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Abstract
AIM: To explore the impact of fecal incontinence 
(FI) on quality of life (QOL) of patients attending 
urogynecology and colorectal clinics (CCs).

METHODS: Cross-sectional study of 154 patients (27 
male) with FI, who attended the clinics at a regional 
hospital in North Queensland, Australia in 2003 and 
2004, and completed the Fecal Incontinence Quality of 
Life Scale (FIQL: 1 = very affected; 4 = not affected). 

RESULTS: More than 22% of patients had their 
QOL affected severely by FI. Patients reported that 
they had not previously been asked about FI by a 
medical practitioner nor did they voluntarily disclose its 
presence. The median FIQL scores for all participants 
were: lifestyle = 3.24; coping = 2.23; depression 
= 2.42; and embarrassment = 2.33. Increasing 
frequency of soiling had a negative effect on all four 
FIQL scales (P  < 0.001) as did the quantity of soiling 
(P  < 0.01). Female CC patients had poorer FIQL scores 
than urogynecology clinic patients for lifestyle (P  = 
0.015), coping (P  = 0.004) and embarrassment (P  = 
0.009), but not depression (P  = 0.062), despite having 
experienced FI for a shorter period.

CONCLUSION: Failure to seek treatment for FI degrades 
the quality of patients’ lives over time. FI assessment 
tools should incorporate the quantity of fecal loss.
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INTRODUCTION
Fecal incontinence (FI) is the involuntary discharge of  
liquid or solid stools. FI severity has been described as 
a combination of  the frequency and type of  stools, the 
severity of  urgency, and frequency of  pad usage[1,2]. This 
problem affects both men and women, irrespective of  
social, employment or financial status[3,4]. The prevalence 
of  FI increases with age[5,6] and Australian studies have 
reported some of  the highest rates in the world[5,7,8]. 

People with mild fecal loss such as staining are 
unwilling to admit to themselves that they have an FI 
problem[9]. As the problem worsens and patients inevitably 
accept that they have FI, they are reluctant to disclose 
the problem to others[9-15], with only 5%-27% seeking 
help from their doctors[15]. Lack of  disclosure may be to 
the result of  embarrassment, the erroneous belief  that 
FI is a normal part of  aging, or the perception that no 
treatment is available. Doctors may fail to comprehend 
patient hints about diarrhea and FI[15] or may be reluctant 
to ask about fecal leakage, perhaps because of  their 
own embarrassment or the perception that FI is a trivial 
concern[16].

FI can range from causing mild embarrassment to 
becoming an insidious burden on the person’s quality of  
life (QOL)[17-21]. Tools used to measure the impact of  FI 
on QOL have been under development for 20 years and 
include lifestyle components in summary scales, generic 
measures, disease-specific measures, utility measures, and 
more recently, direct questioning of  objective measures[1]. 
The Fecal Incontinence Quality Of  Life (FIQL) 
questionnaire, a disease-specific tool, was designed to 
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evaluate the impact of  FI on four aspects of  patients’ 
QOL: lifestyle; coping behavior; depression or self  
perception; and level of  embarrassment. Each aspect is 
described as a score measured on a scale between 1 and 4, 
where 1 is very affected and 4 is not affected[22]. Validity 
and reliability of  the FIQL have been established and it 
has been recommended as a useful tool to assess FI[23].

This study was designed to explore the impact of  FI 
on the QOL of  patients attending urogynecology and 
colorectal surgical outpatient clinics at a publicly funded 
regional hospital with a large rural catchment[24].

MATERIALS AND METHODS
Participants
Participants were consecutive patients attending the 
colorectal clinic (CC) and urogynecology clinic (UC) 
at The Townsville Hospital, in North Queensland 
Australia, between January and June 2003 and August 
and November 2004. Ethical approval was obtained 
from the ethics committees of  Townsville Hospital and 
James Cook University.

Study procedure
The study procedure has been described previously[5,9]. 
Briefly, a cross-sectional survey was conducted among 
patients at the CC and UC. On arrival, all patients 
attending these clinics were invited to participate in 
the study. Exclusion criteria included children (under 
18 years), pregnancy, terminal illness, mental illness, 
or gastrointestinal stoma. Eligible subjects completed 
a patient consent form. Participants were then given a 
self-administered questionnaire that contained questions 
about patient demographics, alcohol consumption, 
preexisting medical conditions, and prior surgical history; 
all known risk factors for FI. Patients who answered 
“yes” to the question “do you ever accidentally soil 
your clothes or underclothes with feces?” proceeded 
to questions relating to the frequency, severity and 
management of  FI, and the 29 question FIQL survey 
tool[22]. The physicians of  participating patients also 
surveyed them using the Cleveland Clinic Florida Fecal 
Incontinence Score[25], which was compared with the 
self-administered survey tool results to investigate 
disclosure problems[9]. Here, we report information 
about the QOL questions from the self-administered 
questionnaire.

Statistical analysis
Mean and SD were used to describe age. Medians and 
interquartile ranges were used as measures of  central 
tendency and estimates for dispersion for duration of  
FI and FIQL scales. FIQL scales were calculated in 
accordance with the developers recommendations[26]. 
For bivariate testing of  categorical variables, exact 
versions of  χ2 tests were conducted for nominal items, 
while exact trend tests were used for ordinal variables. 
Multiple linear regressions were used to investigate 
relationships between FIQL scales and clinics, basic 
severity (type × frequency) and duration of  FI among 

female participants, and FIQL scales and components 
of  severity[2], with and without quantity of  fecal loss, 
in all participants. Potential components were initially 
considered separately and were then combined. As 
FIQL scales were not distributed normally, they were 
transformed by taking the square root. As no major 
differences between transformed and untransformed 
regression results were found, the untransformed 
regression data have been presented. Results of  linear 
regression analyses are presented by regression coefficients 
(r) with 95% CIs and/or P values. A significance level of  
0.05 was adopted a priori.

RESULTS
The recruitment methodology and tools used were the 
same in 2003 and 2004. There were no differences in 
age (P = 0.603), sex (P = 0.149) or prevalence of  FI 
(P = 0.076) in participants between the two recruitment 
periods, thus the data were combined for analysis.

Response rate
A total of  769 patients (451 in 2003 and 318 in 2004) 
were invited to participate. Of  these, 423 women 
attended the UC and 146 men and 200 women attended 
the CC, with 93.4% (n = 718) of  the eligible patients 
completing the self-administered FI questionnaire. As 43 
patients completed the survey more than once, the initial 
responses were used and duplicate data were removed 
from the combined database, which left a total of  675 
unique entries.

Prevalence
Of  the 675 patients in the study 154 (22.8%; 95% CI: 
19.6%-26.0%) reported having accidentally soiled their 
clothes or underclothes with feces and answered the 
FIQL questions. There were 27 men from the CC, and 
127 women, 52 from the CC and 75 from the UC, with 
FI. The mean age (SD) of  the participants with FI was 
56.2 (14.3) years. There was no age difference between 
sexes (P = 0.281) or clinics (P = 0.82), or the women 
attending the two clinics (P = 0.87).

Etiology
Patients reported the following etiological risk factors 
for FI. There were 27 participants who reported having 
bowel disease (25 from CC, nine male), with 14 of  them 
(all from CC, two male) having been diagnosed with 
colorectal cancer. Twenty seven women (eight from 
CC) had undergone vaginal repair surgery, whilst 51 
women (16 from CC) reported difficult vaginal births 
using forceps, vacuum extraction or long second-stage 
labor. Twenty-one participants (11 from CC, two male) 
reported rectal prolapse; 23 (20 from CC, nine male) 
had undergone surgery for hemorrhoids, anal fissures 
or fistulas; 101 (39 from CC, 10 male) had urinary 
incontinence; 11 (six from CC, four male) had anal 
injuries; 18 (10 from CC, four male) had diabetes; six (four 
from CC, two male) reported spinal cord disease; three 
(one from CC, one male) had neurological disease; 39 (21 
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from CC, seven male) reported chronic constipation; and 
17 women (five from CC) had psychiatric problems that 
required medication. Some patients had multiple factors.

Duration
Patients attending the UC documented having FI for a 
significantly longer period (median: 24 mo, IQR: 12-60), 
than those attending the CC [12 (6-24), P = 0.001). 
Similarly, women in the UC clinic had FI for longer than 
those in the CC clinic [UC = 24 (12-60); CC = 12 (6-24), 
P = 0.002]. 

Frequency
More than half  (55.8%) of  the participants admitted to 
soiling at least once per month: 17% (25) of  patients 
reported soiling daily, 24% (35) weekly, 15% (22) 
monthly, and 44% (65) less than once a month. There 
was no difference in the frequency of  incontinent 
episodes between sexes (P = 0.678). However, women 
who attended the CC reported more frequent leakage, 
with 27.5% soiling daily compared with 11.0% of  those 
in the UC (P = 0.037), possibly as a result of  their bowel 
condition.

Type
In the CC, significantly more men (79%) disclosed liquid 
bowel leakage than women (46%), whilst fewer men 
reported solid (8%) and combined solid/liquid (13%) 
leakage than women (solid = 18%, combined = 36%; 
P = 0.008). There was no significant difference between 
women attending the CC or UC with regard to type of  
leakage (UC: liquid bowel leakage, 46%; solid bowel 
leakage, 28%; combined solid/liquid bowel leakage, 
25%, P > 0.05). More women attending the CC reported 
passive leakage (80%) than those attending the UC 
(62.5%, P = 0.037) or men (48%, P = 0.026). There were 
no differences between sexes or clinics for fecal urgency 
or quantity of  fecal soiling.

QOL impact
The median (IQR) results of  the FIQL scales (range: 
1-4; 4 = not affected) for all participants were: lifestyle = 
3.24 (2.22-3.80); coping = 2.23 (1.60-3.00); depression = 
2.42 (1.95-3.33); and embarrassment = 2.33 (1.67-3.58) 
(Table 1). Participants who attended the CC had 
significantly poorer scores than those who attended 
the UC for lifestyle (P = 0.005), coping (P = 0.003) and 
embarrassment (P = 0.024) but not depression (P = 0.056).

There were no significant differences in any of  the 
FIQL scales between sexes when compared in total or 
within the CC (Figure 1). Women who attended the 
CC had lower scores on all scales compared with those 
who attended the UC (lifestyle: P = 0.015; coping: P = 
0.004; depression: P = 0.062; embarrassment: P = 0.009; 
Figure 1). The four multiple linear regression analyses 
[FIQL = clinic + duration + basic FI severity (type × 
frequency) + error] used to investigate the relationships 
between QOL of  women by clinic, FI type/frequency 
and duration determined that the poorer QOL results 
in the CC with regard to clinic and type/frequency 

remained significant (all P < 0.05), whilst duration of  
soiling remained significant for the lifestyle, depression 
and embarrassment scales (all P < 0.05) but not for the 
coping scale (P = 0.103, Table 2).

Increasing frequency and quantity of  soiling had a 
significant negative effect across all four QOL scales 
(frequency, P < 0.001; quantity, P < 0.01). QOL was 
poorer in participants with greater urgency and passive 
soiling, whilst those participants who documented both 
solid and liquid bowel leakage had poorer QOL than 
those with either alone. Not all scales reached significance 
(Table 3). When comparing QOL between female 
participants who attended the CC and UC, the scores 
for frequency, quantity, type and fecal urgency were 
significantly poorer across all FIQL scales for female 
participants in the CC (P < 0.05). Women who reported 
passive FI in the CC had poorer QOL scores than those 
in the UC for lifestyle (P = 0.040), coping (P = 0.020), 
depression (P = 0.181), and embarrassment (P = 0.019). 

The model (FIQL = frequency + type + urgency 
+ pad use + error) used to investigate the relationships 
between the four FIQL scales and the components 
of  severity showed that the significant components 
that affected QOL were frequency and fecal urgency 
with regard to lifestyle and coping (all P < 0.05); and 
frequency and type with regard to depression and 
embarrassment (all P < 0.05). As a result of  the low rate 
of  pad usage (36% wore pads), passive leakage (68% 
reported) was included in the model, and the quantity 
of  fecal loss was also investigated. This amended model 
(Table 4) showed: daily, solid, and large losses of  stool to 
be significant factors for lifestyle (P < 0.05); monthly and 
daily leakage, urgency, pad wearing and large quantities 
of  fecal loss to be significant factors for coping (P < 0.05); 
frequent and major leakage of  both solid and liquid 
stool were significant factors for depression (P < 0.05); 
whilst frequent, solid and liquid, and passive stool loss 
significantly affected embarrassment (P < 0.05). 

DISCUSSION
The major findings of  this study were that more than 
22% of  patients who attended the UC and CC in 2003 
and 2004 for matters other than FI had their QOL 
severely affected by FI, with the QOL of  participants who 

Table 1  FIQL of patients attending CCs and UCs in North 
Queensland

Scale3 n 1 Missing Mean (range)2 SD Median (IQR)

Scale 1: lifestyle 119 35 2.99 (1.0-4.0) 0.899 3.24 (2.22-3.80)
Scale 2: coping 130 24 2.36 (1.0-4.0) 0.884 2.23 (1.60-3.00)
Scale 3: 
depression

128 26 2.57 (1.0-4.0) 0.806 2.42 (1.95-3.33)

Scale 4: 
embarrassment

124 30 2.53 (1.0-4.0) 0.990 2.33 (1.67-3.58)

FIQL, Rockwood et al[22]; 1Patients who consented to participate in the 2003 
and 2004 studies and answered yes to ever soiling with feces, n = 154; 
2QOL scale of 1 represents very low functional status and 4 is not affected 
by FI; 3Scales calculated as per letter to the editor. Rockwood[26]. 
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attended the CC being poorer than that of  those from the 
UC. Furthermore, the negative impact on participants’ 

lives worsened with the loss of  both solid and liquid stool 
and the increased frequency and quantity of  soiling.

Table 2  Multiple linear regression identifying relationship between FIQL scales and clinic, duration, FI severity1 in females [regression 
coefficient (95% CI)]

Lifestyle P Coping P Depression P Embarrassment P

CC   -0.582 (-0.938, -0.225)    0.002   -0.499 (-0.835, -0.162)    0.004   -0.365 (-0.685, -0.045)    0.026   -0.568 (-0.923, -0.214)    0.002
Duration (mo) -0.002 (-0.004, 0.000)    0.042 -0.002 (-0.004, 0.000)    0.103 -0.002 (-0.004, 0.000)    0.041 -0.003 (-0.005, 0.000)    0.020
Severity (1-8)1   -0.159 (-0.241, -0.076) < 0.001   -0.176 (-0.255, -0.097) < 0.001   -0.143 (-0.216, -0.069) < 0.001   -0.207 (-0.290, -0.124) < 0.001

1Fecal incontinence (FI) severity = soiling type × frequency, i.e. liquid (1), solid (1), both (2) × daily (4), weekly (3), monthly (2), less often (1). CC: Colorectal 
clinic.

 Table 3  Association of descriptive FI with FIQL of patients attending CCs and UCs in North Queensland

Categorical 
variables

Scale 1: lifestyle1 Scale 2: coping1 Scale 3: depression1 Scale 4: embarrassment1

n  
(missing)

Median 
(IQR)2

P  value n  
(missing)

Median 
(IQR)2

P  value n  
(missing)

Median 
(IQR)2

P  value n  
(missing)

Median 
(IQR)2

P  value

Frequency of fecal soiling (seven cases not stated)
   Daily 24 (1) 2.10 

(1.33-2.91)
< 0.001a 24 (1) 1.33 

(1.18-1.83)
< 0.001a 23 (2) 1.71 

(1.37-2.29)
< 0.001a 23 (2) 1.46 

(1.00-2.07)
< 0.001a

   Weekly 31 (4) 3.10 
(2.40-3.60)

32 (3) 2.26 
(1.47-2.82)

30 (5) 2.54 
(2.06-3.08)

30 (5) 2.33 
(1.33-3.00)

   Monthly 18 (4) 3.30 
(2.60-3.70)

18 (4) 2.14 
(1.94-2.82)

19 (3) 2.29 
(1.77-3.38)

19 (3) 2.33 
(2.00-3.33)

   Less often   48 (17) 3.70 
(2.85-4.00)

  54 (11) 2.88 
(2.15-3.57)

  52 (13) 3.02 
(2.19-3.66)

  50 (15) 3.00 
(2.33-4.00)

Type of fecal soiling (eight cases not stated)
   Liquid   59 (16) 3.26 

(2.50-3.80)
   0.077a   64 (11) 2.44 

(1.78-3.11)
   0.024a   62 (13) 2.78 

(2.14-3.57)
   0.005a   62 (13) 2.67 

(2.00-3.67)
   0.003a

   Solid 24 (7) 3.37 
(2.60-3.93)

27 (4) 2.33 
(1.63-3.22)

27 (4) 2.64 
(2.09-3.50)

25 (6) 2.33 
(1.83-3.67)

   Both 35 (5) 3.00 
(1.50-3.70)

38 (2) 2.00 
(1.26-2.50)

37 (3) 2.19 
(1.60-2.57)

36 (4) 2.00 
(1.33-2.67)

Quantity of fecal soiling (four cases not stated)
   Minimal 
   soiling

  65 (18) 3.60 
(3.00-4.00)

< 0.001a   71 (12) 2.67 
(2.17-3.40)

< 0.001a   69 (14) 2.80 
(2.20-3.61)

   0.001a 69 (14) 2.67 
(2.00-3.67)

   0.010a

   Major 
   soiling

  41 (11) 3.00 
(2.06-3.55)

46 (6) 2.06 
(1.44-2.58)

45 (7) 2.27 
(1.89-2.92)

43 (9) 2.32 
(2.00-3.00)

   Soiling outer 
   clothes

  8 (1) 2.12 
(1.63-2.45)

  8 (1) 1.28 
(1.14-1.46)

  8 (1) 2.00 
(1.72-2.59)

  7 (2) 1.67 
(1.33-2.33)

   Soiling 
   furniture

  5 (1) 1.30 
(1.25-1.95)

  5 (1) 1.00 
(1.00-2.14)

  5 (1) 1.37 
(1.19-2.28)

  5 (1) 1.00 
(1.00-2.67)

Fecal urgency (four cases not stated)
   Never   15 (10) 4.00 

(3.30-4.00)
   0.001a 16 (9) 3.40 

(2.24-3.76)
< 0.001a 20 (5) 2.45 

(2.19-3.40)
   0.177a 17 (8) 2.67 

(1.56-3.83)
   0.507a

   Sometimes   88 (21) 3.25 
(2.22-3.70)

  98 (11) 2.24 
(1.60-2.96)

  92 (17) 2.48 
(1.88-3.37)

  91 (18) 2.33 
(2.00-3.33)

   Always 15 (1) 2.30 
(1.80-2.60)

15 (1) 1.50 
(1.33-2.06)

15 (1) 2.24 
(1.77-2.64)

15 (1) 2.00 
(1.33-3.33)

   Women only 
   UC-ever

  47 (11) 3.30 
(2.70-3.80)

   0.005b 52 (6) 2.44 
(1.79-3.11)

   0.002b 50 (8) 2.72 
(2.08-3.56)

   0.034b 49 (9) 2.67 
(2.00-3.67)

   0.003b

   Women only 
   CC-ever

38 (7) 2.45 
(1.72-3.60)

42 (3) 1.86 
(1.28-2.44)

39 (6) 2.24 
(1.65-2.86)

39 (6) 2.00 
(1.33-2.67)

Passive fecal soiling (seven cases not stated)
   Never   38 (12) 3.40 

(2.67-4.00)
   0.086a 41 (9) 2.56 

(1.97-3.42)
   0.049a 43 (7) 3.05 

(2.28-3.66)
   0.008a   40 (10) 3.33 

(2.33-4.00)
< 0.001a

   Sometimes   63 (16) 3.10 
(2.20-3.60)

  69 (10) 2.17 
(1.56-2.78)

  65 (14) 2.23 
(1.80-2.90)

  64 (15) 2.00 
(1.42-2.92)

   Always 15 (3) 2.50 
(1.70-3.90)

17 (1) 2.06 
(1.39-3.20)

17 (1) 2.27 
(1.90-3.39)

17 (1) 2.00 
(1.00-2.96)

   Women only 
   UC-ever

36 (9) 3.30 
(2.76-3.82)

   0.040b 39 (6) 2.44 
(1.78-3.22)

   0.020b 39 (6) 2.48 
(1.94-3.27)

   0.181b 38 (7) 2.33 
(1.92-3.00)

   0.019b

   Women only 
   CC-ever

33 (7) 2.50 
(1.61-3.60)

37 (3) 1.91 
(1.28-2.44)

34 (6) 2.20 
(1.70-2.86)

34 (6) 1.83 
(1.33-2.67)

FIQL, Rockwood et al[22]; n: Number of participants in each category. 1Scales calculated as per letter to the editor. Rockwood[26]; 2QOL score of 1 represents 
very low functional status and 4 is not affected by FI. aKruskal-Wallis test; bMann-Whitney U test.
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In this study of  the impact on QOL of  FI in rural 
and regional north Queensland, our overall FIQL results 
for lifestyle (3.24), coping (2.23), depression (2.42) 
and embarrassment (2.33) were within the range of  
comparable clinic-based studies in other countries[21,27-31], 
and closely reflected the scores found in a similar study 

conducted at a Pelvic Floor Center in Minnesota, USA[21] 
and baseline scores from two Victorian (Australia) 
clinical studies that investigated injectable material for 
FI[32,33].

The QOL of  patients who attended the CC was 
more severely affected than that of  participants from 
the UC, even though they had reported FI for a shorter 
duration. There were no significant differences between 
those who had a diagnosis of  bowel disease and those 
who did not. Thus the poorer QOL in CC participants 
may be a direct result of  recent colorectal surgery, in 
which the sudden and unexpected onslaught of  FI was 
more devastating than for the UC participants who 
may have learnt to cope with their progressive FI over 
an extended time period. These CC FIQL results are 
comparable with previously published results from a 
pouch, non-pouch study[29], but the participants in our 
study were less able to cope, and were more depressed 
and embarrassed, although this did not affect their 
lifestyle to the same degree. 

The UC patients’ QOL scores were lower than those 
in a similar study in Texas, USA[30] but higher than in 
the study in Minnesota, USA[21], for lifestyle, coping and 
embarrassment, but not depression. This difference may 
have been caused by a longer duration with FI in the 
older cohorts in our study and the Minnesota study, (mean 
age 56 years), compared with the younger cohort in the 
Texas study (mean age 39 years). This suggests that older 
women with FI had poorer QOL than younger affected 
women, which implies that delaying treatment for this 
condition results in poorer QOL over time.
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Figure 1  Association of FIQL scales with 
sex and CC and UC. FIQL, Rockwood 
et al[22]; Box and whisker demonstrates 
median, IQR, minimum and maximum. P 
values calculated by unpaired Wilcoxin test 
(Mann-Whitney); QOL score of 1 represents 
very low functional status and 4 is not 
affected by FI; FIQL scales calculated as 
per letter to the editor, Rockwood[26].

Table 4  Multiple linear regression identifying relationship 
between FIQL and components of FI severity

Components of FI 
severity

FIQL scales

Lifestyle Coping Depression Embarrassment

Frequency
   Monthly    0.061    0.002 0.008 0.006
   Weekly    0.241    0.846 0.531 0.595
   Daily < 0.001    0.012 0.023 0.021
Type
   Solid    0.010    0.192 0.515 0.633
   Both solid/liquid    0.254    0.085 0.007 0.014
Urgency
   Sometimes    0.961    0.325 0.565 0.888
   Always    0.106    0.023 0.554 0.636
Wears pads    0.209    0.022 0.488 0.107
Passive leakage
   Sometimes    0.659    0.169 0.103 0.787
   Always    0.626    0.485 0.252 0.007
Quantity of leakage
   Major (Requires 
   immediate 
   underwear change)

   0.001 < 0.001 0.004 0.096 

   Soiling of outer 
   clothes

   0.023    0.217 0.969 0.405

   Soiling of 
   furniture/bedding

   0.578    0.781 0.381 0.662
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This study investigated the relationship between 
FI severity and the FIQL scales individually and 
collectively. A negative impact was found on patients’ 
lives, which increased with frequency of  soiling. This 
was evident on all scales of  the FIQL, but there was 
little difference in each of  the FIQL scales between 
weekly and monthly incontinent episodes. This lack of  
difference may be because an incontinent episode that 
occurs infrequently is unexpected, and hence, would be 
similarly distressing. 

The data collected for pad wearing was dichotomous, 
which may explain why only significant results for 
the coping scale were obtained. If, in addition, the 
number of  pads worn per day had been assessed, the 
embarrassment scale may also have reached significance.

The type of  soiling affected participants’ QOL 
differently. Patients with both solid and liquid soiling 
reported a poorer QOL than those with either solid or 
liquid only incontinent episodes. This is consistent with 
the Texas study in which a liquid component of  anal 
incontinence was reported to have a greater impact upon 
QOL of  participants than either flatal or non-liquid 
incontinence[30]. 

The association between quantity of  fecal loss and 
FIQL scales was found to be highly significant. Patients 
with the most soiling, i.e. those who soiled furniture, 
had the lowest possible FIQL score for coping and 
embarrassment, and performed only marginally better on 
the lifestyle and depression scales. There are few reports 
of  the relationship between quantity of  fecal loss and 
QOL, however, a Japanese study investigating the QOL 
of  patients following total proctocolectomy and ileal 
J-pouch-anal anastomosis determined that greater soiling 
resulted in higher levels of  frustration, which is an 
anxiety measure calculated using a Japanese translation 
of  Cattell’s anxiety scale[34]. When quantity was included 
in the FIQL/severity regression model, it was found 
to be significant (P < 0.05) for the lifestyle, coping and 
depressions scales, but did not reach significance for the 
embarrassment scale (P = 0.065). Given this relationship 
between the FIQL scales and quantity of  fecal soiling, 
it is suggested that the definition of  FI severity should 
include quantity of  fecal loss as well as frequency, type, 
urgency and pad wearing.

In conclusion, to the best of  our knowledge, this 
is the first study to measure the effect of  FI on QOL 
of  people in rural and regional Australia. More than 
22% of  the patients attending the UC and CC in North 
Queensland, for matters other than FI, had their QOL 
severely affected by this condition. Patients reported 
that they had not been asked about FI by their general 
practitioners or hospital physicians, nor did they 
voluntarily disclose its presence[9]. Women who have 
obstetric-injury-related FI suffer in silence, and their 
QOL deteriorates as they age. The definition of  FI 
severity should include quantity of  fecal loss[35]. Further 
community-based research in Australia is warranted 
in regard to the impact of  FI on QOL of  people who 
suffer with this complaint.
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COMMENTS
Background
As many as one in seven adults suffer with fecal incontinence (FI), which can 
have a devastating effect on the lifestyle of people with frequent, ad hoc or 
large amounts of fecal seepage. These people often fail to seek treatment due 
to embarrassment, believing the problem is uniquely theirs, or because they are 
unaware of the existence of available treatments.
Research frontiers
Patients referred to urogynecology and colorectal surgical clinics, for other 
reasons, have a high incidence of FI. They do not seek assistance whilst 
attending these clinics from physicians who can recommend or refer for 
treatment. In this study, the authors demonstrated the impact that FI had on 
these patients’ quality of life (QOL).
Innovations and breakthroughs
Recent reports have highlighted the impact conservative treatments, such as 
biofeedback, and more invasive treatments, such as injectable bulking agents, 
sacral nerve stimulation, artificial bowel sphincter and dynamic graciloplasty, 
have had on the QOL of patients with FI. This study reports that despite these 
improvements many people continue to suffer unaware of such advances.
Applications
By understanding more than one in five patients attending colorectal and 
urogynecological clinics have their QOL severely affected by FI, attending 
physicians can enable access to treatment by directly asking patients about this 
problem.
Terminology
FI is the involuntary discharge of solid or liquid stools.
Peer review
FI severity, including the quantity of stool loss, can have a severe negative 
impact on QOL. This is an interesting and relevant study that deals with a 
demanding subject.
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