the Continence Advisors based at Hythe to informally discuss the 

proposed study and to seek their suggestions and support. The time spent meeting with 

the team and offering to explore the experiences of clinic users was well spent as they 

were keen to have the opportunity to demonstrate to others the quality of the service 

they provided. The involvement of the team from the outset of the research had 
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enabled them to feel part of the project and to "own" their input. The Continence 

Advisors indicated they had no time to carry out a study of the clinic themselves and as 

I had previously worked as a Continence Advisor they acknowledged my experience 

and appreciation of the issues involved. 

Having discussed the study with the team the Continence Services Manager 

was then approached to obtain her support for the study. Before applying for ethics 

approval the proposal was presented at a team meeting, to enable questions to be asked 

and to present the information leaflets for participants and health professionals. It was 

agreed that the researcher would be given an honorary contract with Southampton City 

Primary Care Trust to provide them with indemnity and to enable them to maintain 

clinical competence by covering the occasional clinic. The implications of this are 

discussed further on page 52 under the heading "reflexivity". 

I visited the clinic as an observer to become familiar with the operation and to 

meet the receptionists and other staff involved in the health centre. Gaining access to 

the research involved discussing the project informally with the receptionists, so that I 

was accepted as a researcher. As the research progressed I provided the practitioners 

and leisure services staff at the "Quay to Health" with regular verbal updates of the 

progress of the project. This enabled the staff at the leisure centre to continue to feel 

involved with, and to engage in, the study. 

The Continence Advisor responsible for the clinic continued to be very 

supportive throughout the life of the study, and prior to the commencement of the 

study time was invested explaining the outline of the research and the potential 

benefits to both users of the service and to her personally. The general impression 

received was that the Continence Advisors were working hard to provide an excellent 

service to patients, and although they felt they were achieving this, they did not have 

the time or the skills to conduct their own research to demonstrate these outcomes. 
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Phase One Interviews with Users 

Two face to face interviews with women attending the clinic were used to elicit 

their experiences of their incontinence and of the clinic. One interview followed their 

initial appointment at the clinic, and the second was six months later. Two 

incontinence impact questionnaires and a frequency/volume chart were completed 

before the initial interview (Appendices Five, Six, Seven and Eight) and repeated six 

months later. These questionnaires were selected because it was anticipated that they 

would provide a subjective measure of incontinence impact and a guide to the progress 

of their incontinence. 

Phase Two Interviews with Stakeholders 

Face to face interviews were conducted with key stakeholders (seven in total) 

to determine the underpinning philosophy behind clinics in leisure centres. These 

stakeholders comprised; One Continence Advisor, one Continence Services Manager, 

one Manager of the "Quay to Health", one Development Worker, one Primary Care 

Trust Manager and two City Council Leisure Services Managers. 

A summary of the study design is provided in the table below. 

Table 4: Study Design 

Phase 1 Clinic Users 
Two interviews (6 months apart) with each of 12 women attending the clinic-
Interview 1 + completion of frequency/volume chart, IIQ-7 and ICIQ-SF. 
Interview 2 - 6 months later + completion of frequency/volume chart, IIQ-7 and 
ICIQ-SF. 
Phase 2 Stakeholders 
One interview with each of 7 stakeholders. 
1 Continence Advisor. 
1 Continence services Manager. 
1 "Quay to Health" Manager. 
1 Development Worker. 
1 Primary Care Trust Manager. 
2 City Council Leisure Services Managers. 

Sampling 

The main purpose of case study research is to understand as fully as possible 

the case that has been selected. Stake (1995, p4) suggests that case study research is 

not "sampling" research and the study of a particular case is not undertaken to 
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primarily understand other cases. However, the findings from this study could be 

transferable to other continence clinics in other settings, providing information about 

what users of these services think is important and how services can be modified to 

meet those needs. The focus of the selection of the sample needed to be on those 

people who were likely to "lead us to understandings, to assertions, perhaps even to 

modifying of generalisations" (Stake 1995, p4). This view is also supported by Patton 

(1990, pi69) who suggested that qualitative enquiry tends to focus on small samples, 

or even single cases "selected purposefully". This method of sampling involves the 

selection of "information rich" cases, people from whom we can learn a lot about the 

issues of central importance to the purpose of the research. Interviewees were sampled 

on the basis of being able to provide rich, descriptive data to understand the case, using 

opportunistic sampling. The protocol used to recruit women to the study is detailed 

below. 

Participant Selection Phase One 

The Continence Advisor invited all women who attended the nurse-led clinic 

for the first time to participate in the study. To improve recruitment to the study I 

visited the clinic on a weekly basis and was available to discuss the study with 

interested parties following their clinic consultation. Any women who had expressed 

an interest in participating in the study were shown into a separate room and the 

Continence Advisor made a personal introduction. I continued to visit the clinic for 

eighteen months to maintain contact with the Continence Advisor, although the initial 

recruitment to the study was completed within eight months. 

A thorough explanation of the study was given together with an invitation 

letter, patient information sheet, patient return slip, consent form and pre-paid 

envelope (Appendices Nine, Ten, Eleven and Twelve). This consultation was 

invaluable as it enabled the women who were interested in the study to meet the 

researcher and to ask questions about the study and to clarify their involvement. 

Although some were keen to sign the consent form at this point they were encouraged 

to take the information away and to consider whether or not they wanted to participate 

in the study. On receipt of the signed consent form, a copy was sent to the patient's GP 

together with a covering letter, health professional's information sheet and contact 

details of the researcher (Appendices Thirteen, and Fourteen). Women who were less 

47 



than 18 years of age and those who had a gross cognitive impairment who may have 

been unable to give informed consent were excluded. 

Pilot Study 

A pilot interview was conducted to try out a draft interview schedule for the first 

interview. The questions were guided by the research questions and covered what 

prompts people to seek help for their incontinence, how they accessed the clinic, their 

expectations of the clinic and the impact of incontinence on their lives. As the face to 

face interviews were part of a reflexive process to inform and guide future interviews, 

the pilot was limited to one interview. The interview schedule was modified to focus 

the questions more specifically around the research questions, with the following areas 

covered: 

• Women's experience of their incontinence and the impact on their lives. 

« What prompted people to seek help for their continence problem? 

» How did they feel about attending a clinic within a leisure centre? 

• What did they think was the underpinning philosophy behind the development of a 

continence clinic within a leisure centre? 

® What were their expectations as a result of attending the clinic? 

» Did they feel that the clinic at the "Quays" differed in any way from other clinics 

they have attended? 

• Did they have any suggestions for improving the service offered at the "Quays"? 

(Appendix Fifteen). 

The initial interview demonstrated how participants have their own agendas 

when consenting to participate in research. The woman was elderly and had been 

widowed a year before the interview. She lived alone and suffered from diabetes and 

painful feet. Although she suffered from urge incontinence her main concern was how 

uncomfortable her feet were and how she could improve her mobility. During the 

interview she appeared to be reluctant to discuss her continence problem as, for her, 

that was not the main issue. She needed to talk about her husband and to grieve for the 

life she had once enjoyed. The interview was poorly focused, with too much input 

from myself and little space allowed for the participant to consider her responses and 

respond in a manner within which she felt comfortable. 
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During subsequent interviews the approach was modified to allow more time 

for participants to respond. Questions focused on responses directly related to their 

continence problem, and to the research questions (Appendix Sixteen). 

Determining the Size of the Sample 

Within case study research there is no pre-determined, universally agreed 

method for selecting the appropriate sample size. Patton (1990, pi84) suggests that 

there are no rules for sample size in qualitative research, but that other factors should 

guide the size of the sample. These factors include: "what you want to know, the 

purpose of the inquiry, what's at stake, what will be useful, what will have credibility 

and what can be done with available time and resources". The focus of the enquiry is 

on the quality rather than the quantity of the data available (Stake 1995, Sandelowski 

1995). Therefore if the sample was too large it may have followed that the detail 

within the case was lost, conversely if too small the credibility of the study may have 

been affected. 

The number of women recruited to the study was not decided in advance, but 

guided by the analysis of the interviews. Interviews were analysed on an ongoing basis 

in order to determine whether any new categories were emerging. Women were 

recruited to the study until no new categories emerged from the data. Thirteen women 

consented to participate in the research, one was interviewed once; twelve women 

were interviewed twice. Recruitment to the study took place over an eight-month 

period with no apparent changes made to the operation of the clinic. Seven 

stakeholders were interviewed and following completion of the interviews with the 

women and the stakeholders field notes were recorded in the study diary (see p51). 

Data Collection Methods 

The main data collection methods utilised in this study were interviews, and 

questionnaires. This section will discuss how these methods were used. 

Interviews with Women 

Semi-structured interviews were used to elicit women's experiences of their 

incontinence in their own words. Incontinence can cause embarrassment to sufferers 

and face-to-face interviewing was selected rather than telephone interviewing so the 

researcher could respond to any non-verbal cues in an appropriate manner. 
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Open-ended questions enabled participants to describe their incontinence in 

their own words using language that expressed for them the essence of their problem. 

When questioned as to whether they found it difficult to find the words to do this none 

of the women identified this as a problem. This may be because all the women had 

attended the clinic before the interview, and had already been exposed to some of the 

terminology related to incontinence by the Continence Advisor. 

During the interviews the use of language was explored by asking participants 

to clarify what they meant when they described their problem as " a little 

problem.. .you know?" Both parties may not have shared meanings and women's 

unspoken language is often not that explicit. A question used to encourage a clearer 

picture of what was happening: "How would you describe your problem?" or " Could 

you give me some idea what happens when you leak urine?" Probing further, asking 

questions around the participants' taken for granted meanings of "little problems" has 

informed subsequent data collection and enabled the focus to remain on the emerging 

data. 

Interviews were arranged by telephone at a time and place chosen by the 

participant. Of the 13 women interviewed only one chose to be interviewed at the 

university, the rest were interviewed at home. All the participants consented to the tape 

recording of the interview and the tapes were transcribed to enable the analysis of the 

data and the identification of emerging themes and concepts. 

The Interview Process 

Before starting the interview and switching on the tape recorder the women 

were reminded that they were able to withdraw from the study at any point without 

compromising their medical care. The interviews lasted approximately 30-40 minutes 

and they were told when the machine was switched on or off. By introducing the tape 

recorder soon after arrival the machine became more familiar and was quickly 

disregarded by both parties when the interview commenced. Some researchers 

advocate taking detailed legible notes during an interview rather than taping the 

interview (Glaser, 1998, Morse, 1996). However in this study I decided to tape the 

interviews to enable me to hear the women's voices and any nuances in tone that 

would have been lost if I had been unable to tape record the interviews. When planning 

50 



the interviews I decided not to make comprehensive notes during the interview as I felt 

that it may have been a distraction, affecting my ability to respond appropriately to the 

interviewee. However it may have been helpful to have taken brief notes during the 

interview rather than writing notes in the car, having left the woman's house. 

Following the interview field notes were made to provide a written picture of 

the interview itself, and the impressions gained about the non-verbal cues used by the 

participant and the impact I had on the interview itself Any anecdotal impressions of 

the impact of incontinence on women's lives were noted together with any discussions 

held that had not been recorded (Appendix Seventeen). 

As an experienced Continence Advisor questions related to the management of 

continence problems and symptom control could arise during the course of the 

interview. If this happened women were advised that the questions would be addressed 

on completion of the interview, and once the tape recorder was switched off, any 

queries were addressed. This approach worked well in practice, with the interviews 

remaining focused on the research questions. 

Questionnaires 

Two incontinence impact questionnaires and bladder diaries were used to 

provide data on symptom severity and quality of life. A secondary aim was to examine 

changes during the six month period before the second interview. Subjective 

measurements of incontinence severity were obtained using the "Incontinence Impact 

Questionnaire-Short Form" (IIQ-SF) developed and validated by Uebersax et al. 

(1995). A Likert scale with assigned values of 0 for "not at all" to 3 for "greatly" 

enabled scoring to provide a single index of life impact associated with urinary 

incontinence. An additional measure the "International Consultation on Incontinence 

Questionnaire-Short Form" (ICIQ-SF, Donovan et al 2001) consists of three items to 

evaluate the frequency and severity of incontinence and its impact on everyday life. 

Objective clinical outcomes were measured using frequency/volume charts (bladder 

diaries) sent to women with their initial clinic appointment and again six months later. 

Interviews with Stakeholders 

Stakeholders were invited by telephone to participate in this study. If they 

agreed then they were sent an invitation letter inviting them to participate in the study 
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(Appendix Eighteen), a Heahh Professionals Information leaflet (Appendix Fourteen) 

and a consent form (Appendix Twelve). On receipt of a signed consent form the 

researcher invited them by telephone to arrange an appointment for the interview. All 

the stakeholders chose to be interviewed in their place of work and consented to the 

tape recording of the interview. 

The interviews lasted approximately 30-40 minutes and an interview guide was 

used (Appendix Nineteen) to facilitate exploring the philosophy behind the "Quay to 

Health". The researcher adopted the same method used for introducing the tape 

recorder and reminding the interviewee that their participation was entirely voluntary. 

Field notes were completed following the interview and enabled the researcher to 

record impressions about the interview itself in a similar way to the interview notes 

made following contact with the women. 

The following section explores the selection of the research site and how the 

researcher negotiated access. 

Reflexivity 

Reflexivity has many different definitions and involved the researcher 

continually evaluating their decision-making processes and the research process itself 

De Poy and Gitlin (1998, p311) define the term as "process of self-examination" with 

Finlay (2002, p532) providing a more comprehensive definition: 

"...thoughtful, conscious self-awareness. Reflexive analysis in 

research encompasses continual evaluation of subjective responses, 

intersubjective dynamics, and the research process itself It involves 

a shift in our understanding of data collection from something 

objective that is accompanied through detached scrutiny of 'what I 

know and how I know it' to recognise how we actively construct our 

knowledge". 

Working with women with continence problems, being a woman herself and 

continuing to be a practising nurse and Health Visitor had an impact on the nature of 

the researcher/participant relationship. The personality and presence influenced the 

way in which participants responded, with the opportunity taken for a one-to-one 
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consultation about their incontinence problems in their own home. Some studies have 

suggested that nurse researchers who distance themselves from their pre-existing 

knowledge and relationships with study participants lose rich data because they never 

achieve commonality with participants (Bamberger & Schon, 1991). Findings by 

Gardner (1996) suggest that richer data was obtained from participants when she 

disclosed she was a nurse. 

In this study I recognised that role conflict between that of a researcher seeking 

to increase the knowledge base of nursing by collecting and analysing uncontaminated 

data and that of a nurse with professional responsibility to care for patients could be an 

issue in this study. Throughout the period of data collection I covered occasional 

continence clinics at the "Quay to Health" to maintain clinical competence and to 

support the Continence Advisor who ran the clinic. Although the women attending the 

clinic who had agreed to participate in the research were aware that I was primarily a 

researcher and only working as a Continence Advisor when actually at the clinic, it 

was not always clear that the women themselves made this distinction. During the 

research interviews questions could arise about the management of incontinence and I 

decided that to maintain the integrity of the data these issues were addressed on 

completion of the interview. This strategy worked well with the focus of the data 

collection remaining on the women's experiences of the clinic. Other studies have 

suggested that although nurses feel they are able to make this distinction between when 

they are a nurse, and when a researcher, other health care practitioners and patients 

view nurse researchers as primarily nurses who also happen to be researchers (Davis, 

1983, Fowler, 1988,Munhall, 1988). 

The essential contribution of women to this study was recognised, and by 

answering any queries about their incontinence problems, I felt that I "gave something 

back" to them. However, I also recognised that if I did not have the skills to provide 

clinical advice any questions related to management of the condition would need to be 

referred to the Continence Advisor responsible for their treatment. 

Holloway & Fulbrook (2001) describe the "halo" effect where participants 

want to be seen in a favourable light by the researcher who is viewed as an expert. 

There may be a tendency for them to understate negative feelings, avoid difficult 

issues or to say things in "the right way" or to say "the right thing". It can be difficult 
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to ascertain whether this is happening and to try and minimise this effect it was 

explained at the outset of the interview process, the value of receiving accurate and 

honest feedback. However, although the women provided positive feedback about the 

quality of care they had received at the "Quays", negative feedback was also given 

about the lack of information about referrals to other services. This would appear to 

suggest that the women in this study were able to provide a realistic picture of their 

experiences both of the clinic and their incontinence. 

Data Analysis 

Line by Line Coding 

The data was studied line by line to facilitate the emergence of codes from the 

data. These codes explained the events occurring within the data and enabled me to 

remain close to the data. Each interview was initially coded line by line; an example is 

given in Appendix One. The codes that emerged covered many different topics from 

the impact of incontinence on women's lives to how they accessed the clinic at the 

"Quay to Health". These initial codes assisted the process of beginning to develop 

categories that were further developed during open coding. 

Open and Selective Coding 

Open coding is a process whereby large sections of data were exposed to show the 

ideas, thoughts and content within. The data were broken down into sections and 

compared for similarities and differences. This process facilitated the emergence of 

categories where conceptually similar events, emotions or interactions were grouped 

together (Appendix Two). The data were constantly questioned to facilitate open 

coding. Bohm et al. (1992 p28) suggested the following questions assist in disclosing 

the text: 

• "What! What is it about here? Which phenomenon is mentioned? 

• Whol Which persons, actors are involved? Which roles do they play? How do they 

interact? 

® Howl Which aspects of the phenomenon are mentioned (or not mentioned?). 

« When? How long? Where? Time, course and location. 

• How niuchl How strong? Aspects of intensity. 

® Why? Which reasons are given or can be reconstructed? 

® What for? With what intention, to which purpose? 
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® By which? Means, tactics and strategies for reaching the goal". 

Once open coding led to the identification of categories the next step was to 

refine and differentiate these looking for subcategories, and for data to show the 

extreme possibilities. The identification of the core category by this process enabled 

the focus on particular codes and to develop codes that related to the core category. 

This was a conceptual process where data were named either by the meaning or 

imagery they evoked or by using the language of the respondents themselves. These 

were labelled "in vivo codes" (Glaser & Strauss 1967). 

The Constant Comparative Method of Data Analysis 

Central to the grounded theory method is the use of constant comparison. The 

constant comparative method involves the search for main concepts of those involved 

in the topic under investigation. Hutchinson (1986) described these concepts as 

follows: 

"Recurs frequently in the data, links the various data together and explains 

much in the variation of the data". 

This method involved comparing incidents in the data to allow the 

identification of similarities and differences. In this study many similarities were found 

between stakeholders and women's experiences of the clinic. An example of this 

included the formation of the sub-category "non-clinical setting". Stakeholders had 

indicated that people would be more likely to use a health care facility in a non-clinical 

setting as you could be visiting the leisure centre for a number of different leisure 

activities. Women attending the continence clinic at the "Quay to Health" had also 

indicated that they preferred to attend a clinic in a non-clinical setting both because of 

the anonymity afforded by the setting and the relaxed and informal environment. 

Provisional categories were created as a result of this process. As data 

collection and analysis were inseparable this was a developmental process that 

required that incidents be repeatedly examined for their "fit" within categories. The 

developing categories and their relationship to each other are constantly compared. 

Glaser (1969) describes four stages: "1. Comparing incidents applicable to each 

category, 2. Integrating categories and their properties, 3. Delimiting the theory, 4. 

Writing the theory" (p220). The process is described as a systematic circularity process 
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where each stage transforms itself into the next with previous stages used during the 

analysis until the analysis is completed. This study compared incidents applicable to 

each category and integrated categories and their properties. A theory was not 

developed with the data analysis remaining descriptive. 

Memos 

Memos were written from the beginning of the research process. They were 

essential to the development of main categories and sub-categories and formed an 

evolving part of the picture (Glaser 1998 p218). They were a place where developing 

ideas, theoretical notes and operational notes could be recorded and tended to grow in 

complexity as the research developed. Diagrams were also used to add detail to the 

research and comprehensive memos, both written and diagrammatic, enabled the final 

categories to have conceptual density and integration (Appendix Three). 

Theoretical Sampling 

At the beginning of this study opportunistic sampling of women who attended 

the continence clinic at the "Quay to Health" for the first time, and who consented to 

participate in the study, identified thirteen women. Once the initial interviews had been 

analysed and categories developed that were relevant to, and explained the data, more 

data were collected from stakeholders to clarify ideas and plan how to fit them 

together. 

Schreiber (2001 p64) suggests that to provide a wider perspective on the 

phenomenon of study the researcher will use more than one data source. By 

interviewing seven stakeholders (one Continence Advisor, one Continence Services 

Manager, one Manager of the "Quay to Health", one Primary Care Trust Manager, one 

Development Worker and two City Council Leisure Services Managers) it was 

possible to explore the underlying philosophy behind the development of the "Quay to 

Health" and to further refine the developing categories. 

Theoretical Saturation 

Theoretical saturation of the categories is an important part of the grounded 

theory method. This is the point where no new data emerge to develop the properties 

of a category. Glaser & Strauss (1967) provide the following definition of theoretical 

saturation: 
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"The criterion forjudging when to stop sampling the different groups 

pertinent to a category is the category's theoretical saturation. 

Saturation means that no additional data are being found whereby the 

sociologist can develop properties of the category" (p61). 

Although no new categories were identified following the twenty-four 

interviews with the women who attended the continence clinic at the "Quay to 

Health" I cannot be sure that if sampling had continued other categories may 

have developed. 

Theoretical Sensitivity 

This was a process of thinking theoretically in relation to the data used to 

generate a new theoretical formulation. To facilitate the identification and interrelation 

of conceptually dense codes this theoretical sensitivity had to be developed. Both 

Glaser (1978) and Schreiber (2001) comprehensively examined theoretical sensitivity 

in the grounded theory approach and acknowledged that time needed to be spent 

cultivating this skill. 

In this study I was aware of potential biases that could be a threat to the rigour 

of the study acknowledging that data are filtered through the personal background of 

the researcher. To guard against these potential biases the data were constantly 

questioned to explore what was happening and a variety of explanations were 

compared with the data to expand the number of theoretical possibilities within each 

interview. An example of theoretical sensitivity is given in Appendix Four. 

Rigour in Qualitative Research 

An ongoing dialogue exists about the difficulty of establishing validity criteria 

in qualitative research. Rigour and subjectivity together with creativity need to be 

incorporated into the scientific process and this remains a challenging task. Different 

and disparate qualitative methods require different criteria for evaluation. The concept 

that there may be some all-encompassing guidelines of validity crossing 

methodological and philosophical differences may yet be possible. 
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Forbes et al (1999) proposed three qualities or warrants that they suggested 

assist the development of core values regarding the 'constituents of good science' 

which are: 

"a) Scrutiny and critique of methodological rigor and findings by the 

scientific community; b) corroboration and intersubjectivity; and c) 

scope of the evidence". 

A "dialogue of difference" proposed by Greene (1994 p61) suggested 

"committing to a search for sameness and connections, toward a solidarity of purpose, 

claiming for science a societal role of continuing relevance and vital consequence". 

In qualitative enquiry validity is dependent on the skill, competency and rigour of the 

researcher. Guba & Lincoln (1981 pi 13) comment on "naturalistic inquiry" as follows: 

"The inquirer is himself the instrument, changes resulting from 

fatigue, shifts in knowledge, and co-optation, as well as variations 

resulting from differences in training, skill, and experience among 

different 'instruments', easily occur. But this loss in rigor is more 

than offset by the flexibility, insight, and ability to build on tacit 

knowledge that is the peculiar province of the human instrument". 

The criteria developed by Glaser (1978, 1992) forjudging the rigour of a 

grounded theory study include fit, work, relevance, modifiability, parsimony and 

scope. "Fit" refers to the relationship of the core category to the identified social 

problem and its ability to explain most of the variation in behaviour used to address the 

problem. "Relevance and work" are defined as the relevance of the core category to the 

data and the ability of the core category to work with other concepts and properties so 

that most of them are related to the core category. A core category that "fits", is 

relevant and works is not just subject to qualification and modification but also 

integrates a theory so that it is dense and saturated with relationships. Maximum 

variation in the data with as few concepts as possible increases parsimony and scope. 

In this study the criteria used to improve the validity of the research is based on 

Mays & Pope (2000) and includes respondent validation, a clear explanation of the 

methods of data collection and analysis, reflexivity (see page 52) and attention to 

negative cases. 
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Respondent Validation 

Respondent validation or "member checking" was used as a means of 

clarifying different accounts within this study. Mays & Pope (2000) acknowledge the 

limitations of this approach citing the different perspectives of the researcher and the 

participant. For example the researcher will produce an account that is targeted at a 

wider audience and a participant will have a different perspective on what is 

happening. Some of the emerging themes and concepts were discussed with 

participants by telephone to check out with them their interpretation of events. This led 

to additional descriptive data and helped to clarify the nature of the emerging concepts. 

An example of how this was applied in this study was related to the 

development of the core category "Prompts to Help-Seeking". Two of the women were 

concerned that their incontinence would deteriorate as they became older and 

following their initial interviews, telephone contact was made to clarify whether this 

had been one of the factors that had prompted them to seek help for their incontinence 

at this stage. Although they were both concerned about the future their current 

incontinence problems had prompted them to seek help, not future concerns. 

Transparency of the Research Process 

Detailed records were kept in the form of diaries documenting the progress of 

the research. Lincoln & Guba (1985) recognised that auditability is required to develop 

an explicit, clear position enabling others to follow the interpretative effort of the 

researcher. A diary recording the progress of the research with the development of new 

ideas enabled reflection on the development of the research and the core categories, 

key events and incidents and negative cases that emerged and were pursued during the 

research process (Appendix Twenty). 

Detailed descriptions of observations made during an interview were recorded 

together with the reflections on the content of the interview itself (Appendix 

Seventeen). Any mismatches between the spoken word and the body language were 

noted together with a verbal picture of the participant to aid the reflective process. The 

rigour of a grounded theory study is partly assessed on the explanatory value of 

conceptual density and scope, which relies on detailed description (Glaser 1978). 
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Negative Case Analysis 

Elements within the study that appeared to contradict the emerging explanation 

of the phenomena being studied were explored. Ten of the twelve women interviewed 

preferred to attend a clinic in a non-clinical setting. The two women who expressed a 

preference for attending a clinic in a hospital setting described different aspects of the 

leisure centre that they found unsuitable for a health clinic. One of the women felt that 

a leisure centre was for able-bodied people and reminded her of all the things she was 

no longer able to enjoy. The other woman thought that leisure centres were for younger 

people and not somewhere where medical problems should be addressed. The two 

negative cases informed the development of the core category "Experience of Service" 

and provided a different perspective to the development of the study. 

Ethical Considerations 

Prior to commencement of the study ethical approval was obtained from the 

Southampton Local Research Ethics Committee (Appendix Twenty One). Further 

ethical considerations are discussed below. 

Informed Consent 

To inform research participants of the purpose and scope of this study the 

following information was given to them if they indicated they may be interested in 

participating: an invitation letter (Appendix Nine), patient information leaflet 

(Appendix Ten), patient return slip (Appendix Eleven) and consent form (Appendix 

Twelve). Women were encouraged to ask questions about the study and to take the 

information away with them, to allow them time to consider whether or not they 

wanted to participate in the study. 

The ethical issues of conducting research have been influenced by the Belmont 

Report (1979) that reviewed examples of the abuse of humans in research conducted 

during the holocaust. Two principles emerged from the report as a direct consequence 

of reviewing these cases. The first ethical principle identified the importance of 

distinguishing the boundaries between research and clinical practice. In this study the 

women who participated received the same care as other continence clinic clients, and 

were not affected by their participation in this study. The second principle comprised 

of three parts 1. Respect for persons. This suggests that individuals should be treated as 

autonomous and capable of making their own decisions. In this study women were 
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encouraged to question any aspects of the study and reminded that they could opt out 

at any point without compromising their medical care. 2. Beneficence. This specifies 

that the research will "do no harm" and "maximise" benefits and "minimise possible 

harm" to individuals. In this study the avoidance of harm or distress is covered on page 

60. 3. Justice. This specifies that people should be treated equitably and that vulnerable 

populations should not be included in research. In this study to protect women who 

may have been unable to give informed consent due to a cognitive impairment they 

were not invited to participate by the Continence Advisor. 

Right to Privacy of Information 

All participants in the study were informed that any information provided 

would be treated in confidence. All data was only identifiable by me as the researcher, 

no identifying characteristics or names were used in the transcribing of data and any 

information that could lead to the identification of the participant was not used. Data 

were stored in a locked filing cabinet in a locked office and computer files were 

password protected in accordance with the Data Protection Act (1998). 

Avoidance of Harm/Distress 

It was not anticipated that any participant would risk harm by participating in 

the study. If a participant had become distressed at any point in the research then I 

would have dealt with the situation and responded in a manner that would have 

protected the participant from any further distress. They would also have been 

reminded that they could withdraw from the study at any point, and by working closely 

with the Continence Advisor, ensured that patient care was not compromised. None of 

the women who participated in this study appeared to experience any signs of distress 

during the interviews. 

Dissemination of Research Findings 

The findings from this study will be shared with the women who participated 

by sending them a short summary report. The Continence Advisor, Continence 

Services Manager and the team at Hythe will have the opportunity to attend a 

presentation of the findings to be arranged, together with the leisure services staff and 

other stakeholders who were involved in this study. It is anticipated that an article to 

disseminate the findings to a wider audience, will be submitted for publication. 
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The following chapters discuss the findings from this study and are divided into two 

chapters. The first chapter (Chapter Three) reflects the experiences of stakeholders 

involved in the planning, development and operation of the "Quay to Health". The 

second chapter (Chapter Four) focuses on the women's experiences of incontinence 

and of the clinic itself 
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CHAPTER THREE 

Stakeholders and Users Views of "The Quays ^ 

Introduction to Findings Chapters 

The findings from this study have been divided into two chapters that reflect 

the experiences of the stakeholders involved in the planning, development and 

operation of the "Quay to Health" and the different experiences of the women who 

attended the continence clinic. Names have been changed to preserve anonymity and 

the general terms Planner, Practitioner or Health Professional used for the same reason. 

This chapter focuses on the categories identified from the data collected from 

stakeholders and users in relation to the development, setting and location of the clinic. 

Partnership was the only category identified from the data by stakeholders alone. The 

other core categories identified were Improving Access to Care and Location. The 

table below (Table 5) identifies both the core categories and the sub-categories that 

form them. 

Table 5 Categories Identified by Stakeholders and Users {N.B.Partner ship the only 

Core Categories Partnership Improving Access 

to Care 

Location 

Sub-Categories Interface Non-Clinical 

Setting 

Geographical 

Location 

Referral Health Promotion Location of Clinic 

in Building 

Future 

Developments 

Anonymity 

Drop-In 

The chapter will discuss each core category and its sub-categories in turn. 

Chapter Four focuses on the pathways taken by women following their initial help 

seeking for their problem, together with their experiences of their incontinence and the 
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impact of the clinic itself. The categories relevant to these specific topics will be 

discussed in the next chapter. 

Partnership was the first core category to be identified and appeared to be an 

issue for the stakeholders alone. This category was made up of three sub-categories: 

Interface, referral and future developments. The interface between the health 

professionals and leisure centre workers was viewed positively with an appreciation 

that different organisational structures can be a barrier to team working. Referral 

between health professionals and leisure centre staff tended to be one-way with leisure 

staff experiencing problems when trying to refer back to a health system that could 

accept referrals for some services only via a GP referral (physiotherapy and dietetics). 

Having identified some of the potential barriers to working together stakeholders had 

reflected on how to overcome these in future partnership working across the city. The 

proposed development of a healthy living centre within central Southampton has been 

supported by partnerships that have been cultivated between the City Council, the local 

Primary Care Trust (PCT) and central government. These partnerships formed 

throughout the development of the "Quay to Health" and may have facilitated future 

partnership working that is currently undergoing development. 

Improving Access to Care emerged as a core category for both stakeholders 

and users. This category was made up of four sub-categories; Non-Clinical Setting, 

health promotion, anonymity and drop-in. The provision of care within a non-clinical 

setting appeared to be seen as something new and innovative, encouraging younger 

people to access services in a user-friendly environment. Stakeholders focussed on the 

improved access to care and this appeared to be one of the main thrusts behind the 

development of the "Quay to Health". The promotion of good health rather than the 

management of ill health were identified by stakeholders as one of the strengths of the 

"Quay to Health". The cross benefits of locating health and leisure together were also 

identified by stakeholders and users who suggested that people may be more likely to 

use health services within the building if they were visiting for a leisure activity. Some 

clinic users felt that they would not be more likely to use the leisure facilities provided 

at the centre simply because they had attended a clinic in the building. 

The anonymity provided by locating the "Quay to Health" within a leisure 

centre appeared to be seen by both stakeholders and users as something veiy positive. 
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Access to health services was enhanced by "drop-in" availability whereby help and 

advice could be provided to continence sufferers and their families within half an hour 

of making a request. 

Location emerged as the third core category from the stakeholders and users. 

This category was made up of two sub-categories: Geographical location and Location 

of clinic in building. The location of the leisure centre within the city centre appeared 

to be ideal for users who had access to private transport but some problems were 

identified with the public transport. Stakeholders acknowledged that the location of the 

clinic within the basement of the building was convenient, but not necessarily ideal. 

This was clearly an issue for the users of the continence clinic who either found the 

leisure centre environment a relaxed pleasant atmosphere in which to attend a clinic, or 

a strange, dark place for a clinic held in the basement of the building. 

Background to the Clinic 

The impetus behind the development of the "Quay to Health" was seen by 

many of the stakeholders involved as opportunistic, with the City Council having 

closed the swimming pool on the site of the proposed new development. 

PI (2) 30-34: ...I don't know where the idea eventually came from, I don't know who 

pool so they probably wanted to replace that and they perhaps wanted some money 

and attract lottery funding and needed an innovative scheme, which it is (Sarah, 

The opportunity was seized by other potential partners with the City Council 

who were able to envisage a small health facility within a leisure centre environment 

and recognised that some partnership working may be possible. 

P5 (1) 11-14: There wasn't a wonderful planning build up to it. It was sort of 

oppoAfMMMffc, <3 cAoMce we ^Aen fooA wp wzYA Âe CzYy CownczV 

and said "what are the chances? " and they talked to us about the space that was 

available (Arthur, Planner). 
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(7,) 77-7P.' 7%ere Agcame an OfipoAfwMiYy jPofeMf;a/(y q/"wor^'mg w/fYA o^Agr 

providers or other organisations. I instinctively thought that leisure would, health 

6e qf!por(w»fYy (FenYy, f/an/zg/)). 

f 7 (7,) 70-72 ... zY a// q/"camg fogg^Agr a; am qppor̂ wM;(y q/"g%fgM(f Âg 

q/"roMgg q/"̂ ygrvzcg:; fAaf wg w/gyg a6Zg Âg Qwa)/j' (I/a7Mg:y, f Za»Mg/)). 

Core Category Partnership 

The category Partnership involved partnership working at different levels and 

between different groups of people. This was the only category identified by 

stakeholders alone. The partnerships identified were between: 

» Stakeholders managing the services. 

o Leisure Services Managers (within the City Council). 

• Health Service Managers (both at PCT level and direct service level). 

® Practitioners within the "Quay to Health" and leisure services staff. 

Partnership working emerged as a multi-layered concept with each of the 

stakeholder groups focussing on their unique interpretation of what working in 

partnership meant to them. The Leisure Services Managers and Health Service 

Managers tended to focus on strategic issues looking at partnership working in relation 

to government initiatives around healthy living centres and joint training initiatives to 

encourage more joint working. The health professionals and leisure services staff 

regarded partnership working as sharing ideas and referring users appropriately to 

provide the best possible care as smoothly as possible. Some limitations to partnership 

working included the navigation around the different organisational structures within 

health and leisure that appeared to be difficult for some of the staff. 

The sub-categories that contributed to the formation of the core category 

Partnership are explored below. 

Sub-Category Interface 

The stakeholders who managed the different services felt that the opportunities 

for health and leisure to provide a seamless service that would complement one 

another were possible within the "Quay to Health". Some described how joint working 

between different groups had been advocated by central government with the link 
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between physical activity and the promotion of good health included within the 

National Service Frameworks (2001). 

P2 (4) 87-93: back to the government thinking and particularly on social exclusion, 

social inclusion, and departments, directorates that they have within government. It's 

about partnership working and I think it's about not having one thing in isolation. But 

a Mew/ //ea/fA 

The stakeholders acknowledged that although they supported partnership 

working and felt sure that it was in fact happening at the "Quay to Health" because 

they were removed from the day to day running of the site they were unclear about the 

level of integration that had occurred. 

talk to people in the leisure services. I think how it evolves is coming out of that, you 

ATZow.... we ggf emowgA V or aAAowgA we are m 

that facility we are still to some degree separate I'm not sure (Arthur, Planner). 

The limitations imposed by health services entering into partnership with the 

City Council at a late stage in the development of the whole project were 

acknowledged as forward planning was limited, placing a degree of urgency on the 

negotiations for the development of the health facility. 

P5 (4) 76-81:1 don't think it is, it maybe not, even now, as integrated as it could be if 

vygrg wAaf yow were Âe 

partnership before anyone even drew anything. Whereas this was a bit different to that 

'.y j^eop/e Aove reme/MAer ZM of wAerg we ve 

Aecaityg wg gof m gwzYg /ofg f 

The practitioners involved with the "Quay to Health" felt that much was to be 

gained by working alongside other disciplines, connected with leisure as well as with 

health and valued the different perspectives offered by people from other backgrounds. 

P3 (7) 142-145: Oh, it's nice. It's ...Ithink working alongside other disciplines, 

although we don't get a huge interaction between the different specialities down there. 
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7%g Mwrjgy (fo come OMff wzeybr offvzce, or fAey 7/ r^r /7eop/e 

acro.yj' Wee ver^a ^a/MzV/a, fracAYzooey)). 

The nature of partnership working with health and leisure services staff 

working together, offering different perspectives to improve patient care was 

recognised by one of the stakeholder managers. 

f 7 7.3(̂ -7 jP." .../prac^zYzoMerg are w/zYA a peopZe, 

org /MixzMg Aqp^Z/y, mixmg wzYA pgqpZe wor^ /Ag org Mof 

health professionals, so that must add a different dimension as well (Sarah, Health 

The integration of different specialities at the "Quay to Health" with the leisure 

services staff and external health services was best illustrated by the referrals between 

health and leisure staff, other continence practitioners and General Practitioners (GPs). 

Sub-Category Referral 

A single Continence Advisor who started the clinic in June 1999, and has 

continued to develop the service usually operates the continence clinic at the "Quay to 

Health". Referrals between the continence clinic within the "Quay to Health" and the 

contraception and sexual health clinic appear to be established and reciprocated. 

f Tow ggf fAg gzr/j^ w/Ao go /o r ^ymgar ĝâ A'wg ancf con/rac^A'vg a(/Wcg, 

/ wor^ gwzYg c/oa^g/y wzYA Mary^o/M ^Agrg .yAg ivzV/ fg»(f ̂ gqp/g acroa!:; ^^Ag 

it's appropriate. And they 11 pick up leaflets and they 'II come back to us, so I think 

from that point of view it works (Camilla, Practitioner). 

Other referrals to the continence clinic had included a referral from one of the 

leisure services staff who worked in the gym who had suggested that one of his clients 

suffering from a continence problem should seek help at the clinic. 

P3 (7) 153-157: Interestingly I've actually had one referral from the gym, from the, 

they 're not physiotherapists in there, but one of the people who works in the gym. 

Somebody obviously confided and "well you should go round and see them and they 11 

sort you out" (Camilla, Practitioner). 
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The benefits to both patients and practitioners of being able to refer between 

agencies within the "Quay to Health" and beyond to the leisure services were 

recognised both by the stakeholders and the practitioners involved. From a continence 

perspective the ability to access the "Active Options" programme where a planned 

exercise and general fitness programme is individually tailored to each individual was 

a valuable addition to the continence care plan. Patients who have functional 

incontinence, who may find it difficult to physically reach the toilet on time, or who 

may be overweight can benefit from this programme. This was recognised by one of 

the stakeholder managers as a valuable benefit of partnership working. 

f 7 PFe CGM aZayo op/zo/wybr owr TMzgAf Ag/R/w/ 

ybr (/o iyoMze q / " c o M A w e M c g Aecazwg 

gwzc^g/- f rq/g^^zonaZ^. 

However, not all the service providers felt that the referral between the 

different agencies was a two-way process that worked well for the benefit of the 

patients concerned. The referral pathways between health and leisure appeared to be 

quite straightforward with referrals made to the "Active Options" programme from the 

continence clinic but this did not appear to work the other way round. 

f ^ (70) rggardiy, jyow fAg Agn^^j' q/"TMg Aovmg AgaAA »gx^ (foor, 

really there weren 't any benefits I don't think. There are lots of benefits for them 

6gcawj'g / ô/MgA'/Mgy aZZ q/"̂ Agzr j:gn;zcgy Aavg Amoĉ g f̂ Âg (/oor (I/bAw, 

Practitioner). 

The referral pathways between leisure and health services appear to be complex 

with physiotherapy and dietetic referrals having to be made via a GP. This was 

frustrating for one of the leisure service providers, as they were able to see the 

potential benefits of being able to refer people directly to a dietician for weight 

management, or a physiotherapist for musculo-skeletal problems. 

P4 (9) 195-202:1 was hopeful, hoping that dietetics would be in more than they are 

and that there would be a closer working relationship between us, so that if I had a 

client that needed dietary advice I could refer them into there. If they had patients that 
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exercMZMg /Aey cowZ(f fo 'Wc/zvg C^p^ofw ", wAzcA (̂ o, 6ŵ  zY a// one 

w/oy. 7%efr /^a^zenfj: coTMg fo Zez^wreyacz%ze$ 6wf very cfz^cwZ^ybr /eMwrg c/zeM̂ ŷ 

to be referred in to health (John, Practitioner). 

Some of the problems encountered by this new partnership between leisure and 

health services were exacerbated by referrals from health agencies outside the "Quay 

to Health". Referrals to the continence clinic by GPs were encouraged and seen as an 

endorsement of the quality of the service offered to patients at the clinic. 

P3 (8) 166-171: We get a lot of GP referrals and I think that's quite reassuring, 

Aecaz^g i/" yow 're (fozMg a goo(/ yoA fAey ^ ^ 4 ^ Zomg (w 

you send back and tell them what you 're doing. That seems to be quite good. And they 

ĝM(f fo coTMg fAg jpracA'cgy <yo gg^ a a 6zY a wzYA fAe 

GPs (Camilla, Practitioner). 

This relationship between GPs and the Continence Advisor had been developed 

over several years, and was still in its infancy when working with leisure services. The 

development of the "Active Options" programme, a partnership between leisure and 

health had initially proved challenging to the leisure services. 

P7 (7) 154-158: Health people are very territorial; I have to say GPs are the worst. 

/ COM 6gcawfg fAgrg /Moy 6g pgrc^Aom, wgZZ ^Agrg \ j^gop/g 

who are leisure muscling in on stuff that they really shoiddn 't be getting involved in, 

/ COM x/g ̂ V 6g j'gg/z 6g /Mzt;c/zMg ZM argay 

we shouldn 't be (James, Planner). 

However, by working with GPs and spending time building up their confidence 

in the programme gradually relationships developed and the "Active Options" 

programme developed. 

f 7 7 7^-7 7&.' PFis 6gMf ovg/- (o 6wzZ<i co/^cfg/zcg, w/Azc/z &fzW 

happen, but it didn't happen straight away, it took a long time. There were one or two 

really good people who were really supportive and that helped, but it's just, you know, 

you 're in new territory and it takes a long time (James, Planner). 
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Sub-Category Future Developments 

The partnership working at the "Quay to Health" appears to be working well 

amongst the practitioners within the health centre. Referrals are made between the 

different clinics and to other practitioners for more specialist advice and treatment. 

Some problems had been encountered by leisure service practitioners when trying to 

refer to physiotherapists or dieticians as referrals to these services had to be made via 

the client's GP. If direct referrals to these services could be made by practitioners then 

this may enhance the service offered and improve partnership working. 

The foundations of partnership working within the "Quay to Health" have opened up 

other possibilities for joint working within the city. 

P5 (4) 86, 95:1 think it's helped because it's built relationships with a dimension of 

the City Council that we weren't involved with. We've proved that we can produce 

something together, and now we can sort of move on to other things so that health can 

really get itself into the regeneration agenda in a big way (Arthur, Planner). 

A new healthy living centre has been proposed for a central city site that would 

include leisure facilities (as yet to be decided), and the relocation of health facilities 

from a central health clinic. The plans had to be modified as they originally included 

shopping facilities, GP practices, tennis, badminton and squash courts, child health 

services, physiotherapy and a continence clinic. Stakeholders were keen to embrace the 

concept of a healthy living centre but recognised that these plans would be too 

expensive and are now focussing on a smaller scale project. 

The foundations of partnership working were laid down with the development 

of the "Quay to Health" and many stakeholders saw this as an opportunity to develop 

joint working on future projects, whilst recognising some of the limitations imposed by 

different organisational structures working together. Tensions occasionally developed, 

as leisure service providers were unsure how health service professionals fitted into the 

general structure of things. 

P4 (4) 85-88:1 think it laid down the., it was the first partnership working in 

Southampton so there are always going to be tensions involved, but I think the good 
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P6 (10) 238-241:1 also thought that because this was really the first key partnership 

others, and it has in that the Charlotte Place healthy living centre concept was born 

/Agrgq/?er... (TgnVy, f/awMg/)). 

The problems inherent in joint working with different cultural norms were 

illustrated by one stakeholder, although he felt that there had been an improvement in 

understanding each other's roles that would enable better joint working when moving 

to the healthy living centre. 

P4 (4) 88-96: We 're moving to the healthy living centre as well, so things should be a 

lot easier for us all.... because people understand each other's roles now. One of the 

Zg;.ywrg 'j' /lomf WgM/ way Angw/ wAo Âg /?gop/g wAo 

c o T M g A g a / f A wgrg. Amgw vrAgrg fA^ wgre Âg â r̂wĉ wrg q/"̂ Amg ,̂ 

yow /'m fwrg ̂ Aâ  AgaZ^A ĝ/̂  Âg ô/Mg oAowf zt; (l/bAw, f roĉ ẑ zoMg/;). 

Integrated working between different service providers needs to have a clear 

structure of roles, responsibilities and accountability to facilitate clear referral 

pathways between health and leisure. This lack of clarity was identified by one 

stakeholder as a weakness of the "Peckham Pulse" healthy living centre in London. 

f 7 739-742." fgc^Aam fukg,^o?M (Ag zMapgcfzom Âaf wg'vg (foMg, AovgnV rgaZZy 

^Aâ  'a: Agcaztyg ^wrg wAo (fnvzMg (Y, jyow M Âg AgaẐ A 

people who are driving it or is it the leisure people who are driving it?(James, 

Planner). 

Stakeholders also recognised that it would be difficult for healthy living centres 

to facilitate integrated working without considerable effort from all those involved. 

P7 (7) 144-149: So it's not enough clearly to just build a building, and put people in 

there and provide the facilities, it's not going to work. You will still have a health bit, 

you 'II still have leisure bit, there won't be the kind of integrated working that we 're all 

aspiring to. I would hope that the healthy living centre will actually achieve that over 

time, but wouldn't sort of underestimate how difficult that would be (James, Planner). 
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The "Quay to Health" has clearly laid the foundations for partnership working 

within healthy living centres in Southampton City. Stakeholders have reflected on the 

positive and negative aspects of joint working between health and leisure and have 

planned to incorporate changes into the development of healthy living centres. 

Core Category Improving Access to Care 

The main philosophy behind the development of the "Quay to Health" for the 

Stakeholders focussed on issues that related to the opportunity to improve access to 

health services by specific groups (younger people and those from ethnic minorities). 

These groups were perceived to be less likely to access health services within 

traditional locations, and the informality of a leisure centre was seen as an ideal 

location for the provision of clinics that would appeal to these groups. The provision of 

health care in a non-health setting was seen as something new and less threatening than 

traditional medical services located within GP surgeries or hospitals. The opportunity 

to de-medicalise stigmatised services by locating a continence clinic and stoma clinic 

within the health centre was acknowledged. The advantages for people using the 

"Quay to Health" were that the services provided were located in the same corridor as 

the changing facilities so nobody would know where you were going within the 

building. 

The additional benefits identified by the stakeholders were that people who 

used the "Quay to Health" would be aware of the health enhancing activities on offer 

within the building and would be prompted to undertake some physical activity. They 

also considered that leisure centre users may see the signs for the "Quay to Health" and 

pop in to one of the clinics on offer, thus making health care more accessible. 

As the "Quay to Health" is located in the basement of the building, there is little 

natural light, and the atmosphere created by the nature of its location emerged as a 

theme for both the stakeholders and the clinic users. 

Sub-Category Non-Clinical Setting 

The stakeholders identified an opportunity to provide health care in a non-

health setting by co-locating health and leisure facilities. This was closely linked with 

improving access to health services for those groups who may not access services 

within traditional settings such as GP surgeries or health centres. 
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PI (2) 44-50:1 think the main underpinning philosophy was to provide health care in 

a fFe Ye ve/y aware fAe q/"peqp/e (/on V accef:9 

AeoZ^Acare wAgw zY'f Âe}" f AowZcf. cer^am/y /Ae 

evo/wa^/oMf ^Aaf Aave comg ow^ fAe " Aave f ^ A a ^ p e c ^ / e Aave 

actually sought help/advice, whatever, whereas perhaps wouldn't have done had they 

Am/g Aa(/ fo go a Ao^pzYa/ or Aga/̂ A cenA-g or wAafever (^aroA, 7fgaZ(A frq/^gzoMa/^. 

The opportunity to access different groups appeared to focus on younger people 

with the numbers of women from ethnic minorities who attended the continence clinic 

remaining less than 5 per annum. Although the receptionist employed to organise the 

continence clinic was Asian and spoke 3 languages her offer to interpret for non-

English speaking patients was usually declined. This may have been due to cultural 

influences whereby daughters would often interpret for their mothers or husbands for 

their wives. 

The numbers of women attending the continence clinic who were under 50 

years of age were not recorded but the continence advisory service responsible for the 

clinic felt that this particular clinic did attract a younger age group. 

f 7 /(AwA: (A^ org geffing more^'owMggrpgqpZg, );owMger c/z'gMf̂ , (Aaf 

m z t y f 6 g TMorg A g c a z t y g , OAT ^Ag g Z ( f g r ( y cZz'g/zf^ w g c a / z w/o r^ t p r o a c A ' v g ( y wzYA 

/AgTM, w;g COM z7M/?rovg ̂ Agzr co/zfz/zgMcg 6z< )̂/ozzMger /)gop/g zf zVŷ rovê y wizfcA 

more quickly. I just think it's a nice place to do a clinic really (Sarah, Health 

Professional). 

P3 (15) 341-346:1 think it's a successful clinic, in that you've got fairly well motivated 

younger women coming through and any of the sort ofpeople who come who are not 

going to be particularly going to be helped by the type of advice that I can give... I can 

ŷ̂ ggr ̂ AgZM ^o fAe corrgc^ aggTzczg.; ayz(̂  gg^ fAg (/ZJA"ZĈ  Mẑ rgg; /o Ag^ Âg/M, or 

wAogfgr TMZgA/ 6g (^rqprza^g (t7a/MzZ/a, fracAYzoMg/)). 

This opportunity to access a younger population was also identified by the city 

council that recognised some of the advantages of providing health care in a leisure 

facility. They had already identified the fact that leisure services were used by a 
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younger age group and could see the potential of providing additional services for 

current centre users. 

P6 (5) 114-119, 121-126: We anticipated that 55% of the people using the venue 

people within the "Quays " would be potentially more successful in reaching those 

j y o w M g w e r e m paycAo/ogYca/Zy 

health services were more accessible if they were within a venue that people felt 

gomg aMywaj/, m a cZzM/caZ ŷoTMew/Agrg eZâ g wAere 

people go if they are physically or mentally ill, rather than somewhere where they go if 

they are feeling healthy (Verity, Planner). 

Both stakeholders and clinic users identified the unique nature of the setting of 

the "Quay to Health" and described it as different from a hospital and an unexpected 

place for a clinic. Stakeholders also indicated that the total environment of the leisure 

centre was less intimidating than a hospital and this relaxed, informal place was a good 

place for people to seek health advice. 

P3 (1) 4-7,(15) 337-341:1 think the main idea was to take the clinician out of a health 

/nfo a /Morg re/cucecf gMwroM/MeMt 

health with promotion of health and moving away from the hospital setting 

although it's a purpose built health facility. It's not really set up as a, it's not 

Ârgâ gMZMg. T i f r g / a x g d ' , Aavmg Âg /Mztyzc TyjcZoyzMg. 

for the patient (Camilla, Practitioner). 

The hospital environment was seen by one of the stakeholders as an unpleasant 

place to be, with the "Quay to Health" providing a more pleasant atmosphere. 

P7 (3) 50-54: It evolved that was just, you know, imaginative and fairly kind of 

innovative, and still the idea that if you have those clinics in a leisure type 

gMwroM/MgM/, w g / / z Y a 6zY /Moz-g a^/rac^zvg /;eop/g goz'wg 

horrible, intimidating hospital environment, for example (James, Planner). 

75 



The women who attended the continence clinic also identified a preference for 

attending clinics that were held in a non-hospital environment. As incontinence is not a 

life-threatening condition and may not be seen as an illness it appears to be appropriate 

to receive help and advice in a non-clinical setting. 

J1 (10) 224-225, 228-229: Yes. I'd rather it wasn 't at a hospital actually. I think its 

better being there because it seems less intimidating, which is odd...big hospitals tend 

Aovg a ZoMg wozY a W ... zY /MwcA Amg .y/MaZZer (I/w/ze, 

D2 702-70J.' / (Amt of fAe "gwayg" greaf 6ecawge z Y ' g a Aea/fA 

dedicated to something like that, well I know they do other things. It is quite nice going 

fo .yomgAow (Daw/z, agg(f 6'gn/zcg 

One of the other ways in which the continence clinic at the "Quays" was seen 

as different from other clinics was that the clinic was nurse-led and perceived as more 

informal than care provided in a GP or hospital setting. 

J1 (13) 290-296, (18) 409-411: Seeing a nurse specialist I expected to be treated more 

as a person and get a bit more time really because that's what they tend to be like. 

That's another reason for going there...rather than. I probably would have never gone 

to my GP to be referred to a normal urogynaecology or whatever clinic because I 

wouldn't have wanted to go through all that humiliation, so the fact that it was there, 

the nurse at the "Quays " I went. 

It's informal. It's not in a big hospital setting so it's less ...and it's a nurse specialist 

rather than a team of doctors, which to me means more time, more interest and less 

([/w/fg, agg(/ ^'grvzcg C/yg/;). 

The different approach to the delivery of health care was acknowledged by 

some of the stakeholders and clinic users as being strange or unusual. They indicated 

that some people may find it an unexpected setting for a clinic and that it may take 

time for people to accept clinics in different settings. 
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f / 6e Mô  AojpzYaZ or lY'̂  no^ Âg coMvem ẑoMaZ Aeo/̂ A 

ceM^e, zY'f jo/MgfAmg(/^rgMf.../x/ow/(/ z/Magzwe aga/m fAaf/)eqp/g /??%(/ fAâ gwzYe 

f^aMgg. 7%^ a/TMÔŷ  eayec^ are gozMg fo go ^o.... aZ/MOf / ai^gcf ô go m^o Âe 

AoapzYoZ g/zWroM/MgM^ ŷee /7eop/g m w/AzYe coat; (foM V ^Aey? a/Z ̂ Ae ŵ waZ 

j9ar(^AerMa/za q/"Aô ẑYaZ,; ^omeowe j:ay,y "wg/Z, Mo }'ow go ô Âe Zewwre cem r̂g ". 

7%ey /%»(/ gwzYe ^y^angg ([/amay, f Za/zMgr). 

K1 (10) 222-228: Well it's all right I suppose, but I did think it was odd, but I don't 

^ow/ yvA)/ zY M/oj' o(f(/. / .ywppo.yg zY 'j' a AgaẐ A fAzMg ẑ /z V zY? y4/z(Z^gopZg go ô fn/zTM, 6g 

healthy, have fun. It did seem a bit strange, but I don't know why, because it's never 

6ggM ZM a fwzYM/MZMgpooZ 6 ^ r g . Tow (̂ zWn Y g o a (Zocfor appozM(mg»( ô a 

swimming pool, but why shouldn't you, you know? Yes, why not. I think it's because 

zY J Mgygf 6ggM (/oMg, Mgvgr (Zo»g zY A ^ r g (%[afg, agg(Z .̂ 2, ;,̂ gn/zcg [/ygr^. 

However, some of the women who attended the continence clinic who either 

had a long standing continence problem or a chronic disability were less keen to attend 

a clinic in a non-medical setting. Whether the idea of mixing leisure and health 

together was really an unacceptable notion to them or whether they just needed more 

time and information about the clinic in this different setting was not clear. 

Ml (8) 175-180: Well, I don't know that you want it to be very clinical but I didn 't 

honestly think that that was ...ifyou'd said to me, if I'd met you in the street and you'd 

ĵ azW to mg "Can jxoz/ tgZZ mg wAgrg tAg co/ztzYzg/zcg cZzVzzc z.9.̂  " tAg Z<%yt/̂ Zace /W tAzYzA: 

j:g7Z(fz/zg)/oz/ w/oz<Z(Z 6g to tAg / way â w/prẑ ĝ f 6ecaztyg /(foM't tZzzYzA: zY'̂y a 

6uzZ(/zMgybr zY, mot ybr zY to 6g z» ([Mia/y, ogg(/ % ^'grvzcg 

The "Quay to Health" is situated on the lower ground floor of the leisure centre 

with no direct access from the car park. To reach the clinic you have to walk across the 

main reception area of the centre (approximately 30 yards) and then either use the 

stairs or the lift. The process of navigating the way across the main area usually 

involves contact with the main leisure centre reception, the cafe and the toddlers' 

swimming pool! With a disability it can take some time to cover this area and Kate, 

one interviewee who had a disability felt that people were staring at her as she crossed 

towards the lifts. Some of the other women also felt uncomfortable about crossing this 
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area as they feh that it was a very exposed area where you were in full view of leisure 

centre users. 

Ary (76)̂  2 z Y Aecaztyg zY Mzcg /o go ^o/MewAerg wAere )/ow've a// go/ 

/Ae .y<3/Me /proAZe/M awcf /Ae wAo/e 6z/z7(/zMg z'̂y ^yor/ q/̂ roMM(/ /Aa/ /?ro6/e7M, /̂ow Anow 

if you talk to someone they've got that problem. But in the swimming baths you know, 

/ A g r e 'j: o / / p e q p / g rwMMZMg o r o w M f ^ zY 'j ' 7?zorg ^ y o w Y g c f w a A W A g c a w ^ g zY '.y a 

vg/y .yorf q/^a6Zg-6o(/zWjc/ocg, yoz/ ^ o w wAa^Z/Mga/z (XTa/e, agg(/ J2, j'grwzcg C/yg/;). 

Although stakeholders were keen to offer services to several different groups of 

people the tensions between running a leisure business for profit and offering health 

services to some disadvantaged groups became apparent during the data collection 

phase of the study. Some of the stakeholders were reluctant to encourage the provision 

of health services that would encourage people with mental health problems or drug 

and alcohol problems to use the centre. They felt that the families who used the 

swimming pool and other facilities at the leisure centre would take their business 

elsewhere if these stigmatised groups used the "Quay to Health" and this would have a 

direct impact on the feasibility of the whole "Quays" complex. 

f J ^ c z V z Y y A a ; / o j o o y y b r z Y ^ g ^ a / / A g g » ( / q / " / A g ( f a y ( K w/g/Z, .yo wAg/z 

you say something like "Well, we 're going to bring some people in to do work around 

drugs, people who are drug-takers", they say, "Woh, we don't want the word to be out 

/ A a / / A e r g o r g ^ g q p / g o /z ZM f A g r g " , yoz< ^ o w . . g g c o w f g / 7 g q p Z g cowZcf /Agrn f o y 

"We 're not going to take our kids there!" You just, it sometimes is a difficult line to 

0r/Az/r, f Zam/zg/)). 

The provision of health services within a leisure setting involves choices about 

the nature of the services provided and some interviewees and stakeholders viewed it 

as more appropriate to locate some services within more traditional settings. 

Sub-Category Health Promotion 

Some stakeholders viewed one of the main advantages of the "Quay to Health" 

to be the focus on the promotion of health rather than the management of illness, 

shifting the boundaries of health care away from chronic disease management. 
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f 2 (70^ 22J-2j j." / fA/ot w/e re /)ro-AeaZfA ro^Aef fAoM cn.y^ /MaMOgemeM ,̂ 

raZAer ̂ /za/z, }'ow ^ o w (fiyeaye yMOMOgeTMem̂ . PFe Ye Zootzng 6emg we// omcf Aeo/̂ A)/ 

and improving that, and I think that's the part of working with health and leisure, is 

Âe Aen^f Aecaw^e z^wa/(y aĉ zwYy o» ^Ae w/Ao/e zf a6owf we/Z-6emg aM(f z7?^rovmg 

that quality of life. And in a hospital setting or clinical setting it's very much around 

(f^ea^ye /MOMagemeM^ oneM ô̂ zoM, jxow AMOW, /Ae vrAoZe COMC /̂ Aa; cAa/zge f̂ OMf/ 

I think for patients that has been a big, big plus (Avril, Health Professional). 

Stakeholders identified several cross-benefits between health and leisure 

services mainly focussing on an increased uptake of both health and leisure services 

within the building. 

P6 (12) 274-278:1 think fundamentally it boils down to two things and that is 

eMcowragzMg more j^ec^/e ztye AeaZfA a^ervzce^ w/owZf/M V Aave (fo/ze 6 ^ r e . 

encouraging more health users to use leisure facilities that wouldn 't have done so 

before. And having access to those two different audiences (Verity, Planner). 

The opportunity for people to do more than one thing whilst in the leisure 

centre was also recognised as a benefit of co-locating health and leisure. 

f J 27 0-27J." one q/" /̂ze 6e/z^^<; zj' zY (foe; ^Ae q^orfz^MzYyybr /Aem 

ô (/o more one fAzmg, yoz/ A/zow. TTzey cam go /̂zere a7Z(Z cam <fo wAa/ever 

're f/ozMg wzYA Âe Aea/̂ A .yervzce, fA^ cam .yw/zm or worA; owf or wAa^ever, fo 

Ââ  a 6eM^/. Tif (foe^ e/zcowrage Ââ  a/ẑ f ^z^ e/icowrageg ^Aa/ ŷome ̂ eqpZe /)zc^ 

it up it must help with their health and their general well being (Arthur, Planner). 

This focus on health rather than illness was also identified by some of the 

women who used the clinic. It reflected a holistic approach to the management of 

health, encompassing the benefits of improved physical health and the impact of 

sporting activities on people's sense of well being. It was interesting to note that this 

underpinning philosophy was readily identified by some of the younger continence 

clinic users who appeared to see the "Quay to Health" and the leisure centre as a total 

health package. 
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27 Aecaztyg lY'̂ y (» a cZzMzca/ j'ê A'Mg f,y ;Y? / i f /wore 

6ecawgg ;Y '.y ZM o e»vzroM7MeM^ <3M6̂  j;po/ty, ^Aere 'j' ^omefAmgyb/" evg/yome, )/ow 

(foM V Aavg 6e met/a/ wzMMmg ZeweZ, an^fjxow (/oM V Aove Aĝ iowMg. Tow cam 6g an); 

ĵ Aopg, aM(/ zY 'f oZ/, yow ^ o w , ^ oAow^ Aga/̂ Ajx /mmg Âg â o/Mg ay /MaMogmg ffrgj':; 

m ^/owr Zz/g, Aovz/zg OM <^roprzarg (/z'ĝ , TMggA'/zg o/Z ̂ /owr Ao/wfzc mggck, ŷo AovzMg zY 

^Agyg z jOMO^Agr , ^g^ q/"7M*wc/ĝ  ywjf Mgĝ Z w/or '̂mg^ or a/zo^Agr /oo^ af j^arf q/" 

yozfr Zz/^^/g yow can maMOgg ̂ o z'/y^rovg ^Ae ŵaZzYy q/̂ Zz/g. j'o /Mô ĝ  a 

difference, I think having it there (Lisa, aged 35, Service User). 

B1 (13) 307-310: It's all concerned with health really isn't it? Swimming is good for 

/̂ow, zY ^g^j! }'ow AgaẐ Ay, a/wZ fAg gy/M 'vg go^ ^Agrg. 7%g wAoZg ̂ Az/zg goa; ^oggfAgr 

doesn 't it? I think it's a good place to have (Brenda, aged 68, Service User). 

One of the women who attended the clinic recognised that people may attend 

the leisure centre for a swim and then visit the "Quay to Health" to sort out a medical 

problem due to its convenient location. The ability to self-refer without having to go 

via the GP was also seen as one of the main advantages of the clinic. 

jZO-jZ(^.' v4M(Z z/)/oz/ 'rg gozVzg fo fAg gy/M or fM/z/M7MZMg}'ow mzgA^ vg;^ w/gZZ j'a); 

"(PA ^A^'vg go/ <3 cZzMzc Agrg, w/g caw //y /Aaf" Tow cam r^ r^ iowr^g^ wAz'cA z,9 gwzYg 

good. So there's no having to go to your doctor and saying "please could you do this 

for me? " and so on. Which some people might not want to do. They might rather go 

(Zzrgc/ ^rgM(Za, ogg(Z 5'grvzcg [/yg/;). 

However, some of the women felt that the opportunity to go swimming or to 

use the gym was one that did not interest them. The location of the continence clinic in 

a leisure centre was seen as incidental, with the focus of their visit on the appointment 

at the clinic. 

N1 (7) 150-153: I'm not going to suddenly decide to go swimming because I've gone to 

the health centre. I mean, to be honest it's probably put me off because I've realised 

AowyZzr zY z.;_̂ 07M /Ag (TVbra, ogê Z 27, 6'grvzcg C/yg/̂ . 

This particular interviewee could envisage why stakeholders had thought that 

people who used health services would also use the leisure services because they were 
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in the building. She thought that it was a good theory but recognised that people were 

lazy. 

/7ro6ZeyMJ ZM /)Zacg. Aave exerczje ca/z rgf/wcg 6/oo(f 

rg^fwce (f^ray^yzoM, cam rec^wcg /)ro6Zg7Mf <iy.yocza^g(/ wzYA (fzoAgfgâ , Aga/f 

(fz^gayg. ,$'0, j/g,; zY'̂  a ̂ /z^ay/zc ^Ago/y 6z/̂  /)gop/g org Zo^ (Wbra, agg(f 27, ^grvz'cg 

L/fgr). 

For some people visiting either the "Quay to Health" or the swimming pool or 

gym the opportunity to use some of the other facilities was recognised. Whether or not 

people choose to participate in other activities whilst visiting the "Quays" will be 

decided on an individual basis. A previous evaluation of the "Quay to Health" 

(Partington 2001) found that although some people used both the leisure and health 

facilities those people who visited the "Quay to Health" stated that they would be more 

likely to use the leisure facilities at a subsequent visit as they were more aware of the 

facilities available having attended the "Quay to Health". With all the National Service 

Frameworks (Department of Health 2001) advocating the benefits of physical exercise 

in disease prevention and management the co-location of health and leisure facilities 

will continue to develop with the advent of healthy living centres. 

The advantages of locating a health facility within a leisure centre were 

focussed on its unique and relaxed approach to the promotion of health and the 

provision of services. It was seen by many stakeholders and clinic users as a totally 

different health facility from other clinic or hospital services. It was popular both 

because it provided a relaxed, informal environment that was seen as less intimidating 

than a hospital, but also because more time was available to discuss concerns with the 

health professional involved with the clinic. 

Sub-Category Anonymity 

Stakeholders saw one of the main advantages of the location of the "Quay to 

Health" within the leisure centre as anonymity. People could be doing any number of 

different activities within the leisure centre, including visiting the health facility and 

nobody would know where you were going. 
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Tow COM fgg wAypeqp/e coM come m awtf ca/z Zo ê /̂zgmĵ eZvay M a 

/gz<ywre cenfre, cfown Aea/fA ceMfre, (̂ o Âgz/" w/Aafevgr if. 

Whereas if you go into a health centre everyone knows what you 're going in there for, 

basically. That is obviously a health reason (John, Practitioner). 

FFeZZ, 6zg 6gn^^ (Ae Mon-Aea/(A geffmg, };ow A710W. PPTienyoM 

go through the doors you could be going to do anything really. You could be going 

swimming, you could be going to the health suite, you could be doing anything (Sarah, 

Health Professional). 

P3 (3) 59-60: It's a nice environment, it's not threatening. You could be going for 

contraceptive advice. Nobody knows why you 're there (Camilla, Practitioner). 

One of the stakeholders felt that by locating a continence clinic in a leisure 

centre with a swimming pool this added to the "invisible" nature of the clinic 

appointment. She felt that the one place that women with continence problems did not 

visit was a swimming pool as if they leaked urine they would be too embarrassed to go 

swimming. By locating a clinic facility in the same building as a swimming pool then 

this enhanced the anonymity of the visit. 

P3 (1) 8-10: The one place that people with continence problems don't go is swimming 

zY go ^Agre wzYA a/zoMj/mzYy ((Ca7MZ% 

Practitioner). 

The issue of anonymity was also identified by some of the women interviewed. 

One of the women who attended the clinic felt that nobody would know why you were 

in the leisure centre and visits to the clinic would be anonymous. 

LI (8) 178-184:1 would not imagine for one minute that by me walking in people 

would think "She's got a continence problem " (Lisa, aged 35, Service User). 

However, some of the other women felt that just by walking into the leisure 

centre people would instinctively know what their problem was. Although they were 

able to recognise that other leisure centre users probably had no idea why they were in 

the building their own beliefs prevented them from thinking logically about the 
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situation. On reflection and in a location away from the clinic they were able to 

express their feelings about navigating their way to the clinic and recognised that other 

people would probably have no idea, or interest in their presence in the building. 

K1 (9) 201-204: But walking across in front of the thing, people in the swimming 

baths, and I could feel, I felt really horrible. I could feel them staring at me. Like "she 

can't be going swimming", I don't usually feel like that (Kate, aged 52, Service User). 

C2 (14) 322-324:1 know why I'm coming. Do all these other people know why I'm 

coming? Which is, you know, perhaps it could be a cause of embarrassment for some 

F7 (7^ 277-277." yge/mgy /fMeaw a 

of... but I think it's my paranoia you see because I think "I bet these young people 

behind the desk" and maybe it's because it all happens as you 're becoming older as 

well, I guess. These young people they 'II be thinking "There's another woman who 

wets her knickers off down to the incontinence clinic " And I don't think probably for 

30 seconds it even crosses their minds (Fay, aged 51, Service User). 

Sub-Category Drop-In 

The relaxed, informal nature of the setting of the continence clinic within the 

"Quay to Health" was seen by stakeholders as helping people with an embarrassing 

condition to come forward to seek help. 

P3 (14) 325-330:1 thinkyou could put a continence clinic into any health promotion 

environment. Anywhere where people can go and get a quick fix then you 're going to 

find people will come and say, "Well actually I have got a problem ". The idea of 

having to go to their GP and say, actually get the words out, you know "Ileak".... I 

think anywhere that they can do that in a different way will help them (Camilla, 

However, many of the women who attended the continence clinic had been 

referred by their GP and although they attended that particular clinic they would have 

attended a clinic in another setting if they had been given an alternative appointment. 
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The chnic at the "Quays" was convenient because of its city centre location and was 

geographically close to many of the women attending the clinic. 

The provision of health services at the "Quays" was also seen as an opportunity 

to de-medicalise stigmatised services although there appeared to be some difference of 

opinion between the stakeholders as to the type of service that was seen as stigmatised. 

The contraceptive and sexual health clinic did not appear to some stakeholders as a 

stigmatised service although the continence clinic and stoma clinic were seen as 

services that people may have been embarrassed to have needed to attend. 

P2 (12) 270-275: Which is a bit like your continence people, they can walk in. These 

are wAfcA are vgyy .yg/MzY/ve fo 

OMf/ OM /Ae wAo/g /Ae Gf ybr fAmgy. j"*?, i/"we caw ge/ more q/" 

these sort of drop-in services, getting away a little bit from the GP, I think it's much 

easier for the patient (Avril, Health Professional). 

The drop-in nature of the continence clinic was something that was frequently 

cited as a main function of the clinic at the "Quays" and something that differentiated 

that clinic from other continence clinics held in the area. Although providing a 

valuable additional service enabling people to access instant advice the service was 

poorly advertised and as a result only approximately five people per year used this 

service, with the remaining clinic time used for booked appointments. People who 

attended the clinic for a drop-in appointment had often been using one of the leisure 

facilities and popped in to the clinic to seek advice for continence problems that had 

either not been satisfactorily resolved in the past, or had experienced frustrations with 

existing health services. The provision of this service may well support existing 

services by providing an immediate response to people's concerns, thus enhancing the 

satisfaction of service users. 

P3 (9) 201-205: The sort of drop-in people tend to be the ones who are either 

desperate or have been disappointed where they've been fobbed o f f , told that it's 

ŷo/Mê AzMg Aove w/zYA, yow e;i^ecf age.^ " 

(Camilla, Practitioner). 
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Core Category Location 

The third part of this chapter will focus on the final core category that emerged 

from the data from stakeholders and service users and will explore how the women 

who used the continence clinic felt about the location of the continence clinic. This 

category was made up of two sub-categories; Geographical location and Location of 

the clinic in the building. The city centre location was convenient for most people, 

especially those who had access to private transport. The setting of the clinic within the 

building itself was viewed as an unfortunate location in the basement of the building 

with both stakeholders and users recognising that future developments should plan the 

location of a health facility more carefully, to provide a brighter, less concealed 

location. 

Sub-Category Geographical Location 

The accessibility of the "Quays" was good for people with access to a car, 

although it was not as convenient for those using public transport. The availability of 

parking immediately outside the building was appreciated and compared very 

favourably with the parking problems experienced at most hospital sites. 

CI (11) 258-259:1 think it's fine, it's quite central; it's easy for me to get into. There's 

mzcg ('Cam/, [Aer). 

B2 (II) 253-256: It's easy to get to, you know. Everybody knows where it is which is 

another thing, whereas if you go to the hospital you've got the parking problem and 

N1 (15) 353-358:1 think for car drivers it does because the "Quays " is a fantastic 

place, peak hours Monday to Friday you can park there. If you 're disabled you can 

've gof caw 've gof lY'.; mof, 

you've got to get off in town and then walk through, down some horrible steps and an 

WMf/e/paj!;;. ve?y Mzce (TVbro, age^f 27, [/ye/)). 

The access to the building will improve as the area surrounding the building is 

fully developed. 
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Sub-Category Location of Clinic in Building 

The location of the "Quay to Health" within the basement of the building was 

recognised by stakeholders as a location that was convenient at the time of its 

inception, but that it was not an ideal location. The only space available once the 

building had been completed was a small area with four consulting rooms, a waiting 

area, a toilet and some office space. The impression gained from the Stakeholder 

interviews was that the health services, leisure services and the city council were keen 

for this development to take place and realised that they had to work within the 

constraints of the space available. Future developments with the healthy living centres 

would plan to involve all parties at an early planning stage in order to provide 

appropriate facilities for health care. 

P7 (10) 229-241 :.but the problem with the "Quay to Health " is it's still plonked away 

"Qwa)/ fo fAg "gwoj/a " oMof ̂ Ag fwo org q/7 

they are in the same building, and they work together, but it doesn't send out a sort of 

strong message that this is something, which to be fair was never intended....Charlotte 

f / a c e gogj^ a ^^aggyw/fAgr fAam ^Aâ  fAe (wpfraA'OM ^Aâ 'g 

exactly what it will be. You 11 go in there and it will be leisure and health totally 

fAgrg w/OM V 6g OM)/ (feMzafcaAoM ([/a/Ma;, f ZaMMg/)). 

The location of the continence clinic and the problems that may be involved for 

women gaining access to the clinic were appreciated by one stakeholder who identified 

all the different signals that may be coming from a leisure environment and how those 

signals may have to be navigated by people attending the clinic. This linked well with 

some of the perceived messages picked up by Kate on her journey to the clinic. 

P7 (15) 348-351: But still, with your sort of journey, still right through the leisure 

environment, right through the leisure reception, which is sending out all the leisure 

yow 'vg /zgAf way ^ArowgA w/Agrg yow w/anf fo 6g 

(L/amgy, f Za/zMg/;). 

The women who attended the continence clinic were divided in their opinion 

about the location of the clinic within the building. Some women felt that the setting 
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was clean and modem, whereas others did not feel that it was a pleasant place to have 

a health facility. 

.87 ^ / way gwzYg /̂ow a/Z ZofW ow^ zw /prefer roo/M.y 

evgyŷ AzMg. Tif ve/y nzce (SrgMffa, age(/ j'ervzce C/ygy;). 

HI (15) 345-348:1found it very pleasant. The waiting room was nice and there were 

people around and so you weren't sitting there thinking, "Oh my God, what's going to 

happen " ...I'm not like that anyway, but some people probably are (Hilda, aged 89, 

j'grvfce 

El (6) 131-133: It was unusual to find it there, and it was quite private, you know, not 

maMy if woa (Aere so fAof was guife Mice, ^o, jyeg //owMcf zY Mice in fAere 

The positive responses received to the location of the clinic may have been 

influenced by a number of factors. When comparing the location of the clinic to other 

clinics held in more traditional settings a modem, recently completed building would 

probably appear to be a nicer location than a clinic in a hospital or older health centre. 

I occasionally covered one of the continence clinics at the "Quays" so some people 

may have assumed that I would think it was a good location and make a positive 

response. However, some women found the location to be dark, dingy and unpleasant 

and were apparently able to honestly express their feelings about the clinic. 

N1 (5) 100-106: The actual waiting room I didn't like it at all. It looked really grubby 

and really dark and dingy in the basement of this sports centre... The actual clinic 

rooms themselves are lovely, really nice, but I mean if I had come down to make an 

appointment I don't know if I would have. If I hadn 't been feeling so desperate I don't 

A710W/ Aove 27, .^en/zee 

J1 (11) 240-242: It's underground. It's rather dark; it's like a bit of a hovel, Santa's 

grotto or something when you go in there. It's a bit dark. It was quite quiet in the 

wazYing room, wAzcA wa j nice C/ygT}). 
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The reception and waiting room areas of the "Quay to Health" might benefit 

from improved lighting, as it appeared the dark and dingy areas were not as welcoming 

as they could be for people who were feeling anxious about their visit to the clinic. 

One woman provided an even more graphic description of the clinic surroundings and 

suggested that the clinic should be on the upper level of the building rather than in its 

current location. She also described the location of the clinic as somewhere you went 

to be punished rather like the Tower of London, but recognised that this was 

psychological. 

K2 (10) 250-253, 257-260: And going down like in the dungeons, that's where you go 

and you belong in the dungeons, don't come out. I'm terrible. Yes, but it is and when 

yow wenf if w o w M z f ' j ' a// wn V if? TTzafa 

jPoimA fAey [/oca/e fAe OM f/ze ZeveZ ow fAe mamyaci/ifieg]. 

Your punishment. Though once you were in there it wasn't bad, you know, if you 're 

talking to people. But I didn't like waiting, there's nothing to do there, the reception I 

didn't know which one I had to go to. There was two people sat there and I didn't 

The stakeholders felt that the environment of the "Quay to Health" was a 

pleasant one that encouraged people to attend and had been designed with users in 

mind. 

P5 (10) 215-218:1 think it is a good environment. I'm not sure exactly where it is, but 

if you were doing it again and we were on the ground floor, it just offers a nice 

environment to go to for something that makes people anxious (Arthur, Planner). 

P6 (6) 133-137: A high profile building also in the area, so if you were describing a 

health facility was at the "Quays " then most people would know where that was, it 

wouldn 't be dijficult to find. But also a building that was designed with the users in 

mind (Verity, Planner). 

Conclusions 

The stakeholders were very positive about the relationships between health and 

leisure. They were keen to be seen to be innovative in their approach to working in 

partnership across the city, but recognised some of the limitations when trying to work 



within different cultural norms alongside one another. To develop the concept of 

partnership working, joint training between health and leisure centre staff was 

recognised as a way forward and some joint training sessions had been organised. 

Many of the stakeholders were keen to try out new approaches to the provision of 

health services, looking at different settings for clinics and looking forward to the 

development of healthy living centres in the city. They did not always need to see 

evidence that an approach worked to "have a go" as they felt that if a new idea did not 

work then they could always withdraw the service and re-think the approach taken. 

The interviews with the stakeholders were undertaken two years after the 

opening of the "Quay to Health" enabling them to reflect on the process of the 

development of the facility and to identify any changes they would consider for future 

developments. 

Some of the key recommendations they made for future service development 

were: 

» The planning of how a health centre would be incorporated into a healthy living 

centre should take place at the earliest possible stage. 

» The types of services to be provided within the centre should be agreed and 

planned rather than inviting any service that was interested to be accommodated 

within the building. 

• The position within the building of the health services would be planned so they 

were not tucked away in the basement. 

The "Quay to Health" had helped to lay the foundations for future partnership 

working around the city and it has achieved some of the original aims of the 

stakeholders who developed the service. 

This study has found that providing health care in a non-health setting appears 

to be acceptable to women attending the continence clinic at the "Quays". Although 

some of the women initially found the location of the clinic a little strange, following 

their first visit most did not think there was anything unusual about a clinic in a leisure 

centre. The clinic environment was seen as relaxing and quite pleasant by most of the 

women although some felt that it was a dark and dingy place that could be brightened 

up a little. 



Many of the women who attended the clinic felt that the "Quay to Health" was 

in a much nicer location than a hospital clinic and that the continence clinic was less 

intimidating than hospital clinics with an informal atmosphere and friendly, helpful 

staff. It was suggested that it was easier to park and that waiting times were shorter 

compared to hospital clinics. One Continence Advisor who has been involved with the 

clinic usually operates the continence clinic at the "Quay to Health" since she 

developed the clinic in June 1999. She is an experienced member of staff who is very 

popular with the people who attend the clinic. 

It was interesting to note that one of the women interviewed who had a 

disability felt uncomfortable in a leisure environment. From her perspective the able-

bodied nature of a leisure centre reinforced her loss for the person she used to be, 

which was something that I had not considered would be an issue in an accessible 

leisure centre. She felt that the whole environment provided a painful reminder of all 

the activities she used to enjoy, but was no longer able to participate in. The building 

was a permanent reminder of past happiness, one where she had enjoyed visiting a 

gym and going swimming, but no longer felt able to participate in those activities. 

Stakeholders had commented on how they had made every effort to make the building 

accessible to disadvantaged groups, consulting widely during the planning stages of 

the building to enable wheelchair access and access to all areas by disabled people. 

However, for this particular woman the psychological impact of her disability together 

with the physical limitations resulted in a reluctance to use the building. 

Another younger woman who had suffered a disability felt very comfortable 

within a leisure centre environment. Because she had spent so much time in hospitals 

and GP surgeries she welcomed the opportunity to attend a clinic in a non-medical 

environment. Further research is indicated into the expectations of women with 

disabilities about how they perceive health and illness and which environments are 

best suited to their care. 

The following chapter will explore the pathways to care taken by the women 

attending the continence clinic and the impact of their incontinence on their everyday 

lives. 
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The Women Who Attended the Continence Clinic 

This chapter focuses on the categories identified from data collected from clinic 

users about their experience of incontinence and of the clinic itself. The core categories 

identified were Living with Incontinence, Prompts to Help-Seeking and Experience 

of Service. The table below (Table 6) identifies both the core categories and their sub-

categories. 

Table 6 Categories Identified from data gathered from clinic users 

Core Categories 
Living with 

Incontinence 

Prompts to Help-

Seeking 

Experience of 

Service 

Sub-Categories Impact Worsening 

Symptoms 

Pathway to Clinic 

Coping Strategies Unpredictability Advertising 

Cumulative Effects Expectations of 

Visit 

Ongoing Pathways 

Through System 

Evaluation of 

Service (including 

questionnaire data) 

The chapter will briefly describe each core category and then discuss them in 

detail with the sub-categories that contribute to their development. The data obtained 

from structured instruments, incontinence impact questionnaires and frequency/volume 

charts is also discussed later in this chapter. 

Living with Incontinence was the first core category to be identified. This 

category was made up of two sub-categories: Impact and coping strategies. The impact 

of incontinence on women's lives can involve limitations on their social activities, 

relationships and compromise their self-esteem. Some women appeared to blame 

themselves for their incontinence as they had failed to carry out pelvic floor exercises 
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following childbirth and interpreted this as non-compliance with medical advice and 

therefore their fault. The coping strategies adopted included restricting fluid intake 

(especially when planning a trip away from the house), wearing protective 

incontinence pads or sanitary towels and carrying spare pads and pants with them in 

case of an "accident" (unexpected urinary leakage). Interviewees were aware of the 

location of toilets within the city centre and planned shopping trips around the different 

toilet stops. The coping strategies employed, if successful, enabled women to carry on 

with their lives concealing their incontinence. However, if urinary leakage became 

unpredictable and difficult to manage then the problem could become visible to others 

prompting them to seek help. 

Prompts to Help-Seeking emerged as a core category that described the final 

catalyst that prompted users to seek the help they needed. This category was made up 

of three sub-categories: Worsening symptoms, unpredictability and cumulative effects. 

The worsening of symptoms or lack of improvement appeared to prompt an attempt to 

seek help. Many women approached their GP as the first contact and if they received 

an unfavourable response it could be several years before they had the courage to 

approach another GP or health professional for help. The interviewees had suffered 

from incontinence for between one and 35 years with some having concerns about the 

future and how their incontinence could affect family relationships and their 

independence. The cost or embarrassment of purchasing incontinence pads or sanitary 

towels was sometimes a trigger to seek help. The unpredictable nature and strong 

feelings of urgency caused by an overactive bladder adversely affect some women's 

lives causing complicated routines to be developed to try to minimize the impact of the 

condition on their everyday lives. The failure of these routines to cope with the 

problem was another trigger to encourage women to seek help. 

Experience of Service emerged as the third core category. This category was 

made up of five sub-categories: Pathway to clinic, advertising, expectations of visit, 

ongoing pathways through system and evaluation of the service (including 

questionnaire data). The pathways taken by users to arrive at the clinic varied with 

some being referred by their GP or Consultant and others via health professionals or 

friends. The existence of a clinic in its leisure centre location was generally unknown 

to all the users in this study who had either been referred to the clinic by their GP or 

offered an appointment following contact with the Continence Advisors main clinical 
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base at Hythe. Some of the clinic users had visited the centre on a regular basis to use 

the gym or to swim but had not noticed the signs for the "Quay to Health". The lack of 

advertising was noted by users, some of whom felt that they would have sought help 

for their problem earlier had they been aware of the existence of the clinic and the 

ability to self-refer. The expectations of the clinic included the need to obtain advice 

about incontinence, a resolution of the problem and the opportunity to spend some 

time with a nurse specialist who would understand their problem and offer support. 

The ongoing pathways through the system involved referral to the main continence 

base at Hythe for electrical stimulation treatment, referral to the Urogynaecologist at 

the main hospital, liaison with the GP for medication and continuing attendance at the 

clinic. The service offered at the "Quays" was evaluated positively with users feeling 

that they had received the support and information they needed to either resolve their 

problem or manage their symptoms until they had contact with another health 

professional providing some specialist intervention. 

Core Category Living with Incontinence 

The category Living with Incontinence involved the impact incontinence had 

on women's lives and the different ways in which they coped with the problem. Many 

of the interviewees appeared to be embarrassed about their incontinence and were able 

to describe how they had limited their social activities as a result. However, some of 

the interviewees described how they were determined not to give up some activities 

they enjoyed and had devised ways of coping with their incontinence to enable them to 

continue to participate in sporting activities. Incontinence could have an impact on 

relationships, with some of the women indicating that they did not discuss their 

problem with partners or other members of the family. The coping strategies employed 

appeared to involve developing routines that would enable them to manage their 

incontinence, concealing the problem from others and incorporating these routines into 

their daily lives. The sub-categories that contributed to the formation of the main 

category Living with Incontinence are explored below. 

Sub-Category Impact 

The impact of incontinence was unique to each individual and caused some 

limitations to their everyday lives. Many women found their problem caused them 

embarrassment and affected both their social lives and their self-esteem. One woman 

who worked as a health professional felt very embarrassed about her problem and 
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found it difficult to discuss the problem with her GP. She appeared to find it difficult to 

explain why she felt so embarrassed as she would not expect any women who 

consulted her to feel uncomfortable if they had the same problem. 

yy peop/e aren Y rea/Zy (Amgg oW... zY 

were coming to me about it. But just being on the other end... (Julie, aged 32). 

Another woman described how she had felt so ashamed when she leaked urine 

as bladder control is something that society expects adults to have attained. 

D1 (17) 386-389: The other day when I came home and I leaked a little I felt really 

quite ashamed of myself, you know. I don't know why. I think it's a feeling of being out 

q/" coMfro/ MM V we rg f f o Aave gof ^ o w f of 

Another woman described how she was too embarrassed to buy incontinence 

pads from the supermarket as she felt that the girl on the checkout would know that she 

leaked urine. Although she was able to rationalise that the girl may not even notice the 

pads, her sense of acute embarrassment prevented her from buying the pads that would 

help her cope with her problem. 

F1 (7) 158-161,180-184: I find that using sanitary towels on the whole is OK but I 

sometimes feel I could do with something that is slightly more absorbent. But I will not 

buy those., at the supermarket. I just cannot bring myself to buy them . I can't do that. 

Even though I didn 't know the girl and she probably isn 't interested in what people are 

.Bwf / wowM ywff gyM6array.ygcf ^Ag /MzgA/ "oA wg^ 

knickers do you?" that sounds awful doesn't it? But that's just how I feel about it. I 

suppose I find it so embarrassing (Fay, aged 51). 

The location of public toilets had a profound impact on some of the women 

who felt that they had to be vigilant and within easy reach of a toilet when away from 

home. 
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27 ve/z^wre mfo a cewfre zY'g a /Mtyor aî g(f;A'0M. Ay goon 

/ ge^ fAere 7 meê ^ Âe /oo. FF^en evgyyong wamty fo (fown anf/ Aovg a (fn»A: / (foM V 

want to have one because then I know I'll be looking for the loo again. It feels like 

)/ow Ye /zaTMpen/ig ô /zeA" /^ec^/e 'f g/̂ 'oyyMgMf ow w;g// gjpecza/^x ^jxow Aavg go on 

/7w6/;c (T-o/wpo/f or gvgM on a cor yowr»g}' Agcaztyg ^Agn yow Aovg Xrg^ gg^Awg 

gyg/yoMg (Iwa, aggcf 

ATJ (̂ 6) 733-737." Tbw'vg go^ 6g Mgar a foi/et };ow've go^ Aovg ^0)vg/̂ . 7%g ofAgr 

/ Aa(f OMg "Tgwa / vyay Zẑ g a j:/Mo^r "oA / a czgorg^g ". 7 AaJ 

rmg wp jggpp/g "can _yow ggf mg aomg.̂  " Agcaugg / can 'f gfqp ;Y fga^Mg 6 ^ r g 7 go (o 

Âe Zoo .yo /Am/g ô cAangg (%zfg, agg(f J.^. 

One woman who enjoyed dancing had to wear pads that she changed frequently 

to enable her to continue a leisure activity that she enjoyed. The impact of incontinence 

on her self-esteem was revealed in her use of language when she described her 

symptoms as "horrible". 

CI (14) 318-321: If I dance I have to every other dance go out and change and then I 

do have to wear heavy pads. It can be absolutely saturated. I can have got home 

.yoTMĝ /TMgĵ  /My wM<̂ grga7?MgM(̂  org wn'MgfMg )vg(, Aorn^/g (ICaroZ, aggcf 

Sub-Category Coping Strategies 

The coping strategies adopted by the women to manage these problems 

included planning trips out from the house and being aware of the location of the 

toilets in the shopping centre. Some of the women used pads when away from the 

house to give them the confidence that if they leaked urine it would not be visible. 

HI (14) 318-320: If I'm going to be out a long time I use a pad because that gives me 

confidence. It's not so much that I use it that I need it but it makes me feel confident 

agg(^ 

N1 (23) 539-540, 544-545: It's part of a routine that I've developed, in the same way I 

always have plasters and tissues, you know. Just another thing I put in my bag. At least 

^Aayg gvg/ŷ AzMg comg.; m (TVoz-a, aggcf 27^. 
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Cy q/" ẑ/Mg zY '.y Mof /oo 6a(f OMcf / Z e a r m . / /MgoM /'m Aavmg 

wear 6;g pad[y yityf pa»(y Zi/zgr;, 6ŵ  7 wgar fAg/M a// fAe fz/Mg a/z /̂ cAawgg Âg/M yazr/y 

regularly. It's all right so long as I don't cough, sneeze, jump, run, so on an average 

(fay zY'̂  Mô  rga/(y a jpro6/g/M. a /?ro6/g7M o^Agr /̂zoM z f w M c o 7 ? ^ r ^ a 6 / g ("Cam/, 

agg(f 

As well as being aware of the location of toilets in an area some women 

emptied their bladders just before leaving the house and restricted their fluid intake to 

try and reduce the risk of an accident in public. 

HI (2) 40-43: If I go out I make sure that I go out with an empty bladder. And I use 

evg^ c^orfz^/zzYy /o ^g»(f a pg/ZTzy w/Aem /'m owA ^ / f g g a gzgzz ĵ ayzVzg "Za(/zg:y mom " 

or w/za^gygr / go agg(f 

LI (3) 56-59: Yes. I do still plan because if I have to be somewhere first thing in the 

morning I probably have a small glass of water to get me going for the day. I wouldn 't 

/zavg <3 cz(p ĝa or cq/^g OMcf /w/ow/(fM V Am/g a /of q/yZwzV&' (Zzlya, agĝ f 3^. 

K1 (6) 141-142: ... we know nearly every loo everywhere. We know all of them 

gj;pgcza//y z/"zY gwzYg a goo(/ OMg fo go fo agg(/ 

Many women were able to cope well with their incontinence whilst they had 

easy access to a toilet at home but had to be adaptable in order to continue other 

pursuits. 

B1 (8) 180-185: When I'm home it's all right because I can generally get there all 

right. It's when you 're out walking it's a nuisance, but it has been a bit better lately. 

I've only had to get behind the bush once and then I was all right until I got home 

(Brenda, aged 68). 

Core Category Prompts to Help-Seeking 

The category Prompts to Help-Seeking involved the stage at which symptoms 

created an unacceptable impact on a woman's daily life. Whilst they were able to 

control bladder leakage by emptying their bladder frequently, using sanitary towels or 

pads and planning toilet visits when away from home, the problem was tolerated. 
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However, if the bladder leakage became more unpredictable and more difficult to 

manage and conceal this could provide the catalyst for them to seek help. Frequently 

women tolerated their incontinence for several years before seeking help, although the 

precise length of time was not directly related to their help-seeking behaviour. 

The sub-categories that contributed to the formation of the core category 

Prompts to Help-Seeking are explored below. 

Sub-Category Worsening Symptoms 

The deterioration in symptoms experienced by the women was unique to each 

individual but generally involved limitations to activities, especially outside the house. 

LI (1) 4-10: It was causing me problems outside the house and restricting where I 

could go. I woidd have to wait until I had enough fluid to get by, but that I'd been to 

Zoo gMOwgA A'/M&y go wp 

always looking for a toilet. I had hoped that it would just miraculously get better, but it 

didn 't. It had improved but not sufficiently to let me do what I wanted. So that's when I 

A77 j")) zY A&y 7 ẑ f year;, zY'j: j'/owZy 

worse. It hasn't got better. I think a lot of it is gravity because I'm more mobile now. 

It's a change in my posture like getting out of the car, standing up and I think "oh 

god", it just pours out of me. While I'm in the car I'm all right. So I think it's 

gof gjpecza/Zy over age(/ 

B1 (1) 4-6, 9-11: Well. I was going through a bad patch with my bladder 'cause I've 

had it, it's leaked for a long time and it's been a nuisance but I've more or less kept it 

under control. I was living with it. But then it suddenly got really a nuisance (Brenda, 

<3ge(/ 66^. 

C/ 72-76." /oaf zY gof Mofzcea6(y worae oZfAowgA 7 may M0( 

have been doing the exercises non-stop all the time it started to get quite serious. It 

wasn't making any difference, whereas last time, in the past I've been able to control it 
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Two of the women were worried about how their incontinence may deteriorate 

as they became older and gave this as one of the main reasons they had sought help at 

this stage. A close friend of one of the women had become incontinent and needed to 

be cared for by her son. This appeared to have shaken the interviewee as she felt that 

she did not want to be a burden to her family when she became older, and would also 

have been embarrassed at having to ask her son for help with such a personal and 

distressing condition. 

D7 72." 4̂ Zof women 7 Anow (fo Aave ancf arome oMer womg/i 

of smell. It's natural but it's something you know, like life but it's something I'd be 

veyy / wouMw V my fo Aovg fo (feaZ (Down, 

F7 /ZooA: awcf/^g/ w o m W i f g o m g coMfmwg fo ggf 

vvoryg. .Bgcaztyg ^ \ a yMŵ cwZar ^ro6Zg/M 7 Aavg f/zzj zf wor^g a/wf 

worse. I really would quite like to get it sorted out while I still feel able to (Fay, aged 

51). 

Sub-Category Unpredictability 

An interviewee found travelling in a car difficult, as she was unable to predict 

when she would need to empty her bladder and traffic queues caused her to experience 

some stress. Waiting in a queue for a public toilet also appeared to generate some 

anxiety with the concern that a total loss of urine was possible, something that would 

have been unacceptable. 

LI (17) 406-409, 437-443: At the first hint of a traffic jam I'd be panic stricken 

thinking "oh god we're miles from anywhere and I don't think I can go much further". 

So that was it for me, then I realised that I really couldn 't manage it on my own. I've 

just had small leaks, I haven't actually let go of the whole thing but I've come very 

cZojg 0̂ zY w/zgre / 'm /pmcfzcaZZy zVz fgar; 6gcaz^e / can V ZM fAere. 7%gM Zega' 

are shaking and everything else because it's so stressful and it wears you out. You just 

yeeZ ZzAe "oA j9/ga<;g (fo/zY /W ra^Agr cfze o/z /Ae jpof f/za» fAof Ac^g/z". .8z<f yz/̂ f 

thankfidly I haven't completely let go so it must be worse for people that do (Lisa, aged 

j j ; . 
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One of the interviewees who had an unstable bladder found it difficult to wait 

for a suitable moment before passing urine. If she met a neighbour in the street and 

needed to go she was anxious that she would be able to wait long enough without 

leaking any urine. This unpredictability had been a factor that prompted her to seek 

help as it was affecting her relationships with others. 

c/7 (3^ more go fo OM m awAwarff 

Zz^ z/"7 lyoTMeome o/z a/zcf foZ^/zg o/zĝ  /̂zozzg/zZ 7 

the loo and was trapped there, and that really made it a problem. So it was situations 

ZzA;e f/zof rof/zer f/ioM fAe ̂ egz^ency zYae^ if woa /zoZcfzMg on fAof waa (Ae 

rofAer fAe^ggzzg/zcy (L/w/z'g, aggf^ 

Another interviewee had to respond immediately to the signal to pass urine and 

found this limiting. 

HI (2) 39-40:1 can't wait to go, I just have to run. And if I'm late I have an accident 

One of the interviewees had found that by wearing pads she had some 

protection if she had an unexpected leakage of urine. The unpredictable nature of her 

incontinence appeared to cause her some anxiety and this may have been one of the 

factors that prompted her to seek help for her problem. 

F2 (6) 123-130: The incontinence that I have is terribly unpredictable, you know I 

could just, [leakj if I needed to go to the toilet. If I come home from work and I'm 

desperate for the toilet I can hold it even until I get to the, it's not a problem, but 

a/zo^Agr Amg / Aovg goMg fo fAg fozVgf, wa/^g(/ (fowM fAg fAg 

road and I've wet my knickers. And it's that unpredictability of it that's actually quite 

difficult, so having got used to the idea of wearing pads it essentially means that you 

org /pr^az-g^/ybr OMy/AzMg (Fay, agg(/ 

Sub-Category Cumulative Effects 

Many of the women had tolerated their incontinence for several years before 

seeking help. If they received the advice they needed then they were prepared to 

continue as they were as long as things had improved to some extent. It was often 
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several more years before they asked for help again. The reasons why people waited 

for several years before seeking help were unclear, as it appeared that as a group, their 

incontinence varied in its severity and impact on their lives. Women appeared to 

minimise the importance of the problem and perhaps this enabled them to tolerate 

symptoms over many years. 

B1 (7) 165-171: But then it got more of a nuisance so I went to my own doctor here. 

PFAzcA / mw&f Aave Aeen 2J ago. / zf ybr fern 

ago OMcf zY Aeew gomg o/z eve/" gove zt; 

some tablets helped and that did help quite well for a long time. But then I think my 

mind must have overcome the tablets or something and it was being more of a 

Mwz'j'aMce agazM agg(f 

J1 (1) 4-10: It had been going on probably over ten years and I just got to the point, it 

Mz&y /)ro6a6/y gg(fz7zg a Zẑ Ẑe 6zY worye. / 'm mof z/ cer̂ ozMZy wizy/z Y gê ẑMg a/z)/ 

better. I'd been saying to myself for years "oh I must do more pelvic floor exercises 

zY 7/ 6e a// ngA^". zY w/â y/z Y ge^^'/zg OTZ}" / go^ ô jcoz/zf wAere 7 

^o ge^ Jo/Mg eve/z fAowgA zY a 6zY q/" a/z ezMAarraj'fZMg proAZe/M (l̂ Zz'e, 

age(f 3.^. 

D1 (5) 104-105: I suppose it's been like this for about 15 or 16 years really, feeling 

/My z.; /MZ/cA K'eaA;g7' fAa/z zY ztyê f fo 6e (Drnv/z, ogecf 

CI (17) 389-390: It's only because I'm beginning to feel that it is intruding on my life 

/ 'vg coTMg ô gg^ fOTMg Ag^ wzYA zY (ICaroZ, agg(/ 

One of the women had suffered from incontinence since she was a child but 

had still waited until she was 26 years old before seeking help for the problem. 

N1 (2) 39-40, 44-45: It's been off and on since I was a little girl really. I was very old 

before I was reliably dry and clean. I was about six or seven years old, so I was always 

/zavzMg acczWg/z ĵ' (Wbra, agg(f 2 ^ . 

Another prompt to help seeking identified by a younger clinic user was the cost 

of the continence pads, together with the impact the problem was having on her life. 
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Tif w/a; fAg "Tena Za(/y" an^/ a/^o m}; age yow ^Moiv. Z'm 

27 aM(/ Aavmg ^/owr AMZĉ r.̂  ŷmg/Z q/̂  wnne OM̂f o/woy^ woATy/wg a6ow^ ;Y wow/z Y a 

goo(f zWea (TVô -a, agg6/2^. 

Other interviewees raised the cost of the "Tena Lady" incontinence pads as an 

issue. While this wasn't identified as a specific prompt to help-seeking it may have 

contributed to it. 

.K2 779-727, 72P-7jO.' Tayco'^ ow/M o»g f A ^ ' v e y o / ( 7 g ( / m Âg /?acW, OMtf 

v e g o f a (iowM fAgm, yow AovgM V gof fo, fAey Yg vg/y oMtf ^Aey Yg 

Mzcg. / can Y 0/^^(7 "TgMO 7La(7y" MOW ay fAg -̂Yg (/gar, f2 . JO or j:o ^a^g, ogg(7 J2^. 

B1 (9) 179-180, 195-196:1 would wear pads and things, but they're very expensive to 

have to buy if you 're wearing them all the time. I usually use "Boots " because they 're 

cAg(^gj'A OM(7 (7o van'ow^y .yzzgf /̂-gMc^o, agg(7 

If women were using pads on an occasional basis the cost of the pads did not 

appear to be an issue for them. However, those women who needed to use pads on a 

regular basis identified cost as an important consideration when deciding the type of 

urinary leakage protection to use. This had prompted them to seek out pads that 

provided comfortable protection at the best price and had appeared to indicate that 

when women became fed up with their incontinence and the need to use pads this 

prompted them to seek help. 

Core Category Experience of Service 

The category Experience of Service involved the pathways taken by women to 

access the clinic, how the clinic was advertised, their expectations of clinic attendance, 

the referral pathways followed by some women on to more specialised services and 

their evaluation of their experience of the "Quays". Although all the women shared 

accessing the clinic, their expectations of the clinic itself and their evaluation of the 

experience, only some women were referred on to either a Urogynaecologist or to the 

main continence base at Hythe for an eight-week course of electrical stimulation 

treatment. 

101 



The clinic users did not always have a clear picture of what was going to 

happen to them at their first appointment. They all indicated that one of the main 

purposes of their visit was to gain a clearer picture about what was happening to them 

and how they could eliminate or reduce the impact of their symptoms. The evaluation 

of the service at the "Quays" appeared to be positive with users feeling that their 

problem had either resolved or that they had been given the advice they needed to cope 

with the problem. The sub-categories that contributed to the formation of the category 

Experience of Service are explored below. 

Sub-Category Pathway to Clinic 

The pathways taken by women to reach the clinic could involve some personal 

perseverance, as it appeared that other clinics and hospitals within the Southampton 

area were not always aware of the existence of the clinic. One woman had heard about 

a clinic at the "Quays" from a friend but found that finding out how to access the clinic 

was not straightforward. 

it was the same one it doesn 't sound like it was but she said, "oh why don't you find 

out about that?" so I went to my doctor for something else and asked her. She said, 

fV fo (/o wzYA go rang gave Twe 

the number of a clinic in East Park Terrace. They eventually gave me the number of 

the clinic at the "Quays " (Dawn, aged 69). 

Another woman had approached her GP for help with incontinence and found 

that the pathway involved contact with different health professionals and a delay of six 

months before she was able to obtain an appointment at the "Quays". 

NJ (1) 6-11: I went to my GP and he referred me by letter to the gynaecology 

physiotherapist. He got a letter back saying they no longer accepted referrals so he 

told me to see the nurse, practice nurse. So I saw her and she told me to see the district 

nurse and then she came and did an assessment, then I found out about the clinic 
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Some GPs were aware of the existence of the clinic and referred women to the 

clinic. It appeared that when they had used the clinic before for referrals they 

continued to refer women with continence problems for help. 

G7 (7^ 4-6." Zwenf (o m); 6ecawge 7 woa AovzMg a cozV cAgcA: a W ( o (Ae 

sister there, and she said to make an appointment with my doctor and my doctor 

suggested coming to the clinic (Geraldine, aged 35). 

F1 (1) 24-26: I went down to Lymington hospital and had a scan on my tummy and 

things. I then had to go back following that and then that was when the GP referred me 

fo (Foy, 

One of the Consultants at the local hospital regularly referred women to the 

"Quays" who he felt would benefit from advice about the management of bladder 

problems. These referrals appeared to involve women with chronic bladder problems 

who had seen several health professionals over many years. 

Ml (5) 111-115: He wanted me to come to the clinic because he said when I went to 

see him "are you happy with that? " and I said "the only thing I do find I have a bit of 

a problem holding my water". He then said "well, we've got this clinic going and I'd 

go wAy / ca/Me (fow/M 5 ^ . 

K1 (1) 186-189: He said "what I could do is perhaps get some, get in contact with the 

incontinence nurse and they could perhaps come to your house and tell you about 

qpemfioMa ZiAe my wag fAaf ^eqp/e were going fo 

come to the home. I didn 't know I was going to have to go to the clinic (Kate, aged 52). 

One woman had arrived at the clinic having spoken to a nurse at the continence 

foundation. The help-line number had been included in a stroke foundation magazine 

and enabled her to access the service. 

LI (4) 72-80: I did speak to a nurse on the advice line for the continence foundation 

and she explained that in all likelihood it was part of the damage from the bleed and 

that there was a good chance of being able to manage it properly. She sent me some 

information and the contact number for the service which when I phoned that's when I 
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c/mzc wa; <3̂  fAe ". / Aacfn Y r e a / z A ^ r g or / mzgA^ Aove 

go/ 7M}'̂ ĝ (fow/M /Agrg agg(/ 

The local NHS walk-in centre had also referred women to the clinic and the 

nurses at the centre appeared to be aware of all the continence clinics in the area and 

were able to offer alternative venues to people that suited where they lived. 

B1 (1) 16-27: I thought "I've got half an hour to spare, I'll pop in" [to the walk-in 

cg/zfr^ .yggm /o 6g Away, f^gm â Ag fazW "Aavg j/ow 6ggM /o 

incontinence clinic?" and I said "no, only to the specialist at the hospital". She then 

sazW, "wowZcf ̂ /ow Z!A:g fo fyy gomg /o one?" Zoote(f if awggeafecf (Ae one of 

the "Quays ". She then gave me the 'phone number and I rang them up and made an 

Only one woman had arrived at the "Quays" having seen a notice in a GPs 

surgery for a continence clinic in a nearby town. Although she was unable to secure an 

appointment at her nearest clinic, by persevering she found out about the "Quays". 

HI (1) 4-8:1 saw a notice in the doctors' surgery saying there was a clinic in Milford-

OM 6'g<3 JO 7 /'(ZMg /AgTM <3M̂  COwMM V gIVg fMg O (/ofgybr JO / r<3Mg arOWM(/. / 

tried Totton and finished up with Southampton and they gave me a date in a 

rgojoMoA/g /fTMg. ^o ^Agrg/M/gM^ (77;Wo, agggf 

Accessing the continence clinic at the "Quays" appeared to involve some 

determination to seek help on the part of the sufferers. Some GP surgeries and other 

NHS clinics did not appear to know how to access the continence service and this may 

have an impact on the number of referrals to the "Quays". 

Sub-Category Advertising 

The existence of a continence clinic at the "Quays" appeared to be largely 

unknown. Although some of the women were aware of other clinics taking place 

within the "Quay to Health" many were surprised to find a continence clinic in a 

leisure centre location. There appeared to be an expectation that a clinic that dealt with 

bladder problems would be located in a more traditional setting such as a hospital 
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outpatients department or a health centre. This location remains new and unusual and 

may indicate a different approach to the provision of health care. 

B1 (3) 54-55:1 knew there was a clinic of some sort there but I didn 't know there was 

an owe fAere 

D1 (9) 190-191: No. I had no idea it was even there. And nobody I've spoken to knows. 

I keep telling my friends about it. No. I didn't know. I thought probably I'd be going to 

a AojpifaZ or f o r ĵ omefAzmg Zitg (Dawm, agg(f 

LI (4) 83-86: I knew that there was a health clinic there. I knew there was a 

coM^ac^ffOM c/zMzc /or anj/ong wAo Mggdg(/ fo go fAgre a W w&y M fAg 

centre. But I didn't realise there were other services as well (Lisa, aged 35). 

The "hidden" nature of the clinic was closely linked with the lack of 

advertising. The existence of the different clinics within the "Quay to Health" was 

advertised by "word of mouth" with the women attending the continence clinic hearing 

about the service by contact with friends who had attended the centre for other clinics. 

G1 (27) 629-632: I didn't actually know there were any clinics there at all until the 

feacAer 7 iforA:ybr, goay fo Âg cog/fac c/zMzc (fowM fAgrg yHgncf (fog^ a 

clinic down there. So then I did start to know that there are actual clinics going on 

there (Geraldine, aged 35). 

Although some of the women were members of the health club at the centre 

and used the building on a regular basis they were unaware of the continence clinic. 

The gym is located immediately next door to the "Quay to Health" with the changing 

rooms in the same corridor. One of the women felt that people tended to focus on one 

thing at a time and was not surprised that the clinic could go unnoticed. 

CI (12) 264-267: I have been in this building before a couple of times and didn't 

Mo^cg zY (AowgA /(fzYfnV Aovg any ^owAZg^ncfzMg z( w/zgM /(fzcf am'vg 'cawj:g zf's wg/Z 

jzg7^0j:^g(/. 7)̂  wAaf ̂ /oẑ  'rg Zoo^Mgybr (foĝ yyi V zY.̂  (UaroZ, 
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Users felt that the clinic was poorly advertised and suggested that the first place 

women would go to seek help would be their GPs surgery. They felt that many more 

women could benefit from attending the clinic but because it was not publicised widely 

people were unable to access the service. 

A710W a6ow( more ("GeraZ(fme, ogecf j j ) . 

El (12) 268-274: In doctors' surgeries, definitely because you know, mothers and their 

babies are in there for the first couple of months with their babies getting checked and 

injections. All it takes is for a notice to be up on the board to say that this clinic is 

available and I think that more people would come forward. Because if you've got a 

VMzYo/- w/Ao V yow, or yow (foM V o6ow/ ;Y 

like mine did, then I don't think mothers would know about it (Eve, aged 28). 

B2 (9) 204-207: It should be advertised a bit more, perhaps in doctors' surgeries. 

"Just pop in and see us ", or "give us a ring and make an appointment" you know. 

come awe/ Aave a cAa^", no/ / o ^ e / yow 're gozmg a fAmg, 'Wrop ZM 

oMcf Aove a mYA zt; " (3reM(/a, age(/ <̂ 6̂ . 

Different venues were suggested for advertising and included libraries, 

women's groups and posters on the back of doors in women's toilets. There was also 

some awareness that not all GPs may know about the clinic thereby reducing the 

number of referrals to the service. 

J1 (5) 99-100: I think if it was publicised it would be great because it's a brilliant 

service. But nobody knows about it I don't think (Julie, aged 32). 

D1 (22) 511-516,527-528: I suppose it's getting the doctors knowing. Advertising. I 

mean I don't know how much you advertise like on posters, like the library, you know 

/?/aceybr po^^era .̂ Tn womem 'j' growp& /â wp^poĵ e zY /^eop/e. /70f^er zVz a 

doctors' surgery because when I sit there there's posters all round the place. And 

you 're sitting there for ages reading them all over and over. Yes, and some places like 
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toilets, like in the university or something, in the women's toilets. That would be the 

zWea/ jp/ace wowZcfM V (Dawn, ogecf 

Sub-Category Expectations of Visit 

Two of the women who attended the clinic explained that they did not know 

what to expect from their initial appointment. Although some information is enclosed 

with their appointment advising them to complete a bladder diary for three days and to 

bring a urine sample, details of what may happen are not included. 

El (2) 45-48:1 didn't really know what to expect when I went. I wasn't sure what was 

gozMg Aopipgn w/gre gomg fo (fo. yz/j'f Aopmgybr gzve 

TMg o cwrg ZzAe Amow (Eve, 2 ^ . 

G1 (3) 66-68:1 didn't really know what to expect the first time. I thought I'd be given 

Aovr /Amgy wgrg w/AgfAg/- ^Agrg wa; 

anything I could do to improve myself (Geraldine, aged 35). 

The need for information about how their incontinence could be managed 

appeared to be important to the women together with some encouragement to carry out 

suggested treatments to resolve or alleviate the problem. 

B1 (5) 113-114: Bit more advice on how to cope with it really and any more 

f w g g g y ^ f M g w co/Mg aZoMg ̂ mcg / wgM^ 6 ^ r g oggcf 

El (3) 61: A little bit of encouragement really to get me going to start doing it. (Eve, 

agg(/ 2 ^ , 

CI (12) 278-282: Well. I don't know really. Presumably some help with the problem I 

have. Fairly open-minded about what they had to offer as I said last time I'd been 

<3̂  fY gozmg yazr/y /Mo/or ^wrggyy /W o ĵ ^agg w/Agrg / 

prepared to entertain that. So it was a move towards getting whatever was needed to 

gg^ rgaZ/y (ICaroZ, agg(/ 

N1 (18) 411-412: I suppose the person I see listens to me and gives me relevant 

information and encourages me to do whatever I'm supposed to do (Nora, aged 27). 
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The opportunity to talk to someone who would understand their problem and 

show some empathy was important to some of the women. Because incontinence can 

be embarrassing they felt that they needed to talk to someone who would look at them 

as a whole person and help them with any additional problems they may have. 

D1 (6) 134-137, 137-139: I just thought it would be nice to talk to someone about it, 

you know, someone who was a specialist or whatever. Who would listen, be 

a ; a AwTwaM Aemg, wfYA a// yowr a wAo/e 

person really (Dawn, aged 69). 

Women felt that they wanted to resolve their incontinence problem and 

recognised that it was something that should not normally occur. They were keen to try 

exercises and bladder retraining before considering surgery and wanted to feel in 

control of their problem. 

27 f woMfec/ fo Anow wAaf was fAe wo}; fo go fo .sorf zY 

out. I'm not keen on doing anything that requires tablets or intervention if I can 

HI (5) 116-117:1 wanted the knowledge of how to stop this. I mean it's not, I haven't 

had it all my life it's not something that should be there (Hilda, aged 89). 

The pathways followed by the women through the system were individual and 

unique to them. The following section explores the sub-category Ongoing Pathways 

through System. 

Sub-Category Ongoing Pathways through System 

Of the twelve women who consented to participate in the study two were 

referred to the Consultant at the hospital for further assessment and treatment. Eight 

were not referred to other agencies and their incontinence was managed by attending 

the clinic at the "Quays". 

Referrals to the main continence base at Hythe only involved two women who 

attended an eight-week course of mild electrical stimulation treatment, with one of 

these women receiving this treatment and also being referred to the consultant. This 
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treatment was unavailable at the "Quays". There was a waiting list for this treatment 

that could delay the start of it by several weeks. This delay appeared to cause some 

frustration as many of the women expected to start the programme as soon as they 

received their first appointment at Hythe. 

J2 (3) 71-76: The disappointing thing was I'd been told that it'll take a few weeks to 

do the TENS [electrical stimulation] treatments in October. I was eventually seen in 

February thinking that'll be a few weeks, and then it was like, oh well just measure the 

yZoor a W mate ro/Aer 

I think it was connected to this waiting list thing because I'd been seen. And then it 

w&y OMywa}' lY x'o.y ano/Aer / ac/waZ/y go/ f/ar/gcZ 

27(^-2gj.' way OM r^gc/zoM /Aa/ ;Y /at&y am ZoMg 

time to actually go down this pathway, call it a care pathway, what you like. You just 

zY ybrevgr a /Y'f aZ/MOff ^ Aavg /o 6g g'wzYe 

cfg/grmzMg(f /o ac/waZZy jorogygj^f zY. Tow ^geZ '̂ow Ye OM yowr vyAzcA / 

suppose to some extent I'm well able to be actively responsible for my health care but I 

ygg/ /zA:g /Aaf agg(Z JT). 

Having been referred on to another health professional for a course of treatment 

women's expectations appeared to be high, hoping for a complete resolution of their 

continence problem within a few weeks. Although they accepted that the treatment 

might not resolve the problem, they appeared to be disappointed when this was not the 

outcome. 

F2 (11) 259-263:1 suppose Ifelt when the "Quays " referred me to Hythe I felt hopeful 

that it might produce some change. Although I suppose in my heart of hearts I knew 

acfwa/Zy (Y V any ( f^rg/ icg agg(f 

J2 (2) 32-35: I've been having TENS treatments. I've got the last one tomorrow so I'm 

a bit disappointed that it hasn't really done anything. I think my pelvic floor is better 

which has helped a little bit, but the bladder hasn't really changed I don't think (Julie, 
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One woman indicated that she had expected to receive a course of treatment at 

Hythe but was frustrated that she had been given a portable treatment unit to use at 

home. As she was unsure how to use the unit and did not like using it she had 

discontinued the programme and felt disappointed that things had not improved. 

G2 (1) 15-21: I suppose I was under the false impression that when I went to Hythe 

lots of things were going to have been done and basically it wasn 't. All the things I was 

told were going to happen didn't and I've been given a machine to do it at home. I've 

just been left with it and I don't like it. There's nobody to talk to about it so I'm not 

Some of the referral pathways appeared to be less straightforward than they 

should have been. Before a referral can be made to a consultant at the main hospital the 

patient's GP needs to initiate the process. Although one of the women had been 

advised that she was being referred to the hospital she did not realise that she needed to 

make an appointment with her GP before the referral could be activated. 

C2 (9) 214-225: The "Quays " were going to refer me to the hospital but it had to go 

back via my GP who got the letter and was then expecting me to make an appointment, 

and I didn't realise that. I thought he would get the letter and refer me. I then spoke to 

AzTM OM "Aave yow anyfAmg? /fag anyfAmg Aoppewecf? " ofw/ 

he said, "well, I'm waiting to see you " and I said, "well what do you want to see me 

for? "Do you want to be referred then?" well, yes actually. "Oh, I'll do it then". It 

and 'phoned him (Carol, aged 49). 

Whilst their incontinence was being managed at the "Quays" most of the 

women appeared to be satisfied with their treatment. However, once the management 

of their condition was passed to another health professional the outcomes appeared less 

clear. The evaluation of the service at the "Quays" enabled women to reflect on their 

experience and to describe the change in their condition following attendance at the 

clinic. 
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Sub-Category Evaluation of Service 

One of the aspects that women appreciated was the opportunity to attend a 

clinic in an informal setting where they were seen on time and given enough time to 

discuss their concerns. 

Women also felt that they had been given the information they needed to 

understand their incontinence and to implement the appropriate treatment to resolve 

the problem. Although some of them had some understanding of their problem before 

coming to the clinic their coping mechanisms and confidence in their ability to manage 

their incontinence appeared to improve following visits to the clinic. 

B2 (7) 152-155:1 did understand it before but I got better ways of coping with it when 

I saw you* [the continence service], I understood it before, I knew what it was but I felt 

that I could cope with it better when I spoke to the people at the clinic (Brenda, aged 

L2 (5) 104-107: I can have some control over it by what I've learnt from the services 

/y/ze coMA'MgMce provzWecf. /'vg /wore wAgreay 

z/"m)/ wz)/ zY wO:; TMiyemAZe, reaZ/y gwzYe 

(2z.$a, .3.^. 

J2 (5) 130-135: The most useful thing I've found is that I thought the tablets would be 

ŷoTMef/zzMgyow ezYAgr /brevgr, /Mowage â azW way 

if I took it for a few months I might be able to bladder train and then not need to take 

o/zŷ AzMg, wAfcA ŵzYe eMCow/-agZMg 

The women's confidence in the advice they had been given was enhanced by 

the trust they had in the practitioner who provided the service. They acknowledged that 

a nurse specialist would know as much as a doctor about the problem and valued the 

specific appointment dedicated to their incontinence problem. 

L2 (6) 135-141: The thing about the "Quays" is the appointment is specifically for the 

jproA/e/M yow ^Aaf Agcawj'g fAaf'^ wAa^ fAg .ygrvzcg zf jg^ w;? /or. Tow /gg/ 

sfrazgAf mva); (Aaf )/ow can (Ae acfvzcg );ow Ye 6gzMg given mfAer (Aaw 

* Some of the women in this study had seen me at the clinic as a continence advisor, but when they 
referred to 'you' in the text they were referring to the continence service rather than me personally. 
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having to go and see the GP. I'm not saying the GP wouldn't know but I never really 

discussed it in great detail with him (Lisa, aged 35). 

One woman felt that by attending the clinic she had been able to openly admit 

that she had a problem, something she had been unable to do before. 

J2 (5) 125-127: It helped bringing it out into the open because I hadn't really talked 

a'OTMe ogee/ 

Some of the women felt that the support they had received at the clinic had 

enabled them to monitor the progress of their treatment and feel that their problem was 

being taken seriously. Women who had asked for help with their problem in the past 

indicated that their problems had been dismissed as irrelevant causing them to delay 

seeking help again for several years. 

F2 (11) 240-242, 244-246: When I'd been to the GP previously it was almost as if it's 

a women's problem and "you should have done your exercises when you had your 

baby " and all this stuff. What was different when I went to the "Quays " and that was 

nice that it was, Ifelt, it was taken more seriously and there was some attempt made to 

OMcf meoLywrg wAaf Âg pmA/g/M TMigAZ 6g fFay, agg(f 

2,2 6ggM Ag^^ / 6g a6/g go rggwZar ZM ĝrvaZj' a/zcf ^gg 

what's going on because it's helped monitor how effective the treatment has been. I do 

feel like it's been reviewed very thoroughly and I haven't just been left to it, which is 

important (Lisa, aged 35). 

D2 (3) 54-62:1 suppose it's just that someone's interested in my problem. Someone's 

got the time to listen and be interested and give me advice. It's like having support for 

what I'm trying to do; its not just "here's a prescription and bye, bye". It's like an 

ongoing support and talking about how my bladder works that was helpful. And 

talking about various things that come up like last time the woman I spoke to said this 

zfM Y Mgc&yjanYy a /)ro6/g7M q / " a g g , wAfcA 7 ^Aowg/zf zY way (DawM, agg(f 
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One woman had been unable to buy incontinence pads from the supermarket 

before attending the clinic. Following attending the clinic she felt more optimistic 

about her improving continence problem and had managed to overcome this 

psychological hurdle. 

F2 (13) 309-319:1 mean, I'm selective as to what supermarkets I go to and I buy these 

m q/"my / go fo a wAgre 

a yowng AZo&e or a }'owMg gzW. / /oo& /̂br a a; you og&wme 

w;// 6e more aympafAe^/c. zY cfoa;, zY Zz/e. /̂ w;:y70:ye Ave/ve moM Â̂  

ago I couldn 't have laughed about it, I suppose I've accepted it more and feel that the 

problems going to be much better, I feel much better about it (Fay, aged 51). 

Only one woman felt that attending a clinic in a leisure centre had been a 

negative experience. Although she valued the personal contact and the treatment 

offered she held negative views about the building itself and may have preferred to 

attend a clinic in a more traditional setting. 

K2 (16) 437-439: The actual, the personal contact I'd recommend. But I wouldn't 

recommend the "Quays" the whole building with all the barriers there. It's not very 

welcoming (Kate, aged 52). 

Overall women appeared to appreciate attending a clinic that enabled them to 

discuss their incontinence in a friendly and supportive atmosphere. Although some 

dissatisfaction was expressed at the service provided following referral on to other 

services, the "Quays" as a setting appeared to be acceptable with only two of the 

interviewees preferring to attend a clinic in a more traditional setting. The time 

allowed for consultations facilitated the exploration of the problem in a sensitive and 

caring way and the ongoing support and monitoring of their condition appeared to 

enhance both their knowledge of their problem and their coping skills. 

Of the thirteen women who consented to participate in the study five indicated 

that they felt their incontinence had either completely resolved or improved to a degree 

whereby they could tolerate their symptoms. Data were incomplete from one woman 

who had died from an unrelated condition and six indicated that their symptoms had 

either not improved or had worsened. Three of the interviewees had been referred on to 
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a Consultant Urogynaecologist for surgical intervention. One had been referred back to 

her GP for management of her urinary tract infections and two had been referred to the 

main continence service base at Hythe for electrical stimulation treatment. 

Outcomes: Interview and Questionnaire Data 

Complementary data providing some element of a framework used particularly 

with the second interviews involved two incontinence impact questionnaires and 

frequency/volume charts. These were used to facilitate exploration of incontinence 

impact on women's lives during the interviews and with the frequency/volume charts 

to provide an objective clinical measure of their voiding patterns. The "Incontinence 

Impact Questionnaire-Short Form" (IIQ-SF) developed and validated by Uebersax et 

al (1995) and the "International Consultation on Incontinence Questionnaire-Short 

Form" (ICIQ-SF) (Donovan et al 2001) were sent to women prior to their initial 

appointment, together with a frequency/volume chart (bladder diary). These measures 

were repeated six to twelve months later. 

The data have been presented in four tables that indicate the type of 

incontinence suffered by each interviewee together with their scores out of a possible 

21 (highest impact) for both incontinence impact questionnaires. The four categories of 

incontinence described in the tables include Stress (4 women), urge (3), mixed stress 

and urge (4) and neuropathic (1). Where frequency/volume charts were completed the 

results have been included and a summary at the end of each table discusses the 

findings in relation to the reported incontinence impact and the difference in the two 

scores six to twelve months later. The results are discussed for each of the women. 

Stress Incontinence 

The difference between the and 2"^ incontinence impact questionnaires for 

Eve appeared to indicate that the impact of incontinence on her daily activities had 

reduced following attendance at the "Quays". It was interesting to note that the 2"^ 

ICIQ-SF score had only reduced from 11 to 9 even though she reported leaking urine 

on an infrequent basis and considered her incontinence resolved. The score for impact 

on interference with everyday life remained the same at 5 on both questionnaires 

suggesting that although she felt her incontinence had resolved it was still having an 

impact on her everyday life. 
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Table 7 Stress Incontinence Questionnaire Data (including frequency/volume charts 

where available) 

Maximum Scores of the IIQ-SF and ICIQ-SF = 21 

CAar/g are Mof 

l^HQ r ' iciQ 2^nQ 2"" ICIQ r ' Frequency/ 

Volume 

2°'* Frequency/ 

Volume 

Eve 

(aged 28) 

11 11 1 9 Not Available Not Available 

Dawn 

(aged 69) 

0 0 0 1 8-10 voids daily, 

50-300mls. 

5-6 voids daily, 

150-500mls. 

Geraldine 

(aged 35) 

2 8 4 9 20 voids daily, 

25-400mls. 

6-9 voids daily, 

200-700mls. 

Nora 

(aged 27) 

6 13 1 8 5 voids daily, 150-

400mls. 

Not Available 

Dawn had scored 0 on the 1®' questionnaires and scored 1 on the 2"̂ ^ ICIQ-SF as 

she continued to leak urine when jumping around indicating that incontinence had little 

if any impact on her life. She had followed a pelvic floor exercise programme 

supervised by the "Quays" and had increased her fluid intake, reflected in her 

improved bladder capacity and reduction in the number of times she needed to pass 

urine daily. Following attendance at the "Quays" she indicated that her incontinence 

problem had been resolved, and by avoiding vigorous exercise on a full bladder was 

able to control her symptoms. 

Geraldine's scores on both the questionnaires had increased with her bladder 

problems having a greater impact on her everyday life over time. Her 

frequency/volume charts indicated a reduction in the number of times daily she needed 

to pass urine together with an improvement in the volume of urine passed. However 

these improvements were not reflected in the questionnaire scores. When I discussed 

the scores with Geraldine she indicated that she was feeling "fed up" with her 

incontinence and this was reflected in the scores. Her fluid intake exceeded four and a 

half litres daily and comprised of water and juice with only 150-300mls of caffeine 

daily. Having followed the advice given at the "Quays" she reduced her fluid intake to 

two and a half litres daily thereby reducing the number of voids to six to nine daily. 
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Although initially she had experienced problems with urine leakage only when 

exercising, her worsening symptoms affected travel away from home and feelings of 

frustration. Following attendance at the "Quays" a rectocele (bulging of the rectum 

into the vagina) was found and referral to the consultant at the hospital was made. It is 

unlikely that the impact of incontinence on Geraldine's life will improve until she has 

had surgery to correct the rectocele. 

The difference between the 1®' and 2""̂  questionnaires for Nora indicated that 

her incontinence was having less of an impact on her everyday life. She felt that 

incontinence had no impact on her travelling, going to a movie or household chores but 

felt an impact on her emotional health and feeling frustrated. The score on the 1̂ ' 

ICIQ-SF for interfering with everyday life was 7 and this had reduced to 2 on the Z™' 

questionnaire. Although she was still leaking urine several times a day she indicated 

that she felt that her symptoms were improving and she continued to receive support 

from the "Quays". 

Of the four interviewees who had stress incontinence two had felt that their 

incontinence was resolved following attendance at the "Quays", one had experienced 

deterioration in symptoms and one felt that things were improving. The scores for both 

questionnaires indicate the impact on quality of life on women with stress 

incontinence, with those experiencing worsening symptoms scoring higher in the areas 

of impact on interference with daily life and emotional health and frustration. 

Neuropathic Incontinence 

Table 8 Neuropathic Incontinence Questionnaire Data (including frequency/volume 

charts where available) 

Maximum scores of the IIQ-SF and ICIQ-SF = 21 

Frequency/volume charts are not scored 

2"" HQ 2°" ICIQ 1Frequency/ 

Volume Chart 

2"'' Frequency/ 

Volume Chart 

Kate 20 19 21 20 Not Available Not Available 

(aged 

52) 
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Kate had been unable to complete a frequency/volume chart as she had a 

disability that affected her movement. Her urine leakage appeared to be having a 

significant impact on all aspects of her daily life, something that did not improve over 

a one- year period. She leaked urine several times a day and needed to wear 

incontinence pads to protect her clothing from urine. She scored 9 on the ICIQ-SF 

for interference with daily life and 10 (the maximum) on the 2"'̂  questionnaire. She had 

received a diagnosis of a neuropathic bladder following urodynamic investigation and 

was awaiting surgery to try to improve her problem. As a direct impact of her 

problems with manual dexterity and obesity she was unable to self-catheterise and 

until her surgery is completed (and if successful) the impact of her incontinence on her 

life may remain severe. 

Urge Incontinence 

Table 9 Urge Incontinence Questionnaire Data (including frequency/volume charts 

where available) 

Maximum scores of the HQ and ICIQ = 21 

Frequency/volume charts are not scored 

r i l Q 1" ICIQ 2"" HQ 2"" ICIQ 1®' Frequency/ 

Volume Charts 

2"'' Frequency/ 

Volume Charts 

Brenda 

(aged 

68) 

9 9 7 7 6-9 voids daily, 

50-300mls 

6 voids daily, 

150-400mls 

Julie 

(aged 

32) 

4 7 7 9 7-12 voids daily, 

80-300mls 

7-10 voids daily, 

20-400mls 

Lisa 

(aged 

35) 

9 13 6 16 9-10 voids daily, 

150-450mls 

Not Available 

The difference between the T' and 2"^ questionnaires for Brenda indicated an 

improvement in the impact of incontinence on her everyday life. Although her 

incontinence remained unpredictable following attendance at the "Quays" she had tried 

bladder retraining and pelvic floor exercises, moving on to prescribed medication from 
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her GP that appeared to have improved her symptoms and reduced the impact of her 

incontinence. Her 1®' frequency/volume chart indicated that she was passing 50-300mls 

of urine 6-9 times daily, but following the treatment she was passing urine 6 times a 

day and passing 150-400mls (an improvement). The minimum and maximum volumes 

of urine passed daily indicate an improvement together with the frequency of voids 

reduced to six a day. 

The scores for both questionnaires had increased for Julie reflecting her lack of 

improvement in the symptoms she was experiencing. Her 1 questionnaires indicated a 

slight impact on travelling, going to a movie or leaving the house with urine leakage 

two or three times a week. Although the degree of impact of her incontinence had not 

increased by the 2"'̂  questionnaires she had become more frustrated and the urine 

leakage had increased to several times a day. She had received an eight-week course of 

electrical stimulation treatment and had also tried several different tablets to reduce the 

irritability of her bladder, without a significant effect. The frequency/volume charts 

indicated that she was passing urine 7-12 times a day and passing 20-400mls, there 

appeared to be no improvement in the number of times she passed urine daily or the 

volume of urine passed. The incontinence impact questionnaires and the 

frequency/volume charts appeared to reflect the lack of improvement in her symptoms 

over a one-year period, with the frustration expressed by an increase in the scores. It is 

unlikely that surgery will improve the symptoms experienced by Julie and until 

different drugs have been developed that may reduce her bladder irritability she may 

have to continue to manage her incontinence. The indications suggest that Julie may 

have to tolerate her incontinence until new treatments have been developed and this 

may continue to have an adverse impact on her quality of life. 

Although the HQ scores for Lisa improved from 9 in the 1®' questionnaire to 6 

in the 2"'̂  the ICIQ-SF scores increased from 13 in the l * t o 16 in the 2™". Her 

incontinence had a moderate impact on travelling, going to a movie and social 

activities with a slight impact on emotional health. The impact of interference on 

everyday life scored 10 in the ICIQ-SF but had fallen to 3 by the 2"'̂  questionnaire. 

The increased ICIQ-SF score overall appears to be misleading as Lisa indicated in the 

2"^ interview that following advice on fluid intake, bladder retraining and the use of 

medication to reduce the urge to pass urine her symptoms had improved. The 1®' 

frequency/volume chart indicated that she was passing urine frequently (9-10 times 
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daily) with the amount passed from 150-450mls. Her fluid intake included 

approximately five mugs of coffee each day with only a litre of water daily. She had 

been unable to complete a 2"*̂  frequency/volume chart as hospital appointments and 

holidays away from home took up most of her time. Lisa had reduced her caffeine 

intake to one mug of coffee daily and had managed to increase her water intake to two 

and a half litres daily. The objective measure of the frequency/volume chart would 

have demonstrated any improvement in her incontinence. However, by discussing her 

symptoms at the 2"'̂  interview I was able to clarify with Lisa that the number of voids 

had reduced to six a day, although the volume of urine passed was not known. The 

value of a 2"^ frequency/volume chart when assessing any change over time in 

symptoms is that an objective measure of incontinence is available that may differ 

from the perceived symptoms experienced by sufferers. 

Of the three women who had urge incontinence two had noticed an 

improvement in their symptoms and impact on their daily lives, with one indicating 

she had not improved. 

Mixed Stress and Urge Incontinence 

Table 10: Mixed Stress and Urge Incontinence Questionnaire Data (including 

frequency/volume charts where available 

Maximum scores of the IIQ-SF and ICIQ-SF = 21 

Frequency/volume charts are not scored 

r 'HQ r ' iciQ 2"" HQ 2"" ICIQ 1®' Frequency/ 

Volume Charts 

2"'' Frequency/ 

Volume Charts 

Fay 

(aged 

51) 

9 14 8 17 4-6 voids daily, 

200-650mls 

4 voids daily, 

250-500mls 

Carol 

(aged 

49) 

5 9 8 14 Not Available 7-9 voids daily, 

30-400mls 

Hilda 

(aged 

89) 

2 6 N/A N/A 6-8 voids daily, 

150-500mls 

Not Available 

Mary 

(aged 

82) 

12 11 11 12 6-8 voids daily, 

50-200mls 

Not Available 
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The difference between the and 2"'̂  questionnaires for Fay indicated that the 

incontinence impact had reduced from 9 to 8 in the IIQ-SF but had increased from 14 

to 17 with the ICIQ-SF. The 1®' questionnaires showed a greater impact on social 

activities and exercise and a high level of frustration. She was leaking urine several 

times a day and this was interfering with her life. The 2"^ questionnaires showed a 

reduced impact on social activities but the ICIQ-SF indicated a greater impact on 

everyday life. The frequency/volume charts remained similar with 4-6 voids daily of 

200-650mls. She had suffered from stress incontinence for 23 years and urge 

incontinence for 9-10 years. The frustration and impact of incontinence on her 

everyday life were described in the interviews with the impact questionnaires used as a 

discussion tool. They appeared to reflect the frustration and adverse impact 

incontinence was having on her life and this may not improve until she receives 

surgical treatment for a small anterior vaginal prolapse. 

The difference between the 1 and 2"'̂  questionnaires for Carol indicated that 

the impact of her incontinence on her everyday life had not improved. She had to wear 

an incontinence pad all the time and was leaking urine when walking, jumping, 

coughing or sailing. Her caffeine intake was high having 8-10 mugs of coffee daily and 

although she was trying to reduce this she was finding it difficult. She had been 

referred by the "Quays" for urodynamic tests to the hospital and was waiting to have 

surgery. Only one frequency/volume chart was available and this showed that she was 

passing urine 7-9 times daily and passing 30-400mls. She felt that the reason the scores 

were higher on the 2"'̂  questionnaires was that she was getting fed up with being 

incontinent and this was reflected in the scores. 

Only the 1®' questionnaires and one frequency/volume chart were available for 

Hilda, as she died six months after first attending the "Quays" (in unrelated 

circumstances). She leaked a small amount of urine once daily and felt that it did not 

really interfere with her everyday life. She had experienced only a slight impact on her 

life when going to a movie or travelling by car and had started pelvic floor exercises 

and bladder retraining following her appointment at the "Quays". Although the 

incontinence impact questionnaires indicated that her incontinence had little impact on 

her everyday life she appeared to have identified incontinence as a problem, something 
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that she wanted to address. The frequency/volume chart indicated that she passed urine 

6-8 times daily, between 150-500mls but also indicated that she had nocturia 2-3 times 

a night that may have disrupted her sleep. The incontinence impact questionnaires 

focus on activities that occur during the day, so sleep disruption is not included in the 

questions. 

There was little difference between the scores of the and 2"̂ ^ questionnaires 

for Mary who scored 12 in the 1®' IIQ-SF and 11 in the 1®' ICIQ-SF. In the 2"̂ ^ 

questionnaires she scored 11 in the IIQ-SF and 12 in the ICIQ-SF. She felt that 

incontinence had a slight impact on household chores, going to a movie and the ability 

to travel and a moderate impact on social activities, walking and emotional health. She 

was very frustrated and felt that she leaked urine all the time. The main difference 

between the first and second questionnaires was the reported impact on her emotional 

health with feeling frustrated and an interference impact score increasing to 5 (out of 

10). Mary had suffered from recurrent urinary tract infections over a long period and 

was becoming fed up with taking antibiotics that did not appear to work. Although she 

had attended the clinic at the "Quays" she had found it difficult to increase her fluid 

intake and to carry out pelvic floor exercises. The questionnaires appeared to reflect 

her frustration with the impact incontinence was having on her life and following 

further discussion with Mary following the interview I suggested she go back to the 

continence advisor as I was concerned about her emotional symptoms. 

Of the four women with mixed stress and urge incontinence, the incontinence 

impact scores suggested that the impact on their daily lives was greater than those with 

stress incontinence. Two of the women were waiting for surgery, one had died from an 

unrelated condition, and one had deterioration in her mental health. 

Conclusions 

All the women in this study appeared to have had some difficulty finding out 

about the clinic. By talking to friends and colleagues some of them were aware that 

other clinics were being held in the building but many did not realise that these 

included a continence clinic. If their own GP was aware of the service then they were 

likely to be referred, but if the GP was unaware of the clinic then a referral was not 

made from that source. 
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Although the clinic is advertised on the back of the information leaflet about 

the leisure centre none of the women had noticed the advertisement. Information about 

the clinic needs to be displayed within the leisure centre itself and circulated to health 

centres and GP practices. All the women indicated that they would like to see the clinic 

advertised on posters in GP surgeries and also suggested some additional venues where 

information could be circulated. Leaflets and posters could be displayed in libraries 

and on the back of toilet doors both in GP surgeries and in public toilets. To obtain a 

balance between encouraging people with embarrassing conditions like incontinence to 

seek help and maintaining a level of service is a difficult issue. However, if the 

demand for the service increased then the Primary Care Trust responsible for that area 

would need to review and increase the level of service provision offered to meet that 

need. 

Many women had tolerated their problem for several years before seeking help 

and whilst they were able to manage their incontinence by emptying their bladder 

frequently, restricting fluid intake and wearing protective pads they coped without 

help. The prompts to seek help for their incontinence included a worsening of their 

symptoms and unpredictability of their bladder behaviour. One woman had waited 25 

years before seeking help and five had asked for help 10-15 years ago and then 

managed the problem until the symptoms had become apparent to others and 

increasingly embarrassing to the women themselves. Personalised continence 

management strategies were important for many of the women whereby they carried 

spare incontinence pads or sanitary towels with them when they left the house, 

planning shopping trips around the location of toilets and trying to minimise the 

impact of their incontinence with these measures. These strategies enabled women to 

cope with their incontinence and to normalise these routines, incorporating them into 

their everyday activities. However, if their incontinence became unpredictable and 

visible then these strategies had little impact, prompting them to seek help for their 

problem. 

The main impact of incontinence on the women appeared to be the 

embarrassment they felt about the problem. It could restrict their ability to continue to 

do the things they enjoyed and the leakage of urine necessitated the use of 

incontinence pads and frequent changes of clothing. Some of the women felt that they 

smelled of urine and appeared reluctant to discuss their problem with their partners. 
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Women who enjoyed dancing and tennis described how they needed to "pad up" 

before starting the activity and how they had to change their underclothes at frequent 

intervals during the activity. This may have been embarrassing for them as others 

could question why they needed to "disappear" so frequently. 

The pathways that women followed to reach the clinic included referrals from 

Practice Nurses, Health Visitors, GPs, Consultants and via friends and an NHS Walk-

In Centre. The opportunity for women to be referred appeared to depend upon which 

health professional they had contacted as some were unaware of the clinic and were 

unable to offer advice. The walk-in centre had information about continence clinics 

across the area and was able to offer a choice of clinic venue to incontinence sufferers. 

However, some GP surgeries appeared to be unaware of the clinic and referred women 

to the practice nurse or district nurse for advice and treatment. Although this may have 

been appropriate for the initial conservative management of incontinence unless the 

nurses recognised when referral on to a continence advisor or back to the GP was 

necessary women could be offered inappropriate advice for their problem. This could 

affect how women felt about their incontinence and may mean that they are not able to 

resolve the problem until they seek help from an alternative source at a later date. To 

reach the clinic two of the women had been referred by health professionals who had 

identified their incontinence problem. The remaining ten women had approached 

health professionals and requested help for their problem, taking responsibility for 

their own health and the management of their problem. 

A majority of the group were unclear about what to expect from the clinic prior 

to their first appointment but their overriding needs were for more information about 

incontinence, support and encouragement from someone who would understand their 

problem and treatment that would enable them to resolve the problem. Some women 

were unsure about what to expect from the clinic but felt more confident following 

their initial appointment about what would happen in the future. 

Some of the women needed to be referred to other health professionals for 

more specialist treatment. The pathways through the system once women had left the 

"Quays" could be time-consuming and frustrating with long waiting lists for electrical 

stimulation treatment carried out at the main continence base at Hythe (located 12 

miles from the centre of Southampton). Women were disappointed that the treatment 
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did not commence at their initial appointment at Hythe as the delay in commencing the 

eight-week programme could mean that treatment lasted for several months. Some 

women were referred to the consultant at the main hospital if surgery was indicated 

and this could mean a delay of several months in the resolution of their problem. For 

the referral to be activated the Continence Advisor writes to the patient's GP 

requesting a referral. In one example presented here the GP then expected the woman 

to make an appointment to see him/her to request the referral before it was activated. 

This would appear to be an unnecessary step in the overall referral process and in this 

case was the cause of further delay on the individual who waited for a few months 

before discovering that the referral had not been passed through the system. With plans 

to move towards a more integrated continence service this problem should be rectified. 

Locally within the Southampton area continence advisors and physiotherapists are 

conducting joint clinics and assessments, with plans to prioritise all continence 

referrals through the continence advisors. In future if a woman presents with a 

continence problem at the GPs surgery the referral would be passed to the Continence 

Advisor who would decide whether the woman could be managed within primary care 

or whether referral to a consultant was necessary. Although this system could provide 

an improved service to incontinence sufferers, speeding up the time taken to reach the 

appropriate health professional some GPs may not be willing to pass the initial 

assessment to other health professionals. 

The incontinence impact questionnaires may be useful as a quick and simple 

tool to enable incontinence sufferers to reflect on the impact incontinence has on their 

daily lives. They were used in this study to provide data on incontinence impact for 

each individual and changes over time and were a useful discussion tool during the 

interviews. The two questionnaires look at different aspects of incontinence impact, 

with the IIQ-SF focusing more on impact on specific individual activities such as 

walking, going to a film and travelling away from home. The ICIQ-SF focuses on 

when and how often urine leaks with a single impact score for interference with all 

aspects of everyday life. In some cases the scores from the questionnaires were higher 

the second time. Although this should indicate that the impact of incontinence on 

women's lives was greater, with perhaps deterioration in symptoms this did not appear 

to always be the case. Having the opportunity to discuss the questionnaires with the 

interviewees permitted further exploration with them how they felt about their 

incontinence, the impact of the treatment they had received, and why they thought the 
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scores might have been higher with the second questionnaires. The interviewees felt 

that the responses given to the questionnaires would vary depending on when they 

were completed. This was because they felt that their incontinence could vary in its 

severity from one day to the next, together with how they were coping with their 

problem on that particular day. If the interviewees were feeling fed up with their 

incontinence, or they failed to see any improvement in symptoms then they indicated 

that they would score higher than if they were having a good day and things appeared 

to be improving. This is clearly an important issue for the sensitivity of the instruments 

in detecting real change. 

The frequency/volume charts were sent out with the initial appointment for the 

"Quays" and are routinely used in continence clinics to provide a picture of the 

frequency someone is passing urine, the volume of urine passed and whether they leak 

urine. In this study a second chart was sent by post to the interviewees six months to 

one year after their first appointment. However only five of the interviewees completed 

both charts five others completed the initial chart only and two failed to complete 

either chart. Where both charts were completed they provided an objective measure of 

incontinence and demonstrated whether there had been any improvement in the 

women's symptoms. It was interesting to note that where the interviewees felt their 

incontinence had worsened or not improved this was reflected in their charts. However 

for one woman although the frequency/volume charts reflected an improvement in her 

symptoms she felt that there was no improvement. It was perhaps because her 

expectations of what was going to happen with her incontinence had changed as a 

result of seeking help and she expected the problem to be resolved. When she found 

that her incontinence had not been resolved she appeared to be disappointed and 

frustrated at the lack of progress she had identified. 

Although women welcomed the opportunity to evaluate the clinic, if they felt 

they had received the help and advice needed to enable them to cope with their 

incontinence or to regain continence they gave positive feedback about the clinic 

consultation and quality of perceived service. However those women who experienced 

worsening symptoms or little improvement in their continence problem were more 

critical of the service offered following referral from the "Quays" to other services or 

treatments. The information they had received at the clinic afforded them an improved 

understanding of how their bladder worked and helped them to understand what was 
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happening to their bodies. The ongoing support offered by a knowledgeable health 

professional who understood problems of incontinence and responded to them 

appropriately was welcomed by all, with many women feeling that without that 

support they would not have been able to continue with treatment programmes and 

improve their continence. Some women indicated that during the clinic consultation 

they felt that it was the first time that their problem had been taken seriously and 

examination and tests carried out to identify exactly what the problem was. The time 

allowed for an initial appointment was one hour and this was appreciated by the users 

as they felt that they had been given enough time to discuss their concerns without 

feeling pressured or guilty that someone else was waiting for them to finish. The 

relaxed and informal atmosphere of the "Quays" appeared to be a popular location for 

a clinic with easy access and the anonymity of a leisure centre. 

Key Points Identified in tliis Chapter 

• As long as the women in this study were able to manage and conceal their 

incontinence from others they were able to tolerate the problem. The impact on 

their social lives and personal relationships could be limiting with some social 

isolation experienced. 

• The main prompts to help seeking involved a worsening of their symptoms, often 

with their incontinence becoming unpredictable and difficult to manage. A 

cumulative effect from a combination of these symptoms could indicate the "last 

straw" and this prompted them to seek help. 

« The pathways to the clinic and through the system need to be simplified as women 

could experience delays of several months in the instigation of treatment or 

assessment by a Urogynaecologist. 

• What women wanted from the clinic consultation included empathy, understanding 

and a resolution of their continence problem. 

® Women were keen to try conservative methods of treating their incontinence before 

embarking on referral to a Urogynaecologist and the prospect of surgery. 

® The incontinence impact questionnaires were quick to complete and reflected the 

perceived impact of incontinence on their quality of life on that particular day. As 

all the women indicated their symptoms could vary from one day to the next, the 

scores could vary and were influenced by both their incontinence symptoms and 

how they were coping on that day. 
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The frequency/volume charts provided an objective measure of incontinence and 

where a second was completed provided an accurate voiding picture over time. 

However, women appeared to be reluctant to complete a second chart, as 

measuring and recording urine output can be inconvenient, interfering with 

activities outside the house. 
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CHAPTER FIVE 

Discussion of Findings 

Theoretical Observations 

This study was not designed to promote the development of new theories 

relating to the experience of incontinence and continence care but to elicit the 

experiences of stakeholders and women of the continence clinic held at the "Quays". 

Theory development was not a specific aim of the study that identified implications of 

locating a continence clinic in a non-clinical setting with recommendations for future 

practice. 

This chapter discusses the outcomes of the study under three main headings: 

1. What Stakeholders wanted from the "Quay to Health " 

2. What Women wanted from the Continence Clinic 

3. How well the clinic is working from both the stakeholders and users perspective. 

Diagram 3: What Stakeholders and Women wanted from the "Quay to Health" 

What Stakeholders Wanted from the 
"Quay to Health 

Partnership Working 

Referrals 

What Women Wanted from the 
"Quay to Health " 

Choice of Clinic Venue 

Non-Clinical Setting 

Accessibility 

Resolution of Incontinence 

Contact with a Health Professional 
who would give time, information 
and support 
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What Stakeholders wanted from the "Quay to Health" 

Partnership Working 

The stakeholders involved with the "Quay to Health" shared a common aim of 

partnership working influenced by government initiatives to encourage agencies and 

communities to work together (Department of Health 1997,1998a, 1999a). They were 

aware that the concept of health and leisure working together in the same building was 

unique with only two other centres in London offering a similar facility (Peckham 

Pulse, Bromley by Bow). When the project was in the early planning stages and during 

the process of applying for lottery funding the PCT had not been involved and joined 

the project when the building was nearing completion. This appears to have had a 

significant impact on some aspects of partnership working especially between the PCT 

managers and leisure managers who would have preferred a partnership agreement 

between the two agencies rather than a commercial lease held by the PCT. The city 

council were accountable to both the government and to the lottery funding for the 

success of the venture whereas the PCT although accountable to government, held no 

accountability to the lottery funding agency. 

Both groups of stakeholders were keen to be seen to be working in partnership, 

but some tensions between the different service providers emerged relating to 

organisational structures and accountability. If the PCT had been involved in the 

planning of the leisure facility from the outset, there may have been an opportunity for 

the development of shared common goals, with new accountability structures that 

would have enabled health and leisure services professionals to collaborate more 

efficiently to provide appropriate services for users. Threats to partnership working 

have been identified in studies by Kanter (1994) and Huxham (1996) who found that 

differences in cultures, goals and agendas could lead to problems in understanding one 

another, impacting on the partnership. 

Referrals 

The practitioners who were directly involved with delivering the services both 

within the leisure sector and the "Quay to Health" suggested that there could be 

problems when referring people between different services. Referrals between health 

practitioners at the "Quay to Health" appeared to work well with referrals to the 

continence clinic from the contraceptive and sexual health clinic and stoma clinic 
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occurring on a regular basis. Referrals to the leisure services from the continence clinic 

under the "Active Options" programme were straightforward, with a verbal request for 

input. However, referrals from the leisure services to health could be problematic with 

direct referrals to the physiotherapist or dietician requiring a GP to complete the 

referral. This appeared to be inequitable and could diminish the positive attitude to 

partnership working fostered between the different groups of practitioners. 

The Physiotherapy service together with the fitness centre could provide some 

excellent opportunities for joint working with sports injuries directed to the 

Physiotherapists and exercise programmes to the fitness centre. The Physiotherapy and 

Dietetics services are currently no longer based at the "Quay to Health" reflecting the 

dynamic and changing nature of the service, although negotiations are ongoing to 

reinstate the services. To facilitate smoother referrals between agencies at the "Quay to 

Health" joint training, encouraging the recognition of roles and the building of trust 

between practitioners may assist this process. An early evaluation of the partnership at 

the Quays suggested that this would lead to an understanding of different roles and 

enable staff to share the principles on which the centre was operating. A further 

recommendation was made to improve referral away from depending on the goodwill 

of staff towards improved procedures (Speller 1999). Following this report little 

appears to have changed with referrals initiated on an informal basis and joint training 

occurring once or twice a year. 

Working in partnership presents many challenges to all the stakeholders 

involved with tensions apparent relating to who is driving the "Quay to Health" 

forwards. A joint steering committee used to meet on a regular basis, but the frequency 

of meetings appears to have reduced. There appears to be a real enthusiasm among the 

stakeholders to work together to provide health and leisure services in the same 

location, to promote better health but pressures exist to meet targets. These pressures 

may result in health and leisure focussing on their core functions rather than seeing 

partnership working as a core function. A study by Charlesworth (2001) suggested that 

paradoxically although government policy is encouraging partnerships between 

statutory and voluntary agencies the pace of change and the need to meet targets may 

be counterproductive to partnership working. 
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Although the "Quay to Health" was seen by stakeholders as an integral part of 

the leisure centre there were concerns from some stakeholders that the health element 

of the package could be seen as a "bolt on" to the main leisure centre rather than part 

of a health promoting environment. These concerns may have arisen from the late 

arrival of health to the development of the centre, and the lack of planning that went 

into the type of health services offered. Impressions gained from discussions with 

stakeholders were that elements of the partnership at the "Quays" worked well with 

stakeholders viewing the complex as a "first step" towards increased partnership 

working across the city. The stakeholders appeared to be cognisant with the problems 

associated with working in partnership and committed to continuing to work with other 

statutory and voluntary agencies. For services to continue to develop stakeholders will 

need to work together to formulate shared aims and objectives, with a clear plan of 

how they propose to deliver agreed targets. 

Improving Access to Services 

Stakeholders also identified improving access to services for groups that were 

less likely to access health services in traditional settings. They expected more young 

people and those from ethnic minorities to access health services within the "Quay to 

Health" partly due to its location and the non-clinical setting. In an evaluation of "The 

Quays Partnership" by Partington (2001) 48% of 498 users of the "Quay to Health" 

were aged between 18 and 34. The sample was identified from all users of the "Quays" 

and the "Quay to Health" over a two-week period who completed a questionnaire. 

However, the number of users from black and ethnic populations was only 9% and 

appears low considering the overall population in the area; two of the city centre wards 

have a combined black and ethnic population of 37.1%. The continence clinic 

appeared to attract a younger population although no figures were available for the age 

distribution of those attending the clinic. The number of people from ethnic minorities 

attending the clinic appeared to be of the order of five per annum suggesting that the 

continence clinic was no more successful than the other clinics at the "Quay to Health" 

in attracting people from ethnic minorities. These figures were suggested by the 

Continence Advisor at the clinic as no figures were available to confirm this finding. 

Stakeholders had also indicated an expectation that the relaxed and informal 

environment of the "Quay to Health" would enable potential users of services to feel 

more comfortable in accessing health services such as continence care in the leisure 
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centre environment. There appears to be no literature exploring this issue in relation to 

continence services, but the women in this study recognised and valued the anonymity 

of attending a clinic in this setting. They acknowledged that as incontinence is an 

embarrassing condition, by locating the clinic in this setting they could be visiting the 

gym or going for a swim and nobody would know they were actually attending the 

continence clinic. The stakeholders had described continence clinics, stoma clinics, 

and services for people with drug dependence and mental health problems as 

"stigmatised" services. This implies a negative attitude by stakeholders who appeared 

to reinforce the misconception that incontinence is something to be ashamed about. 

They appeared to be selective about the services provided at the "Quay to Health" and 

reluctant to provide services to other groups as they felt this might have a negative 

impact on the other users of the leisure centre. Some tensions appeared to exist 

between running the leisure centre as a business and opening up the "Quay to Health" 

to people with drug dependence or mental health problems. 

A number of studies have looked at acceptability of continence clinics in other 

settings to women. For example, a study by Harrison and Memel (1994) looked at 

whether the management of urinary incontinence could be undertaken in a health 

promotion clinic within general practice. Findings indicated that of 167 women 

identified as suffering from incontinence offered an appointment at a clinic only 13 

attended. Attempts to enable the clinic to be more user friendly had included the use of 

women staff and flexible appointments, with the option of a home visit. They 

suggested that there might be a psychological problem for people in admitting that 

incontinence is a problem and seeking help. However, they did not explore why the 

remaining 154 women with incontinence had not taken the opportunity to receive help, 

suggesting that they may have spontaneously improved. Whilst some of the women 

may have improved it seems unlikely that they all did. It was not known how much of 

a problem the women perceived it to be suggesting that minimal improvement in their 

symptoms may have been enough to prevent them from seeking additional help. They 

indicated that although urinary incontinence could be managed successfully in general 

practice, it could probably be better managed within other women's health clinics 

rather than in a clinic dedicated to continence management. 

When providing services for people with incontinence it would seem 

appropriate to ascertain why the offer of an appointment had been declined or ignored. 

132 



Although some women may have experienced an improvement in their symptoms, 

they may have opted out of the system because they felt embarrassed about having to 

ask for help, or admitting that they need further advice and support. If women had been 

dissatisfied with the service received then they may choose to withdraw from the 

system rather than complain. However, in practice it is often difficult to obtain this 

type of information if women choose not to attend. 

Cross Benefits 

Stakeholders and users indicated that the "Quay to Health" and the leisure 

centre aim to provide a total health package with physical activity influencing the 

sense of well being experienced by service users. Stakeholders indicated that they felt 

that people using the "Quay to Health" would be more likely to use the gym or the 

swimming pool at the centre, as they would notice the activities and be motivated to 

participate. Evaluations of the services provided at the "Quay to Health" (Partington 

2001) have indicated that some of the participants (numbers not stated) felt that the 

location of the "Quay to Health" in a leisure centre had increased their levels of 

physical activity. However, it appeared that although a few of the women who attended 

the continence clinic also used the leisure facilities the majority focused on their 

appointment alone and did not use any of the other facilities. 

In view of the lack of physical exercise undertaken by adults in the UK and the 

rising obesity and associated morbidity there will be continuing encouragement by the 

government for people to increase their levels of activity and to adopt a more direct 

role in the management of their own health (Department of Health 2004). It would 

seem ideal to locate health facilities within leisure centres to encourage people to 

consider their own health and fitness as a total package rather than seeing health care 

as a separate issue. When visiting the "Quay to Health" advice can be given to actively 

promote healthier lifestyles that may be easier for people to adopt if they are currently 

attending another activity in the leisure centre. Nevertheless it may be necessary to use 

more pro-active strategies to encourage such interaction and take up of opportunities 

provided. 

The integration of health and leisure facilities has been widely supported by the 

current government with the promotion of healthy living centres (Department of 

Health 1998b). These centres are a high profile example of how money from the "New 
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Opportunities Fund" has been invested in deprived areas to address health inequalities. 

The missing element from the centres appears to be a paucity of published evaluations 

making the effectiveness of the centres difficult to ascertain. The use of qualitative 

evaluations with different criteria for measuring the success of a project may have to 

be developed as these centres involve small groups of people in distinct geographical 

areas. The effectiveness of a healthy living centre may encompass all aspects of 

persons' well being including mental and physical health, self-esteem and quality of 

life, so evaluations that focus on certain measurable elements may not reflect the 

success of the project. The evaluations of the "Quays" (Farebrother and Partington 

2000, Partington 2001) have shown that only 22% of health service users were also 

using leisure facilities during their visit, although 82% of the "Quay to Health" users 

who had not used leisure services on that day intended to do so at their next visit to the 

"Quays". The responses to these evaluations may indicate that people responded in a 

way they thought was expected rather than admitting they would not use a leisure 

facility at a future visit. These evaluations indicate that the findings from this study 

would appear to be similar with clinic users intending to do something about their 

levels of physical activity, but contemplating change to behaviour rather than actually 

taking action. 

What women wanted from the "Quay to Health" 

Choice of Clinic Venue 

Women wanted a choice of clinic venue to enable them to receive advice and 

treatment in a setting that was suited to their individual needs. Some of the women had 

not attended a continence clinic before so although they may have visited a clinic in a 

GP's surgery or hospital setting a continence clinic was a new experience for them. It 

may be difficult for people to request an appointment in a different setting as they may 

not automatically be offered a choice of clinic venue and may be too embarrassed to 

ask for something different. Patient choice has become the new focus of the NHS with 

people being given the power to make decisions about their health care. A recent 

public consultation by the Department of Health (2003) developed a statement (Patient 

Experience Definition) that will be used in the future as a measure of quality of care. 

The statement is as follows: "We want an NHS that meets not only our physical needs 

but emotional ones too. This means getting good treatment in a comfortable, caring, 

and safe environment, delivered in a calm reassuring way. Having information to make 

choices, to feel confident, and to feel in control. Being talked to and listened to as an 
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equal. Being treated with honesty and dignity." The consultation included over 

110,000 people including nurses and nursing organizations and asked people to 

identify the changes they would like to see in the NHS and the type of patient 

experience they would like to have. However, how patient experiences will be 

assessed according to the statement is far from clear, perhaps consigning it to the 

realms of a mission statement. 

Other initiatives that may impact on patient choice about the choice of clinic 

include the recommendations of the guidance document "Good Practice in Continence 

Services" (2000a). Within the good practice guidance the first level of contact is seen 

as primary care with incontinence sufferers being assessed at that level and only 

referred on to a Continence Advisor or for more specialist treatment and investigation 

following this. However, Thomas (2003) found in a national survey of continence 

services that GPs tend to refer all continence problems to the Continence Advisory 

Service rather than carrying out an initial assessment or referring them to another 

health professional within the Primary Health Care Team. This can overload the 

Continence Advisory Service and result in the patient encountering referral back to the 

Primary Health Care Team, with additional appointments and a delay in obtaining 

help. Clinic services may be offered in hospital environments where the Consultant 

and Physiotherapists are based rather than in places with more relaxed and accessible 

environments like leisure centres. 

Non-Clinical Setting 

The majority of women in this study preferred to attend a continence clinic in a 

non-clinical setting. This may be because many women see incontinence as a 

"nuisance" and something that has to be tolerated rather than a legitimized medical 

condition. Because incontinence may not be seen as an illness, the coping strategies 

adopted by sufferers included "normalizing" incontinence, so that it became part of 

their everyday routine. Studies by Dowd (1991), Ashworth & Hagan (1993), Skoner & 

Haylor (1993) and Shaw (2001) all suggest that women manage their symptoms and 

develop routines to cope with everyday life in as normal a way as possible. Attending a 

clinic in a leisure centre can be viewed as a reinforcement of normalizing incontinence 

in comparison to attending a clinic in a traditional setting which suggests that you may 

be suffering from a medical problem. 
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Accessibility 

The accessibility of the "Quay to Health" with good car parking facilities and 

bus links was identified by the women in this study as an advantage over clinics held 

in traditional settings. They felt that the environment of the clinic was more relaxed 

and informal than others although its location within the basement of the building was 

dark and dingy with little natural light. The anonymity afforded by the location of the 

"Quay to Health" indicated that other people would remain unaware of the reason why 

they were in the building, something the women had identified as a positive aspect of 

the clinic. It was interesting to note that one of the women who had a disability felt that 

the leisure centre was associated with able-bodied people and that by locating a health 

facility within such a centre this heightened her sense of loss for the activities she was 

no longer able to complete. The stakeholders indicated that they had considered the 

needs of disabled users and had incorporated fittings that would enable disabled users 

to access the services in the same way as able-bodied users. However, a summary of 

Implementation Section 21 of the Disability Discrimination Act (1999b) found that 

"the most significant barrier cited by the majority of disabled people was that of 

inappropriate staff attitudes and behaviours". To date there is a lack of any literature 

that explores disabled users experiences of using health facilities located in leisure 

centres, and this may indicate the need for future research in this area 

Resolution of Incontinence 

Women wanted a resolution of their continence problem and were keen to try 

conservative, non-invasive treatments before considering surgery. Compliance with 

pelvic floor exercise programmes appeared to be good although following initial 

assessment of pelvic floor strength, confirmation of the success of the programme 

tended to be verbal with no objective measures used to monitor pelvic floor strength. 

Studies by Lewey, Billington & O'Hara (1997) and Sander et al (2000) found that 

most women with stress incontinence were successfully managed with conservative 

treatment. 

Contact with a Health Professional who would give Time, Information and 

Support 

If women were unable to resolve their continence problem in addition to 

wanting contact with a health professional who would be empathetic, give them time, 

information and support they also needed someone whom would guide them through 
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the pathways beyond the "Quays". The communication skills of the Continence 

advisor at the clinic were crucial in providing the support and encouragement to the 

women to carry out treatments and to monitor progress towards the resolution of their 

problem or referral to others for further treatment. The referral pathways beyond the 

"Quays" could involve three to six month delays in seeing a consultant or starting 

electrical stimulation treatment. The clinic tended to be run by the same continence 

advisor enabling a continuity of care from a practitioner who was familiar with the 

problems suffered by the women. The embarrassing nature of incontinence and the 

psychological impact it can have demands that a trained practitioner should offer 

support and encouragement to incontinence sufferers. Studies looking at evaluations of 

nurse-led clinics in incontinence have found that incontinence can be successfully 

managed in Primary Care by nurses with additional training in the assessment and 

management of incontinence (O'Brien a/1991, McGhee et al 1997, Button et al 

1998, Bignell & Getlifk 2000, Shields aZ 2001, Williams er oZ 2002). 

How well the clinic is working 

The following section explores how both stakeholders and women indicated 

how they felt the clinic was working from their perspective. The specific topics 

selected reflect those previously identified by both stakeholders and women with only 

two categories, partnership working and resolution of incontinence identified by 

stakeholders and women alone. The shared views on clinic working included referrals, 

improving access to services, non-clinical setting, accessibility, choice of clinic venue 

and cross benefits. 

Diagram 4: How well the clinic is working 

Stakeholders Views of Clinic Workins 

Partnership Working 

Stakeholders and Users Shared Views 

Referrals 

Improving Access to Services (includes Non-Clinical 
Setting, Accessibility and Choice of Clinic Venue) 

Cross Benefits 
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Partnership Working 

The ongoing evaluations of the "Quay to Health" although exploring the impact 

of the centre on the health of its users may not be able to demonstrate the effectiveness 

of the project for many years. One of the first healthy living centres at Bromley By 

Bow in London suggested that it had taken them fourteen years to judge the outcomes 

of the centre indicating that timescales for these project evaluations may need to be 

rather more generous than for some other projects (Trimble 1998). The development 

of a healthy living centre appears to be a rapidly changing, dynamic enterprise 

encompassing complementary therapies, user involvement and a plethora of activities 

that may include theatre workshops and community gardens as well as fitness centres 

and health facilities. To enable the evaluation of the continence clinic at the "Quay to 

Health" to truly represent the opinions of users, user groups will need to develop that 

will feed into the ongoing development and total evaluation of the project. 

Referrals 

Access to the continence clinic still appears to depend on referral from a GP or 

other health professional. If the woman's GP is aware of the service at the "Quays" 

then a referral may be offered, but alternative clinic venues may not be discussed. The 

choice of clinic available may depend on the personal preference of the GP or simply 

on their awareness of the clinic facilities available. The "ad hoc" nature of referral to 

different clinics is something that will need to be addressed in future, but with the 

move towards more integrated continence services the choice of clinic venue could be 

more explicit. If contact is made with the continence advisory service at Hythe either 

directly by the patient or health professional an appointment is offered at the nearest 

geographical location to the patient. This may be inappropriate as some people feel 

more comfortable attending a clinic in a non-clinical setting, with the "Quay to Health" 

currently the only clinic offering this facility. Continence sufferers should be offered 

the opportunity to attend a clinic in a location of their choice and informed if they may 

have to wait for an appointment. 

One of the benefits of locating health and leisure services together that had 

been identified by the stakeholders, but not by the women was the ease of referral 

between different groups at the "Quay to Health". Examples had been identified where 

people who had disclosed continence problems in contraceptive and stoma clinics had 

been offered an appointment at the continence clinic. Although referrals between 
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clinics at the "Quay to Health" appeared to be well established there appeared to be 

few referrals between health and leisure, or leisure and health (see page 129). 

Improving Access to Services 

The continence clinic at the "Quays" appears to be poorly advertised with no 

visible posters in the leisure centre and a small advertisement on the back of the 

swimming timetable for the "Quay to Health". All the women in this study indicated 

that they had not seen any advertisements for the clinic and may have approached the 

clinic at an earlier stage had they been aware of its existence. Studies that have 

explored access to continence clinics in primary care suggest that women are usually 

referred to these clinics by their GP or other health professional, with direct access 

uncommon (Nolan 1997, Mc Ghee et al 1997, Shields et al 1998,O'Brien et al 1991, 

Williams et al 2000). The continence clinic at the "Quays" had been identified as 

different from other clinics in more traditional settings by the "drop-in" facility 

whereby people could access the continence advisor without an appointment for 

immediate advice. Although this was seen as part of the service offered only five 

people a year used it, and they had found the clinic by chance. The opportunity to offer 

a service for an embarrassing condition with immediate access needs to be developed 

and promulgated, rather than leaving access to chance. 

The stakeholders wanted to improve access to services for people with 

stigmatized conditions (see page 131). Although they were keen to improve access 

they appeared to be limited by the availability of resources and the lack of space within 

the "Quay to Health". There appeared to be some tensions between expanding the 

health services offered and continuing to provide a quality service. Stakeholders were 

concerned that they may be unable to cope with the demand for services if the clinics 

were advertised and this would affect the relaxed and informal atmosphere within the 

centre. It may be difficult to actively promote the services available at the "Quay to 

Health" whilst improving access and retaining the unique aspects of the centre. These 

tensions have been identified by Drinkwater (1998) who described the "West End 

Health Resource Centre", a healthy living centre in Tyne and Wear. He found that 

many people from outside the area wanted to use the facilities at the centre, that would 

have increased the income available. However, a decision was made to limit the use of 

the facilities to only those who lived or worked in the area to enable local people to 

have easier access to facilities. Difficult decisions about access to health facilities have 
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yet to be encountered at the "Quays" but if the demand for services in non-traditional 

settings increases then these decisions will have to be made. 

Cross Benefits 

It can be difficult to ascertain whether or not women attending the continence 

clinic have been motivated to use the other facilities at the leisure centre as a direct 

result of having attended the clinic at the "Quay to health". This information does not 

appear to have been collected from this clinic alone but evaluations of the whole of the 

"Quay to Health" (Partington 2001) have surveyed all users over a two week period at 

six monthly intervals over a two year period. Findings from the quantitative data 

suggest that users of the "Quay to Health" are more physically active because they 

attend a leisure centre based health service, and this was also reflected in the 

qualitative interviews undertaken in a sample of 25 users. In the report, examples were 

given from two interviewees demonstrating they had increased their activity, but it was 

not possible to determine how many of the 25 people interviewed had expressed 

similar views. The Continence Advisor can provide information about weight loss and 

exercise, with the location of the continence clinic providing the opportunity for people 

to participate in leisure activities. 

Resolution of Incontinence 

Women wanted a resolution of their continence problem and if this was not 

possible they wanted support and information to help them manage their problem. The 

clinic at the "Quay to Health" appeared to be meeting their needs with positive 

evaluations given about the quality of care they had received. However, there appeared 

to be no follow up when women discharged themselves from the clinic and although 

the continence advisor assumed that their problem had resolved this may not be the 

case. Because incontinence is embarrassing condition women may not be inclined to 

admit they still have a problem and may find it difficult to ask for help. Although a 

contact telephone number was given to people attending the clinic and they were 

invited to contact the continence advisor if they had any concerns, if they were 

dissatisfied with the service they may simply opt out of the system and choose not to 

attend appointments. When evaluating service provision it could be useful to know 

what is good and bad about the current service to enable changes to be made that 

would improve the quality of the service. 
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Summary of Main Conclusions 

® Women wanted a choice of clinic venue, with ten of the twelve women who were 

interviewed indicating a preference for clinics in non-clinical settings. The relaxed 

and informal atmosphere of the continence clinic, with advice and support from a 

continence advisor who gave them time to discuss their concerns was identified as 

one of the main advantages of this particular clinic. 

e The cross benefits associated with locating a continence clinic in a leisure 

environment were identified by both stakeholders and clinic users who suggested 

that the setting could encourage increased levels of physical activity, something 

they all supported to improve general health and well-being. 

• Stakeholders had identified partnership working as one of the key strengths of the 

"Quays" and although there appeared to be some tensions between different service 

providers relating to organisational structures and accountability the day to day 

operation of the "Quay to Health" appeared to work well. 

» Stakeholders had also identified improving access to services as one of the reasons 

for developing the joint working at the "Quays". However, the continence clinic at 

the "Quay to Health" was poorly advertised making it difficult for people to access 

the service without referral from others. Some tensions appeared to emerge relating 

to the expansion of health services and the ability to provide a quality service 

within limited resources. 

® One woman with a disability had felt that the leisure centre was associated with 

able-bodied people, and by locating a health facility within such a centre this 

reminded her of activities she was no longer able to complete. Future research 

could explore the needs of disabled clinic users to inform future practice and 

development of the service. 

The following section explores the implications for practice of the research 

findings. 

The implications for practice suggested by this study 

The implications of some of the findings from this study are discussed under 

the headings used earlier in this chapter. 
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Partnership Working 

This study suggests that partnership working is a dynamic, constantly changing 

set of relationships between people from different disciplines and employing 

organizations. To facilitate effective partnership working, regular joint training 

between health and leisure services, with an induction programme for new staff should 

help all staff to promote good health and appropriate referrals between health and 

leisure. The development of integrated continence services will involve partnership 

working between health, social services and voluntary organizations where joint 

training, shared goals and patient care plans will need to be introduced. The positive 

aspects of partnership working, to the benefit of the patients' involved could be 

transferred from the "Quays" to other settings. 

Referrals 

Referral pathways need to be clarified between leisure and health services so 

that direct referrals can be made by leisure services staff to other health professionals. 

When the physiotherapy service is re-established at the "Quay to Health" leisure 

services staff may be able to discuss concerns they have about exercise induced 

injuries and refer directly to the Physiotherapist for assessment and treatment. The 

Continence Advisor could consider joint clinics with the Physiotherapist (if they are 

appropriately experienced in continence care) to enable the additional assessment of 

pelvic floor muscle function in complex cases or to facilitate clinical supervision for 

both the Continence Advisor and the Physiotherapist. 

When people are referred to "Active Options" to encourage weight loss and 

improvement in general fitness, it could be beneficial for the Continence Advisor to 

have some input into the programme. Information could be given about normal bladder 

and bowel function, together with a pelvic floor exercise programme that could be 

included in the overall exercise schedule. This would also enhance the leisure services 

and health services staff working together as a team for the benefit of the consumer. 

Health promotion could become an integral part of a continence clinic appointment in 

any continence clinic promoting weight loss and improving general fitness levels. 

When women are referred back to the main continence services base at Hythe 

for electrical stimulation treatment it may be helpful to keep them informed about 

where they are in the system. If women were likely to have to wait eight weeks before 
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their first appointment it would be good practice to inform them how long they may 

have to wait. Copies of referral letters should automatically be sent to patients to 

enable them to have written information about their problem, and the name of the 

person to whom they have been referred. 

Improving Access to Services 

The continence clinic at the "Quay to Health" needs to be advertised to enable 

people to make an informed choice about where they can seek help for their 

incontinence. Women in this study indicated that they had not seen any posters or 

leaflets advertising the clinic in their local GP surgeries or health centres, with only a 

few GPs being aware of the location of the clinic at the "Quays". With the 

development of integrated continence services the initial assessment and management 

of incontinence will occur in primary care, indicating that people attending surgeries 

should be given a contact within the surgery to initiate that assessment. Access to the 

continence clinic at the "Quay to Health" should continue to be available to people 

either on a "drop in" basis or by direct referral. This would enable people who are 

reluctant to discuss their incontinence with a GP the opportunity to seek help in a more 

relaxed atmosphere. 

The clinic could be promoted through advertisements in local papers or articles 

discussing incontinence in a clear and simple way, with contact details provided. 

Posters and leaflets advertising the clinics at the "Quay to Health" could be displayed 

in GP surgeries, health centres, libraries and on the inside of toilet doors in public 

toilets. This study suggests that all continence clinics need to be advertised to enable 

people to seek help for their incontinence and empowering them to take responsibility 

for their own health. 

The facilities available at the "Quay to Health" and the "Quays" could be 

promoted by further outreach work conducted by the joint development worker and a 

health promotion specialist. This work appears to have been suspended since the health 

promotion specialist moved away, but could perhaps be transferred to a Health Visitor 

or similar Public Health Specialist Nurse. 
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Cross Benefits 

To facilitate opportunities for leisure and health service users to benefit from 

all the facilities available at the "Quays", the nature of the facilities themselves within 

the building could be promoted more actively. More obvious signs to the "Quay to 

Health" could be erected with details given of the clinics available and how to access 

them. 

Discounted rates could be offered for the swimming pool, badminton, squash 

and the fitness suite to "Quay to Health" users. Although people attending the "Quay 

to Health" would not be given membership of the leisure club it may motivate some of 

those attending the clinic to try some of the other facilities available with the 

introduction of discounted rates. 

Information about different activities going on in the "Quays" could be 

displayed in the "Quay to Health" and health promotion advice could be more actively 

promoted within clinic consultations. For example; if a woman asked for some advice 

about dieting the practitioner could give her written information about suitable diets 

and discuss the value of exercise in the management of weight loss. She could then be 

encouraged to attend one of the "healthy walks" around the city or perhaps one of the 

gentle "aqua exercise" programmes in the pool. Continence advisors in other clinics 

should be able to refer people directly to supervised exercise programmes at local 

leisure centres, to facilitate weight loss and improve the severity of stress incontinence 

symptoms where excess weight may be a contributing factor. 

Choice of Clinic Venue 

Women should be offered a choice about whether they would prefer to attend a 

clinic in a non-clinical setting. All the appointments for the clinic at the "Quay to 

Health" are currently made from the main continence base at Hythe. People are usually 

offered an appointment at the nearest clinic geographically to their home, but could be 

offered an appointment at the "Quay to Health". The receptionists at Hythe could 

simply ask whether they would prefer to attend a clinic in a hospital or GP surgery or 

the leisure centre. 
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Because women may not have attended a continence clinic before it would be 

beneficial if they find that they are uncomfortable with the clinic they are attending 

that they could be offered an appointment at an alternative location. 

Non-Clinical Setting 

The majority of women in this study expressed a preference for attending a 

clinic in a non-clinical setting. If the continence advisory service finds that the 

majority of new patients request a clinic appointment in a non-clinical setting then they 

will need to review their current service provision. The number of clinics at the "Quay 

to Health" may need to be increased from once weekly, although resources including 

the lack of available space may preclude this. Continence clinics could be based in 

healthy living centres but it may be difficult to find suitable accommodation for more 

clinics. If suitable space for additional clinics is not available then conversion of 

existing health service premises into more relaxed and informal environments may be 

a way forward. 

Accessibility 

The accessibility for disabled users of the "Quay to Health" could be improved 

with a ground floor entrance to the complex. Although stakeholders had indicated that 

the disabled access to the building was good the findings from this study suggest that 

disabled people still had to navigate past the cafe and main reception area before 

reaching the lift. This appeared to be embarrassing and magnified the sense of distress 

experienced by one of the women. 

Resolution of Incontinence 

It was assumed that if women failed to attend for a continence appointment this 

indicated that their incontinence had resolved or was no longer a problem for them. If 

women who had missed an appointment were followed up by telephone then it would 

be possible to offer them another appointment or discuss any issues that may have 

affected their incontinence. The quality of the service provided appears to be good but 

it can be difficult to identify areas for improvement if people simply choose not to 

attend. Some women may not be satisfied with the service received but are unable to 

express their concerns except by missing appointments. 
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The Continence Advisor 

The development of the continence clinic at the "Quay to Health" will need to 

facilitate the formation of a user group to influence the type of service provision 

needed. This group at the "Quay to Health" could feed information into other user 

groups that are being developed at Hythe. Patient feedback on the quality of service 

provided can enhance the Continence Advisors role. 

The principles of "Essence of Care" (Department of Health 2001a) encourages 

patient involvement in a partnership which includes setting goals and assisting the 

continence advisor to benchmark standards of care. It could be beneficial to implement 

this more formally at the "Quay to Health" to facilitate the apparent good progress that 

is being made, providing a good quality service. 

The study has indicated areas for further research and these will be identified in 

the following chapter. 
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CHAPTER SIX 

Conclusions and Recommendations 

This chapter examines the methodological issues and limitations of the methodology 

employed in this study. The recommendations for future research are explored together 

with the conclusions, including the preference expressed by women for attending a 

continence clinic in a non-clinical setting and the contact with an empathetic health 

professional who would give them a clear treatment plan and support to manage their 

problem. 

Methodological Issues and Limitations 

The methodology chosen was a single case study which enabled the 

exploration of the continence clinic within the "Quay to Health". Although the use of a 

single case study was appropriate to examine this unique clinic because of its setting, a 

comparative study also looking at continence clinics in more traditional settings may 

have identified differences between the "new" clinic and the traditional clinics more 

clearly. It would not have been possible to employ a multiple case study design 

because as far as the researcher is aware there are no other continence clinics in leisure 

centres that could be used for a study. 

It was not the intention to undertake this study in order to develop an 

appropriate theory of women's perception of their incontinence but elements of a 

grounded theory approach were used in the data collection and analysis of this study, 

including theoretical sampling, a constant comparison of the data, open coding and 

category development. Thematic analysis of the data provided a valuable framework 

for interpretation of data gathered. 

The women in this study were recruited opportunistically from those who 

attended the continence clinic for the first time. Initially the Continence Advisor 

invited participation but recruitment to the study improved when the researcher was 

also present at the clinic and available to give more information about the study and to 

answer any questions. Issues identified during preliminary interviews with women 

attending the clinic informed subsequent theoretical sampling. It was suggested that 

health and fitness could be seen as a total healthy package and it was decided that 

subsequently sampling should include a range of stakeholders involved with the "Quay 
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to Health". The researcher identified the stakeholders involved with the development 

of the "Quay to Health" and explored with them their philosophy behind the 

development of this new service and what they hoped to achieve. 

Although no new data emerged to develop the properties of a category after 

thirteen interviews, it is possible that saturation of categories may not have been 

achieved and new data might have emerged from further recruitment. 

The incontinence impact questionnaires provided a measure of how women 

were feeling about their incontinence on the day they completed the questionnaire. In 

the subsequent interviews women suggested that their incontinence could vary in 

severity from one day to the next so a low score on the questionnaires did not 

necessarily reflect the impact incontinence was having on their lives. By using the 

incontinence impact questionnaires as a discussion tool during the interviews it was 

possible to explore further the impact of incontinence for them and to clarify what 

incontinence meant to them as an individual. If the impact questionnaires had been 

used in isolation without further clarification this important issue of dynamic variation 

in symptom severity from day to day could have been missed and the picture of 

incontinence impact on their lives much less explicit. 

The use of frequency/volume charts provided an objective measure of the 

women's fluid intake, urinary output and urine leakage. The initial charts were 

completed prior to attending the clinic for their first appointment and all the women in 

this study had managed to complete the chart for five days. The charts provided a 

useful baseline and contributed to initial assessment of their incontinence and to the 

exploration of the impact of incontinence on their lives. The second chart, sent by post 

prior to the second interview six months after their initial appointment, provided a 

useful indication of how their incontinence was progressing, although was not always 

completed. Although all the women completed the first chart at the time of assessment 

of their continence problem, many were less keen to complete a second chart possibly 

due to the inconvenience and embarrassment of having to measure urinary output in a 

plastic jug. This made it difficult to draw robust conclusions on progress in 

improvement of continence symptoms. 
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The first interviews completed within a month of the initial appointment at the 

clinic elicited valuable data about women's expectations of the clinic, the impact of 

their incontinence on their lives and their thoughts about attending a health clinic in a 

leisure centre. The categories and supporting sub-categories that emerged from the 

data analysis of these first interviews formed the bulk of the findings of the study with 

the second interviews emerging as an opportunity for the women to reflect on their 

incontinence and their visits to the clinic. If repeating the same study the value of the 

second interviews six months after their initial appointment may be questionable, with 

a follow-up telephone interview providing a similar opportunity for reflection in a 

more cost effective way. However, because of the embarrassing nature of incontinence 

it appeared to be more appropriate to conduct face to face interviews with the women 

rather than telephone interviews thereby establishing personal contact before exploring 

potentially sensitive issues. 

Interviews with stakeholders were conducted on one occasion only as they 

were able to reflect on how the "Quay to Health" had developed following its opening 

in 1999 to the present day. Seven stakeholders were interviewed (these included two 

City Council Leisure Services Managers, one Primary Care Trust Manager, one 

Continence Advisor, one Development Worker, one Continence Services Manager and 

the Manager of the "Quay to Health"). It was not possible to interview two other 

former City Council employees who had been involved in the early development of the 

"Quay to Health" who had moved out of the area. 

Reflexivity within the study may have been enhanced by the researcher 

adopting a non-clinical role. Although the women in this study were aware of my 

researcher role, because I covered the occasional continence clinic at the "Quay to 

Health" they could have contact with me in a clinical context, that may have 

influenced their perception of the researcher role. This is discussed further under 

"reflexivity"(page 52). 

Recommendations for Future Research 

Findings from this study suggest that incontinence remains an embarrassing 

condition for women, one that may not be seen as a medical problem. The preference 

expressed by the women in this study to attend a clinic in a non-clinical setting needs 
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to be further explored to determine what it is about a less clinical environment that is 

appealing. 

One of the key areas identified for future research was the need to explore why 

some disabled women feel uncomfortable attending a clinic in an able-bodied 

environment (a leisure centre). It would be interesting to compare whether or not 

disabled people using the other facilities at the leisure centre felt that it was exclusively 

an able-bodied place, somewhere where they too did not feel comfortable. 

Stakeholders appeared to be more than satisfied with the access for disabled people at 

the "Quays" but perhaps the issue of access is not the most important issue for some 

people. An executive summary of "Implementing Section 21 of the Disability 

Discrimination Act 1995 in the NHS" (Department of Health 1999b) looked at access 

to health care by disabled people. They conducted physical access audits of over sixty 

NHS premises, focus groups of disabled service users and a postal questionnaire to 500 

disabled people. Although some of the barriers to access included car parking, signage 

and poor physical access generally, the most significant barrier cited by the majority of 

disabled people (numbers not stated) was concerned with inappropriate staff attitudes 

and behaviours. This may suggest that although the city council had provided 

appropriate physical access to the leisure centre for disabled people further 

consideration may need to be given to staff training in disability issues. 

The findings from this study may be transferable to other continence clinics in 

leisure centres or healthy living centres. Although the continence clinic at the "Quay to 

Health" is a unique case, user experiences of clinic attendance and the location and 

environment of a clinic could be relevant to any other clinic. The preference expressed 

by the women in this study to attend a clinic in a non-clinical setting may suggest that 

if people are given a choice of attending a clinic in a traditional setting or a leisure 

centre the number of clinics in these alternative venues may need to increase to meet 

the consumer demand. 

Conclusion 

This study has explored both stakeholders and users views of a nurse-led 

continence clinic held in the unusual setting of a leisure centre. The non-clinical setting 

of the clinic appeared to be popular with both the women who used the clinic and the 

stakeholders involved in the development of the project. The partnership working at 
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the "Quay to Health" seems to have laid the foundations for future joint working 

across the city with two healthy living centres planned. 

The women indicated that they had valued contact with a health professional 

that had given them the time they needed to discuss their problem, together with a 

clear treatment plan and follow-up appointments. They wanted contact with a health 

professional who would give them support to manage their incontinence and who 

would also be empathetic to the embarrassing nature of their incontinence problem. 

By providing a continence clinic in this setting the Continence Advisor 

suggested that it tended to attract a younger population. Although no figures were 

available for the age spread of people attending the clinic the women in this study 

ranged from 25-89, suggesting that it may appeal to all age groups. 

To truly build on the advantages of locating a continence clinic in a leisure 

centre the focus of the clinic needs to change to become a health promotion clinic 

rather than a treatment clinic for incontinence. Health promotion advice could be 

provided by the Continence Advisor with information given about healthy eating, 

exercise, prevention of falls in the elderly and skin care (to prevent excoriation of the 

skin in the genital area). 

The cross benefits of locating health and leisure in the same setting could be 

developed more, providing a wonderful opportunity for people to improve their own 

health. When visiting the continence clinic the other facilities available at the "Quays" 

may prompt people to consider combining a visit to the clinic with a leisure activity. 

This could also be encouraged within the continence clinic by the Continence Advisor. 

Some of the benefits of attending a continence clinic in a leisure centre could 

be incorporated into other settings, namely the relaxed informal atmosphere and non-

clinical setting. However, these alternative settings that could include shopping centres 

would not have the additional benefits of leisure facilities in the same building. 

The continence clinic at the "Quay to Health" needs to be advertised more, to 

facilitate improved access to services. Posters need to be placed in GP surgeries, 
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libraries and public toilets, together with some joint advertising to establish the link 

between the leisure centre and health. 

The stakeholders at the Primary Care Trust and the City Council need to be 

looking at a shared budget for future partnership working. This would necessitate close 

working relationships with clearly defined goals and measurable outcomes enabling 

the ongoing development of healthy living centres across the city. 

The continence clinic at the "Quay to Health" has the potential to continue to 

evolve into a clinic not only promoting continence but promoting good health by 

capitalizing on its unique location and partnership working. 
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EXPLANATION OF DIAGRAMS 1 & 2 (Pathways to Continence 

Care and Alternative Pathways to Continence Care) 

Diagram 1 Pathways to Continence Care 

Diagram 1 indicates the pathways that may be taken by women who initially approach 

their GP for advice and treatment for their incontinence. The GP may either decide to 

manage their condition, refer on to other health professionals or may take no further 

action, dismissing their incontinence as a "normal" part of ageing or being a woman. 

The Continence Advisor, Primary Care Nurses, Physiotherapist or Urogynaecologist 

may also manage the incontinence or refer to each other to provide the appropriate care 

for the patient. 

Diagram 2 Alternative Pathways to Continence Care 

Diagram 2 indicates the alternative strategies that may be adopted by women with a 

continence problem. They may decide to manage the problem by seeking advice from 

friends and family, looking for information about incontinence in magazines, the 

internet or radio and television. They may approach a health professional for advice, or 

may do nothing. 
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Diagram 1 - Pathways to Continence Care 
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Hagram 2 - Alternative Pathways to Continence Care 
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^LPT]EPn)I)[ ( )ME 

Line By Line Coding 

The first analytic phase of the study involved coding the data, studying each 

interview line by line to enable the development of categories. Each line of data was 

examined and named, enabling the researcher to interact closely with the data and to 

frame the codes using terms that clearly described what was happening. An example of 

line by line coding is given below with the initial codes displayed in Italics to the left 

of the text. 

Extract from initial interview with Brenda (B1 plO 220-226) 

Haven't let it have impact: I haven't let it have an impact as far as I can. 

Problem could be used as an excuse not to go walking: I mean I could have given up 

going walking on Sundays quite happily. If I didn't like going walking it would have 

been a good excuse not to go. 

Kept walking as likes to go, keeps you fitter in spite of it being a nuisance: But it keeps 

you fitter and I like to go walking so I've kept it up even though it's been a nuisance. 

Control it, go to toilet before going out: You try and control it by going to the toilet 

before you go out and so on. 

Knew location of all toilets in town: And I was a real expert on where all the toilets 

were in town. 

These initial codes were compared with other codes from other interviews to 

facilitate open or focused coding. 
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APPENDIX TWO 

Open Coding 

An example of open coding is given below where the codes 'last straw' and 

'social isolation' were identified to capture and understand the main themes in this 

statement. 

Extract from initial interview with Lisa (LI p.l 4-10) 

Social isolation'. 'It was causing me problems outside the house and restricting where I 

could go and I would have to wait until I had enough fluid to get by but that I'd been to 

the loo enough times before I could go out and then I just would end up panic stricken, 

always looking for a toilet. 

Last straw. And I had hoped that it would just miraculously get better but it didn't and 

it had improved, but not sufficiently to let me do what I wanted so that's when I 

decided that I needed some help. 
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APPENDIX THREE 

Example of Memo-Writing 

'The location of the clinic within the leisure centre appears to be a central issue 

for both stakeholders and women who attend the clinic. Women have indicated the 

relaxed and informal atmosphere of the clinic together with the non-clinical setting is 

preferable to attending a clinic in a hospital or GP surgery. Stakeholders have also 

suggested that people may prefer to attend a clinic in a non-clinical setting as they may 

be prompted to use some of the other facilities available at the leisure centre as a direct 

result of attending a clinic in the building. This suggests there may be some cross 

benefits for people attending the continence clinic in improving their physical well 

being.' 
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APPENDIX FOUR 

Theoretical Sensitivity 

The development of the core category Prompts to Help-Seeking and the sub-

categories Worsening Symptoms, Unpredictability and Cumulative Effects were 

formed following questioning of the data. Initially the core category had been labelled 

The Last Straw with the sub-categories labelled as Duration of Problem, Coping 

Strategies and Impact. To illustrate the development of one of the sub-categories 

Worsening Symptoms applying theoretical sensitivity a small section of data is 

included together with the questions generated for the researcher by the data. 

B1 (1) 4-6, 9-11: Well. I was going through a bad patch with my bladder 'cause I've 

zY ybr a /o/zg A'/me zY Aeen a /'ve TMorg or /aya' 

/ way Zh'ZMg wzYA zY. .Bwf fAe/z zY a 

Questions and comments generated from the data 

Interesting use of language referring to bladder as 'It'. Did this enable Brenda 

to disassociate herself from her own body? The bladder is also referred to as something 

that has to be controlled or mastered, something outside the body and visible to others. 

The bladder itself is referred to as a 'nuisance' rather than the urinary leakage that was 

causing the problem. 

The worsening symptoms prompted Brenda to seek help for her incontinence 

and assisted in the formation of the sub-category Worsening Symptoms. The questions 

and comments generated by the data underpinned the development of that category. 
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APPENDIX FIVE 

Universi ty School of Nursing 

of Southampton and Midwifery 

LREC no: 287/01 

Questionnaire Covering Letter 

The two enclosed questionnaires form part of a research study being 
undertaken to look at how you feel about your bladder problems and the 
impact they have on your everyday living activities. They should only take 
a few minutes to complete by circling the answers or ticking the boxes. 
It would be really helpful to the development of the continence services if 
you feel able to complete them. All information will be confidential with a 
code number given to each, no names will be used. Please bring them with 
you to your first appointment at the clinic. 

After six months you will be sent the same questionnaires through the post 
to see if by attending the clinic at the leisure centre you feel there has been 
some change in your condition. 

I do hope you will feel able to help with this study. Thank you very much 
for taking the time to read this letter. 

If you have any questions about this study then please contact either 
myself Liz Donnelly Tel. 023 80597998 or e-mail emdl@soton.ac.uk 
(Researcher) or talk to your Continence Advisor. 

Version 2 9/10/01 
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APPENDIX SIX 

INCONTINENCE IMPACT QUESTIONNAIRE (IIQ-7) 

HAS URINE LEAKAGE AFFECTED YOUR: 

1. Ability to do household chores (cooking, housecleaning, laundry)? 

Not at All Slightly Moderately Greatly 

2. Physical recreational activities such as walking, swimming, or other exercise? 

Not at All Slightly Moderately Greatly 

3. Entertainment activities such as going to a movie or concert? 

Not at All Slightly Moderately Greatly 

Ability to travel by car or bus for distances greater than 30 minutes away from 
home? 

Not at All Slightly Moderately Greatly 

5. Participating in social activities outside your home? 

SHgh&y IModenM^y Ckea&y 

6. Emotional health (nervousness, depression, etc.)? 

Not at All Slightly Moderately Greatly 

7. Feeling frustrated? 

Not at All Slightly Moderately Greatly 

Scoring: O=not at all, 1 = slightly, 2= moderately, 3 = greatly 
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APPENDIX SEVEN ICIQ-SF 

Initial number 
ICIQ-SF 

CONFIDENTIAL 
O O O l 

MONTH YEAR 

Today's date 

Many people leak un'ne some of the lime. We are trying to find out how many people leak 
urine, and how much this bothers them. We would be grateful if you could answer the following 
questions, thinking about how you have been, on average, over the PAST FOUR WEEKS. 

1 Please write in your date of birth: 

2 Are you (tick one): 

• • • • • • 
DAY YEAR 

Female | | Male | | 

3 How often do you leak urine? (Tick one box) 
never| I 

about once a week or less often | | 

t̂ vo or three times a week | | 

about once a day | | 

several times a day | | 

all the time | | 

5 Overall, how much does leaking urine interfere with your everyday life? 
P/ease ring a number ween 0 fnof af ancf YO ("a gneaf dea/J 

0 1 

not at all 
10 
a great deal 

ICI-Q score: sum scores 3+4+5 • 
6 When does urine leak? (Please tick all that apply to you) 

never - urine does not leak | | 

leaks before you can get to the toilet | | 

leaks when you cough or sneeze | | 

leaks when you are asleep | | 

leaks when you are physically active/exercising | | 

leaks when you have finished urinating and are dressed | | 

leaks for no obvious reason I I 

leaks all the time | [ 

Thank you very much for answering these questions. 

Copyright Group" 

4 We would like to know how much urine you think leaks. 
How much urine do you usually leak (whether you wear protection or not)? 
(̂ 77ck one box,) 

none [ 2 ] 

a small amount | | 

a moderate amount I | 

a large amount | | 
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APPENDIX EIGHT FREQUENCY/VOLUME CHART 

FREQUENCY VOLUME CHART. Name 

Instmctions for filling In this chart are on the reverse ' 

Monday Tuesday Wednesday Thursday Fnday Saturday Sunday 

Day 
Time 

Tirne mis Time mis Time mis Time mis Time mis Time mis Time mis Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 
Day 
Time 

Night 
Time 

Total 

Re/!' 
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APPENDIX EIGHT (Continued) 

HOW TO FILL IN THIS CHART: 

1. Every time you pass urine, please collect it in a measuring jug 
and measure it. 

2. Record the amount of urine passed and the time you passed it. 

3. Please measure and record ALL the urine you pass for 7 complete 
days (If you start in the middle of the week, start the chart on that 
day then go to the beginning of the week to complete the whole 
we8l<). 

4. There should be a time in the first column of each day and an 
amount in the second column. 

5. If you leak urine, please record the time and mark with a W in 
the amount column. 

NB. Day time is when you are up. Night-time Is when you are in bed. 
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APPENDIX NINE 

University 
of Southampton 

School of Nursing 
and Midwifery 

LREC no: 287/01 

INVITATION LETTER FOR PATIENTS 

Dear Patient, 

A MULTIMETHOD EVALUATION OF WOMEN S 

EXPERIENCES OF A "DROP-IN' CONTINENCE CLINIC. 

I am a Ph.D student at the University of Southampton who has worked as a Health 
Visitor and Continence Advisor for several years. You are being invited to take part in 
the above study. Before deciding whether to take part it is important you understand 
why this study is being carried out and what is involved. 

The Purpose of this Study 
Continence problems affect many millions of women nationally. It is a common 
problem which can be successfully treated or symptoms relieved to enable people to 
have an improved quality of life. 
Southampton Community Services NHS Trust provide continence services in your 
area with a range of treatments available and this study plans to examine your views of 
these services. The study will last 15 months and will be conducted in the 
Southampton area. 

Please take time to read the patient information leaflet and discuss it with family, 
friends and myself if you wish. If there is anything you are unsure about then please 
discuss this with me before agreeing to take part. 

If you require any further information please do not hesitate to contact me on tel. 023 
80597998 or ask your continence nurse to contact me. Thank you for taking time to 
read this letter and considering taking part in the study. 

Yours faithfully. 

Liz Donnelly 

Research student / Health Visitor 

Version 2 8/10/01 
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University 
of Southampton 

School of Nursing 
and Midwifery 

LREC no: 287/01 

PATIENT INFORMATION LEAFLET WOMEN'S CONTINENCE 
RESEARCH STUDY 

Continence problems are common and many people delay seeking help for several 
years. The aim of this study is to investigate your experience of the continence services 
you have received or are currently receiving. Southampton Community Services NHS 
Trust supports the study and approval for the study has been given by the local 
Research Ethics Committee. 

You are being invited to take part in this study. Please read the following information 
which may help you decide whether you wish to take part. 

Why should I agree to participate? 
Participating in this study will enable you to influence health services. 
Anticipated outcomes of your involvement include improved continence services for 
patients together with the opportunity to influence service provision. 

What is this study planning to look at? 
Following your initial assessment appointment with the Continence Advisor you will 
be given an Incontinence Impact questionnaire to complete. This is a 7-point index 
which measures the impact incontinence has on everyday activities from social 
activities to household chores. After a period of six months you will be asked to 
complete the Incontinence Impact questionnaire again and to keep a fluid intake/output 
diary for a week (as you did when you were first assessed). By looking at the 
differences over a six-month period I aim to examine what effect if any, the clinic has 
had on your problem. 

If you attend the multidisciplinary clinic at the Quays I would value the opportunity to 
interview you to discuss your experiences. The interviews will take no more than an 
hour and can take place either in your own home or at the clinic, the choice is up to 
you. Some patients feel more comfortable in their own surroundings and they are 
usually completed within an hour. By interviewing you at the start of your treatment 
and again six months later I will be able to see whether the expectations you had both 
of the clinic and your continence condition have been met. The interviews will be tape 
recorded to enable me to produce a typed record I can constantly refer to when 
analysing the results. Each tape will be given a code number and your name will not 
appear in any written report in order to maintain confidentiality. The tapes will be 
stored in a locked draw in a locked office and will be destroyed on completion of the 
research. 
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When will the research happen? 
The research is planned to start in January 2002 for 15 months completed by May 
2003. 

How do I take part? 
Participation in the study is entirely voluntary. If you consent to be involved then you 
will be given a return slip by your Continence Advisor together with a consent form. I 
will then contact you within two weeks .At any stage of the research process you are 
free to withdraw from the study. Your treatment will be unaffected by whether you 
choose to take part in the study or not. 

What implications are there for me becoming involved in this study? 
If you agree to take part, I will send a letter to your General Practitioner to inform 
him/her of your involvement in the study with a copy of your consent form. At the end 
of the study I will produce a newsletter outlining the outcomes of the project and I will 
send you a copy. Aspects of the research will be presented to interested practitioners in 
continence care. Any information collected during the study will be treated as 
confidential. Findings will be anonymised to prevent recognition of individuals in 
publications or presentations. 

Who can I contact for further information? 
Please contact me (Liz Donnelly) if you require any further information. I will be 
happy to answer any questions you may have. My contact number is 023 80597998 or 
email emdl@soton.ac.uk. 

Thank you for taking the time to read this information sheet. 

Version 3 9/10/01 
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APPENDIX ELEVEN 

University 
of Southampton 

School of Nursing 
and Midwifery 

LREC no; 287/01 

A Multimethod Evaluation of Women's Experiences of a "Drop-In" 
Continence Clinic. 

This is to notify me that you have consented to participate in this study. Please would 
you kindly complete and give to the receptionist. I will contact you as soon as I receive 
the form (within two weeks). Thank you. 

Name:... 

Address: 

Tel no (Home ) 
Tel no (Work if applicable) 

Name of General Practitioner and Phone number. 

Address of Doctors Surgery. 

If you have any questions please do not hesitate to contact: 
Liz Donnelly, 
Tel. 023 80597998. 
School of Nursing and Midwifery, University of Southampton, Highfield, 
Southampton, SO 17 IB J. 

Version 2 8/10/01 
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APPENDIX TWELVE 

University 
of Southampton 

School of Nursing 
and Midwifery 

In conjunction with Southampton Community Services NHS Trust 
LREC no: 287/01 

A MULTIMETHOD EVALUATION OF WOMEN S EXPERIENCES OF 
A "DROP-IN" CONTINENCE CLINIC. 

CONSENT FORM 

Please complete this form in full by ringing the answer that you think applies. It is a 
statement that you are willing to take part and fully understand the study. 

1. Have you read the invitation letter? YES/NO 

2. Have you had a chance to discuss the study and ask questions? 

YES/NO 

3. Have you had satisfactory answers to all your questions? 

YES/NO 

4. Who have you spoken to? 

Dr/Mr/Mrs 

5.1 have agreed to the tape recording of the interview YES/NO 

5. Do you understand you are free to withdraw from the study; 

At any time 
Without having to give a reason. 

YES/NO 

Signed: 

Name 
(BLOCK LETTERS). 

Date; 

Should you need guidance on the completion of this form please contact Liz Donnelly, 
Research Student on tel. 023 80597998, who will be happy to answer any questions. 

Version 3 8/10/01 
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APPENDIX THIRTEEN 

LREC no: 287/01 

Dr. 
Practice 
Address 1 
Address 2 
Town 
County 
Postcode 

Date 

Dear 

IlE: jilVrUI/ITCMICTrHC)!) ]Ery.4JLlJVlTn()Pf C)F \%^CHt4]EnN^S;]E3(]\EyRU[ErSHClES()]7 
^l"EH10I^IN"iCCH\TIN]M\C3C(nJDYBC. 

This letter and attached documents informs you that a patient at your 
practice Has agreed to participate in the above research study. This 
study forms the content of a PhD programme undertaken by Liz Donnelly at the 
University of Southampton. 
Taking part involves the completion of an "Incontinence Impact Questionnaire Short 
Form" and the "International Consultation on Incontinence Questionnaire Short 
Form". Two interviews will also be undertaken in the patient's own home. 

Please find attached a copy of the information sheet given to the patient and a copy of 
their signed consent for your records. Women volunteer to take part following a direct 
invitation from the Continence Advisor who conducts the clinic. 

I have worked as a Health Visitor and Continence Advisor in the community since 
1982. If you have any further questions please do not hesitate to contact me either on 
tel. 02380 597998 or e-mail emdl@soton.ac.uk. 

Yours sincerely 

Liz Donnelly (Mrs) 
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APPENDIX FOURTEEN 

-a University School of Nursing 
of Southampton and Midwifery 

LREC no: 287/01 

HEALTH PROFESSIONALS INFORMATION LEAFLET 
WOMEN'S CONTINENCE RESEARCH STUDY 

The aim of this study is to investigate women's experiences of continence services 
provided within Southampton Community Services NHS Trust. This study has been 
approved by the local Research Ethics Committee. 

Why study continence services? 
An integrated approach to continence services is strongly advocated in the Department 
of Health "Good Practice in Continence Services" (2000). Following recent research 
conducted as part of the South Thames Evidence-based Practice Project (STEP) a new 
model of continence services was developed (Bignell, V and Getliffe, K 2000). The 
researcher plans to evaluate services at the Quays clinic from a users' perspective. 

What is involved? 
To elicit the users views on continence service provision subjective and objective 
measures will be used. The "Incontinence Impact Questionnaire" and frequency 
volume chart completed at initial assessment and repeated six months later. 

In-depth interviews will be conducted by the researcher at the clinic soon after an 
initial appointment and repeated six months later. These will be used to elicit 
expectations of the service and interviewee's experiences of incontinence. 

How will this study affect me? 

Continence Advisors working at the Quays Clinic. 
If you are willing to assist me with this study it will involve you; 
Approaching women and giving them information about the research. 
Obtaining signed consent from participants. 
Collecting frequency/volume charts and "Incontinence Impact Questionnaires" after 
initial assessment and at six months for collection by researcher. 
Identifying 5 women from each of the following three groups to see if they consent to 
being interviewed by the researcher. 
1. Stress incontinence. 
2. Urge incontinence. 
3. Mixed incontinence. 

171 



What are the benefits? 
The outcomes of the research will reflect the quality of the continence services 
provided and may influence the development of the service. I would like to discuss my 
research with you in more detail and would be happy to meet you at a time and day to 
suit you. 
Patients will be able to contribute to the future development of services. Outcomes will 
provide evidence to purchasers and participants of the impact of incontinence on 
women's lives and the value of the services you provide to improve their continence 
problem. 

When will it happen? 
The research will commence in January 2002 with the data collection completed by 
May 2003. 

Who can I contact for further information? 
Please contact me (Liz Donnelly) if you require any further information. My contact 
number is 023 80597998. 
Thank you. 

References 
Department of Health (2000) "Good Practice in Continence Care" 

Bignell, V and Getliffe, K (2000). The promotion of continence for elderly people in 
primary care. Report of a South Thames Evidence-based Practice Project (STEP). 
Surrey Hampshire Borders NHS Trust and University of Surrey. 

Uebersax, J and Wyman, J et al (1995). Short Forms to Assess Life Quality and 
Symptom Distress for Urinary Incontinence in Women: The Incontinence Impact 
Questionnaire and the Urogenital Distress Inventory. Neurourology and Urodynamics. 
Vol. 14 131-139 
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APPENDIX FIFTEEN 

University 
of Southampton 

School of Nursing 
and Midwifery 

LREC no: 287/01 

Interview Schedule for Initial Interview 

First Stage 

Introduction of researcher and summary of project: To include a brief summary of 
the background to the research project, the coverage of topics during the interview and 
anticipated length of time. Participants will be reminded that participation is entirely 
voluntary and the interview can be terminated or interrupted at any time they choose. 

Proposed questions to be covered during interview: 

Reasons for seeking help 

What prompted you to seek help for your continence problem? 

How long have you waited before seeking help? 

Who did you talk to about your bladder problems? 

How did you find out about what help was available for your problem? 

Access to the continence clinic 

How long have you waited to receive an appointment? 

Do you feel that your appointment arrived quickly enough? 

Is the clinic venue convenient for you? 

Expectations 

What do you expect from the clinic? 

What would you like to happen as a result of attending this appointment? 

Impact on lifestyle 

Tell me about your bladder problems. 

Have your bladder problems affected your life in any way? 
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Describe the way in which things have changed as a result of your problem? 

Patient perceptions 

Could we have improved the service the service you have received so far? 

Second Phase: 

Six months after initial clinic appointment. 

Participants will be reminded of their voluntary participation and the option to 
withdraw from the study. Confidentiality will be assured. The following questions will 
be asked in addition to those used in the first phase. 

Reflections on the service provision 

How do you feel about the treatment you have received for your bladder problems? 

Do you think that your bladder problems have improved since coming to the clinic? 

Are there any other issues or concerns you would like to discuss about your bladder 
treatment that have not been covered during the interview? 

Thank you very much for agreeing to be interviewed. 

Version 3 07/02/05 
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APPENDIX SIXTEEN 

Interview Schedule for Second Interview 

1. Thanking participant for continuing involvement in the research, together 
with a brief update on the progress of the study. Participants will be reminded 
that participation is entirely voluntary and the interview can be terminated or 
interrupted at any time they choose. 

2. Proposed questions to be covered during the interview: 

Impact on lifestvle 

Describe the impact your bladder problems have had on your life to date? 

How would you describe your bladder problems at the moment? 

Expectations 

Have your bladder problems changed from when you first came to the clinic? 

If so: In what way have things changed? 

Why do you think your bladder problems have improved? 

If not: Why do you think things are still the same or worse? 

Clinic Evaluation 

Several people I have spoken to were unaware of the clinic at the Quays: Can you 
remind me how you found out about the clinic? 

How have you found your visits to the clinic? 

What information were you given about your problem? 

Did you feel you had a better understanding of your problem as a result of the 
information you received at the clinic? 

Would you have liked any contact with other sufferers? ie. information about 
support groups? 

Some of the original ideas behind setting up this clinic at the Quays included 
providing services in a "healthy" environment where people who would not 
usually visit leisure centre would feel able to visit. What do you think? 

How would you feel if you bumped into someone you knew in the waiting room? 
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If you had any bladder problems in the future would you be happy to come back to 
the Quays clinic rather than a clinic in a GP"s surgery or a hospital? 

If you have attended a continence clinic in the past: 

Do you feel there is anything different about attending a clinic in a leisure centre 
rather than a hospital or GP s surgery? 

Can you suggest any improvements that could be made to the type of service 
offered at the clinic? 

Is there anything else you'd like to add about your experience of attending the 
Quays clinic? 
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APPENDIX SEVENTEEN 

Example of field notes completed following an initial interview 

Julie, aged 32,service user 

Urge incontinence. Health Professional works part-time. Incontinence not 

cAzM (̂ Mg ygar ago). 

fo moMogg pro6Zgm 6);^ggugMf vozWmg 8-7 J ẑmga Fmda 

coM^o/ 6Zo(f(fgr w/AgM Aay Âg wrgg wnwg amcf Mggck a ô;7ĝ  

FggẐ y g/MAarra^yggf/ 6y /?ro6Zgm <3M(f AaWng fo cwf a coMvgrj:a ;̂oM â Ao/t m Âg 

f^gg^ wzYA a ̂ 'gM(/ or Zgavg a /gc^wrg on a (fay 6gcaw^g j'Ag Mggd!; 

urine. No signs of stress incontinence. Doing pelvic floor exercises regularly and had 

bought 'Aquaflex' cones and was able to retain heaviest weight with no problem at all 

Had problems at school with irritable bladder but only recently problem has become 

worse. Works as a health professional but did not want to talk to own GP as concerned 

would be: a) referred through to surgeon when inappropriate, b) felt embarrassed at 

pro^/gw; vi/zYA GP, _/g/̂  may 6g gw '̂gc^g(f a 6a^fg/y gẑ gytyzvg 

urodynamic tests that would be very uncomfortable and embarrassing. Concerned not 

Aavg CM)/ fwrgg/y /Mawagg /?ro6/g7M coM:ygrva^zvg(y. .^g/gc^gf/ Âg c/mzc 

Âg 'gwa}" /fgaZfA' a ; Aa(f pzcAg(/ a /gq/7g^ wAe» w/gn^ j:w/f/M/MZMg awif ^Argw zY 

away, but remembered there was a clinic there. Didn't want to see anyone she knew at 

fAg cZzMzc a ; wowW Am/g 6ggM vg/y gmAa/To ĵ̂ ggf ^̂ yAg Ao(f .yggn any c^Agr /70̂ g7%^̂  of 

the clinic. Wouldn 't have attended a clinic in a hospital as a) she may have seen 

ŷoTMgOMg jAg 6) ĵ Ag way C0MCg/7;g(f Aow Âg wow/cf freaf Agr, c) Zo»g 

waiting times at busy hospital clinics. Liked the quiet waiting room at the 'Quays'. 

Had decided that seeing a specialist nurse was preferable to a doctor as she would 

Aavg /Morg A'/wg omcf 6g morgyamz/zar wẑ A Âg /)/'o6/g%y f Ag way 

experiencing. Impressed that the continence advisor quickly sorted out what the 

problem was although commented that she wasn 't asked re medical history or 

mg(fzcafzoM. Fg/^ Ââ  Âg coM ẐMg/zcg way a ZzŶ/g wMMgrvĝ / 6y Agr 6gcawgg 

Agr p/"o/^j:zoMoZ DzW Mô  ggg a ay ^AowgA^ ^A^ wowZ(f gxpgc^ Agr 

^ o w wAâ  way wro/zg OMff woz/Z(f ngg/gc^ a ^AorowgA Az\y^o^ ZgaffzMg an 

ZMCorrgĉ  (fzagMô z\y. 
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Following the first appointment at the clinic had a bladder scan and decision 

'Tolteradine' once daily. Had to write a letter to GP requesting them and felt 

uncomfortable at own GP practice as receptionist questioned her about the requested 

medication which made her feel very uncomfortable. Plans to take tablets for 3-6 

months then discontinue and review. Also using bladder training techniques and can 

wait 3 hours. 

zY Aatf a r e v z e w 

Commented that the clinic was poorly advertised and that other colleagues did not 

know about it. Interesting point: Did not disclose she had a problem to them and then 

said she had referred a patient there who had liked it. 
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APPENDIX ICK̂ HTTICICN 

Dear 

Re; "A Multimethod Evaluation of Women's Experiences of a "Drop-
In" Continence Clinic" 

I would like you to feel that you can speak openly to me about your 
thoughts relating to the philosophy behind the development of the clinics at the 
"Quays". The contribution you will be able to make will really enhance my research 
study by providing the perspective of the clinic developers as well as the patient's 
perspective. 

I would like to tape-record the interview, which should take about half 
an hour. The tape will contain no identifying characteristics and will be allocated an 
initial. By recording the interview I will be able to gather more information and any 
quotes used will remain anonymous with only the initial letter allocated to the 
interview used. Any sections of the interview, which could identify you, will not be 
used to protect your anonymity. 

I do hope you will feel able to consent to this interview as your opinion 
provides a valuable piece of the puzzle looking at how the "Quays" clinics were 
developed. If you have any questions then please do not hesitate to contact me either 
by phone: tel. 02380 597998 or by e-mail: emdl@soton.ac.uk 

If you would rather I didn't record the interview then just let me know 
when we meet as I will still value any contribution you are able to make to my research 
looking at users views. 

Thanking you in anticipation 

Yours sincerely 

Liz Donnelly (Mrs) Postgraduate Research Student/Health Visitor 
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Interview Schedule for Health Professionals 

1. Thank participant for agreeing to be interviewed and give outline of study to date. 
Participants will be reminded that participation is entirely voluntary and the 
interview can be terminated or interrupted at any time they choose. 

2. Proposed questions to be covered during the interview: 

Philosophy underpinning Clinic Development 

What was the original idea of providing clinic services at the "Quays"? 

What do you feel was the underpinning philosophy behind the development of clinics 
in this setting? 

Can you describe the development of a clinic facility within the "Quays"? 

Who were the key stakeholders involved in the development of the project (names and 
contact details would be good)? 

Comparative Data 

What do you see as the benefits for patients attending this clinic? 

Outline the benefits for practitioners working in this setting. 

What, in your opinion are the differences between a clinic provided in this setting and 
conventional clinics? 

Practical Aspects 

Have you encountered any problems in providing a clinic within the "Quays"? 

If so: Describe some of the issues you have had to deal with and how you feel they 
have been resolved. 

On reflection, would you continue to support the provision of clinics within a different 
setting? 

Would you need to see some evidence that supported the provision of new clinics and 
if so what form would that take? 

Is there anything else you would like to add about the development of clinic services at 
the "Quays"? 
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APPENDIX TWENTY 

Extract from researcher diary 

Jan 2004 

Discussion with colleague about the progress of the study. Emerging category around 

the holistic approach to health care and the cross benefits of attending a clinic in a 

leisure centre. There appears to be a different philosophy from the providers of health 

services to the service users i.e. service providers think the leisure centre a good place 

to have a clinic because the leisure centre itself is associated with healthy behaviour. 

Therefore people will choose to attend a clinic because of the unique environment. 

Service users present a different picture in that they like the relaxed and informal 

setting of the clinic but wouldn't necessarily choose to attend a clinic because they 

could then use the leisure facilities. Suggestion from colleague that women are 

embarrassed about their incontinence and will attend a clinic anywhere where they are 

able to get their problem sorted. They may attend the clinic at the 'Quays' as it offers 

reduced waiting times for appointments compared with clinics in more traditional 

settings. To explore the data further to see what it is about the clinic at the 'Quay to 

Health' the women themselves identify as being important and if this differs from the 

stakeholder's views. 
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APPENDIX TWENTY ONE 

SOUTHAMPTON & SOUTH WEST HANTS 
LOCAL RESEARCH ETHICS COMMITTEE 

Chairman: Dr A Kermode 

RefCPW 

30 October2001 

Mrs I Donnelly 

School of Muising & Midwifery 
UnkeratyofSouthampbn 
Highfisid 
Southampton 

Manager; Mrs Clair Wright 
Trust Management Offices 

Mailpoint 18 
Southampton General Hospital 

TmmonaRoad 
Southampton 

Hants 
SOIGGYD 

Tel, (023)6079 491Z 
FAX: (023) 8079 8578 

Dear fylrs Donnelly 

The Ethics Committee considered your application for the above study at its recent meeting and 1 am pleased to inform 
you that approval was given. May we remind you (o ensure that measures are put in place to ensure t ie safety of the 
researcher tor the home visits. 

May I draw yow aUentlon to the enclosed i 

I SHOULD BE AWARE THAT A SUBSTANTlAl RANDOM PROPORTION OF RESEARCH 
PROJECTS ARE AUDITED ANNUALLY. 

If you have not already done so, the Caldicott Guardiaa'Data Protection Officer for the Tnist and the University (if 
applicable) must be notified of the project. Health Authority employees should notify their Caldicott Guardian. 

This committee is compliant with the International Committee on Harmonisation/Good Clinical Practice (ICH) Guidelines 
for the Conduct of Trials involving the participation of human subjects as they relate to the responsibilities, composition, 
function, operations and records of an Independent Ethics Committee/independent Review Board. To this end 11 
undertakes to adhere as far as Is consistent # h its Constitution, to Ihe relevant clauses of the iCH Hamoresed 

Tripartite Guideline for Good Clinical Practice, adopted by the Commission of the European Union on 17 January 1997. 

The cotnposMon ol the committee Is enclosed k f your I ks and confimM 
Most phamiaceutical companies request this infomiation and we would be grateful if you could forward ttiis to them if 
appmp̂ e. 

Should any unforeseen problem of either an ethical or procedural nature arise during the course of this research and you 
feel Ihe Joint Ethics CommiUee may be of assistance, please do not hesitate lo contact us. 

Yours sincerely, 

Clair Wright 
I PFT WmnaQPT 
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GLOSSARY 

Biofeedback : Is a technique whereby information about muscle contraction is 

presented to the patient and/or the therapist as either a visual, auditory or tactile signal. 

Care Pathways : The steps taken by people to access advice and treatment. 

Conservative Treatment: Any therapy not involving medical or surgical 

intervention. 

Continence Advisor : A nurse with additional specialist training in the promotion and 

management of continence problems. 

Continence Clinic : A clinic for the promotion of healthy bladder and bowel 

function. 

Electrical Stimulation : Is the application of a mild electrical current to stimulate 

pelvic muscles or their nerve supply. 

FrequencyA^olume Chart: Records the volumes of urine passed together with the 

time of each over at least 24 hours. 

Incontinence Impact Questionnaires : Quality of Life Measures that indicate the 

impact of urinary incontinence on people's lives. 

Integrated Continence Services : Continence services led by a director of continence 

services including continence advisors, physiotherapists, community nurses, GPs, 

urologists and urogynaecologists working together to provide appropriate services for 

patients. 

Mixed Urinary Incontinence : Is the involuntary leakage of urine associated with 

urgency and also with sneezing, coughing, exertion or effort. 

Non-Clinical Setting : A setting that excludes hospitals, health centres or surgeries. 

Pads : Externally worn protection to minimise urine leakage on to clothing. 

Pelvic Floor Exercises : Exercises to improve pelvic floor muscle tone. 

Primary Care Organisation : Organisation providing health care to a designated 

population. 

Primary Care Trust: Organisation providing health care to a designated population. 

Primary Health Care Team : Staff working in primary care including GPs, practice 

nurses, district nurses, health visitors and other community nurses. 

Quality of Life : Encompasses general "life satisfaction" and can be interpreted on an 

individual basis. 

"Quays" : The name of the leisure centre complex. 

"Quay to Health" : The name of the health centre within the leisure centre. 
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Stakeholders : Health professionals, city council leisure services staff and Primary 

Care Trust managers. 

Stress Incontinence : Involves the involuntary leakage of urine following sneezing, 

coughing or effort on exertion. 

Urge Incontinence : Is the involuntary leakage of urine preceded or accompanied by 

urgency. 

Urodynamic Clinic : This is a clinic where bladder capacity, muscle tone and function 

is measured often involving catheterisation of the bladder. 

Urologist: Consultant surgeon who has specialised in bladder problems. 

Urinary Incontinence : Is the complaint of any involuntary loss of urine. 
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