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 ■  ABSTRACT  
   OBJECTIVE:     Lower urinary tract symptoms (LUTS) in per-
sons with Parkinson’s disease (PD) have received little 
research attention. To address this gap in our knowl-
edge, we examined the LUTS experience in men with PD, 
guided by The Theory of Unpleasant Symptoms. 
   METHODS:   A qualitative design was used to explore the 
LUTS experience in this population. Participants were 
recruited from a Veterans’ Affairs PD Center. Maximum 
variation sampling was used to select diverse participants 
for audiotaped open-ended interviews. Additional data 
sources included fi eld notes collected during interviews 
and observation of a PD support group. The template or-
ganizing analytic approach was used to code transcribed 
interviews and fi eld notes. 
   RESULTS:   Cognitive, affective, and behavioral dimensions 
of the LUTS experience were identifi ed. Participants at-
tributed LUTS to aging, medications, and effects of mo-
tor symptoms on their ability to respond to the urge to 
void. There was little awareness of the neurologic contri-
butions of PD to LUTS, and most viewed LUTS as “some-
thing that you have to put up with.” Negative effects 
of LUTS on self-identity were noted, which jeopardized 
relationships, intimacy, participation in social activities, 
and travel. Affective responses to LUTS, particularly em-
barrassment, had a profound impact on quality of life. 
Behavioral strategies to manage LUTS focused on “being 
prepared to go when you need to go” and consisted 
mostly of trial-and-error efforts. 
   CONCLUSION:   Misconceptions about LUTS among men 
with PD may result in underreporting, missed opportuni-
ties for professional assistance, and diminished health-
related quality of life. Future research should focus on 
developing and testing nursing interventions to address 
cognitive, affective, and behavioral aspects of the LUTS 
experience in men with PD.   
  KEY WORDS:   lower urinary tract symptoms  ,   military 
veterans  ,   Parkinson’s disease  ,   symptom experience  , 
  urinary incontinence    

    ■  Introduction 
 Extensive research has focused on motor symptoms of 
Parkinson’s disease (PD), but lower urinary tract symp-
toms (LUTS) have received less attention. Lower urinary 
tract symptoms occur frequently in persons with PD, with 
prevalence rates up to 71%. 1  They are defi ned as “symp-
toms that result from conditions and diseases affecting the 
bladder and urethra.” 2  (p3)  Common LUTS in men with PD 
include incontinence, urgency, frequency, nocturia, post-
micturition dribble, hesitancy, weak stream, and the sen-
sation of incomplete bladder emptying. 1  

 Researchers have examined the prevalence, patho-
physiology, etiologies, impact, and treatment of LUTS. 1  ,  3–11  
Almost all have employed quantitative methods of data 
collection and analysis. A recent search of CINAHL, Ovid 
MEDLINE, and Scopus databases using the search terms 
LUTS, urinary incontinence (UI), male, PD, and qualita-
tive research (individually and in combination) revealed 
no qualitative studies of LUTS in men with PD. One qual-
itative study of women with PD 12  was found that explored 
changing perceptions of “womanhood” when living with 
PD, including responses to LUTS. Data were collected via 

 !  Helene J. Moriarty, PhD, RN, FAAN,  Villanova University College 
of Nursing, Villanova, Pennsylvania and Nursing Service, Department 
of Veterans Affairs Medical Center, Philadelphia, Pennsylvania. 
 !  Joanne P. Robinson, PhD, RN, GCNS- BC, FAAN,  Rutgers 
University - Camden, School of Nursing, Camden, NJ. 
 !  Lisette Bunting-Perry, PhD, RN,  University of Delaware School of 
Nursing, Newark, and formerly with the Parkinson’s Disease 
Research, Education & Clinical Center, Department of Veterans 
Affairs Medical Center, Philadelphia, Pennsylvania, at the time of 
study. 
 !  Christine W. Bradway, PhD, RN, FAAN,  University of Pennsylvania 
School of Nursing, Philadelphia. 
The authors declare no confl icts of interest.
  Correspondence:  Helene Moriarty, PhD, RN, FAAN, Villanova 
University College of Nursing, 800 Lancaster Ave, Villanova, PA 
19085 ( Helene.moriarty@villanova.edu ). 

 DOI: 10.1097/WON.0000000000000165  

Copyright © 2016 Wound, Ostomy and Continence Nurses Society™. Unauthorized reproduction of this article is prohibited.

JWOCN-D-14-00146_LR   80JWOCN-D-14-00146_LR   80 23/12/15   1:15 AM23/12/15   1:15 AM



J WOCN ■ Volume 43/Number 1 Moriarty et al 81

individual and group interviews, diaries, and creative writ-
ing from 19 women with PD whose mean age was 44 
years. Two areas associated with continence and toileting 
were highlighted: (1) participants described their inability 
to get to the toilet on time and resultant UI within the 
theme of having a negative “body image” and (2) the “in-
creasing dependence” associated with asking a partner to 
help them get to the bathroom to avoid falls or injury. 12  

 The purpose of this study was to explore the LUTS ex-
perience in men with PD, guided by The Theory of 
Unpleasant Symptoms. 13  ,  14  This theory posits that every 
symptom is a multidimensional experience and that inter-
nal and external factors infl uence the symptom experi-
ence. Furthermore, it purports that the symptom 
experience impacts health-related quality of life. This 
theoretical framework helped us to appreciate the experi-
ential nature of symptoms and led to our interest in de-
scribing men’s understanding and experience of LUTS and 
the impact on their lives.   

  ■  Methods 
 This descriptive qualitative study was approved by the in-
stitutional review boards of participating institutions. 
Informed consent was obtained from all participants. 

 The sample consisted of selected participants from a 
cross-sectional parent study that examined LUTS in male 
veterans receiving care at a Parkinson’s Disease Research, 
Education and Clinical Center at a Veterans Affairs Medical 
Center. Eligibility criteria included self-reported LUTS, 
diagnosis of idiopathic PD, score of 24 or more on the 
Mini-Mental State Examination, 15  and ability to under-
stand English. Maximum variation sampling 16  was used to 
select a diverse subsample of informants from the parent 
study 17  to participate in open-ended interviews. We em-
ployed this sampling method to ensure that participants 
varied in age, race, education, PD severity, PD duration, 
and depression diagnosis. Field notes collected during in-
teractions with additional participants in the parent study 
and during observations of a PD support group also served 
as data sources.  

 Study Procedures 
 Demographic and illness-related data were obtained from 
self-report and the electronic medical record, respectively. 
The number of LUTS was obtained from the Male 
Urogenital Distress Inventory, a 27-item questionnaire 
measuring the presence or absence of selected LUTS and 
degree of bother associated with each symptom. 18  

 Following informed consent procedures, structured 
interviews using quantitative instruments were con-
ducted with participants in private offi ces. This was fol-
lowed by audiotaped qualitative interviews with selected 
participants; interviews lasted 15 to 20 minutes. The in-
terviewer assured participants that there “are no right or 
wrong answers to the questions,” and that we were inter-

ested in their experiences. Qualitative interviews were 
guided by open-ended questions: (1) “Tell me about 
whether you think PD has affected your bladder and/or 
ability to get to the bathroom. If yes, how?” (2) “Tell me 
about any urinary symptoms that we haven’t covered, 
how bothersome they are, and how they affect your life.” 
(3) “Tell me about how you deal with or manage the uri-
nary symptoms that you have.” Qualitative data collec-
tion ended when no new themes emerged during the 
analytic process. 16    

   Qualitative Analysis 
 Interviews and fi eld notes were transcribed verbatim and 
analyzed using HyperRESEARCH software. 19  A template 
organizing analytic approach 20  organized data into a pri-
ori categories corresponding to our interview questions: 
LUTS attribution, PD infl uence, symptoms, bother, im-
pact, and management. Open coding using in vivo termi-
nology (actual words) within each category was 
performed. Codes were clustered within and then across 
categories using axial coding; this process yielded 3 as-
pects of the LUTS experience. Our coding procedure 
( Table 1 ) maximized the trustworthiness and effi ciency of 
coding.  

 Criteria for rigor in qualitative research 21–23  were fol-
lowed to ensure trustworthiness of the data. Credibility 
was maximized by engagement in the fi eld for 12 months 
of data collection. A member check also supported credi-
bility; the team reviewed fi ndings with 3 participants and 
all agreed that the fi ndings refl ected their experiences. 
Dependability of fi ndings was enhanced through group 
coding for analyses. During coding, the investigators also 

 TABLE 1. 

  Protocol for Group Coding  

Initial coding of 5 audiotaped interviews and 2 fi eld notes was 
completed by one investigator, yielding 104 discrete codes in the 
following categories: attribution, bother, impact, management, PD 
infl uence, and symptoms. After consultation from three seasoned 
qualitative nurse investigators, we developed a protocol for group 
coding of the remaining audiotaped interviews:

1) development of clusters of existing codes (by one investigator)

2)  compilation of a code book for all subsequent coding (by one 
investigator)

3) meeting to jointly code one interview (with 3 investigators)

4)  independent coding of the next interview by all three coders with 
follow-up comparison to evaluate consistency

5)  after consistency in coding is achieved, independent coding of 
subsequent interviews by a primary coder, who will memo and 
annotate liberally

6)  independent coding of selected interviews by a secondary coder 
with follow-up comparisons to assess consistency

7)  one external audit of selected coded data by a seasoned 
qualitative investigator
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 TABLE 2. 

  Demographic and Illness-Related Characteristics of the 
Sample (N  =  11)  

Characteristic Range Number

Age, y 60-80 + 
 60-69 5
 70-79 4
 80 + 2
Race
 White 9
 Black 2
Education  < 12 y to  >  12 y
  < 12 y 2
 12 y 3
  > 12 y 6
Marital status
 Married 8
 Widowed 3
Employment
 Yes 2
 No 9
Depression diagnosis
 Yes 3
 No 8
Urinary incontinence
 Yes 10
 No 1
PD severity
 Unilateral disease 1
 Bilateral disease without balance 

impairment 5

 Mild to moderate bilateral disease; 
some postural instability; 
physically independent

5

PD duration, y  <  1 y to 10 +  y
  < 1 2
 1-5 4
 6-10 4
 10 + 1
ADL function
 Completely independent 2
 Completely independent but with 

some slowness and diffi culty 3

 Completely independent but takes 
twice as long 3

 Some dependence; takes 3 to 
4 times as long in some ADL; 
spends large part of day with 
chores

2

 Needs help with half of chores; 
diffi culty with all 1

Number of LUTS 6-20
 6-10 5
 11-20 6
 Abbreviations: ADL, activities of daily living; LUTS, lower urinary tract 
symptoms; PD, Parkinson´s disease. 

created an audit trail by recording theoretical and 
operational memos. An independent party (coauthor 
C.W.B., who was not involved in data collection or initial 
analysis) reviewed the audit trail for credibility of the 
fi ndings—the fi t between raw data and conclusions 
reached through data analysis. 24    

  ■  Findings 
 Sample characteristics are included in  Table 2 . Eleven per-
sons with PD participated in the study; their age ranged 
from 60 to 80 +  years. Participants were predominately 
white, married, and unemployed. Parkinson’s disease dura-
tion ranged from less than 1 year to more than 10 years. Ten 
participants had bilateral disease, yet there was variability in 
activities of daily living functioning. All but one reported UI, 
and all reported 6 to 20 LUTS. Three had a diagnosis of 
major depression documented in the medical record. 

 Three major themes in the data that refl ected cogni-
tive, affective, and behavioral dimensions of the LUTS ex-
perience can be summarized as follows: (1) what men think 
about the cause of the symptoms (cognitive), (2) what they 
feel about the symptoms (affective), and (3) what they do 
to manage the symptoms (behavioral) ( Figure 1 ).    

 Cognitive Dimensions 
 Participants expressed the common idea that LUTS re-
sults from aging, medications, and PD symptoms. They 
reported that sensory, motor, and cognitive symptoms 
of PD (eg, loss of smell, balance and gait problems, trem-
ors, disordered thinking) represented their main chal-
lenges to bladder control. For example, they described 
how PD motor symptoms “slow you up” by making it 
diffi cult to walk to the bathroom and pull clothing down 
quickly enough to direct their urine stream into the 
toilet. Little or no awareness was expressed concerning 
the direct neurogenic effects of PD on the bladder. 
Consequently, participants did not believe that LUTS 
could be treated, and most did not raise the issue of 
LUTS with their PD providers, leading to missed oppor-
tunities for treatment. 

 Statements from 2 men exemplifi ed the prevailing 
thinking that aging and PD motor symptoms cause LUTS. 
When referring to LUTS, 1 respondent stated, “It’s just an-
other sign of aging and it annoys the hell out of me.” 
Another noted, “The Parkinson’s defi nitely hangs me up 
because I can’t walk the way I normally walk. I mean, prior 
to having Parkinson’s, I could just get up and go to the 
bathroom, but now it’s more diffi cult.”   

 Affective Dimensions 
 Affective dimensions of the LUTS experience centered on 
2 main areas, bother and embarrassment. Participants re-
ported that LUTS bothered them in 2 ways. First, urinary 
elimination, once experienced as a “mindless task,” was 
now perceived as “work” or a complex process that “slows 
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you up.” As one participant noted, “Well in the past, it was 
just a mindless task; you just reach in and…pass your 
water; now I can’t get it out through the clothes.” Second, 
the unpredictability of LUTS created strong feelings of 
bother. Unpredictability thwarted participants’ attempts 
to control LUTS, and it interfered with their activities. As 
one man described, “I had to go to the bathroom and 
I didn’t know it until it hit me. When it hit me, it was al-
ready running so by the time I had got to the bathroom, I 
had already wet myself and had to change my clothes and 
that is why I don’t like to go out too much now. So, I guess 
it sort of invades my social life….” 

 In the affective dimension, participants frequently re-
ported that embarrassment was the most diffi cult source 
of emotional distress. Embarrassment was related to the 
impact of leakage on others, for example, feeling embar-
rassed with accidents, leakage, wet pants, and smell in so-
cial activities, relationships, and partner intimacy. 
Comments from 3 men illustrate the emotional distress 
associated with embarrassment. The fi rst commented, 
“Here I am trying to make love to my wife and it is leaking 
and it just does not make sense. And sometimes I get very 
depressed over it. It bothers me a great deal and it is em-
barrassing and humiliating and it makes you feel less than 
a man….” A second respondent observed, “It is embarrass-
ing a lot and it makes you feel less than a man, at times. 
You know, it is almost like you revert to your childhood….” 
The third participant noted, “When I am out…the 

urination just piles up on my undergarments and it has an 
odor, a horrible odor to it. So I am concerned about that…
I don’t want to offend anybody with that.” 

 Given the degree of distress associated with embar-
rassment, the goal for most men was to avoid embarrass-
ing situations. Many sought to meet this goal by 
withdrawing from aspects of life that were once sources 
of joy and social connection. They either eliminated or 
curtailed their activities, minimized travel, or withdrew 
from relationships, leading to a profound negative im-
pact on their friendships, social networks, and intimacy. 
One described the situation as follows, “So it affects who 
I go to, where I go, who I see … you know it’s affected my 
life to a point where you don’t enjoy as much as you used 
to because you can’t go long without having a release.” 
Another stated, “It has curtailed activities I would par-
ticipate in…I played a lot of softball and football…and 
there were no facilities…so I never went.” A third re-
ported, “…my sex life is horrible, I don’t have a sex life 
to say; I wonder why my wife is still with me…She is a 
very attractive lady.” 

 One participant described a lifelong love of baseball, 
and it was a source of socialization for him. He reported 
giving up baseball and the joy that went with it because 
there was no bathroom near the fi eld and he did not wish 
to be embarrassed with leakage. For him and several oth-
ers, LUTS resulted in curtailed activities and relationships 
even before PD motor symptoms affected these areas. 

 FIGURE 1.    Cognitive, affective, and behavioral dimensions of the LUTS experience. LUTS indicates lower urinary tract symptoms; 
UTI, urinary tract infection.  
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Thus, for some men, LUTS affected their quality of life 
before the motor symptoms did.   

 Behavioral Dimensions 
 Participants engaged in a process named “working out a 
system” to manage LUTS (including UI) ( Figure 2 ). The 
most important goal of this process was to prevent and/or 
conceal leakage, and it consisted of 2 basic strategies: 
“fi guring it out for yourself” and “getting help from your 
doctor” ( Tables 3  and 4).    

 “Figuring it out for yourself” included 4 possible 
tasks. The fi rst, labelled resigning yourself, meant accept-
ing LUTS as “something that you have to put up with.” 
The second task, gathering information, encompassed 
seeking information from past experiences (eg, using a 
diaper as done with a baby), word of mouth (from wife, 
news, TV), and trial and error. One man recalled how he 
obtained information: “And good old doctor…who writes 
in the newspaper says you don’t have to drink 2 gallons 
of water a day, you can drink when you’re thirsty.” 
Another man relied on trial and error to determine he 
could “go 5 to 7 times” in a pad before leakage would 
occur. The third task, keeping your dignity, referred to 
saving face by joking about LUTS, making lifestyle trade-
offs to avoid “making a mess,” and talking about LUTS 
with select persons. 

 The fourth task, being prepared for activities, required 
planning. Most men reported that they rarely went any-
where without knowing the location of bathrooms and 
being sure they could get there. Many men paced fl uids by 
decreasing fl uids prior to a public activity, but for some 
this consisted of limiting fl uids in general, as articulated 
by one man: “I tend not to drink fl uids to help alleviate 
the problem of having to go.” Another described using a 
technique he read about to manage dribbling: “The urine 
passes through … the ureter [urethra]. And, sometimes 
you can speed it up by passing your fi nger over your 

[penile] area, where that little tube passes. And it increased 
the pressure and makes it [the urine] go out faster.” Being 
prepared with equipment referred to the use of absorbent 
products (“pads” and “diapers”) and containers for urine. 
One participant also described reliance on dark underwear 
in public to make leakage less visible. 

 The second basic strategy, getting help from your doc-
tor, was referenced less frequently. It consisted of 4 types 
of help: screening; diagnosis and treatment; education; 
and support (see Table 4 for examples).    

  ■  Discussion 
 To our knowledge, this is the fi rst qualitative study of the 
LUTS experience in men with PD. Because LUTS remain a 
taboo subject for men, 25  our fi ndings are valuable in shed-
ding light on the experience of men with PD and LUTS, a 
group that may be particularly reluctant to disclose LUTS 
to healthcare professionals. 

 Our fi ndings are consistent with those from a qualita-
tive study of women with PD that identifi ed changing per-
ceptions of womanhood when living with PD. 12  Although 
questions about LUTS were not specifi cally elicited, the 
women described their inability to get to the toilet in time 
(“I have to think to pull my trousers down, to pull my 
knickers down before I go to the toilet. Nine times out of 
ten I have already done the toilet”) 12  (p518)  and the negative 
impact on their body image and sexual identity, fi ndings 
that resonate with those in the current study. 

 The Theory of Unpleasant Symptoms 13  ,  14  provided a 
useful framework for understanding the multidimensional 
nature of LUTS. Our fi ndings centered on the cognitive, 
affective, and behavioral dimensions of LUTS, providing 
an in-depth picture of the LUTS experience from the per-
spective of men with PD. 

 In the cognitive dimension, most men did not recog-
nize the direct neurogenic effect of PD on the bladder. 

 FIGURE 2.    Behavioral dimensions of the LUTS experience. LUTS indicates lower urinary tract symptoms.  
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 TABLE 3. 

  Behavioral Dimension: 5 Strategies for Figuring It Out for Yourself  

Figuring It Out for Yourself Consisted of: Examples

 Resigning  yourself to put up with it Accepting it as a part of aging, accepting it as the norm

 Gathering information  about how to manage LUTS Through past experiences, word of mouth, trial and error

 Being prepared — with activities Locating self near the bathroom, scanning for places to go, pacing fl uids, counting 
  pads, defensive voiding, bulbar massage, deep breathing, washing body frequently 

for odor control

 Being prepared — with equipment Though the use of containers, clothing, absorbent products that collect urine; use of a 
 fl ash light to fi nd the bathroom at night

 Keeping your dignity By saving face, making trade-offs, talking about it

 Abbreviation: LUTS, lower urinary tract symptoms. 

 TABLE 4. 

  Behavioral Dimension: 4 Ways of Getting Help From Your Doctor  

Getting Help From Your Doctor 
Consisted of the Following: Examples

Screening for other causes of LUTS Screening for urinary tract infections, prostate cancer, benign prostatic enlargement 

Diagnosis/treatment of LUTS Medications, procedures

Education Barebones and situation-specifi c education on voiding position, use of sample pads and external 
 collection devices, pacing fl uids, urinary tract infections

Support Talking with doctor, expressing self with doctor

 Abbreviation: LUTS, lower urinary tract symptoms. 

They viewed LUTS as caused by unavoidable issues, such 
as aging, and therefore, they did not believe that LUTS 
could be treated. Men with this belief typically did not 
report LUTS to their PD providers and missed opportuni-
ties for assistance, a fi nding consistent with research show-
ing that older women who perceived LUTS as part of 
normal aging were unlikely to seek treatment. 26–28  Because 
of this belief, LUTS in men with PD remain underassessed 
and undertreated. 1  Nurses interacting with persons with 
PD in outpatient and inpatient settings must explicitly ask 
about LUTS in standard assessments, not simply expecting 
patients to raise the issue. Of note, the updated version of 
the most commonly used measure of PD severity, the 
Unifi ed Parkinson’s Disease Rating Scale, now includes 
evaluation of LUTS. 29  Our fi ndings and clinical experience 
suggest that when clinicians routinely raise questions 
about LUTS, patients with PD will reply with candor and 
even with relief, after learning from clinicians that LUTS 
are common in PD. 

 Affective responses to LUTS, particularly embarrass-
ment, were distressing for men and exerted a major impact 
on health-related quality of life. Respondents were dis-
tressed and embarrassed by the impact of LUTS on their 
relationships, partner intimacy, and activities with friends, 
leading them to withdraw from social activities. These 
fi ndings were also noted in a review of studies of UI in 
adults, 30  and in qualitative studies of adults with UI, 31  and 
men with LUTS. 32  Feelings of bother experienced by our 

sample corroborate bother elicited through a quantitative 
survey of men with LUTS. 33  Affective responses to LUTS 
may also contribute to the depression observed in up to 
50% persons with PD. 34–36  

 Nurses in diverse settings can minimize embarrass-
ment by providing education around LUTS and PD, and 
by conveying the message that men are not alone in this 
affective experience. Nurses also have the responsibility to 
educate family members about LUTS, distress from LUTS, 
and how family members can be supportive to loved ones 
with LUTS. The painful issues around sexuality and inti-
macy, poignantly articulated by our participants, demon-
strate the need for clinicians to pay closer attention to 
these sensitive but signifi cant areas in men’s lives. 
Facilitating communication between couples around dis-
tressing aspects of LUTS will help couples address sensitive 
areas as well as less sensitive ones. Enhanced communica-
tion within couples may also minimize confl icts that 
occur when caregivers believe that their partner is denying 
LUTS or is less concerned about LUTS than they are, prob-
lems articulated by caregivers in our ongoing study. 37  
Because most persons with PD live in their own homes 
and are cared for by a family member, 38  communication 
around troubling PD symptoms, such as LUTS and other 
symptoms, is essential. As the general population ages, the 
prevalence of persons living with PD is likely to rise. We 
believe that healthcare professionals will increasingly be 
called upon to recognize the implications of PD within the 
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family. WOC nurses who ask affected patients and family 
caregivers, “How do LUTS affect your life and relation-
ships?” are better able to discern the impact of LUTS, pro-
vide education on self-management, and offer psychosocial 
support. 

 In the behavioral dimension, participants expressed 
motivation to “work out a system” to manage LUTS. But 
in the context of having little knowledge and variable 
professional guidance, working out a system often in-
volved trial and error and resulted in the use of some 
ineffective strategies. Strategies for being prepared in ac-
tivities and equipment, described by our sample, have 
been employed by community-dwelling adults with 
LUTS and reported in varied quantitative 39  ,  40  and qualita-
tive studies 31  ,  41  with men and women. Sadly, no one in 
our sample mentioned the use of pelvic fl oor muscle ex-
ercises, which can be effective in alleviating urinary ur-
gency and urge incontinence 42  common in patients with 
PD. Our fi ndings underscore the need to ask every pa-
tient with PD, “What do you do to manage your LUTS?” 
The response to this question provides an opportunity to 
assist patients to formulate and implement strategies for 
managing their LUTS. For example, pacing fl uids may be 
useful in reducing LUTS during social activities, as com-
pared to chronically limiting fl uid intake that may con-
tribute to dehydration. 43  ,  44    

  ■  Conclusion 
 Our fi ndings reinforce the need to develop and test nursing 
interventions to improve assessment and management of 
LUTS in this population. Findings from this study demon-
strate that men with PD and LUTS wish to learn how to 
manage their symptoms. They also struggled with intimacy 
and sexuality issues, areas virtually ignored in research 
with this population. Nurses play a critical role in identify-
ing LUTS in men with PD, in educating men and family 
caregivers about LUTS, and in working closely with men to 
implement management strategies for LUTS that are evi-
dence-based and congruent with their values and lifestyle. 
Research is needed to expand the repertoire of evidence-
based interventions to manage LUTS in men with PD.      

  ■   ACKNOWLEDGMENTS 
 The project described was funded by the Hollister Grant 
for Continence Nursing, from the Wound Ostomy 
Continence Nursing Society’s Center for Clinical 
Investigation. The research team thanks the veterans with 
Parkinson’s disease who gave of themselves and their time 
to share their stories and take part in this study. 

 This material is the result of work also supported with 
resources and the use of facilities at the Philadelphia 
Veterans Affairs Medical Center. The views expressed in 
this article are those of the authors and do not necessarily 
refl ect the position or policy of the Department of Veterans 
Affairs or the US government.   

 ■   References 
     1.        Robinson   JP  ,     Bradway   CW  ,     Bunting-Perry   L   , et al.    Lower uri-

nary tract symptoms in men with Parkinson’s disease .  J Neurosci 
Nurs.   2013 ; 45 ( 6 ): 382-392 .  

     2.       International Continence Society  .  ICS fact sheets .  http://www.
ICS_Factsheets_2013_Edition.pdf . Published July 2013. 
Accessed September 30, 2014.  

     3.        Araki   I  ,     Keno   S   .  Assessment of voiding dysfunction in 
Parkinson’s disease by the international prostate symptom 
score .  J Neurol Neurosurg Psychiatry.   2000 ; 68 ( 4 ): 429-433 . 
doi:10.1136/jnnp.68.4.429.  

     4.        Blackest   H  ,     Walker   R  ,     Wood   B   .  Urinary dysfunction in 
Parkinson’s disease: a review .  Parkinsonism Relat Disord.  
 2000 ; 15 ( 2 ): 81-87 .  

     5.        Bruza   L  ,     Peta   F  ,     Pisani   A   , et al.    Acute vs chronic effects of L-dopa 
on bladder function in patients with mild Parkinson’s disease . 
 Neurology.   2007 ; 68 ( 18 ): 1455-1459 .  

     6.        Giladi   N  ,     Shabtai   H  ,     Simon   E  ,     Biran   S  ,     Tal   J  ,     Korczyn   A   .  A con-
struction of freezing of gait questionnaire for patients with 
Parkinsonism .  Parkinsonism Relat Disord.   2000 ; 6 : 165-170 . 
doi:10.1016/S1353-8020(99)00062-0.  

     7.        Ragab   MM  ,     Mohammed   ES   .  Idiopathic Parkinson’s disease pa-
tients at the urologic clinic .  Neurourol Urodyn.   2011 ; 30 : 1258-
1261 . doi: 10.1002/nau.20983.  

     8.        Rahman   S  ,     Griffi n   HJ  ,     Quinn   NP  ,     Jahanshahi   M   .  Quality of life 
in Parkinson’s disease: the relative importance of symptoms . 
 Mov Disord.   2008 ; 23 : 1428-1434 . doi:10.1002/mds.21667.  

     9.        Sakakibara   R  ,     Hattori   T  ,     Uchiyama   T  ,     Yamanishi   T   .  Videourodynamic 
and sphincter motor unit potential analyses in Parkinson’s dis-
ease and multiple system atrophy .  J Neurol Neurosurg Psychiatry.  
 2001b ; 71 : 600-606 . doi:10.1136/jnnp.71.5.600.  

     10.        Sammour   ZM  ,     Gomes   CM  ,     Barbosa   ER   , et al.    Voiding dysfunc-
tion in patients with Parkinson’s disease: impact of neurologi-
cal impairment and clinical parameters .  Neurourol Urodyn.  
 2009 ; 28 : 510-515 . doi: 10.1002/nau.20681.  

     11.        Winge   K  ,     Fowler   CJ   .  Bladder dysfunction in Parkinsonism: 
mechanisms, prevalence, symptoms, and management .  Mov 
Disord .  2006 ; 21 ( 6 ): 737-745 .  

     12.        Fleming   V  ,     Tolson   D  ,     Schartau   E   .  Changing perceptions of 
womanhood: living with Parkinson’s disease .  Int J Nurs Stud.  
 2004 ; 41 : 515-524 . doi: 10.1016/j.ijnurstu.2003.12.004.  

     13.        Lenz   ER  ,     Pugh   LC  ,     Milligan   RA  ,     Gift   A  ,     Suppe   F   .  The middle 
range theory of unpleasant symptoms: an update .  Adv Nurs Sci . 
 1997 ; 19 : 14-27 .  

     14.        Parks   PL  ,     Lenz   ER  ,     Milligan   RA  ,     Han   H   .  What happens when 
fatigue lingers for 18 months after delivery?   J Obstet Gynecol 
Neontal Nurs.   1999 ; 28 : 87-93 .  

     15.        Folstein   MF  ,     Folstein   SE  ,     McHugh   PR   .  Mini-mental state: a 
practical method for grading the cognitive state of patients for 
the clinician .  J Psychiatr Res.   1975 ; 12 : 189-198 .  

     16.        Patton   MQ   .  Qualitative Research & Evaluation.  3rd ed.  Thousand 
Oaks, CA :  Sage ;  2002 .  

     17.        Moriarty   H  ,     Robinson   J  ,     Bunting-Perry   L  ,     Bradway   CW  ,   
  Avi-Itzhak   T   .  Using mixed methods to understand symptom 
distress in patients with Parkinson’s disease and urinary symp-
toms [abstract] . In:  National Congress on the State of the Science 
in Nursing Research: 2013 Congress Proceedings .  Washington, 
DC :  Council for the Advancement of Nursing Science ;  2013 .  

     18.        Robinson   JP  ,     Shea   JA   .  Development and testing of a measure of 
health-related quality of life for men with urinary inconti-
nence .  J Am Geriatr Soc.   2002 ; 50 : 935-945 .  

     19.       HyperRESEARCH.    http://www.researchware.com/products/
hyperresearch.html . Published  2014 . Accessed October 8, 2014.  

     20.        Miller   WL  ,     Crabtree   BF   .  The dance of interpretation . In: 
   Crabtree   BF  ,     Miller   WL   , eds.  Doing Qualitative Research.  2nd ed. 
 Thousand Oaks, CA :  Sage ;  1999 : 127-143 .  

Copyright © 2016 Wound, Ostomy and Continence Nurses Society™. Unauthorized reproduction of this article is prohibited.

JWOCN-D-14-00146_LR   86JWOCN-D-14-00146_LR   86 23/12/15   1:15 AM23/12/15   1:15 AM



J WOCN ■ Volume 43/Number 1 Moriarty et al 87

     21.        Sandelowski   M   .  The problem of rigor in qualitative research . 
 Adv Nurs Sci .  1986 ; 8 : 27-37 .  

     22.        Guba   EG   .  Criteria for assessing the trustworthiness of natural-
istic inquiry .  ECTJ .  1981 ; 29 ( 2 ): 75-91 .  

     23.        Morse   JM   .  Designing funded qualitative research . In:    Denzin  
 DK  ,     Lincoln   YS   , eds.  Handbook of Qualitative Research.   London : 
 Sage ;  1994 : 220-235 .  

     24.        Tobin   G  ,     Begley   CM   .  Methodological rigour within a qualita-
tive framework .  J Adv Nurs .  2004 ; 48 : 388-396 .  

     25.        Smart   C   .  Male urinary incontinence and the urinary sheath .  Br 
J Nurs .  2014 ; 23  ( 9 ): S20-S25 .  

     26.        Hale   S  ,     Grogan   S  ,     Willott   S   . “ Getting on with it”: women’s ex-
periences of coping with urinary tract problems .  Qual Res 
Psychol.   2009 ; 6 ( 3 ): 203-218 .  

     27.        Mohamed   AM  ,     Hassouna   MS  ,     Kassem   MS   .  Gender differences 
in factors associated with patients’ decisions to seek treatment 
for urinary incontinence in Alexandria, Egypt .  East Mediterr 
Health J.   2010 ; 16 ( 11 ): 1170-1182 .  

     28.        Visser   EH  ,     Kollen   BJ  ,     Meijerink   M  ,     Berger   MY  ,     Dekker   JH   . 
 Systematic screening for urinary incontinence in older women: 
who could benefi t from it?   Scand J Prim Health Care.   2012 ; 30 ( 1 ):
 21-28 .  

     29.        Goetz   CG  ,     Tilley   BC  ,     Shaftman   SR   , et al.  ,  for the Movement 
Disorder Society UPDRS Revision Task Force. Movement 
Disorder Society–sponsored revision of the Unifi ed Parkinson’s 
Disease Rating Scale (MDS-UPDRS): Scale presentation and 
clinimetric testing results .  Mov Dis.   2008 ; 23 ( 15 ): 2129-2170 . 
doi:10.1002/mds.22340.  

     30.        Landefeld   CS  ,     Bowers   BJ  ,     Feld   AD   , et al.    National Institutes of 
Health State-of-the-Science Conference Statement: prevention 
of fecal and urinary incontinence in adults .  Ann Intern Med.  
 2008 ; 148 ( 6 ): 449-458 .  

     31.        Hayder   D  ,     Schnepp   W   .  Experiencing and managing urinary 
incontinence: a qualitative study .  West J Nurs Res.   2010 ; 3 ( 4 ):
 480-496 .  

     32.        Wareing   M   .  Lower urinary tract symptoms: a hermeneutic phe-
nomenological study in to men’s lived experience .  J Clin Nurs.  
 2005 ; 14 : 239-246 .  

     33.        Glover   L  ,     Gannon   K  ,     McLoughlin   J  ,     Emberton   M   .  Men’s expe-
riences of having lower urinary tract symptoms: factors relat-
ing to bother .  BJU Int.   2004 ; 94 : 563-567 .  

     34.        Dooneief   G  ,     Mirabello   E  ,     Bell   K  ,     Marder   K  ,     Stern   Y  ,     Mayeux   R   . 
 An estimate of the incidence of depression in idiopathic 
Parkinson’s disease .  Arch Neurol.   1992 ; 49 : 305-307 .  

     35.        Ravina   B  ,     Camicioli   R  ,     Como   PG   , et al.    The impact of depres-
sive symptoms in early Parkinson’s disease .  Neurology . 
 2007 ; 69 ( 4 ): 342-347 .  

     36.        Tandberg   E  ,     Larsen   JP  ,     Aarsland   D  ,     Cummings   JL   .  The occur-
rence of depression in Parkinson’s disease: a community-based 
study .  Arch Neurol.   1996 ; 53 : 175-179 .  

     37.        Moriarty   HJ  ,     Robinson   JP  ,     Bunting-Perry   L   .  Strategies to ad-
dress challenges in research with individuals and families ex-
periencing very sensitive issues [abstract]. Part of Symposium 
on Family and community-based participatory research meth-
ods: Challenges in balancing rigor and reality . In:  Program and 
Abstracts of the Eastern Nursing Research Society 22nd Annual 
Scientifi c Sessions: Celebrating Diversity in Nursing Science . 
 Providence, RI :  Eastern Nursing Research Society ;  2010 .  

     38.        Secker   DL  ,     Brown   RG   .  Cognitive behavioural therapy (CBT) for 
carers of patients with Parkinson’s disease: a preliminary ran-
domised controlled trial .  J Neurol Neurosurg Psychiatry.   2005 ;
 76 ( 4 ): 491-497 .  

     39.        Johnson   TM  ,     Kincade   JE  ,     Bernard   SL  ,     Busby-Whitehead   J  ,     DeFriese  
 GH   .  Self-care practices used by older men and women to manage 
urinary incontinence: results from the National Follow-up Survey 
on Self-care and Aging .  J Am Geriatr Soc.   2000 ; 48 ( 8 ): 894-902 .  

     40.        St John   W  ,     Wallis   M  ,     Griffi ths   S  ,     McKenzie   S   .  Daily-living man-
agement of urinary incontinence .  J Wound Ostomy Continence 
Nurs.   2010 ; 37 ( 1 ): 80-90 .  

     41.        Milne   JL  ,     Moore   KN   .  Factors impacting self-care for urinary 
incontinence .  Urol Nurs.   2006 ; 26 ( 1 ): 41-51 .  

     42.        Abrams   P  ,     Andersson   KE  ,     Birder   L   , et al.    Fourth International 
Consultation on Incontinence Recommendations of the 
International Scientifi c Committee: evaluation and treatment 
of urinary incontinence, pelvic organ prolapse, and fecal in-
continence .  Neurourol Urodyn.   2010 ; 29 : 213-240 .  

     43.        Elstad   EA  ,     Maserejian   NN  ,     McKinlay   JB  ,     Tennstedt   SL   .  Fluid ma-
nipulation among individuals with lower urinary tract symp-
toms: a mixed methods study .  J Clin Nurs.   2011 ; 20 : 156-165 .  

     44.        Palmer   MH  ,     Marquez   CS  ,     Kline   KV  ,     Morris   E  ,     Linares   B  ,     Carlson  
 BW   .  Hydrate for Health. Listening to older adult’s need for in-
formation .  J Gerontol Nurs.   2014 ; 40 ( 10 ): 24-30 .          

Copyright © 2016 Wound, Ostomy and Continence Nurses Society™. Unauthorized reproduction of this article is prohibited.

JWOCN-D-14-00146_LR   87JWOCN-D-14-00146_LR   87 23/12/15   1:15 AM23/12/15   1:15 AM


