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ABSTRACT
Background: Faecal incontinence (FI) is not a common
presenting complaint in Malaysia, and little has been
published on this topic. Since it is a treatable condition, a
greater understanding of factors contributing to health-
seeking behaviour is needed in order to plan effective
provision of services.

Methods: A survey of 1000 patients and accompanying
relatives, visiting general surgical and obstetrics and
gynaecology clinics for matters unrelated to FI, was
conducted at University Malaya Medical Centre between
January 2009 and February 2010. A follow-up regression
analysis of the 83 patients who had FI, to identify factors
associated with health-seeking behaviour, was performed.
Variables identified through univariate analysis were
subjected to multivariate analysis to determine
independence. Reasons for not seeking treatment were also
analysed.

Results: Only eight patients (9.6%) had sought medical
treatment. On univariate analysis, the likelihood of seeking
treatment was significantly higher among patients who had
more severe symptoms (OR 30.0, p=0.002), had incontinence
to liquid stool (OR 3.83, p=0.002) or when there was an
alteration to lifestyle (OR: 17.34; p<0.001). Nevertheless, the
only independently-associated variable was alteration in
lifestyle. Common reasons given for not seeking treatment
was that the condition did not affect patients’ daily activities
(88.0%), “social taboo” (5.3%) and “other” reasons (6.7%). 

Conclusions: Lifestyle alteration is the main driver of health-
seeking behaviour in FI. However, the majority do not seek
treatment. Greater public and physician-awareness on FI
and available treatment options is needed.
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BACKGROUND
Health-seeking behaviour is variously defined as the
utilisation of a healthcare system for perceived ill-health by a
specified population, or more generally, lifestyle choices
including utilisation of healthcare services, to maintain
health.1 This behaviour is important to consider in a
condition such as faecal incontinence (FI), which is the loss of

control of solid or liquid stools.2 The condition can be treated,
and yet it tends not to be a common presenting complaint. It
is unclear, in the Malaysian context, whether it is perceived
to be a condition of ill-health or whether there are other
barriers to presentation since there is currently little
published data on the topic. 

FI is more common in the elderly, and, is often caused by
structural damage to the anal sphincters during childbirth or
anorectal surgery.2 It may therefore be perceived as an
expected consequence of those events. Similarly, other
common risk factors that are associated with FI such as
advanced age, obesity and neurological conditions such as
multiple sclerosis, Alzheimer’s disease, diabetic neuropathy,
stroke or Parkinson’s disease3-6 may be seen as the main
healthcare issue, with FI being overlooked. Despite the
troublesome nature of the problem, embarrasment may
prevent many from voicing their concerns until the problem
is severe.2,5,7

In an earlier publication, we reported a survey involving
1000 subjects at the University Malaya Medical Centre
(UMMC), an academic hospital in Kuala Lumpur.8 The
prevalence of FI in our survey was 8.3%, and higher among
patients greater than 65 years old, but equal among men and
women.8 Our findings were similar to most population-based
studies in Asia, which have reported prevalences between 5%
and 15%, with a higher prevalence among the elderly.9-14 In
terms of health-seeking behaviour, few studies have reported
findings, particularly in Asia.11,12,15

The regression analysis we present here was performed in
order to identify the factors associated with health-seeking
behaviour in these patients, and why they might not seek
medical treatment. 

MATERIALS AND METHODS
As has been described, a survey on faecal incontinence was
conducted between June 2009 and February 2010 at
University Malaya Medical Centre (UMMC).8 Survey
participants were recruited based on convenience sampling
of adults 18 years and above, among patients and
accompanying relatives visiting the the general surgical and
obstetrics and gynaecology clinics for matters unrelated to FI.
Verbal consent was obtained prior to respondents completing
the questionnaires. Only participants who were able to
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understand the contents of the English-language
questionnaire were included.

Ethics approval for the study was obtained from the Medical
Ethics Committee of the University Malaya Medical Centre on
20th February 2009, document approval number 638.1. The
questionnaire was self-administered and included screening
questions on demographics, symptoms of FI, surgical history
and chronic illness.

Subjects who reported FI were asked additional questions
about their treatment-seeking behaviour and severity of the
condition. Those who did not seek help were asked to give
reasons, choosing from four options (social taboo, fear of
operation, not affecting daily routine, others).

FI severity was assessed using the Wexner Continence
Grading Scale (WCGS).16 The WCGS determines severity of
faecal incontinence according to types of incontinence,
whether to solid, liquid or gas, wearing of pads and lifestyle
alteration. Each WCGS domain contains five levels of severity
ranging from 0 (never) to 4 (always). The total WCGS score
ranges from zero (no incontinence) to 20 (complete
incontinence). Within the WCGS, severity of FI is divided into
mild (1-4), moderate (5-8) and severe (more than 9).

Descriptive analysis was performed to obtain means and
standard deviations. Cross tabulation was generated between
health-seeking for FI (yes or no) and selected demographic
and clinical factors. Simple logistic regression was conducted
to determine the association of  the severity of FI and WCGS
variables with health-seeking behaviour. Variables identified
thusly were subjected to multivariate analysis to identify
independently associated variables. Analysis was performed
using SPSS® for Windows, 17th edition.

RESULTS
A total of 1000 respondents answered the survey. Among
them, 83 reported positive symptoms of FI. Of these, eight
patients (9.6%) reported having sought medical treatment for
FI.  Demographic and clinical characteristics of patients with
FI are shown in Table I. These factors were tested for
associations with health-seeking behaviour but were not
found to be significant.

Association between severity and impact of FI and health-
seeking behaviour 
Univariate analysis showed severity of FI, type of
incontinence and lifestyle alteration to be associated with
health-seeking behaviour.

Patients with severe FI were reported to have 30 times higher
likelihood of medical treatment compared to those with mild
FI (Table II). Patients with one unit higher score of liquid
incontinence were 3.83 times more likely to seek medical
treatment (OR: 3.83; 95% CI: 1.64, 8.98), and those who had
one unit higher score in lifestyle alteration were 17.34 times
more likely to seek medical treatment for their symptoms
(OR: 17.34; 95% CI: 3.81, 78.91) (Table III). There was no
significant relationship between incontinence to solids, gas
and usage of pads with health-seeking behaviour (Table III).

Multivariate analysis, of variables that had shown
association with health-seeking behaviour on univariate
analysis, revealed only life-style alteration as being
independently-associated with health-seeking behaviour
(p<0.001).

Reasons for not seeking treatment for symptoms of FI
The majority of patients with FI (75 patients, 90.4%) did not
seek medical treatment. Among the reasons for not seeking
treatment given were that patients felt the condition did not
affect their daily activities (66 patients, 88.0%), feeling that
the topic was a “social taboo” (4 patients, 5.3%) and “other”
reasons (5 patients, 6.7%) (Figure 1). Patients did not report
the fear of surgery as a reason for not seeking treatment.

DISCUSSION
Literature on FI in Asian populations suggests its prevalence
ranges from 5% to 15%,9-14 with health-seeking behaviour
ranging from 41% to 50%.11,12,15

Other studies have shown that FI has a negative impact on
quality of life (QoL).7,17-19 Loss of bowel control causes feelings
of shame and embarassment. Depending on a patient’s
ability to cope, it may affect their self-esteem,20 lead to
anxiety and depression, or social isolation.5,11,21 Patients may
face barriers in seeking support, since the topic could be
considered impolite at least, or taboo at worst.22 Some
patients do not even discuss it with people closest to them.22-24

Compared to other Asian studies, our rate of health-seeking
among FI affected patients was low. However, the link we
found between severity of FI and health-seeking behaviour
concurs with that reported by Barucha et al.23

Although incontinence to liquid was a significant factor,
incontinence to solids, flatus and the need to wear a pad, did
not seem to bear any influence on health-seeking behaviour.
This may be due to patients learning to live with the problem,
or considering their symptoms a normal consequence of
aging.7,11,12,20 It is often assumed that women have a greater
readiness to seek professional help than men, but we have
shown that health-seeking behaviour in FI is similar
regardless of age, gender or race. 

We found that patients only sought treatment when
symptoms had deteriorated enough to disrupt their daily
activities. If patients are only seeking help when the situation
is dire, this may indicate an unacceptably low level of
awareness among the public. Given that many patients were
also under follow-up for chronic conditions, there would have
been missed opportunities to discuss and diagnose FI by
doctors and other healthcare professionals, reflecting a low
level of awareness amongst the latter as well.

In a study by Chelvanayagam, most participants found that
the study they were involved in was the first opportunity  to
openly speak about the effects of FI on their lives.24 In our
study, although 5.3% reported that “social taboo” was the
reason for not seeking treatment, there was a portion of
patients (6.7%) who did not seek treatment for “other”
reasons. These reasons were not described further in the
survey answers provided, and would require further
elucidation. 
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Table I: Demographic and clinical characteristics of patients with FI
Description Treatment sought

Yes, n (%) No, n (%)
Total (N=83) 8 (9.6%) 75 (90.4%)
Age group
Mean (SD) 60.0 (14.3) 46.6 (16.4)

15-24 years 0 (0) 3 (4.0)
25-44 years 0 (0) 31 (41.3)
45-64 years 6 (75.0) 26 (34.6)
More than 65 years 2 (25.0) 15 (20.0)

Gender
Male 3 (37.5) 17 (22.7)
Female 5 (62.5) 58 (77.3)

Ethnic
Malay 2 (25.0) 42 (56.0)
Chinese 2 (25.0) 19 (25.3)
Indian 4 (50.0) 12 (16.0)
Others 0 (0) 2 (2.7)

Frequency of defaecation in a week
1-7 times 5 (62.5) 50 (66.7)
8-15 times 2 (25.0) 17 (22.7)
16-21 times 0 (0.0) 5 (6.7)
More than 22 times 1 (12.5) 3 (4.0)

Duration of defaecation
1-5 minutes 5 (62.5) 33 (44.0)
6-10 minutes 1 (12.5) 17 (22.7)
11-15 minutes 0 (0.0) 14 (18.7)
than 15 minutes 2 (25.0) 11 (14.7)

Past surgical history
Yes 3 (37.5) 19 (25.3)
No 5 (62.5) 56 (74.7)

Chronic illness
Diabetes mellitus

Yes 2 (25.0) 13 (17.3)
No 6 (75.0) 62 (82.7)

Hypertension
Yes 1 (12.5) 17 (22.7)
No 7 (87.5) 58 (77.3)

Hypercholesterolaemia
Yes 2 (25.0) 3 (4.0)
No 6 (75.0) 72 (96.0)

Ischaemic heart disease
Yes 1 (12.5) 3 (4.0)
No 7 (87.5) 72 (96.0)

Others
Yes 2 (25.0) 11 (14.7)
No 6 (75.0) 64 (85.3)

*p>0.05 (not significant) for all variables analysed

Table II: Relationship between health-seeking behaviour and severity of FI
Variables Sought treatment p-value OR (95% CI)

Yes (N=8), n(%) No (N=75), n(%)
Mild FI 3 (3.6) 60 (72.3) Ref 1
Moderate FI 2 (2.4) 13 (15.7) 0.243 3.07 (0.47, 20.31)
Severe FI 3 (3.6) 2 (2.4) 0.002* 30.00 (3.56, 252.97)

*statistically significant at p<0.05

Table III: Relationship between health-seeking behaviour with Wexner Continence Grading Scale (WCGS) variables
Symptom of incontinence Sought treatment Total p-value OR (95% CI)

Yes No Mean ± SD
Mean ± SD Mean ± SD

Solid 1.12 ± 1.36 0.56 ± 1.06 0.61 ± 1.09 0.177 1.46 (0.84, 2.55)
Liquid 2.00 ± 0.93 0.73 ± 0.86 0.86 ± 0.94 0.002* 3.83 (1.64, 8.98)
Gas 1.00 ± 1.41 1.56 ± 1.32 1.51 ± 1.33 0.264 0.70 (0.37, 1.31)
Pad 0.50 ± 1.07 0.20 ± 0.77 0.23 ± 0.80 0.333 1.39 (0.71, 2.71)
Lifestyle alteration 1.50 ± 1.07 0.09 ± 0.29 0.23 ± 0.59 <0.001* 17.34 (3.81, 78.91)

*statistically significant at p<0.05
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The challenges to communicating about FI in the population
studied indicate the same barriers exist in Malaysia as it does
in other countries,20,22 and may contribute to the low health-
seeking rate. This deserves greater attention, as any barriers
that exist need to be overcome if adequate management of FI
is to be achieved.

We believe that our study provides insight into the health-
seeking behaviour of Malaysian patients with FI, which has
not previously been reported. Indirectly, it highlights the low
level awareness of FI and its management among patients.
Since it is generally treatable, patients should not have to
continue tolerating the discomfort and lifestyle alterations of
FI, and its negative impact on quality of life. 

Healthcare professionals need to be more aware of, and ask
questions about FI, in order to encourage open discussion
during consultations for other illnesses. This could help
patients overcome any stigma or taboo that they may
perceive. At a community and perhaps national level, there
should also be steps  taken to promote early diagnosis and
referral to enable prompt treatment.

To catalyse efforts, education sessions for patients and the lay
public could be promoted to help remove taboo or
perceptions of distatefulness. A discussion about FI should be
treated as any discussion about other health conditions.
Approaches to reach out and have discussions with members
of the public are needed. This can be done through public
forums and use of traditional mass media e.g., radio and
television as well as harnessing the the internet and social
media to encourage a wider discussion on FI.

There were several limitations noted in our study. Firstly,
since the population sample was from a single academic
centre selected through convenience, thus our results might
not be generalisable to the population of the country.
Furthermore, the final number of patients with FI and had
sought medical treatment were small, which may be why no
statistically significant association in the demographic and
clinical variables could be shown.

In addition, the WCGS has not been formally validated in the
Malaysian population, and we had to exclude participants
who were not conversant in English, reducing the
generalisability of the findings. However, given that there is
no pre-existing data on prevalence of FI in Malaysia,
designing a validation study at this juncture would have
required a number of unsubstantiated assumptions.

Similarly, there is no pre-existing literature on FI health-
seeking behaviour in the Malaysian context. This qualitative
aspect of our study should be viewed as exploratory, but
provides some justification for further work in this area.

Based on the survey method that we used, we have little
insight into what “other” reasons may have prevented
patients from seeking help. The effect of social taboo and
stigmatisation could perhaps be better addressed through a
qualitative study. Since other studies have found quality of
life is affected by FI,7,17-19 a future study among Malaysians
should include quality of life measurement.

CONCLUSION
Lifestyle alteration seems to be the main driver of health-
seeking behaviour in FI. However, the majority do not seek
treatment, and qualitative studies are needed to better
understand the reasons Malaysian patients for this, as well as
the challenges faced by our physicians in diagnosing and
managing FI. Increasing awareness among patients, doctors
and other healthcare professionals regarding FI and its
treatment may help to increase health-seeking behaviour.
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