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Abstract
Objectives: To compare patients’ self-administered responses to the Fecal Incontinence Severity Index

(FISI) questionnaire (A1) with their responses to physician’s oral interview (A3).

Methods: Patients (n=100: mean age: 72 years; 66 women) with FI completed the FISI and the modified

FISI (with written explanations) questionnaires, followed by a physician interview. To identify a threshold

for the rating gap between A1 and A3, we calculated each patient’s mean difference in the FISI scores.

Results: There was no significant difference in the FISI scores between A1 and A3. A rating gap existed in

the FISI scores (mean difference=8.9). It occurred in 37% of the patients, making its threshold 9. Multivari-

ate analysis revealed that older age and no history of pelvic floor surgery were independently associated

with the presence of a rating gap in the FISI scores. The in-coincidence of ticked boxes to all types of

leakage between the self-administered responses and those by physician’s oral history was 49% (197/400).

Older age was associated with the in-coincidence of a ticked box between the assessment results of gas or

solid stool leakage.

Conclusions: Some non-negligible discrepancy existed between patients’ self-administered responses and

their responses to physician’s oral interview, especially in older patients.
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Introduction

Fecal incontinence (FI), the inability to control stool loss,

affects 2%-5% of the general population and up to 15% of

older adults living in the community[1,2]. Assessing the se-

verity of FI is important for researchers and clinicians evalu-

ating FI to determine the appropriate management strategies

and to judge the degree of effectiveness of interventions.

Multiple instruments are available to measure the severity of

FI. The Fecal Incontinence Severity Index (FISI)[3] is a psy-

chometrically robust instruments used for assessing symp-

tom severity. The Cleveland Clinic Florida Fecal Inconti-

nence Score[4] and Vaizey incontinence score[5] are used to

determine not only the frequency of FI symptoms but also

the frequency of “lifestyle alterations”; thus, they do not

solely assess the symptom severity.

Despite progress in the assessment of FI severity, the use

of these validated instruments is limited without an under-

standing of whether patients’ self-administered responses to

the instruments are identical to the responses of patients by

physician’s oral interview. However, previous published arti-

cles have not compared the FI severity based on self-
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Table　1.　Fecal Incontinence Severity Index.

For each of the following, please indicate on average how often in the past month you experi-

enced any amount of accidental bowel leakage: (Check only one box per row).

1 to 3 Times Once a 2 or More Once a 2 or More

Never a Month Week Times a Week Day Times a day

Gas □ □ □ □ □ □
Mucus □ □ □ □ □ □
Liquid stool □ □ □ □ □ □
Solid stool □ □ □ □ □ □

Table　2.　Modified Fecal Incontinence Severity Index.

For each of the following, please indicate on average how often in the past month you experienced any amount of accidental bowel 

leakage: (Check only one box per row).

1 to 3 Times Once a 2 or More Once a  2 or More

Never a Month Week Times a Week Day Times a day

Solid stool adheres to underwear or pads or leak out.  □ □ □ □ □ □
Liquid stool adheres to underwear or pads or leak out.  □ □ □ □ □ □
Mucus adheres to underwear or pads or leak out.  □ □ □ □ □ □
Break wind unexpectedly.  □ □ □ □ □ □

administered responses with that based on the responses of

patients by physician’s oral interview, where the latter seems

more accurate.

To address this issue, we compared each patient’s self-

administered responses to the FISI questionnaire with the re-

sponses of patients by physician’s oral interview. Addition-

ally, the patients’ self-administered responses to the FISI

questionnaire were compared with their responses to the

modified FISI questionnaire, where symptoms are docu-

mented in writing.

Methods

This study was conducted at a proctology clinic in Ka-

meda Medical Center. Between August 2022 and October

2023, consecutive patients whose primary complaint was FI

were screened for eligibility. Patients aged at least 18 years,

who planned to undergo FI treatment, with no severe cogni-

tive impairment, and who were not blind or deaf were ana-

lyzed. This study was approved by the regional Ethics Com-

mittee (approved number 22-048). Written informed consent

was obtained from all study participants.

Incontinence severity was evaluated using the FISI[4].

The FISI is based on a type × frequency matrix. The matrix

includes four types of leakage commonly found in the FI

population (gas, mucus, liquid stool, and solid stool) and

five frequencies (one to three times per month, once per

week, twice or more per week, once per day, and twice or

more per day) (Table 1). To understand the four types of

leakage more clearly, these were expressed in writing (Table

2, modified FISI which is the authors’ original). “Gas” was

changed to “Break wind unexpectedly”, “Mucus” to “Mucus

adheres to underwear or pads or leak out,” “Liquid stool” to

“Liquid stool adheres to underwear or pads or leak out,” and

“Solid stool” to “Solid stool adheres to underwear or pads

or leak out.” The four types of leakage were sorted in re-

verse order to avoid replicating the patients’ original FISI

responses (Table 2). Patients were asked to tick only one

box per row. Each of the four items (types of leakage) is

awarded various points, depending on the frequency at

which that type of incontinence is experienced. The maxi-

mum number of points that can be awarded for liquid stool

incontinence with frequency of two or more times per week

per individual is 19. A total score is the sum of all points

and varies from 0 to 61, where the higher the score, the

higher the perceived severity of the FI.

FI was defined based on the patient’s responses to the

FISI questionnaire; the leakage of solid or liquid stool with

or without the use of pads was defined as FI. Because the

initial two FISI questionnaires were used to assess gas or

mucus incontinence, patients who only completed these

questionnaires were excluded from the study.

A physician explained the study to patients for 5 min. Pa-

tients who presented with FI completed the FISI question-

naire as an initial assessment (A1). After 2-3 min, they were

asked to respond to the modified FISI questionnaire as a

second assessment (A2). Again, after 2-3 min, the patients

were interviewed by a Japanese physician (A.T.) to deter-

mine the FISI score as a third assessment (A3). Data on

age, sex, duration of FI, type of FI (passive, urge, and

mixed), disease or condition which may cause FI, history of

surgery in the pelvic floor, and use of electric bidet before
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and/or after defecation were collected.

The primary outcome was to explore the rating gap be-

tween the FISI scores assessed based on self-administration

(A1) and the FISI scores assessed based on oral interview

by a physician (A3) and to determine the factors associated

with the rating gap. This was a prospective experimental

study.

Statistical analysis

Statistical analysis was performed using SPSS v26 (IBM

Corp., Armonk, NY, USA). Continuous variables were ex-

pressed as the mean with the corresponding 95% confidence

interval (CI) and analyzed using the Wilcoxon signed rank

test for paired data and the Mann-Whitney U test for un-

paired data. Qualitative data were analyzed using the chi-

square test. A P-value of <0.05 was considered significant.

Analysis 1
The mean difference between the FISI scores of each pa-

tient on A1 and A3 was computed. When the difference be-

tween the patient’s responses to the two questionnaires ex-

ceeded the computed score, the patient was considered posi-

tive for a rating gap in the FISI score. We used the receiver

operating characteristic curve analysis for changes in age

that differentiated between patients with and without a rating

gap in the FISI score. The cut-off value was assessed using

Youden’s index. A stepwise multiple regression analysis was

used to determine the characteristics independently associ-

ated with the presence of a substantial rating gap in the FISI

scores.

Analysis 2
The in-coincidence of ticked boxes related to each type of

leakage between the FISI responses on A1 and those on A2,

between the FISI responses on A1 and those on A3, or be-

tween the FISI responses on A2 and those on A3 were com-

puted and compared between the groups. A stepwise multi-

ple analysis was used to determine the characteristics inde-

pendently associated with the presence of in-coincidence of

ticked boxes related to each type of leakage between the

FISI responses on A1 and those on A3.

Results

During the study period, 113 patients with FI symptoms

were examined at a proctology clinic. Of these patients,

eight who had been diagnosed with severe cognitive impair-

ment and five patients with extremely hard of hearing or

who were deaf were excluded. The remaining patients were

included in this study. Table 3 shows the characteristics of

100 patients. Their mean age was 72 years (CI 69-75 years);

approximately 66% of the study patients were women. FI

types, duration of FI symptoms, previous pelvic surgery, and

bidet use before or after defecation were not significantly

different between sex groups. Women had more previous ex-

perience of a physician-led oral interview assessment of

FISI than men (20/66 vs. 3/34, P = 0.02).

Table 4 shows the comparison of the FISI scores or

scores for each of the FISI components in the three assess-

ments. There was no significant difference in the FISI scores

between A1 (self-administered responses on the original

FISI questionnaire) and A3 (the responses of patients from

physician’s oral interview). The mean FISI scores on A2

(self-administered responses on the modified FISI question-

naire) were significantly greater than those on A1 and A3.

The scores for solid stool leakage on A3 were significantly

smaller than those on A1 and A2. The scores for gas leak-

age on A2 were significantly greater than those on A1 and

A3. When dividing the patients into Groups 1 (with previous

experience of a physician-led oral interview assessment of

FISI) and 2 (without previous experience of a physician-led

oral interview assessment of FISI), the mean FISI scores in

either group were not significantly different among the three

assessments. There were significant differences in the scores

for some of the FISI components between the assessments

(the scores for gas in Group 2, the scores for mucus in

Group 1, and the scores for solid stool in both groups).

The mean difference between the FISI scores assessed in

each patient on A1 and A3 was 8.9 (standard error 0.94)

(Figure 1). Then, when the difference was 9 or more in each

patient, the patient was considered positive for rating gap in

the FISI scores. Figure 2 shows the number of patients

based on the difference between the FISI scores assessed on

A1 and A3. Consequently, 37 (37%) patients were positive

for a rating gap in the FISI score. The cut-off value of age

using Youden’s index was 66 years. A multivariate analysis

revealed that older age (66 years and more) and no history

of pelvic floor surgery were independently associated with

the presence of rating gap in the FISI scores (Table 5). Al-

though no significance was observed, a rating gap in the

FISI scores was found in 41% (15/37) of patients aged �80

years and 60% (3/5) of those aged �90 years. In Group 2,

the mean difference between the FISI scores assessed in

each patient on A1 and A3 was 9.9. When the difference

was 10 or more in each patient, the patient was considered

positive for rating gap in the FISI scores. Ther cut-off value

of age using Youden’s index in Group 2 was 65 years. A

multivariate analysis revealed that older age (65 years and

more) was independently associated with the presence of

rating gap in the FISI scores (Table 6). No variables were

selected in equation in Group 1 patients using a multivariate

analysis.

Table 7 shows the in-coincidence rates of ticked boxes re-

lated to all types of leakage or for each type of leakage be-

tween the assessments on A1 and A2, between the assess-

ments on A1 and A3, and between the assessments on A2

and A3. When dividing the patients into Groups 1 and 2,

there was no significant difference between Group 1 (51%)
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Table　3.　Characteristics of Patients (n= 100).

Age, years Mean (95% CI) 72 (69-75) 

Sex Men 34

Women 66

FI type Passive 74

Urge 16

Mixed 10

Duration of FI, months Mean (95% CI) 39.6 (23.4-55.8) 

Disease or condition which may cause FI ERP 13

RAI 13

Mucosal prolapse 2

Rectocele 5

Sphincter injury 5

Prolapsed hemorrhoids 5

Neurological disorder 7

Irritable bowel syndrome 8

Radiation-induced proctitis 2

Low anal pressure 17

Others 23

Previous surgery of pelvic floor No 56

Yes 44

Surgery for anal disease 12

Sphincter repair 2

LVR for ERP 8

Delorme’ procedure for ERP 3

LVR for RAI 4

Sphincter saving rectal cancer surgery 2

Rectocele repair 2

POP surgery 2

Hysterectomy 4

Others 5

Bidet use No 51

Yes 49

Previous experience of a physician-led No 77

oral interview assessment Yes 23

Values are presented as n, unless otherwise indicated. 

CI, confidence interval; FI, fecal incontinence; ERP, external rectal prolapse; RAI, rectoanal intussus-

ception; LVR, laparoscopic ventral rectopexy; POP, pelvic organ prolapse

and Group 2 (49%) in the in-coincidence rates of the ticked

box for all types of leakage between the assessments on A1

and A3 (P=0.69).

Multivariate analysis revealed that older age (66 years and

more) was independently associated with the in-coincidence

of ticked boxes corresponding to gas or solid stool leakage

between the assessments on A1 and A3. Similarly, no bidet

use and no history of pelvic surgery were associated with

the in-coincidence of ticked boxes related to mucus leakage

and liquid stool leakage between the assessments on A1 and

A3, respectively. This finding indicates that bidet use was

predictive of the coincidence of the ticked box related to

mucus leakage, and previous history of pelvic surgery was

associated with the coincidence of the ticked box for liquid

stool leakage (Table 8). Group 2 patients also similar results.

Multivariate analysis in Group 2 also showed the similar re-

sults, except the age included in the equation (65 years and

more) (Table 9).

Discussion

To the best of our knowledge, this is the first to compare

patients’ self-administered responses to the FISI question-

naire with the responses of patients by physician’s oral in-

terview. This study demonstrated that the mean difference

between the FISI scores assigned by each patient and those

provided during the oral history taking was 8.9. There is no

consensus on how many points make the difference clini-

cally significant. However, this figure seems significant as a

previous study reported that the minimum important differ-
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Figure　1.　Mean difference between the FISI scores based on 

self-administration by patients and based on oral interview by a

physician.

FISI, Fecal Incontinence Severity Index; bar, standard error.

Mean value is 8.9 (standard error 0.94). 

Table　4.　Comparison of the Total FISI Scores or Scores of Each FISI Component among 

Three Assessments.

Assessment

Self-administration 

to the FISI ques-

tionnaire (A1) 

Self-administration to 

the modified FISI 

questionnaire (A2) 

Physician-led oral inter-

view assessment of the 

FISI questionnaire (A3) 

FISI scores 22.9 (20.1-25.6) 25.9 (23.2-28.5) * 23.5 (21.3-25.7) 

Group 1 (n = 23) 25.1 (20.8-29.4) 27.0 (22.4-31.5) 22.9 (19.3-26.5) 

Group 2 (n=77) 22.2 (18.9-25.5) 25.5 (22.3-28.7) 23.7 (21.0-26.4) 

Gas 5.2 (4.3-6.2) 6.6 (5.6-7.5) * 5.8 (4.9-6.8) 

Group 1 (n = 23) 7.3 (5.4 -9.3) 7.5 (5.5-9.5) 6.8 (4.8-8.8) 

Group 2 (n=77) 4.6 (3.5-5.7) ‡ 6.3 (5.5-9.5) 5.5 (4.4-6.6) 

Mucus 4.0 (3.1-4.9) 4.1 (3.2-4.9) 3.9 (3.0-4.7) 

Group 1 (n = 23) 3.7 (1.9-5.7) # 2.7 (1.0-4.4) 1.6 (0.3-2.8) 

Group 2 (n=77) 4.1 (3.1-5.1) 4.5 (3.5-5.5) 4.5 (3.5-5.6) 

Liquid stool 7.4 (6.2-8.6) 8.1 (6.9-9.3) 8.7 (7.5-9.9) 

Group 1 (n = 23) 7.3 (5.3-9.4) 8.3 (5.8-10.7) 7.8 (5.5-10.0) 

Group 2 (n=77) 7.5 (6.0-8.9) 8.0 (6.6-9.5) 9.0 (7.6-10.4) 

Solid stool 6.2 (5.0-7.5) 7.2 (5.9-8.4) 5.1 (7.5-9.9) †

Group 1 (n = 23) 6.7 (4.2-9.1) 8.5 (5.9-11.1) * 6.8 (4.5-9.1) 

Group 2 (n=77) 6.1 (4.6-7.5) 6.8 (5.3-8.2) 4.6 (3.3-6.0) †

FISI, Fecal Incontinence Severity Index; Group 1, Patients with previous experience of a physician-led oral in-

terview assessment of FISI; Group 2, Patients without previous experience of a physician-led oral interview as-

sessment of FISI.

*P < 0.05 vs. A1 and A3; †P < 0.05 vs. A1 and A2; #P < 0.05 vs. A3; ‡P <0.05 vs. A2.

ence value for FISI was 4[6]. Older age was predictive of

either the rating gap in the FISI scores (�9.0) or the in-

coincidence of the ticked box for solid stool or gas leakage.

The standard method for measuring FI and its severity is

self-report. In most of the previous studies examining pa-

tients with FI, patients were asked to complete the self-

administered questionnaire[7-9]. Clinicians should evaluate

the severity of FI correctly to determine the appropriate

treatment. Additionally, when the effectiveness of interven-

tions for the treatment of FI is investigated, the FI severity

at baseline should be correctly assessed to determine the ef-

fectiveness of interventions. Even if the severity of FI im-

proved significantly after an intervention compared with that

at baseline, the assessment results of the treatment efficacy

could be misleading, if the FI severity was not accurately

assessed at baseline.

The results of this study suggested that there is some non-

negligible discrepancy between patients’ self-administered

responses and their responses from physician’s oral inter-

view, especially in older patients. This allows for continuous

interviews with the physician until accurate results are ob-

tained. A practical manual on the utilization of self-

administered questionnaires in clinical practice elucidates

that elderly patients might encounter challenges or may find

it infeasible to independently fill out the questionnaires. In

such cases, the questionnaire can be completed with the as-

sistance of family members or medical staff[10]. In line with

the authors’ view[10], patients typically appreciate the active

engagement of health professionals in addressing critical is-

sues such as the symptoms of FI, which are not comprehen-

sively explored using a self-report questionnaire. On the

other hand, if physicians are conducting research using the

FISI questionnaire, there is a concern that bias among physi-

cians may occur, which affects the uniformity of the results

when the questionnaire is scored by physicians after an oral

interview.
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Figure　2.　Number of patients based on the difference between the FISI scores obtained by self-adminis-
tration by patients and the responses of patients by physician’s oral interview.
FISI, Fecal Incontinence Severity Index; a, A total of 37 patients who showed a rating gap (≥9) in the FISI 
scores.

Table　5.　Multiple Regression Showing the Characteristics Independently Associated 
with the Presence of Rating Gap in the FISI Scores* in All Subjects (n = 100).

Variables included in equation
Unstandardized 

regression weight t value P value
Variance 
explained

Age, 66 years and more 0.35 3.35 0.001 13%

No previous history of pelvic surgery 0.23 2.13 0.04

*defined as positive when the difference between the FISI scores on self-administration and those on phy-

sician-led oral interview assessment in each patient was 9 or more; FISI, Fecal Incontinence Severity In-

dex

Table　6.　Multiple Regression Showing the Characteristics Independently Associated 
with the Presence of Rating Gap in the FISI Scores* in Patients without Previous Experi-
ence of a Physician-Led Oral Interview Assessment (n = 77).

Variables included in equation
Unstandardized 

regression weight t value P value
Variance 
explained

Age, 65 years and more 0.40 3.20 0.002 12%

*defined as positive when the difference between the FISI scores on self-administration and those on phy-

sician-led oral interview assessment in each patient was 10 or more; FISI, Fecal Incontinence Severity In-

dex

We anticipated that the FISI scores obtained using a self-

administered questionnaire should be significantly different

from those obtained by a physician-led oral interview as-

sessment. Additionally, we predicted that the scores obtained

during oral interview assessment should be close to the

scores obtained using a modified FISI self-administered

questionnaire. This expectation was based on the assumption

that a questionnaire with an explanatory text may facilitate

patients’ comprehension of their incontinence status. How-

ever, our predictions were proven incorrect. These results

suggest that it is desirable to create a Japanese version of

the FISI which is based on the validation study. When the

scores for each FISI component were compared with those

obtained in all three assessments, the scores for solid stool

leakage obtained based on oral interview assessment were

significantly smaller than those obtained using either the
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Table　7.　In-Coincidence Rates of Ticked Boxes Related to All Types of Leakage or Each 

Type of Leakage between the Assessments.

Between A1 and A3 Between A2 and A3 Between A1 and A2

FISI scores 49% (197/400) 41% (163/400) 39% (155/400) 

Group 1 (n = 23) 51% (47/92) 37% (34/92) 48% (44/92) 

Group 2 (n=77) 49% (150/308) * 42% (129/308) 40% (123/308) 

Gas 54% (54/100) 39% (39/100) 44% (44/100) 

Group 1 (n = 23) 61% (14/23) 30% (7/23) 57% (13/23) 

Group 2 (n=77) 52% (40/77) 42% (32/77) 56% (43/77) 

Mucus 49% (49/100) 41% (41/100) 33% (33/100) 

Group 1 (n = 23) 52% (12/23) 35% (8/23) 48% (11/23) 

Group 2 (n=77) 48% (37/77) 43% (33/77) 29% (22/77) 

Liquid stool 54% (54/100) 42% (42/100) 46% (46/100) 

Group 1 (n = 23) 52% (12/23) 48% (11/23) 52% (12/23) 

Group 2 (n=77) 55% (42/77) 40% (31/77) 44% (34/77) 

Solid stool 40% (40/100) 41% (41/100) 32% (32/100) 

Group 1 (n = 23) 39% (9/23) 35% (8/23) 35% (8/23) 

Group 2 (n=77) 40% (31/77) 43% (33/77) 31% (24/77) 

FISI, Fecal Incontinence Severity Index; A1, Self-administration to the FISI; A2, Self-administration to the 

modified FISI; A3, Physician-led oral interview assessment of the FISI.

Group 1, Patients with previous experience of a physician-led oral interview assessment of FISI; Group 2, 

Patients without previous experience of a physician-led oral interview assessment of FISI. 

*P = 0.69 vs. Group 1.

Table　8.　Multiple Regression Showing the Characteristics Independently Associated with 

the Presence of In-Coincidence for Ticked Boxes to Each Type of Leakage between the FISI 

Assessments on A1 and A3 in All Subjects (n = 100).

Variables included in equation

Unstandardized 

regression weight t value P value

Variance 

explained

Gas

Age, 66 years and more 0.24 2.11 0.037 4.3%

Mucus

No bidet use 0.32 3.35 0.001 10.3%

Liquid stool

No previous history of pelvic surgery 0.23 2.37 0.02 5.4%

Solid stool

Age, 66 years and more (no, yes) 0.27 2.40 0.018 5.6%

FISI, Fecal Incontinence Severity Index; A1, Self-administration to the FISI; A3, Physician-led oral inter-

view assessment of the FISI.

baseline self-administered FISI questionnaire or the modified

self-administered FISI questionnaire. The patients possibly

misunderstood the questions on the baseline FISI or modi-

fied FISI questionnaire, causing them to provide affirmative

written responses. However, during direct physician inter-

views, they demonstrated a better understanding of the ques-

tions and did not report frequent solid stool leakage. The

scores for gas leakage obtained based on oral interview as-

sessment were significantly smaller than those obtained us-

ing the modified self-administered FISI questionnaire with a

written explanation. This may be partly due to the fact that

patients’ tended to misunderstand the phrase “break wind

unexpectedly” for “feel free and relaxed about breaking

wind at home”.

There was no significant difference between Group 1

(51%) and Group 2 (49%) in the in-coincidence rates of the

ticked box for all types of leakage between the assessments

on A1 and A3, which suggests that the previous experience

of a physician-led oral interview assessment did not have a

significant influence on FISI scores. Meanwhile, when the

characteristics independently associated with the presence of

in-coincidence for ticked boxes to each type of leakage be-

tween the FISI assessments on A1 and A3 were selected, no

history of pelvic surgery was predictive of either a rating
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Table　9.　Multiple Regression Showing the Characteristics Independently Associated with 

the Presence of In-Coincidence for Ticked Boxes to Each Type of Leakage between the FISI 

Assessments on A1 and A3 in Patients without Previous Experience of a Physician-Led Oral 

Interview Assessment (n = 77).

Variables included in equation

Unstandardized 

regression weight t value P value

Variance 

explained

Gas

Age, 65 years and more (no, yes) 0.27 2.08 0.041 5.4%

Mucus

No bidet use 0.38 3.51 0.001 14.1%

Liquid stool

No previous history of pelvic surgery 0.36 2.92 0.005 10.2%

Solid stool

Age, 65 years and more (no, yes) 0.33 2.58 0.012 8.2%

FISI, Fecal Incontinence Severity Index; A1, Self-administration to the FISI; A3, Physician-led oral inter-

view assessment of the FISI

gap in the FISI scores or the in-coincidence of the ticked

box for liquid stool leakage in this study. These findings

could be attributed to the fact that 23 of 44 patients (52%)

with a history of pelvic surgery had previously undergone

an oral interview assessment of the FISI and were accus-

tomed to this assessment process. By contrast, the FISI as-

sessment was conducted for the first time in the remaining

77 patients.

No bidet use was predictive of the in-coincidence of

ticked boxes related to mucus leakage. Mucus leakage is

one of the characteristic symptoms of bidet users[11]. Natu-

rally, they might focus on the symptom frequency and inde-

pendently assess their condition, potentially leading to a

higher likelihood of checking the boxes related to mucus

leakage properly.

This study had certain limitations. First, the patients pos-

sibly gained a better understanding of their incontinence

condition over time. As they were administered with both

the FISI and modified FISI questionnaires and subsequently

interviewed by a physician, they may have developed a

more accurate response pattern. Second, the extent of cogni-

tive impairment in the patients was not assessed; conse-

quently, the effect of cognitive function on the results re-

mained unknown. Third, 23 patients with a previous history

of pelvic surgery had not filled out the baseline or modified

FISI self-administered questionnaire but underwent oral his-

tory assessment of the FISI prior to this study. This prior

experience may introduce bias into the study’s results.

Fourth, the explanation of “Break wind unexpectedly” for

modified FISI might have caused a misunderstanding of

“gas incontinence” to patients, because it sometimes could

be expected by them before it happens. Fifth, the FI data re-

called from a specific period were not accurate. Although

the patient is the best source of data on FI severity[4], such

data can be manipulated by the patient or it may not be an

accurate representation of the patient’s actual status. Con-

versely, the oral interview assessment gathered by the physi-

cian may not closely reflect the patient’s actual FI status.

Further studies are required comparing FI severity on daily

stool diaries with recall data.

In conclusion, there was no significant difference in the

FISI scores between self-administered responses on the

original FISI questionnaire and the responses of patients by

physician’s oral interview. Patients totaling to 37% showed a

rating gap in the FISI score. Older age was predictive of

either the rating gap or the in-coincidence of ticked boxes

related to solid stool or gas leakage based on the self-

administered FISI score and FISI score obtained through

oral interview assessment. This finding suggests that there is

some non-negligible discrepancy between patients’ self-

administered responses and their responses from physician’s

oral interview, especially in older patients.
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