
the incontinence, they do not distinguish absolutely between
genuine stress incontinence and detrusor instability. But not
every incontinent patient requires referral to a urodynamic
unit. If she complains of stress incontinence but denies any
urgency or urge incontinence her doctor can safely assume
that she has genuine stress incontinence. Treatment with
pelvic floor exercises produces improvement in 70°/0 of cases
and continence in 40%./o. 12

If the patient complains of urgency and urge incontinence
but denies any stress incontinence; if the history and exami-
nation yield no other abnormal features; and if the urine tests
negative for protein, glucose, red cells, white cells, and micro-
organisms then detrusor instability is the likely diagnosis and
the patient should be treated accordingly. Behavioural treat-
ments, such as bladder retraining, are time consuming but
effective, making up to 90% of patients continent.'3 Drug
treatment requires less skill but is less effective. The current
drug of choice is oxybutynin, which in divided daily doses of
between 5 and 15 mg may improve symptoms in up to 70°/ of
patients but will make only half of them continent. Its side
effects of dry mouth and blurred vision are common. 14

Patients who fail to respond to these regimens or whose
symptoms do not allow an accurate clinical diagnosis should
be referred. For women it matters less whether they are
referred to a gynaecologist or a urologist than that they are
referred to someone with an interest in urinary incontinence.
If surgery for genuine stress incontinence is required supra-
pubic surgery is generally more likely than vaginal surgery to
make the patient continent, although the risk of complica-
tions is higher.'I

Clearly, doctors see only a small proportion of patients with
urinary incontinence. Potential patients should know that we
have much to offer them in alleviating symptoms and
improving their lifestyle, even if currently the options are
limited and imperfect.

GJJARVIS
Consultant gynaecologist
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Filtering white cells from blood for transfusion

Some benefits but expensive

White cells in donor blood may cause problems like fever and
infection in recipients, and 99.90/o of them can be removed
with modem filters. Some haematologists thus believe that all
blood should be routinely filtered, and something like four
million filters were used in the United States last year.
Routine filtration in Britain could cost the NHS more than
fC40m a year. Particular circumstances exist in which filtration
may be useful, and a consensus conference held at the Royal
College of Physicians in Edinburgh tried to identify them.
Few randomised controlled trials have been conducted

using filtered blood, and most of them have been small,
unblinded, and concerned with laboratory rather than clinical
end points.' Filtered blood is widely used to treat recurrent
non-haemolytic febrile reactions in patients who depend on
regular blood transfusions. The reactions will generally not
recur if 900/o of the white cells are removed, and this can be
achieved either by using a filter at the bedside or by removing
them in the laboratory. To prevent the reactions from
occurring in the first place, filtered blood has to be used from
the very first transfusion and 99% of white cells have to be
removed. Unfortunately, removing this many cells at the
bedside seems to be hard to achieve in the NHS. The panel,
nevertheless, put this indication in the recommended category
along with giving filtered blood to prevent the transmission of
cytomegalovirus in patients seronegative for antibodies to the
virus. Again 99%/o of cells must be removed to prevent
transmission of infection, and in many communities-includ-

ing Britain-it is usually more cost effective to transfuse blood
screened for cytomegalovirus.

In several countries filtered blood is recommended in
patients needing multiple transfusions to prevent HLA
alloimmunisation and platelet refractoriness, which may lead
to unstoppable bleeding. The Edinburgh panel decided,
however, that HLA alloimmunisation was simply a laboratory
end point and that the evidence was inconclusive that filtered
blood prevented platelet refractoriness. Some evidence is
available that the use of filtered blood in surgical patients may
reduce rates of postoperative infection and of recurrence of
cancer, but other studies have yielded negative results.
The panel concluded that these amounted to only possible
indications.
The panel was confident that filtered blood was not

indicated to prevent graft versus host disease (irradiation of
donor blood is better and cheaper); to prevent transmission of
HIV or hepatitis B and C viruses; or in patients undergoing
routine surgical procedures (with the possible exception of
patients with cancer). Any further increase in the use of filters
should await, the panel concluded, much more rigorous
studies on the quality of life and on costs and benefits.

RICHARD SMITH
Editor
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