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come from a USA prevalence study of patients 
with OAB with and without UUI [5], and a 
second similar study in Europe to determine 
the prevalence of OAB (using a definition 
from before 2002), defined as the presence 
of frequency, urgency and UUI, either alone or 
combined, which is presumed to be caused by 
DO [6]. Using different definitions, results of 
both surveys indicated that 16% of the 
population have OAB.

However, when patients say they have 
urgency, it is difficult to be sure that 
continent (OAB-dry) patients are describing 
the same symptom as patients with OAB 
who have UUI (OAB-UUI). Older clinicians 
with an interest in OAB and DO recognize the 
difference between true urgency (for fear of 
leakage) and a strong or very strong desire to 
void. If a person is unable to void because of 
circumstances, e.g. because they are caught in 
an elevator or in a highway traffic jam, then 
the normal strong desire to void turns into 
pain, which can ultimately be as painful as 
acute retention. This sensation is felt 
suprapubically. On the other hand, ‘latch key’ 
urgency, or urgency during hand-washing, 
which those same older clinicians have 
experienced, feels different. It is widely held 
that with true urgency, leakage is considered a 
possibility if strong pelvic floor contractions 
are not used, and that the sensation is more 
urethral. One colleague has catheterized 
himself and has correlated what he considers 
true urgency with involuntary detrusor 
contractions typical of DO.

There is a possibility that the diagnosis of 
OAB-dry is less secure, as discussed earlier. 
In turn, this may have implications for the 
success of OAB treatment, which might be 
reduced in apparent OAB-dry if the origin 
of the symptoms is not DO. On the other 
hand, it also seems likely that in some 
patients OAB-dry is a mild, or perhaps earlier, 
form of OAB that will progress with time to 
OAB-UUI.

Additionally, there are undoubted difficulties 
in ensuring that urgency as described by the 
patient is understood objectively rather than 
subjectively by the clinician, doctor or nurse, 
who may interpret the symptoms based on 

his/her imagination or experience. This 
uncertainty compounds the difficulty of 
measuring urgency.

The matter becomes more complex if it is 
considered that true urgency might have 
causes other than involuntary detrusor 
contractions. Many will have read 
Barrington’s description of his second reflex. 
In the cat, he proposed that when urine enters 
the posterior urethra it initiates a detrusor 
contraction [7]. This is theory, not fact. 
Bladder neck incompetence is seen regularly 
during video-urodynamics performed to 
investigate stress urinary incontinence, 
and Versi 

 

et al.

 

 [8] showed that half of 
postmenopausal continent women had an 
incompetent bladder neck, arguing against 
Barrington’s finding.

When measuring urgency and bladder 
sensation one must consider two questions. 
First, is urgency an all-or-none phenomenon? 
Second, if not, can urgency be graded by, 
perhaps, duration and/or severity?

If we assume that true urgency can only be 
due to an involuntary detrusor contraction, 
then clinical urodynamic experience would 
indicate that it is not an all-or-none 
phenomenon, but is felt to varying degrees, 
and for varying duration, during DO waves, 
occurring as the bladder is filled. So how can 
urgency be assessed? The scales suggested 
below may help answer this question. As 
discussed in Tables 1 and 2, urgency may need 
to be graded by the patient outside the 
clinical environment or by the patient during 
urodynamic investigation. Initially, the patient 
will want to understand how the clinician 
would like urgency to be assessed. The first 
step is to give the patient the new ICS 
definition in ‘layman’s’ terms, e.g. ‘When we 
ask about “urgency” we are asking about a 
feeling that comes on suddenly, and makes 
you want to rush to the bathroom because 
you fear you might leak if you do not go 
straightaway.’

Currently, we are testing a scale to be used to 
record every void on a frequency-volume 
chart (FVC), which is completed by patients 
before clinic and urodynamic appointments 

Urgency is the key symptom of the overactive 
bladder (OAB); indeed, it is the only symptom 
that the patient 

 

must

 

 have to be described as 
having OAB. In 2002 the ICS formulated a 
consensus definition of OAB as urgency with or 
without urgency urinary incontinence (UUI), 
usually with frequency and nocturia, in the 
absence of local pathological or endocrine 
factors. The new definitions of OAB and its 
symptoms are worded on the assumption 
that the root cause is involuntary detrusor 
contractions characteristic of detrusor 
overactivity (DO) [1]. The new definition of 
urgency 

 

only

 

 applies to fear of leakage, and 
this is implicit in the words of the definition 
‘sudden compelling desire to pass urine which 
is difficult to defer.’ Indeed, it is often impossible 
to defer, and the patient then has UUI.

Therefore, the ICS definition of urgency 
supersedes the old one, which stated ‘for fear 
of leakage or pain’ [2]. The ICS argues that the 
bladder sensation felt by patients with 
‘painful bladder syndrome’ is usually 
described, by such patients, as a discomfort 
which, as the bladder fills, develops into 
worsening pain. However, patients with 
painful bladder syndrome, even the minority 
with a classic Hunner’s ulcer, rarely leak urine. 
Patients experience pain, frequency and 
nocturia but not the cardinal symptoms of 
OAB, i.e. urgency and UUI.

The new ICS definition of urgency also is at 
variance with some other definitions, such 
as the National Institutes of Health (NIH) 
symptomatic definition of ‘interstitial 
cystitis’ as ‘frequency, pain and urgency’ 
[3]. The NIH definition does not differentiate 
between the powerful desire to void felt by 
patients with interstitial cystitis, which is 
driven by pain, and urgency in OAB patients, 
which is driven by fear of leakage. This 
confusion in the use of the word 

 

urgency

 

 is a 
disservice to patients, as it makes focused 
management more difficult. It is important 
that the national and international 
governmental and professional organizations 
communicate and agree to use common 
definitions [4].

Urgency is said to occur without UUI in more 
than half of patients with OAB. These data 
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(Table 1). Naturally, we define urgency as 
stated above. During urodynamics, we are 
testing bladder sensation every 30 s using a 
6-point scale (Table 2). In addition, we are 
testing a bladder-sensation monitor during 
urodynamic studies. The patient is asked to 
keep his/her finger on the sensation recorder 
for the duration of each sensation (Fig. 1).

In a cystometric study, sensation will 
be correlated to detrusor pressure. The 
opportunity will be taken to compare the 
grades of urgency (entered on the FVC for 
each micturition during the patient’s everyday 
life) with the sensations experienced during 
urodynamics. It is a fundamental aim of 
urodynamics to 

 

reproduce the patient’s 
symptoms

 

. Therefore, asking the patient 
whether or not the symptoms that are 
felt in everyday life also occur during 
urodynamic testing is very important. Such 
testing requires the involvement of a skilled 
clinician who can make correlations between 
the patient’s everyday symptoms, their 
symptoms/sensations during urodynamic 
testing, and the urodynamic findings.

What of the future? Colleagues in basic 
science are producing interesting data that 
raise important questions about the 
respective roles of the afferent and efferent 
nerves and neurotransmitter release in the 
bladder epithelium. This work may complicate 
our relatively simple or simplistic (depending 
on one’s perspective) ideas about urgency and 
UUI. In short, things may get worse (more 
complicated) before they get better, i.e. before 
we understand the genesis of urgency and the 
cause(s) of OAB and DO. This supplement 
contains important articles that highlight the 
need for further research on the genesis of 
OAB symptoms in general and urgency in 
particular.
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TABLE 1 

 

The graded scale to be used 
to record every void on the 
F VC

 

Grade Description
1 No sensation of needing to pass urine, but passed urine for 

‘social reasons’, e.g. just before going out, or unsure 
where next toilet is; no urgency.

2 Normal desire to pass urine; no urgency.
3 Urgency, but urgency passed away before had to visit 

bathroom, went to bathroom later with normal desire to 
pass urine.

4 Urgency, but managed to get to bathroom, still with 
urgency, but did not leak urine.

5 Urgency and could not get to bathroom in time, so leaked 
urine.

 

TABLE 2 

 

The six-point scale to test 
bladder sensation every 
30 s during urodynamics

 

Point Description
0 No bladder sensation: ‘I don’t feel anything.’
1 First sensation of filling: ‘I’m beginning to feel my bladder.’
2 First desire to pass urine: ‘I feel like I want to pass urine.’
3 Strong desire to pass urine: ‘I’m getting uncomfortable, I’d 

like to pass urine now.’
4 Urgency: ‘I think I can hold on.’
5 Urgency, severe: ‘I have to go now or I will leak any moment’.

 

FIG. 1. 

 

The bladder sensation monitor 
designed by research registrar 
Samih Al-Hayek; the Dantec 
Company was commissioned to 
make it. When pressing on any of 
the five buttons, a step-like trace 
will appear on the urodynamic 
machine monitor. This increases 
from 1 to 5 to reflect the degree of 
sensation felt by the patient.
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, frequency-volume chart; 
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, detrusor overactivity; 
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, overactive 
bladder; 

 

UUI

 

, urgency urinary incontinence.


