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ABSTRACT

Aims: There is little information on how often or within what contexts in-
dividuals with OAB use compensatory behaviors (“coping”) to manage
symptoms. We sought to examine how frequently women with OAB report
using coping behaviors and whether these are associated with psychosocial
factors.

Methods: One hundred twenty adult women with OAB completed the OAB
questionnaire (OAB-q), ICIQ-FLUTS questionnaire, PROMIS Anxiety and
Depression, Perceived Stress Scale, patient perception of bladder condition,
and demographic and clinical data. Responses from five items from the OAB-q
Quality-of-Life scale asking about coping with OAB symptoms (i.e., “com-
pensatory coping behaviors”) were summed to generate a total Coping Score.
Linear regression was used to identify associations between individual coping
behaviors, total Coping Scores, and exposure variables.

Results: Most (88%) subjects reported using at least one compensatory coping
behavior at least “a little of the time,” with “locating the nearest restroom in a
new place” the most frequent. Higher BMI, lower education, using OAB
medication, and urgency incontinence as well as urinary symptom severity
were all associated with higher coping scores. Beyond the influence of OAB
severity, higher anxiety (8=0.15, 95% CI [0.05-0.26], p=0.004) and stress
(B =0.16 [0.03-0.25], p = 0.02) were significantly associated with higher total
coping scores, although depression was not.

Conclusions: Compensatory bladder behaviors (coping) were common in
women with OAB and were associated with greater urinary symptom severity
and higher anxiety and stress. Further study is needed to understand how
coping behaviors and psychosocial factors relate, as these may represent

important opportunities for interventions.
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1 | INTRODUCTION

Nonneurogenic or idiopathic overactive bladder (OAB,
i.e., urinary urgency, with or without urgency incon-
tinence, frequency, or nocturia) affects one in seven US
men and women and can have profound impacts on the
quality of lives of affected individuals." As examples,
individuals with OAB can reduce physical activity, gain
weight, decrease sexual activity, and limit social en-
gagement in response to bladder symptoms.” Not sur-
prisingly, the condition is associated with increased rates
of stress, anxiety, and depression.” Adaptation to chronic
illness symptoms may be affected by psychological fac-
tors, such as how individuals appraise and respond to
symptoms.” To help cope with symptoms and mitigate
the impact of OAB on their lives, individuals often adopt
compensatory behaviors and lifestyle strategies to try to
manage their condition.”* A few studies have sought to
identify these different coping strategies in OAB, which
include, among others: using containment products
(pads or diapers); strategizing (i.e., altering activities or
plans to accommodate restroom needs, mapping re-
stroom locations, etc.); restricting oral intake/fluids, and;
toileting behaviors (e.g., “defensive” or convenience
voiding without urge to prevent urgency episodes).”" " It
is unclear whether these strategies are effective, and
some behaviors may inadvertently worsen symptoms and
reduce the quality of life.

Within the framework of stress coping theory,”
compensatory coping behaviors can be problem-focused
and aimed at managing the situational aspects of symp-
toms (e.g., restricting fluid to decrease voids or urgency
episodes), or emotion-focused and seek to regulate the
emotional consequences of the stressor (e.g., avoiding
places where locations of restrooms are unknown to
proactively avoid anxiety). When proactive, problem-
focused coping is used, compensatory strategies can
modify the situation and at times lessen the emotional
toll accompanying symptoms.”'’ Greater reliance on
emotion-focused coping strategies and avoidant or pas-
sive illness coping behavior result in a poorer adjustment
to illness, however.”'" As anxiety and anxiety avoidance
often drive compensatory behaviors (i.e., use of com-
pensatory behaviors is operantly reinforced by the re-
sulting reductions in anxiety),'” individuals with higher
generalized anxiety hypothetically are more likely to re-
port more frequent compensatory OAB behaviors.
However, there is little information on how often or
within what contexts OAB coping behaviors are used,
their relationship to emotional states, or how effective
they are in helping individuals manage their OAB.

Because of the lack of information on coping beha-
viors in OAB, we sought to examine how frequently

women with OAB report using compensatory
behaviors and whether these are associated with psy-
chological factors, specifically anxiety, depression, and
perceived stress, using previously collected data from a
well-characterized sample of women with OAB. We
hypothesized that women with greater symptoms of
anxiety, depression, and perceived stress would also
describe more frequent use of OAB coping behaviors.

2 | MATERIALS AND METHODS

21 | Sample

This is a secondary analysis of data from a cross-sectional
study of 120 adult women with OAB recruited between
2014 and 2019 to undergo clinical phenotyping and me-
chanistic studies.'” Participants were included if OAB
was diagnosed according to AUA Guidelines,'* but con-
firmed with a score of >4 on the OAB-V3 awareness
tool.'” Women were excluded if they had diagnoses of
neurologic conditions that might contribute to their ur-
inary symptoms (e.g., spinal cord injury, multiple
sclerosis, stroke, autonomic dysfunction); had a history
of bladder cancer, pelvic irradiation, or bowel diversions;
or were unable or unwilling to complete all study pro-
tocols. We also excluded women confirmed or suspected
of having interstitial cystitis/bladder pain syndrome.

2.2 | Measures

Participants completed validated, condition-specific
questionnaires. OAB symptom bother and impact on
quality of life were assessed with the OAB questionnaire
short form (OABq),'® which includes six items assessing
symptom bother (OABQg-SS) and 13 items assessing the
OAB quality of life (OABg-QOL). Raw scores were
transformed to a 100-point scale, with higher scores re-
presenting higher symptom bother on the symptom scale
and lower scores on the QOL scale representing greater
negative impact on QOL.

Compensatory bladder behaviors (i.e., coping), the
primary focus of the study, were captured by five items
from the OABq-QOL scale.'® Each behavior was recorded
using a six-point scale (“1, none of the time” to “6, all of
the time”) in response to the stem “In the past 7 days, how
often have your bladder symptoms...,” with responses in-
cluding: “caused you to plan escape routes to restrooms in
public places”; “made you avoid activities away from re-
strooms”; “caused you to decrease your physical activ-
ities”; “made you uncomfortable while traveling with
others because of needing to stop for a restroom”; and
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“caused you to locate the closest restroom as soon as you
arrive at a place you have never been.” Responses to these
five items were summed to generate a total Coping Score
(ranging from 5 to 30) for use in primary analyses
(Chronbach's a =0.81), with higher scores representing
more frequent interference with daily activities and thus
poorer quality of life.

Lower urinary tract symptom severity was assessed with
the International Consultation on Incontinence Ques-
tionnaire — Female LUTS questionnaire (ICIQ-FLUTS),
which assesses 12 symptoms of filling, voiding, and urinary
incontinence with five-point scales.'” Subscales of the ICIQ-
FLUTS include urinary incontinence severity (ICIQ-UI) and
OAB severity (ICIQ-OAB). Urgency urinary incontinence
(ICIQ item #8) was dichotomized to less than “sometimes”
and “sometimes” or more often. Participants also completed
the Patient Perception of Bladder Condition (PPBC), which
assesses the perceived severity of OAB symptoms across a
six-point scale (none to very severe).'®

To assess psychological symptoms, subjects com-
pleted the eight-item PROMIS anxiety and depression
scales.'” The PROMIS instruments are scored using item-
level calibrations through the PROMIS Assessment
Center Scoring Service. The final score is represented by
a T-score, a standardized score with a mean of 50, and a
10-point standard deviation calibrated to the general US
population. A higher score represents more symptoms.
To measure perceived stress, subjects completed Cohen's
Perceived Stress Scale (PSS),” a validated 10-item scale
that measures perceptions of stress, according to how
frequently in the past month (0, Never to 4, Very Often)
the respondent experienced stress-related symptoms. It is
scored by summing the individual numeric responses,
and ranges from 0 to 40.

In addition to these measures described above, in-
formation was collected on age, race/ethnicity, self-
reported height and weight (for calculated Body Mass
Index, BMI), level of highest education, current re-
lationship status, and whether they currently use OAB
medications.

2.3 | Statistical analysis

We hypothesized that greater emotional distress and
perceived stress would be associated with greater use of
compensatory bladder behaviors. For these primary
analyses, our independent variables were anxiety and
depression PROMIS scores and the PSS and our depen-
dent variable was the Coping Score derived from the
OABQg-QOL, as described above. In secondary analyses,
we also examined demographic and clinical data and

LUTS variables as independent variables predicting the
use of compensatory coping behaviors.

Descriptive analyses used ¢ test or y* square ana-
lyses, as appropriate. Linear regression modeling was
used to identify associations between coping mea-
sures and exposure variables. We constructed in-
dividual multivariable linear regression models for
anxiety, depression, and stress and included clinical
data that we selected a priori to adjust for con-
founders (age, BMI, relationship status, OAB medi-
cation, and OAB severity). Race/ethnicity was not
controlled for in analyses because of the lack of di-
versity in the sample. All analyses were performed
using Stata 16 (StataCorp).

3 | RESULTS

One hundred and twenty women met inclusion criteria
and comprised the study sample. Table 1 displays de-
mographic and clinical data for the subjects. The median
age for the sample was 53 years, 80% were non-Hispanic
white women, and 24% were taking OAB medications.
Most (88%) subjects reported using at least one com-
pensatory coping behavior at least “a little of the time.”
Figure 1 shows the proportions of women reporting use
of each coping behavior. The most frequently reported
behavior was “Locating the nearest restroom in a new
place,” which 72% of women endorsed, while “Decrease
in physical activities” was the least frequent behavior,
reported by 48% of subjects.

Figure 2 displays the positive associations between
Coping Score and levels of perceived severity of OAB
(none to very severe), as recorded by the PPBC. When we
examined univariate associations between coping scores
and our selected demographic and clinical data, we
found that higher BMI, lower education, taking an OAB
medication, and urgency incontinence were associated
with higher coping scores (see Table 2). Urinary symp-
tom scales (i.e., OAB severity [ICIQ-OAB], bother
[OABg-SS], and incontinence severity [ICIQ-UI] were
also all positively associated as well.

Results from the multivariable regression models
revealed that greater anxiety (f=0.15, 95% CI
[0.05-0.26], p =0.004) and perceived stress (§ =0.16
[0.03-0.25], p=10.02) were significantly associated
with higher total compensatory coping scores with
small to medium effect sizes, adjusting for age, BMI,
relationship status, OAB medication, and OAB se-
verity. Associations between depression and coping
scores were only a nonsignificant trend (f=0.12
[—0.01 to 0.25], p = 0.06).
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TABLE 1 Study sample characteristics for 120 women
with OAB

Median [25th,
75th percentile]
Measure or n (%)
Age, years 53 [40, 63]
Race
Non-Hispanic white 96 (80%)
Non-Hispanic black 20 (17%)
Asian 2 (2%)
Hispanic 2 (2%)
BMI, kg/m? 30 [24, 35]
Education
Less than college graduate 51 (43%)
College, graduate, or professional 69 (57%)
Relationship status
Single 26 (22%)
Married 67 (56%)
Divorced/separated/widowed 27 (22%)
Currently using OAB Meds 29 (24%)
OAB symptom bother (OABg-SS, 48 [33, 63]
range 0-100)
OAB quality of life (OABgq-QOL, 69 [50, 83]
range 100-0)
OAB severity (ICIQ-OAB, range 0-16) 7[5, 9]

Incontinence Severity (ICIQ-UI range 0-21) 7 [5, 12]

Urgency Incontinence 84 (70%)

Patient perception of bladder condition 4 [3, 5]
(PPBC, range 1-6)

PROMIS Anxiety (T Score) 51 [45, 57]

PROMIS Depression (T Score) 46 [38, 50]

Perceived Stress scale (range 0-40) 13 [8, 18]

OAB Coping score (range 5-35) 12 [7, 19]

4 | DISCUSSION

In this study, we identified several compensatory beha-
viors that women with OAB reported using to cope with
OAB and found that most subjects (88%) reported using
at least one of these behaviors. In these women, the use
of compensatory coping behaviors, reflecting greater in-
terference of OAB on daily activities and thus “poorer”
coping overall, was associated with increased OAB
symptom severity and bother as well as with the presence
of urgency incontinence. As hypothesized, we also found

significant, small- to medium-sized associations between
greater compensatory behaviors and higher self-reported
levels of anxiety and psychological stress, even after ad-
justing for differences in OAB symptom severity. Similar
findings for depression just failed to reach the criterion
for statistical significance. Thus, these findings suggest
that women with OAB and greater psychological distress
report greater use of compensatory coping behaviors and
that this relationship persists independent of the influ-
ence of OAB symptom severity. While these findings
support our initial hypothesis, the directionality or
causality of this relationship still remains unknown.

A few studies have specifically sought to examine
coping in OAB, although much of the prior research is
comprised of qualitative analyses identifying behaviors
and strategies from focus groups, as reviewed by Norton
et al.” The items assessing compensatory behaviors used
in the current analysis are part of the OABq-QOL scale
that was developed by Coyne et al.'® from results of focus
group with individuals with OAB and intended to be
used as a clinical outcome measure of the impact of OAB
on health-related QOL. However, no information was
provided in prior work on how frequently each behavior
was used. Other focus group-based qualitative studies
have identified similar themes and behaviors that in-
dividuals with OAB use to cope with their condition.*’
Hartigan et al.” more recently analyzed responses to
open-ended questions about public restroom use from a
large electronic survey study of 7000 women with and
without OAB and identified several themes related to
compensatory behaviors, including strategies for map-
ping and planning access to restrooms, resisting and
delaying voiding, and restricting fluid. From the same
study sample, Daly et al.” reported that up to 50% of
women with OAB will at some time use defensive or
convenience voiding (i.e., just in case), map locations of
restrooms, and avoid places where a restroom is not
nearby. However, overall little is known about how
commonly coping behaviors are used and how they
might impact individuals' conditions.

The coping behaviors analyzed in the current study
included seeking escape routes and immediate bath-
room access in new environments, discomfort traveling
with others, and avoidance of activities and places
where bathroom access was unknown. These coping
behaviors, representing strategies both to prevent OAB
symptoms from occurring and to reduce anticipatory
anxiety about feared situations, were significantly re-
lated to elevated emotional distress (i.e., anxiety and
stress), irrespective of symptom severity. In OAB, con-
ceptually (see Figure 3) it would follow that contextual
cues or triggers related to OAB symptoms evoke anxiety.
Then, in response, patients engage in compensatory
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coping behaviors, and after engaging in these, are likely
to experience decreased anxiety about the feared situa-
tion. This reduced anxiety reinforces the coping beha-
vior that was used (via operant learning processes),”
making it more likely to occur again in the future. This
anxiety-driven avoidance learning of compensatory
coping behaviors, once developed, can become a self-
sustaining process regardless of whether the coping
behavior is in fact adaptive or maladaptive in terms of
actually managing OAB symptoms. Of clinical im-
portance, our anxiety-focused conceptual model can
explain the persistence of maladaptive coping behaviors
and associated reductions in quality of life even in the
context of objective reductions in medical OAB symptoms.
In sum, our findings suggest that individuals, particu-
larly with high levels of anxiety, are at risk of developing
maladaptive compensatory coping strategies that could
contribute to reduced quality of life.

Patient Perception of Bladder Condition (PPBC)

Anxiety-related avoidance learning processes as de-
scribed above represent an important potential avenue of
intervention for enhancing the quality of life of OAB
patients. We further note that the “behavioral therapy”
which is recommended as a first-line OAB intervention'”
typically refers to either pelvic floor muscle therapy with
urge suppression techniques, including biofeedback or
electrical stimulation, or bladder training regimens, such
as incremental or delayed voiding schedules and dis-
traction techniques. Such therapy also typically focuses
on lifestyle modifications, including dietary changes and
fluid management, voiding techniques and habits, and
weight loss. This form of behavioral therapy commonly
used in OAB patients does not necessarily address psy-
chological factors such as anxiety that are associated with
OAB and which may drive the compensatory behaviors
that contribute to reduced quality of life. In contrast, for
other conditions such as irritable bowel syndrome,
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B coefficient 95% confidence interval p

Age, years 0.1 -0.0
BMI, kg/m* 0.3 0.1
Non-Hispanic white versus Non- 0.4 =31
white
Less than college versus college or  —5.0 =7l
higher
Relationship status
Singe ref
Married 1.2 —2.4
Divorced/separated/widowed 1.2 -3.0
Currently taking OAB medication 34 0.2
OAB severity (ICIQ-OAB) 2.1 1.7
OAB quality of life (OABq-QOL) —0.3 —0.3
Incontinence severity (ICIQ-UI) 1.0 0.7
Urgency incontinence (sometimes 6.6 3.8
or greater)
PROMIS Anxiety 0.1 -0.0
PROMIS Depression 0.2 0.1
Perceived Stress scale 0.2 —0.0

TABLE 2 Univariate associations
between OAB Coping behavior total

0.2 0.2 scores” and participant characteristics
0.5 0.001
39 0.8
=23 <0.001
4.7 0.5
5.4 0.6
6.6 0.038
24 <0.001
—-0.3 <0.001
1.2 <0.001
9.4 <0.001
0.3 0.1
0.4 0.013
0.4 0.1

dGreater Coping scores reflect more frequent interference with daily activities and worse QOL.

[ oas |

Problem- T
focused I
Compensatory
Behaviors

Emotion-
focused

Stress
Anxiety

FIGURE 3 Conceptual model. OAB symptoms and emotional
states (i.e., stress and anxiety) interact in a feed-forward, cyclical
relationship (gray arrows). Compensatory behaviors can modulate
this relationship (black arrows) by decreasing OAB symptoms
(i.e., problem-focused coping behaviors) or by alleviating emotional
responses (i.e., emotion-focused coping behaviors). Reduced
emotional distress then reinforces the compensatory behaviors,
making them more likely to occur again in the future.

OAB, overactive bladder

anxiety-related behaviors are often primary targets for
active and impactful interventions, typically employing
cognitive behavioral therapy.” The dearth of studies
employing cognitive behavioral therapy in the published
OAB literature suggests that it is rarely used as part of
OAB management.

The present findings also point to potential avenues of
future research. For example, in OAB patients certain con-
textual cues, such as opening the front door (“latchkey”
urgency), cold weather, or running water, are believed to be
associated with higher perceptions of urgency and severity of
urgency incontinence.”” Currently, it remains unknown
whether anxiety increases in response to these cues and
whether coping strategies employed in response reduce this
anxiety—prospective studies examining these temporal se-
quencing and causation issues have not be performed.
Anxiety, depression, and stress have all been associated with
OAB, although usually in cross-sectional studies and a few
long-term observational cohort studies.””*”* There is little
prospective research at a more granular level examining how
bladder symptoms, psychological state, and compensatory
coping behaviors may reinforce one another in the daily lives
of OAB patients. Ecological momentary assessment ap-
proaches commonly used in the fields of psychology and
chronic pain to evaluate relationships between symptoms
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and emotional experiences in a “real life” setting multiple
times per day for a week or more may be ideal to better
elucidate these hypothesized relationships.

There are several limitations that need to be considered
in relation to these findings. This is a secondary analysis of
cross-sectional data collected from women recruited with
OAB to undergo phenotyping and clinical testing and not
specifically to evaluate compensatory behaviors. Findings
from the current selected sample may not be generalizable to
the OAB population as a whole. The relatively modest
sample size also limited the analyses and subgroup in-
vestigations that we were able to perform. While subjects did
complete a valid, patient-reported outcome measure that
included items relevant to assessing compensatory coping
behavior (OABg-QOL), our coping scale measure derived
from these validated questionnaire items has not itself been
independently validated. Given our reliance on coping items
included in an existing measure, we also did not assess for
some other behaviors that are known to be used for coping,
such as fluid restriction or containment products (i.e., pads).
Additional work is needed to develop and validate methods
and instruments that are able to capture these constructs,
and prospective studies are needed to examine how fre-
quently and in what contexts women with OAB employ
these compensatory behaviors.

5 | CONCLUSIONS

Compensatory bladder coping behaviors were common in
this sample of women with OAB. Higher coping scores (i.e.,
greater interference of OAB on daily activities) were posi-
tively associated with greater urinary symptom severity, as
well as with higher psychosocial burden (anxiety and stress)
independent of urinary symptom severity. Further pro-
spective research is needed to better understand how com-
pensatory coping behaviors and psychosocial factors relate,
as these may represent important opportunities for effective
psychosocial interventions in OAB patients.

ACKNOWLEDGMENTS

This study was supported by the SUFU Research Foun-
dation and National Institutes of Health (K23DK103910,
K23DK118118, and UL1 TR002243).

CONFLICT OF INTERESTS
The authors declare that there are no conflict of interests.

AUTHOR CONTRIBUTIONS

Substantial contributions to conception and design: William
Stuart Reynolds, Lindsey C. McKernan, and Stephen
Bruehl. Drafting and revising the article critically for im-
portant intellectual content and final approval of the

LJ ro urology_Wl LEY

version to be published: William Stuart Reynolds, Lindsey
C. McKernan, Stephen Bruehl, Melissa R. Kaufman, and
Roger R. Dmochowski.

DATA AVAILABILITY STATEMENT

The data that support the findings of this study are
available from the corresponding author upon reasonable
request.

ORCID

William Stuart Reynolds
3444-1421

Roger R. Dmochowski
9838-9178

http://orcid.org/0000-0003-

http://orcid.org/0000-0002-

REFERENCES

1. Reynolds WS, Fowke J, Dmochowski RR. The burden of
overactive bladder on US Public health. Curr Bladder Dysfunct
Rep. 2016;11(1):8-13.

2. Norton JM, Dodson JL, Newman DK, et al. Nonbiologic
factors that impact management in women with urinary in-
continence: review of the literature and findings from a Na-
tional Institute of Diabetes and Digestive and Kidney Diseases
workshop. Int Urogynecol J. 2017;28(9):1295-1307.

3. Kinsey D, Pretorius S, Glover L, Alexander T. The psycholo-
gical impact of overactive bladder: a systematic review.
J Health Psychol. 2016;21(1):69-81.

4. Anger JT, Nissim HA, Le TX, et al. Women's experience with
severe overactive bladder symptoms and treatment: insight re-
vealed from patient focus groups. Neurourol Urodyn. 2011;30(7):
1295-1299.

5. Daily AM, Kowalik CG, Delpe SD, Kaufman MR,
Dmochowski RR, Reynolds WS. Women with overactive
bladder exhibit more unhealthy toileting behaviors: a cross-
sectional study. Urology. 2019;134:97-102.

6. Hartigan SM, Bonnet K, Chisholm L, et al. Why do women not
use the bathroom? Women's attitudes and beliefs on using public
restrooms. Int J Environ Res Public Health. 2020;17(6):2053.

7. Nicolson P, Kopp Z, Chapple CR, Kelleher C. It's just the worry
about not being able to control it! A qualitative study of living with
overactive bladder. Br J Health Psychol. 2008;13(Pt 2):343-359.

8. Lazarus RS, Folkman S. Stress, Appraisal, and Coping.
Springer; 1984.

9. Bombardier CH, D'Amico C, Jordan JS. The relationship of
appraisal and coping to chronic illness adjustment. Behav Res
Ther. 1990;28(4):297-304.

10. Karademas EC, Tsalikou C, Tallarou MC. The impact of
emotion regulation and illness-focused coping strategies on
the relation of illness-related negative emotions to subjective
health. J Health Psychol. 2011;16(3):510-519.

11. Eisenberg SA, Shen BJ, Schwarz ER, Mallon S. Avoidant
coping moderates the association between anxiety and patient-
rated physical functioning in heart failure patients. J Behav
Med. 2012;35(3):253-261.

12. Hofmann SG, Hay AC. Rethinking avoidance: toward a
balanced approach to avoidance in treating anxiety disorders.
J Anxiety Disord. 2018;55:14-21.

85UB0 11 SUOLLLIOD 9A1IER10 3 et jdde o Aq pouiencb a2 Sl YO ‘98N J0 S9INJ 1oy AXeiq I SUIUO AB]IA UO (SUO 1 IPUCO-PUE-SLLBI 0" A8 1 AJeqjBu juo//Sdy) SUOBIPUOD P SWwi | au) 9 *[£202/E0/ET ] Uo AreiiT 8UIIUO A8]1M ‘SSOIAISS YYESH LM Ad 88/ TU/Z00T OT/10p/LIC0" 5| W ATJGIpUIIU//STNY WOIJ POpEOIUMOQ ‘T ‘2202 ‘£290Z5T


http://orcid.org/0000-0003-3444-1421
http://orcid.org/0000-0003-3444-1421
http://orcid.org/0000-0002-9838-9178
http://orcid.org/0000-0002-9838-9178

&I_WI L EY_U i urology

13.

14.

15.

16.

17.

18.

19.

REYNOLDS ET AL.

Reynolds WS, Kowalik C, Cohn J, et al. Women undergoing
third line overactive bladder treatment demonstrate elevated
thermal temporal summation. J Urol. 2018;200(4):856-861.
Gormley EA, Lightner DJ, Burgio KL, et al. Diagnosis and
treatment of overactive bladder (non-neurogenic) in
adults: AUA/SUFU guideline. J Urol. 2012;188(Suppl 6):
2455-2463.

Coyne KS, Margolis MK, Bavendam T, Roberts R, Elinoff V.
Validation of a 3-item OAB awareness tool. Int J Clin Pract.
2011;65(2):219-224.

Coyne KS, Thompson CL, Lai JS, Sexton CC. An overactive
bladder symptom and health-related quality of life short-form:
validation of the OAB-q SF. Neurourol Urodyn. 2015;34(3):
255-263.

Brookes ST, Donovan JL, Wright M, Jackson S, Abrams P. A
scored form of the Bristol Female Lower Urinary Tract
Symptoms questionnaire: data from a randomized controlled
trial of surgery for women with stress incontinence. Am
J Obstet Gynecol. 2004;191(1):73-82.

Coyne KS, Matza LS, Kopp Z, Abrams P. The validation of the
patient perception of bladder condition (PPBC): a single-item
global measure for patients with overactive bladder. Eur Urol.
2006;49(6):1079-1086.

Pilkonis PA, Choi SW, Reise SP, Stover AM, Riley WT, Cella D.
Item banks for measuring emotional distress from the Patient-
Reported Outcomes Measurement Information System (PRO-
MIS®): depression, anxiety, and anger. Assessment. 2011;18(3):
263-283.

20.

21.

22.

23.

24.

Cohen S, Kamarck T, Mermelstein R. A global measure of
perceived stress. J Health Soc Behav. 1983;24(4):385-396.
Windgassen S, Moss-Morris R, Chilcot J, Sibelli A,
Goldsmith K, Chalder T. The journey between brain and gut: a
systematic review of psychological mechanisms of treatment
effect in irritable bowel syndrome. Br J Health Psychol. 2017,
22(4):701-736.

O'Connell KA, Singer J, Rajan S. Stimulus-associated urinary
urges in overactive bladder syndrome. Neurourol Urodyn.
2018;37(1):284-290.

Lai HH, Shen B, Rawal A, Vetter J. The relationship between
depression and overactive bladder/urinary
symptoms in the clinical OAB population. BMC Urol. 2016;
16(1):60.

Siddiqui NY, Wiseman JB, Cella D, et al. Mental health, sleep
and physical function in treatment seeking women with
urinary incontinence. J Urol. 2018;200(4):848-855.

incontinence

How to cite this article: Reynolds WS, Kaufman
MR, Bruehl S, Dmochowski RR, McKernan LC.
Compensatory bladder behaviors (“coping”) in

women with overactive bladder. Neurourology and

Urodynamics. 2022;41:195-202.
https://doi.org/10.1002/nau.24788

85UB0 11 SUOLLLIOD 9A1IER10 3 et jdde o Aq pouiencb a2 Sl YO ‘98N J0 S9INJ 1oy AXeiq I SUIUO AB]IA UO (SUO 1 IPUCO-PUE-SLLBI 0" A8 1 AJeqjBu juo//Sdy) SUOBIPUOD P SWwi | au) 9 *[£202/E0/ET ] Uo AreiiT 8UIIUO A8]1M ‘SSOIAISS YYESH LM Ad 88/ TU/Z00T OT/10p/LIC0" 5| W ATJGIpUIIU//STNY WOIJ POpEOIUMOQ ‘T ‘2202 ‘£290Z5T


https://doi.org/10.1002/nau.24788



