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Abstract

Introduction: Urinary incontinence (UI) involves uncontrolled leakage of urine through the urethra as a re-
sult of damage to its sphincter muscle and a disturbed function of the urogenital diaphragm within the pelvis 
minor. The symptoms of UI radically impair psychological, somatic, and social functioning. The aim of each 
disease stress coping process is to reduce the impact of harmful agents as well as the acquisition of necessary 
preventive measures in order to combat the disorder. Aim of the study was to assess the relationship between 
coping styles used when dealing with stress associated with disease and the quality of life.

Material and methods: The study was carried out at an outpatients’ clinic located in the Lublin Province 
(eastern Poland), covering 150 women with diagnosed stress urinary incontinence, aged between 32 and 79. 
The following methods were used: (a) Coping Inventory for Stressful Situations (Endler, Parker) to assess coping 
styles, (b) CASP-19 scale (Higgins, Hyde, Wiggins, Blade) to measure the overall quality of life, and (c) Urinary 
Incontinence Life Quality Scale (Szymona-Pałkowska, Kraczkowski).

Results: The preferred style in the studied group of women was Task-Oriented Coping. This style is as-
sociated with a low score on the Independence from Symptoms scale and low Control, being simultaneously 
correlated with Autonomy and Self-Realisation. Emotion-Oriented Coping is associated with low psychological, 
physical and social well-being, as well as with little independence from the disease symptoms, little pleasure 
and self-realisation, but it gives a sense of internal control. Avoidance-Oriented Coping does not significantly 
correlate with any of the Overall Quality of Life dimensions.

Conclusions: Women suffering from UI tend to try to solve their problem by means of cognitive transforma-
tion. In their situation, clinging to the problem turns out to be a depressing factor and entails a lower quality 
of their life.

Key words: stress coping styles, life quality, urinary incontinence.

Introduction

Urinary incontinence (UI) is defined as involuntary 
passage of urine through the urethra, the symptoms 
depending on the type of the disease [1-4]. 

Generally, observations and statistical data reveal 
that over 50 per cent of women experience UI symp-
toms in their lifetime. Various symptoms of urinary in-
continence should be regarded as markers of a social 
disease since they apply to more than 5% of the popu-
lation [5].

Urinary incontinence is one of the most widespread 
chronic diseases, posing a social problem. Based on its 
symptoms and causes, several types of UI are distin-
guished: stress incontinence, urge incontinence, mixed 
incontinence, overflow incontinence, and neurological 

incontinence [2-4, 6, 7]. Urinary incontinence can occur 
even at a  young age, though it affects mainly the el-
derly, especially women. Although the disease does not 
present a life threat, the sphere it concerns is delicate 
in its nature [3]. Apart from a  disagreeable sensation 
of uncontrolled urine leakage, sufferers are confronted 
with a disagreeable odour. The intimate nature of the 
symptoms and their adverse effect on daily functioning 
imposes a significant mental burden both on the suffer-
ers and their partners, “causing the frustration of many 
psychological, social and existential needs” [8, p. 132] 
affecting their sexual activity [9, 10].

Every somatic disease involves particular symptoms 
(alarming changes in the body, such as pain or restric-
tion of activity), making patients modify their life plans. 
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This necessity can become a  source of psychological 
stress. The experience of stress is not an automatic re-
sponse of the body to a  harmful agent (disease) but 
rather a unique relationship between the appraisal of 
a particular situation on the one hand and available re-
sources and capabilities of an individual on the other. 
A  stress relationship implies a  disturbed balance be-
tween requirements and the possibility to fulfil them 
[11]. According to the definition, the intensity of per-
ceived stress will be influenced by individual abilities 
of a person who is confronted with a given situation. 
A  major role is typically played by personality traits 
such as temperament, emotional integrity, preferred 
stress-coping styles, knowledge, intellectual abilities, 
and the burden of individual experiences – all in rela-
tion to a  disease. Research to date on stress profiles 
connected with various clinical conditions indicates 
that the effectiveness of adaptation depends on the 
ability to adjust one’s ways of coping with the nature 
of disease, and the outcome of stress confrontation de-
pends more on coping than the actual impact of the 
stressor. The former is the “degree to which a person 
perceives threat in the situation” while the latter is 
“the perception of personal and social resources that 
may be used to deal with the situation” [12, p. 346]. 
An analysis of empirical data concerning coping with 
disease substantiates a  claim that people who per-
ceive a disease as a stressful event (distress) manifest 
far more different coping strategies than those who 
do not have a sense of distress [13-15]. Such observa-
tions show that a  large percentage of people do not 
perceive any threat even when somatic problems are 
intense [14, 16]. It has been accepted that the best way 
to deal with disease stress is to use styles focused on 
solving a problem. This implies a greater knowledge of 
the disease and performing various activities intended 
to bring recovery or minimize the medical problem. 
Nevertheless, results of studies on some medical condi-
tions, such as chronic obstructive pulmonary disease, 
indicate that using problem-oriented coping strategies 
was associated with depressive symptoms [17]. Patho-
logical changes exert influence on the entire psychoso-
cial condition of the patient. Due to its specific nature, 
each disease can activate different resources, evoke 
stress and trigger different strategies to cope with it. 
The World Health Organization defines quality of life as 
an individual’s perception of their position in life in the 
context of the culture and value systems in which they 
live, in relation to their goals, expectations, standards, 
and concerns. It is a broad-ranging concept affected in 
a complex way by the person’s physical health, psycho-
logical state, level of independence, social relationships, 
and their relationships to salient features of the envi-
ronment” [18, p. 1].

The aim of the study was to analyse ways of cop-
ing with stress as used by women with urinary inconti-

nence and appraise the relationship between the styles 
used and life quality indicators.

Material and methods

The study covered 150 patients of outpatients’ clin-
ic (SP ZOZ) in the town of Nałęczów, eastern Poland, 
aged 32-79, who were initially diagnosed with stress UI.  
The mean age was 53.4. The following methods were 
used: (a) Coping Inventory for Stressful Situations (CISS) 
[19] to assess coping styles, (b) CASP-19 measure [20] 
to measure the overall quality of life, and (c) Urinary 
Incontinence Life Quality Scale [21].

In order to determine the severity of the inconti-
nence, urodynamic tests were performed, including 
cystometry, urethral pressure profilometry (while rest-
ing and coughing), and uroflowmetry.

Coping Inventory for Stressful Situations distin-
guishes three styles of coping with stress: 

Task-Oriented Coping, when a  person focuses on 
a problem and tries to find a solution. The main aim is 
to improve the life situation by removing the source of 
stress.

Emotion-Oriented Coping, when a  person focuses 
on themselves and their own emotions. This sort of at-
titude serves to lower emotional tension, yet occasion-
ally it can contribute to an elevated degree of tension 
and lowered mood.

Avoidance-Oriented Coping, which characterizes 
people who have a tendency to avoid thinking of a dif-
ficult situation. They can engage is substitute activities, 
such as thinking of pleasurable things, excessive sleep-
ing, overeating, or seeking social contact [19].

The Urinary Incontinence Life Quality Scale, de-
signed by Szymona-Pałkowska and Kraczkowski, meas-
ures the quality of life of women suffering from urinary 
incontinence. It features 44 statements concerning var-
ious difficulties that an UI person may go through, the 
content of fears accompanying the disease, changes in 
personal and professional life, limitations, compulsion, 
and sense of control. A  low score on the Overall Life 
Quality scale indicates a low quality of life, concentra-
tion on symptoms, a sense of compulsion, control, con-
cessions that the sufferer needs to make, and generally 
lower well-being. A high score on the Overall Life Qual-
ity scale indicates adequate adaptation, well-being, 
satisfaction, and lack of limitations exerted by the dis-
ease. Three main factors are established which explain 
a variance of 51%. Factor I  (Psychological Well-Being) 
features 18 items, where Cronbach α = 0.967. Factor II 
(Physical and Social Well-Being) uses 13 items, where 
Cronbach α = 0.945. Factor III (Independence of Symp-
toms) consists of 5 items, where Cronbach α = 0.829.

In order to assess the overall quality of life, CASP-
19 was used, authored by Higgins, Hyde, Wiggins, and 
Blade (2003). The measure features 19 items, divided 
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into 4 subscales: Control, Autonomy, Self-Realisation, 
and Pleasure.

Results

Stress coping styles and the quality of life with 
a disease

An individual who perceives a disease as a stressful 
event will attempt to make use of different preventive 
measures in order to minimize its impact. The effective-
ness of activated coping styles by the stress UI women 
was evaluated by analysing Pearson’s correlation.

Our correlation analysis revealed that for the UI 
patients, the majority of coping styles were negatively 
correlated with all dimensions of quality of life (Task-
Oriented Coping, Emotion-Oriented Coping, Diversion), 
unlike Social Diversion, which correlates positively but 
statistically insignificantly (Table I).

It was observed that Emotion-Oriented Coping is 
significantly and negatively correlated with all dimen-
sions of Quality of Life in women suffering from UI. For 
Psychological Well-Being, the correlation was r = –0.41, 
p ≤ 0.01; for Physical and Social Well-Being r = –0.32, 
p ≤ 0.01; for Independence from Symptoms r = –0.24, 
p ≤ 0.05; and for Overall Quality of Life the correlation 
was r = –0.37, p ≤ 0.01. This suggests that Emotion-
Oriented Coping co-occurs with lowered Psychological 
Well-Being of UI patients, entailing a decreased quality 
of their life.

Task-Oriented Coping proved statistically signifi-
cant and negatively correlated with Independence from 
Symptoms (r = –0.29, p ≤ 0.05). This means that by 
choosing Task-Oriented Coping, a  woman with UI re-
duces her distance to the disease. While trying to solve 
the problem, she focuses her attention on the symp-
toms, experiencing stress due to the ineffectiveness of 
her attempts as well as the specificity of the symptoms 
(uncontrollable character of the disease).

Avoidance-Oriented Coping turned out to be statis-
tically insignificant for any of the dimensions of quality 
of life. Only a  subtype of Avoidance-Oriented Coping, 
Distraction, correlated significantly, negatively with the 
global score of life quality: r = –0.23 with p ≤ 0.05, but 
the correlation was weak. It appears that women who 
are more likely to employ distraction attain lower scores 
on Overall Quality of Life, a quality which is affected by 
the disease (see Table I).

Stress coping styles and quality of life

Table II presents coefficients of correlation between 
ways of coping stress and dimensions of life quality in 
women tested using CASP-19 scale.

Task-Oriented Coping proved to be significantly 
and negatively correlated with Control (a  component 
of Quality of Life), r = –0.33, with p ≤ 0.01. This cor-
relation suggests that the use of Task-Oriented Coping 
by UI women co-occurs with a sense of weaker control 
over various life events. At the same time, Task-Orient-

Tab. I. �Pearson correlation coefficients between Urinary Incontinence Life Quality Scale and Coping Inventory for Stressful Situ
ations (CISS)

Psychological  
Well-Being

Physical and Social 
Well-Being

Independence from 
Symptoms

Overall Quality  
of Life

Task-Oriented Coping –0.15 –0.06 –0.20* –0.13

Emotion-Oriented Coping –0.41** –0.32** –0.24* –0.37**

Avoidance-Oriented Coping –0.07 –0.09 –0.08 –0.14

Distraction –0.18 –0.17 –0.18 –0.23*

Social Diversion 0.10 0.06 0.09 0.06

*p ≤ 0.05, **p ≤ 0.01

Tab. II. �Pearson’s correlation coefficient (r) between the CASP-19 scale and Coping Inventory for Stressful Situations (CISS) 
measures

Control Autonomy Pleasure Self-Realisation

Task-Oriented Coping –0.33** 0.20* 0.29** 0.24*

Emotion-Oriented Coping 0.23* 0.10 –0.21* –0.24*

Avoidance-Oriented Coping –0.11 0.17 0.03 0.06

Distraction 0.03 0.10 –0.13 –0.07

Social Diversion –0.20* 0.13 0.20* 0.16

*p ≤ 0.05, **p ≤ 0.01
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ed Coping happened to be positively correlated with 
Pleasure (a component of Quality of Life) with r = 0.29  
(p ≤ 0.01), Autonomy (r = 0.20, p ≤ 0.05), and Self-Real-
isation (r = 0.24, p ≤ 0.05). Such scores imply that a fre-
quent use of Task-Oriented Coping is associated with 
positive emotions, pleasure, independence, and a sense 
of achievement. This stress coping style correlates with 
a sense of greater control (Control, r = 0.23, p = 0.05).

Emotion-Oriented Coping positively correlates with 
Control (r = 0.23, p ≤ 0.05) and negatively with Pleasure 
(r = –0.21, p ≤ 0.05), and Self-Realisation (r = –0.24,  
p ≤ 0.05), all correlations being statistically significant.

The association between Avoidance-Oriented Cop-
ing and any of the dimensions of Quality of Life did not 
appear to have statistical significance. Only a subtype 
of this style, i.e. Social Diversion, demonstrated a nega-
tive correlation with Control (r = –0. 20, p ≤ 0.05), but 
the correlation was weak. This suggests that for UI 
patients, more Social Diversion implies a  lower score 
on Control. Seeking social contact correlates positively 
with Pleasure (r = 0.20; p ≤ 0.05), but the association in 
this case was weak.

Stress coping styles in groups of women with 
different levels of quality of life

The next stage in our analysis was to isolate 3 groups 
of women with urinary incontinence with regard to 
their quality of life (25% with the highest quality of 
life, 25% with the lowest, and 50% with average qual-
ity of life, all based on scores on Overall Quality of Life 
indicated by Urinary Incontinence Life Quality Scale).  
The stress coping styles used by individual groups were 
compared using analysis of variance ANOVA. Table III 
presents mean values obtained from the CISS question-
naire in the three ranges of patients.

Our comparison made between such groups dem-
onstrated that on the whole, the low-range group 
achieved higher mean scores for all coping styles than 
the women from the other groups, with a statistically 
significant difference (p = 0.01) visible on the Emo-
tion-Oriented Coping scale. Here, the highest statisti-

cal mean was achieved by the women with the lowest 
quality of life (low range, M = 49). Significant differ-
ences also became apparent between the low-range 
and mid-range groups (the latter at 42.9), as well as 
between low-range and high-range groups (the latter 
at 38.7).

On Avoidance-Oriented Coping – Distraction (p ≤ 
0.05), the highest mean was achieved by the women 
with low quality of life (M = 18.88), while a statistically 
significant difference became visible between the mid-
range group (M = 18.79, p ≤ 0.05) and the high-range 
group (M = 15.85, p ≤ 0.05).

Discussion

Incontinent women will take measures to solve their 
problem by cognitively transforming their situation. Un-
der difficult circumstances, they accept the challenge 
though continuing concentration on the problem in 
their situation turns out to be a depressing factor and is 
associated with a lower quality of their life. The regular-
ity was observed that women whose life has low quality 
due to the disease display higher mean scores on all 
scales of stress coping (Task-Oriented, Avoidance-Ori-
ented, and Emotion-Oriented Coping). This observation 
might be explained in the following way. Women whose 
life seems to have a higher quality are better adapted 
to the disease and reconciled with its symptoms. They 
do not perceive them as threatening, therefore they 
do not need to make extra effort to combat stress.  
Another explanation might me the fact that women 
who use various stress coping styles experience frus-
tration since their efforts focus their attention on the 
disease symptoms only the nature of which is barely 
controllable (urine leaking). 

Women who are familiar with the diagnosis un-
dertake a number of countermeasures to minimise or 
eliminate the problems associated with UI. They search 
for the origin of the disease, they comply with their doc-
tor’s recommendations, and they feel the need to gain 
control of events. The main aim of their actions is to 
get rid of limitations that UI imposes on their life. How-

Tab. III. �Mean values obtained on Coping Inventory for Stressful Situations (CISS) for women of various levels of quality of life

CISS Low quality of life 
(low range)

Group 1

Average quality of 
life (mid-range)

Group 2

High quality of life 
(high range)

Group 3

ANOVA Statistically 
significant 
differences 
between 
groups

M SD M SD M SD F p

Task-Oriented Coping 55.65 10.45 54.24 8.99 49.45 9.17 2.58 0.081 –

Emotion-Oriented Coping 49.00 7.51 42.90 9.98 38.70 12.18 4.82 0.010 1-2, 1-3

Avoidance-Oriented Coping 41.82 7.81 41.16 7.72 38.20 8.04 1.32 0.270 –

Avoidance: Distraction 18.88 4.26 18.79 4.92 15.85 4.16 3.24 0.043 2-3

Avoidance: Social Diversion 14.88 4.30 14.78 3.31 14.65 4.55 0.02 0.982 –
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ever, excessive concentration on themselves due to the 
above factors contributes to a sense of lower quality of 
their life. Authors who deal with the influence of a cop-
ing style on the quality of life with oncological disease 
claim that using a task-oriented coping style, and hence 
an excessive concentration on the problem, contributes 
to the increased quality of the sufferer’s life [22].

In the case of women with urinary incontinence who 
employ an emotion-oriented coping style and avoid-
ance-oriented style based on seeking social diversion 
enjoy life of average or lower quality. Bidzan et al. [8] 
observed that the emotion-oriented and avoidance-ori-
ented styles involve a high level of neuroticism. A stron-
ger preference for social contact (social diversion) as 
a  way of dealing with stress correlates with a  higher 
quality of life in Szymona-Pałkowska et al.’s study [23], 
though this trend was not equally pronounced in the 
presented research. In the opinion of Terelak et al. 
[22] and Moreau et al. [24], oncological patients also 
used all of the above styles, particularly those involving 
avoidance and orientation on emotions. All of this sug-
gests that in difficult moments sufferers are more ready 
to seek distraction in order to forget about the prob-
lem, even for a short while. Terelak et al. [22] stresses 
that avoidance- and emotion-based styles of coping are 
more effective than resignation and passive means of 
fighting stress. Yet these styles do not guarantee in-
creased quality of life. Similar findings are reported by 
Rzeszutko and Rolińska [25] who studied stress coping 
styles in a group of multiple sclerosis patients. The study 
demonstrated that people with disease are less likely 
to employ strategies focused on solving their problem. 
The more severe the disability, the greater the concen-
tration on one’s internal emotional states. According 
to Mohr et al. [26], a greater disability resulting from 
a  disease is accompanied by higher depressiveness 
and the use of less adaptive ways of combating stress, 
i.e. styles concentrated on emotions and avoidance.  
McCabe et al. [27] present a similar view. They demon-
strate that ill people are less likely to use solution-seek-
ing and support-seeking styles than healthy individuals. 
They manifest wishful thinking and worse adaptation 
to their disease. Beatty et al. [28] and Jean et al. [29] 
point to the fact that during the period of an elevated 
stress level people are more eager to use a strategy fo-
cused on emotions whose aim is to modify the mean-
ing and reinterpretation of a given situation. Palak [30] 
and Lode et al. [31] believe that people with an elevated 
level of depression and anxiety display a higher level of 
neurosis and introversion, and they are less conciliato-
ry and conscientious. Palak [30] claims that a person’s 
stress coping style is largely affected by his or her self-
image. Due to a  developing disease, the sufferer can 
show a  tendency towards reserve, distrust, feeling of 
inferiority, grumpiness, concentration on themselves, 
emotional instability – all these affecting the choice of 

a stress coping style. Montel and Bungener [32] stress 
that better adjustment to disease implies its lower se-
verity, greater concentration on task-oriented styles but 
lower concentration on avoidance and emotion-orient-
ed styles [33]. These authors also believe that styles 
oriented towards avoidance and emotions are useful in 
a situation when the source of stress is not clear and 
the sufferer finds it hard to plan the efficient action.

Conclusions

Task-oriented coping is associated with a little dis-
tance to the disease (an aspect of quality of life) and 
low sense of internal control, but it gives a  feeling of 
internal autonomy and self-realisation.

Emotion-oriented coping is associated with low 
psychological, physical and social well-being, as well as 
little distance to the disease (indicators of quality of life 
with disease), lower pleasure, lower self-realisation, but 
on the whole gives a sense of internal control.

Avoidance-oriented coping does not correlate sig-
nificantly with any of the dimensions of either quality 
of life with disease and overall quality of life. Seeking 
social diversion (a  form of avoidance) correlates with 
a low sense of control but greater pleasure.

The most used stress coping style used by the UI 
women was task-oriented coping, and this style yielded 
similar levels in the three studied groups, irrespective of 
perceived quality of life.

Emotion-oriented coping had the greatest differen-
tiating force in the three groups.

An intensive use of various stress coping styles 
takes its toll on the quality of life with disease, but can 
yield a higher quality of life in other spheres of life, i.e. 
self-realisation, pleasure, or autonomy. Urinary inconti-
nence involves uncontrollable urine loss, and this situ-
ation forces women either to reconcile with the symp-
toms and learn to live with them or concentrate on 
them, whereby their emotional state will be affected, 
leading to a lowered quality of their life.
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