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The reported prevalence of urinary symptoms in
women in one rural general practice
JACQUELINE V JOLLEYS
SUMMARY In May 1989 a questionnaire to determine the
prevalence of urinary symptoms and vaginal discharge in the
community was sent to all women patients born before May
1962 who had been registered with one rural practice for
the previous two years. The response rate was 97%. The
patients' clinical records were used to validate the replies
of those who claimed to have consulted the doctor with
these symptoms together with a sample of those who claimed not to have consulted. The reported prevalence of dysuria
among the women over the previous two years was 27%
and the prevalence of frequency was 34%. However, only
8% of women had received treatment for vaginal infections
and 15% treatment for urinary symptoms (10% had confirmed bacteruria). Thirty four per cent of women said they would
treat themselves prior to consulting a doctor and 17% would
buy proprietary medicines. When asked how long they would
wait between the onset of symptoms and seeking medical
advice the responses ranged from one to 20 days, with 36%
of women reporting that they would wait five days or longer
before consulting. Fifty eight per cent of the women patients
did not believe that urinary tract infections could have serious
consequences and this figure increased to 76% among
women who had consulted previously for a urinary tract infection. Patients with recurrent urinary symptoms did not
consult any earlier than other women or treat themselves
any less often. It can be concluded that there is a need for
increased patient education in this area.

Introduction
S YMPTOMS suggesting urinary tract infection occur commonly in women and many episodes result in consultations
with general practitioners. In the UK approximately four in 100
new consultations with all patients in general practice are for
symptoms suggesting urinary tract infection.' In the 1981-82
national study of morbidity statistics from general practice2 the
consultation rate for cystitis and urinary infection among female
patients was 62.5 per 1000 women at risk. This rate is similar
to that found in a study in the Netherlands which reported that
six out of every 100 women seen in general practice complained
of frequency and dysuria.3 The majority of these episodes respond satisfactorily to treatment with antibiotics although 50%
of women presenting with these symptoms do not have a
bacterial infection.4'5 Despite evidence to the contrary,6 many
doctors do not believe that it is possible to distinguish clinically
between urinary tract infection and urethral syndrome, even using
uristix and labstix, without the results of the mid-stream urine

analysis.
Lower urinary tract disorders in women fall into three
categories: asymptomatic bacteruria, symptomatic urinary tract
infection and urethral syndrome (frequency and dysuria, no
bacteruria). The prevalence of frequency and dysuria in women
in the community has rarely been studied,5'7 even though
urinary tract infection is the commonest condition in adults for
J V Jolleys, MRCGP, general practitioner, Belton, Leics and lecturer in
general practice, University of Leicester.
Submitted: 27 November 1989; accepted: 5 February 1990.
© British Journal of General Practice, 1990, 40, 335-337.

British Journal of General Practice, August 1990

which general practitioners prescribe antibiotics.8
This paper reports a study of the pattern and prevalence of
dysuria and frequency in women in a general practice community, with special reference to the use of self care and primary
medical care.

Method
The study subjects were women born before 1 May 1962 who
were registered with a rural Leicestershire general practice on
1 May 1987 and remained registered for the next two years.
A pilot questionnaire was sent to 100 randomly selected
women registered with the practice and modified in the light
of the results. The validated postal questionnaire sought information about occupation and whether the respondent had experienced 'stinging of urine' and/or 'need to pass urine more
frequently than usual' (excluding frequency owing to diuretics)
for more than a few days in the previous two years. The
respondents were also asked whether they had consulted the doctor for these symptoms, whether they had received treatment
for urinary tract infections and vaginal infections, how long they
would suffer the symptoms before seeking a medical opinion,
whether they would use self medication and whether they believed that urinary symptoms could have serious consequences. A
reminder was sent after one month and those not wishing to
take part were asked to confirm this by returning a blank form.
The patients' clinical records were used to validate all the
replies of those who claimed to have consulted the doctor or
to have been treated by the doctor for urinary tract infection
or vaginal discharge/infection in the previous two years. In addition, the replies of 20/o of those who did not claim to have
consulted or received treatment were checked. Confirmation of
the patients' claims was found in 98% of cases.
Patients were allocated a study number and data from the
questionnaire were coded using a prepared coding manual. The
data were analysed using a standard SPSS-X package. Results
were analysed using the chi-squared and Mann-Whitney tests.
Patients were grouped in 10 year age bands for the purposes of
analysis. Details of occupation were used to allocate the patients
to social class groupings according to the registrar general's
classification.

Results
Of the 684 questionnaires sent out, 661 were completed and
returned (response rate 97070), while 20 questionnaires (3%qo) were
returned blank.
Episodes of frequency were reported by 234 of the 661 women
(35%o) and episodes of dysuria by 179 (27%o) (Table 1). Thirty
seven women (607o) reported that episodes of frequency lasting
several days had occurred on more than 12 occasions in the two
year period while eight women (107o) reported a similar incidence
of dysuria. However, on most occasions these symptoms had
Table 1. Reported prevalence of urinary symptoms among 661
women during a two year period.
Number (%) of women with:
Number of episodes
in 2 years
Frequency
Dysuria
37 (6)
>12
8 (1)
57 (9)
29 (4)
7-12

1-6

140 (21)

0

427 (65)

142 (21)
482 (73)
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not resulted in a consultation. The 38 women reporting frequency
or dysuria on more than 12 occasiomw consulted between one:
and three times over the two year period for symptoms suggesting
urinary tract infection (total 59 occasiotis, mean 1.6 cdnsultations per woman). The infection was cohtfirmed in 51 of the 59
cases (86%).
Younger age groups reported significantly more episodes of
frequency and dysuria and they also suffered significantly more
episodes of urinary tract infection and vaginal infections than
older age groups, the prevalences bearing an inverse relationship to increasing age (iable 2). The younger age groups (25-34
and 35-44 years) did not report any association between urinary
symptoms and the menses or recent intercourse.
Over the two year period 100 women had been treated for
urinary tract infection (1507o) and 64 (10%) had confirmed
bacteruria on laboratory testing of a mid-stream urine sample.
Forty eight women had been treated for vaginal infection (7%),
diagnosed by the clinical presentation of unpleasant vaginal
discharge and soreness or itching of tle vagina. In 37 cases a
high vaginal swab confirmed infection with either candida (34
cases) or trichomonas (three cases).
Four hundred and ninety four women replied to the question
'How long would you wait between the onset of symptoms and
seeking medical advice?' The range of responses was one to 20
days. Sixty one patients (12%) said that they would seek immediate attention, 99 (20%) would consult by the second day,
101 (2007) by the third, 49 (10%o) by the fourth, 52 (11o) by
the fifth,and 107 (22%) one week after the onset of symptoms.
Only 15 women (307o) said that they would wait longer than two
weeks before seeking medical advice. There was no statistically
significant difference in the delay in consultation betweensocial
classes or between women who had received treatment for a
urinary tract infection in the past and those who had not.
When asked about self medication 225 of the 661 women
(34%) said that they would treat themselves with fluids and/or
proprietary medicines before seeking medical advice. One hundred and fifty nine women (24%7o) said that they would increase
their fluid intake and 109 (1607.) stated specifically that they
would drink lemon barley water. A total of 113 patients (1707)
would buy proprietary medicine. Significantly more 25-34 year
olds would purchase over-the-counter medicines than 55-64 year
olds and those aged 65 years and over (470o versus 16% and
8 o respectively; x2 =26.1, df=4, P0.001). Those aged 45-54
years were more likely to drink lemon barley water than the older
(5-64 and 65 + years) and younger (25-34 and 35-44 years)
age groups (37%o versus 160o, 14%o and 1307%, 200o respectively;
X2= 14.1, df=4, P0.01). The proportion of women who would
treat their symptoms by increasing their fluid intake bore an inverse relationship to their age (3807, 420o, 3907, 1807 and 1607.;
X21=.29, df=4, P<0.001). More women in social classes 1 and
2 combined (400o) would treat themselves than those in social
classes 3 and 4 (3307) and social class 5 (210) (Table 3). Similarly
more women in social classes 1 and 2 combined (23%) would
purchase medicines than those in social classes 3 and 4 (16%)
and social class 5 (11%) (Table 3). No signiflcant association
was found between the level of self medication and previous
treatment by a general practitioner for a urinary tract infection.
Six hundred and one women replied to the question 'Do you
believe that urinary tract infections could have serious consequences?' -381 women (6307) said 'no' and 220 (37%) said 'yes'
This pattern of response was repeated in all age bands. Surprisingly, a significantly lower proportion of women who had
previously consulted for a urinary tract infection (2407., 23/96)
believed that urinary infections could have possible serious
sequelae than women who had not (3907, 197/505) (X2 =7.2,

df=1, P<0.01).
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Table 2. Reported prevalence of urinary symptoms, urinary tract
infections (UTI) and vaginal infections by age group.
Age
group
(years)

% of women- with:
Number
of
women Frequency Dysuria
UTI

25-34
35-44
45-54
55-64
65+

88
186
131
101
155

43
37
39
31
29

x2=24.8
P<0.001

Vaginal
infections

19
10
5
2
2
X2=11.3 X2 =10.3 X2 = 46.6
P<0.05 P<0.05 P<O.001
26
15
13
15
12

37
30
31
20
20

Table 3. Reported use of self-treatment and purchased medicines
by social class.

women

% who would
self-treat

% who would
purchase
medicines

1
2
3
4
5

23
139
282
151
66

30
42
36
28
21

13
25
18
12
11

Total

661

34

17

Number of
Social class

Discussion
In the two year study period 3507 of women reported that they
had experienced episodes of frequency lasting several days, and
2707 reported dysuria. Walker and colleagues5 found that 2207
of women aged 20-54 years had suffered dysuria in the previous
year. The difference between this figure and that found in this
study may be explained by the difference in length of the study
period and in the age range studied.
This study confirms the already documented2 trend for
younger, sexually active women to suffer more urinary symptoms and infections than their older and less sexually active
counterparts. However, the true morbidity and mortality
resulting from these infections is difficult to assess. Urinary tract
infection is an important cause of days lost from work by women
employees; an American survey conducted by the Department
of Health and Education and Science in 1970 found that 45 days
were lost per 100 female employees per year. Urinary tract infection encompasses a wide variety of clinical conditions with
microbial invasion of any tissues of the urinary tract. Even
though the infection may be limited to a single site initially (the
bladder (cystitis) or the urethra (urethritis)) the entire urinary
tract is at risk of bacterial invasion.
The European dialysis transplant registry9 showed that
chronic pyelonephritis, the possible end result of recurrent
urinary tract infection, accounted for 1207 of cases of end-stage
kidney failure. The American Medical Association also reported
that 1307 of renal transplants were due to pyelonephritis.'0
However, for the most part infection is superimposed on a major underlying abnormality which predisposes the kidney to infection. Although a causal association has been demonstrated
between bacteruria in early pregnancy and the development of
acute pyelonephritis later in pregnancy,1' prospective studies in
non-pregnant women have failed to show that bacteria leads to
chronic pyelonephritis which progresses to renal impairment.
This study has demonstrated a lack of knowledge about
urinary tract infections among women; only 3707 believed that
British Journal of Genenl Practice, August 1990
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these infections could have serious consequences. The use of
self-medication including over-the-counter -medicines is
widespread among the women studied, resulting in a delay in
seeking medical advice. Furthermore, the study showed that the
majority of women who had presented with a urinary tract
infection in the past remained unaware of the possible serious
sequelae of the condition. This suggests that the opportunity
to assess the patient's knowledge of the condition and educate
accordingly is not being taken by general practitioners in the
consultation.

MRCGP Examination
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MRCGP COURSE
10th - 12th September 1990
to be held at
The Royal College of General Practitioners
14 Princes Gate, Hyde Park, London SW7 1PU
The aim of the course is to help general practitioners to prepare
for the MRCGP examination, and in so doing, to look critically
at their own standards of practice. Speakers will be examiners,
and all candidates will be allowed to participate fully, particularly
in the small groups based upon the oral examination.

For further details please apply to: Dr Thelma Thomas, 20
Eastmead Avenue, Greenford, Middlesex UB6 9RB. Telephone
081-578 1244.
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The dates for the next two examinations for Membership of the
College are as follows:

October/December 1990
Written papers: Tuesday 30 October 1990 at centres in London,
Manchester, Edinburgh, Newcastle, Cardiff, Belfast, Dublin,
Liverpool, Ripon, Birmingham, Bristol and Sennelager. Oral examinations in Edinburgh on Monday and Tuesday, 10 and 11
December and in London from Wednesday to Saturday, 12-15
December inclusive. The closing date for the receipt of applications is Friday 7 September 1990.
May/July 1991
Written papers: Wednesday 8 May 1991. Oral examinations in Edinburgh from Monday to Wednesday, 24-26 June and in London
from Thursday 27 June to Saturday 6 July inclusive. The closing
date for the receipt of applications is Friday 22 February 1991.
Further details about the examination and an application form can
be obtained from the Examination Department, Royal College of
General Practitioners, 14 Princes Gate, London SW7 1PU.

RCGP
Courses
and

Annual Symposium 16 November 1990

Conferences

HOW TO PUT MEDICAL
AUDIT INTO YOUR
PRACTICE
General practitioners and their practice managers are
invited to join a Study Day to be held at Princes Gate,
aimed at clarifying the nature of Medical Audit and
devising some sensible ways of putting it into practice There will be short presentations to introduce different approaches to the subject, but most of the day
will involve working in small groups. Expert help will
be available to assist each group to devise their own
standards and to develop practical methods for
auditing their own work.
The Study Day is limited to 80 participants, so an early
application is recommended. The fee for the day is £40
for general practitioners and £30 for practice
managers. The day is approved for the Postgraduate
Education Allowance. If you would like to attend then
please contact: The Projects Office, Royal College of
General Practitioners, 14 Princes Gate, Hyde Park, London SW7 1PU. Tel: 071-823 9703 (direct line for
courses).
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