
were from children in this age group; the
275 children under two years old (19% of
registered children) could be expected to
have had at least 500 consultations in the
six-month study period, many probably
for febrile illnesses. The more urine sam-
ples that are sent, the more UTIs are iden-
tified.3

Giddens and Robinson's report shows
that, even with an intervention, 'to raise the
profile of childhood UTI' in an interested
and motivated practice, urine collection is
still infrequently performed in children
under two years old.' The high contamina-
tion rate (which this study has attempted to
improve) may contribute to a high thresh-
old to obtain a sample, but the considerable
practical difficulties in collecting urine
samples from this age group are also likely
to be important. These include (perceived)
lack of parental cooperation, children being
'too sick', time pressures in practice, costs
of investigation, and availability of sample
collection and laboratory services 'out of
hours' .4
Having shown that parents can be

encouraged to collect samples more 'accu-
rately' and achieve lower contamination
rates, the challenge is then to overcome the
practical difficulties and facilitate investi-
gation for UTI in the youngest children.
Possible strategies for this are likely to
include further efforts to raise professional
and parental awareness of the frequency
and importance of UTI (including appropri-
ate dissemination of existing guidelines to
professionals,5 kits for parental collecting
and testing (urinalysis) of urine,6 and
resource allocation to support the cost of
testing more children and to make laboratory
services more available.4
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Female urinary incontinence

Sir,
I was interested to read the recent report on
female urinary incontinence by Professor
O'Dowd, published in the British Journal
of General Practice, February 1998. This is
a subject I am very keen to bring to the
attention of my practice nurse colleagues.
As was said in the article, many practice
nurses are not used to dealing with this
issue but they are ideally situated to do so.
General practitioners lack the time to cope
with this extremely common problem but,
with very little training, practice nurses
could make a considerable difference both
in encouraging these women to come for-
ward and in treating these women, many of
whom can be dealt with in the primary sec-
tor, thereby saving money for the NHS and
avoiding inappropriate referrals to the
urology clinic.

I run a service for these women within
our practice. It consists of assessment,
which is probably the most important part
of the programme, and then advice on blad-
der training, lifestyle, and pelvic floor exer-
cises as is appropriate. Most of the women
can be managed within the practice. This
has reduced our referrals considerably, as
previously all patients with incontinence
were referred to the gynaecology or urology
departments. This not only saves money for
the practice (we are fundholders) and the
NHS, but also saves the patient time wait-
ing at the hospital and also transport costs.

Incontinence is a very personal and
embarrassing problem, and the women
would much prefer to see their practice
nurse, whom they may already know and
can have direct contact with and who can
follow them up. This follow-up is essential,
particularly for the success of the pelvic
floor exercises. My recent audit of the
women I have seen with stress incontinence
(by far the biggest incontinence problem
for females) showed that 80% of the
women on my programme were cured or
substantially improved after three months
of exercises, and that all the pre-
menopausal women had no incontinence
after the three months. It is much easier in

primary care to follow up these women
after the three months, and therefore
encourage the continuance of the pelvic
floor exercises, as they are very likely to
see me about other issues; e.g. smears and
HRT.

If any of the women do need referral, the
nurse can act as a bridge for them. As with
all hospital appointments there is a waiting
list, and, by the GPs referring the women to
me for assessment first, we ensure that any
hospital referrals are appropriate and I can
initiate the pelvic floor exercise programme
and also give the women general advice.
We have found that this also saves time and
money as these women are then investigated
further (e.g. for urodynamics) without
delay. Previously the women were regularly
sent away after their first hospital consulta-
tion with a handout on pelvic floor exercis-
es and told to return after three months if
there was no improvement. There was, of
course, unlikely to be any improvement as
they had not been taught how to do the
exercises correctly and, with no follow-up
in the three months, were unlikely to perse-
vere with them, and perseverance and guid-
ance is definitely the key to success. The
practice nurse seems to be the ideal health
care worker to give this guidance and
follow-up.

With the cost of incontinence care for-
ever escalating, does it not seem sensible to
establish programmes like mine within all
practices? It is cheap to run, and by assess-
ing women in the practice ensures that they
are seen quickly by someone they are likely
to know. Many of them can be treated
within the practice, but where necessary
they are referred appropriately either to the
hospital or to the continence advisors.
Surely this is the way forward for inconti-
nence care.
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