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INTRODUCTION

Voiding difficulties and incomplete bladder emptying in the female are
frequently mis - diagnosed. Apart from acute retention, diagnosis on sympto-
matology is stated to be unsatisfactory () and frequently this condition is
only detected by urodynamic investigation in the course of management
of freguency, incontinence (*) and recurrent urinary tract infection (?), ().
Failure to diagnose voiding difficulties prior to suprapubic incontinence
surgery may lead to post - operative delay in resuming spontaneous voiding
and chronic urinary retention (%),

METHOD

Female patients with urologic symptoms attended a urodynamic clinic
following specialist or family practitioner referral. Six hundred consecutive
case histories were reviewed. Each patient’s history was taken onto a
Urodynamic questionnaire(®) by a doctor attached to the clinic. Care was
taken to ensurc consistency of questioning between doctors. The patient
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and Consultant Gyncecologist, St. Helier Hospital, Carshalton.
{**) Urologist, Department of Urology, University of Istanbul.
(***) First Assistant tc Department of Obstetrics and Gynaecology, Univereity of New-
castle-upon-Tyne

Tiark Oroloji Dergisl, Cilt: Vi1, Sayr: 2, 1982 73



was asked to attend with a full bladder and an independent peak flow rate
was measured. A clinical examination was performed with special attent-
ion to neurologic and pelvic findings. An estimation of residual urine was
made on bi-manual palpation. A mid stream specimen of urine was taken
to detect wurinary tract infection. A further independent peak flow rate
measurement was obtained prior to carrying out videocystou rethrography
or cystometry with simultaneous pressure flow studies, at which time cat-
heterisation indicated the amount of residual urine.

Three questions were asked to elicit voiding difficulties:
1 — Was there complete bladder emptying?

2 — Was there a good urinary stream?

3 — Was there straining to void?

A negative answer to either of the first two or a positive answer to the
third question suggested clinical evidence of voiding difficulty. Urodynamic
evidence as taken as a peak flow rate less than 15 mi per second or a
residual urine greater than 200 ml on several readings.

RESULTS

Three groups of patients could be defined according to symptoms of voiding
difficulty. Group | contained 50 patients who presented directly with comp-
laints of voiding difficulty and which were confirmed in 34 patients (Group
la) by urodynamic findings. Group Il contained 145 patients who presented
with other urologic symptoms (e.g. stress Incontinence, urgency or fre-
quency) but who admitted on direct questioning, to symptoms of voiding
difficulty, which were confirmed in 53 patients (Group lia). Of the remai-
ning 405 patients without symptoms of voiding difficulty, 12 (Group IlI) and
urodynamic evidence of this condition.

The age and previous pelvic operations are shown In table I. In those patients
of 65 years of age and over the prevalence of confirmed voiding ditficulty
was 25.5 per cent compared to 13.6 per cent In those under 65 years of age.
The prevalence of all urinary symptoms is shown in table Il. Of those
symptoms relating to diffuculty in voiding (incomplete emptying, poor
stream and straining), a poor stream was the most frequent symptom
although none of these approached levels of significance. The prevalence
of a clinically detectable residual urine, psychiatric disorder, current drug
therapy known to have obstructive side-effects and urinary tract infection
within the last two years, are shown in table lil. Details of neurologic disor-
ders are indicated in table IV. prevalence of neurclogic disorder in Group
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lla is significant (p.~0.001) compared to that in Group llb. Urodynamic
data is shown in table V. The prevalence of non-compliant detrusor instability
is highest in those patients with confirmed voiding difficulty. Intravenous
urography showed upper tract dilatation to be present in 3 patients 2 from
Group la and 1 from Group lla.

DISCUSSION

Farrar et al. (1) found a 6.8 per cent prevalence of voiding disorders in a
femaie population attending the Middlesex Urodynamic clinic. Patients with
overt or suspect neurcpathy and dianetes were excluded. The criteria for
voiding difficulty was a peak flow rate less than 15 ml per second. Our
prevalence of proven voiding difficulty was 16.5 per cent which includes
patients with neuropathy and diabetes and with a peak flow rate less than
15 ml per second or a residual greater than 200 ml. Altogether 76 of the
patients with confirmed voiding difficu'ty had a peak flow rate of less than
15 ml per second. If patients with neuropathy and diabetes were omitted,
the rate decreased to 12 per cent. Whilst this is a higher rate than would
be likely to be found in the gynaecological patients, it is likely that some
cases fail to be diagnosed. No one symptom was found to be statistically
more useful than any other in detecting this condition although the
complaint of ‘poor stream' was commonest. At best, a symptom of voiding
difficulty may alert the clinician to this entity, whilst its absence does not
preclude it. The main difference in sympoms between patients in Group
la and Group lla is that in the former, 84 per cent of patients had two or
more symptoms whilst in Group lla, only 28 per cent of patients had two
or more symptoms. The only urodynamic ditference between these two
groups was a nigher residual urine in Group la whilts the residual urine
in Group lla was similar to that in Group Ill.

Group |l patients, who constituted 2 per cent of the total series are of
some concern because they are asymptomatic and their voiding disability
was only detected on routine uroflowmetry or by the presence of a clinical
residual urine of 300 ml (1 patient). These patients were older and had a
higher incldence of pelvic operations and psychiatric illness than the other
groups. Tho detect these patients, uroflowmetry should be performed on all
patients undergoing suprapubic procedures for incontinence or radical
pelvic surgery.

Voiding diffculties in the male or female would seem more cammon as
age increases. The three obstructive groups had respective average ages
of 53, 61 an 64 years whilst the two non-obstructive groups had average
ages of 38 and 50 years respectively. The average age of the remaining 393
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GROUP |

GROUP 11 GROUP 1l
a b a b
Voiding Novoiding Voiding No voiding Voiding
Difficulty Difficulty  Difficulty Difficulty  Difficulty
Number 34 16 53 92 12
Average age
(years) 53 38 61 50 64
Anterior repair 5 1 11 24 4
Vaginal
Hysterectomy 1
Vaginal hyster-
ectomy and anter- 1 2 6 1
ior repair
Abdominal
hysterectomy 7 4 7 19 5
Wertheim
hysterectomy 1 1
Marshall-
Marchetti-Krantz 1 2
Sling 2 1
Total (%) 14 (41) 5 (31) 24 (45) 10(83)

53 (58)

Table I. To show average ages and past surgery.

Group la Group Ib Group lla Group lib Group Il

Frequency

Stress incontinence
Urge incontinence
Incomplete emptying
Paor stream

Straining to void

9
9
6
25
24
23

8
5
4
11
7
10

2:
31
35
34
21
11

37
63
55
70
20
18

5
4
3

Table Il. To show prevalence of urinary symptoms.

patients was 50 years. As has been noted by Roberts and Smith (") it is
highly likely that oestrogen deficiency is an underlying factor.
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Group la Group Ib Group lla Group Ilb Group Il

Clinical residual 11 0 11 0 1
Psychiatric disorder 6 2 11 11 3
Current drugs 5 3 16 8 4
Urinary tract infection 20 7 20 27 5

Table lIl. To show prevalence of clinical residual urine, psychiatric disorder,
current drug therapy and incidence of urinary tract infection in
the last two years.

Group la Group Ib Group lla Group lib Group Il

Upper motor
neurone lesion 4 2 8 3 1
Lower motor

neurone lesion 2 2

Mixed lesion

Parkinsonism 1 1
Multiple Sclerosis 7 1 3 1
Diabetic neuropathy 1

Epilepsy 1

Tatal (%) 15 (44) 3 (19) 15*(28) 4*(4) 3 (25)

Table IV. To show prevalence of neurologic disorders.
* Student's t-test p<0.001.

Neurologic disease was found more commonly in those with confirmed
voiding difficulties and emphasises the importance of a neurologic history
and examination as part of the urodyramic assessment. The prevalence of
psychiatric disease in the obstructive group did not reach statistical
significance when compared with the non-obstructive group, although
hysterical voiding difficulties in retention have been documented. (3) It is
important not to made this diagnosis until all organic causes have been
excluded.

We did not find evidence that the anterior repair was more likely than any
other pelvic operation to be associated with confirmed voiding difficulty
and wouid refute this conclusion made by Delaere et al. (°).
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Peak flow rate (ml per second (S.D.)
Residual (ml) (S.D.)

Capacity (ml) (S.D.)

Pressure rise on filling (cmH,0) (S.D)
Pressure rise on standing (cmH,0) (S.D.)

Detrusor instability

Group la Group Ib Group lla Group lIb Group 1l
12 (6.7) 24 (s5.8) 10 (4.8) 28 (8.6} 10 (24)

350 (500) 27 (48.9) 161 (177) 7 (18.2) 186 (246)

542 (236) 411 (180) 451 (174) 487 (123) 463 (231)
24 1 (264) 164 (20) 23 (17.6) 10.6 (11.4) 21.8 (17.2)
7.5 (15.2) 3.3 (6.0) 7.8 (16.2) 42 (8.0) 24 (48)
16 5 32 27 6

Table V. To show Urodynamic data.



Farrar et al (1) have emphasised and we would agree, that a peak flow:
rate of less than 15 ml should only be regarded as a relative screening
test, and the best objective evidence is provided by a combination of peak
flow rate and maximum voiding pressure: it did not prove possible to mea-
sure the maximum voiding pressure in all patients because in some elderly
patients the rectal pressure line was extruded.

The prevalence of non-compliant detrusor instability was higher in the
obstructive compared to the non-obstructive groups and is similar to that
encountered by Farrar et al. (1). We feel that inco ordination between the
detrusor and sphincter mechanism is a likely factor in the aetiology of
voiding difficulty here.

In conclusion, we feel that, as a symptomatic guide to thepresence of a
volding difficulty in a female is fallible, it is important to be able to detect
this condition by peak urine flow rate measurement.

In the absence of symptoms, patients undergoing suprapubic surgery for
Incontinence should have a peak flow rate measurement beforehand. The
prevalence of voiding difficulties following radical pelvic surgery for genital
cancer is 45 cent (). By performing uroflowmetry beforehand, incipient
voiding difficulties may be detected and managed by forewarning the patient
of a likely delay in a return to spontaneous voiding, and by an adequate
period of suprapubic catheter drainage.

ABSTRACT

The urodynamic questionnaires of 600 consecutive female patients attending
a Urodynamic clinic were reviewed. Investigations consisted of independent
uroflofwmetry and either twin-channel subtracted cystometry or videocysto-
urethrography with synchronous bladder pressure and urine flow recordings.
Urodynamic evidence of voiding difficulty was taken as a repeated peak
flow rate of less than 15 mls per second or a residual urine more than
200 mls. One hundred and ninety-five patients complained of voiding
difficulties, which were substantiated in only 87. A further 12 patients were
asymptomatic but had urodynamic evidence of voiding difficulty. Symptoms
of voiding difficulty were found to be unreliable and detection by uroflow-
metry was advised in patients who were to have suprapubic surgery for
incontinence.
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