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Summary

Aim. To assess the occurrence of selected lower urinary tract symptoms in the population 
of patients with neurotic and personality disorders.

Material and methods. This was a retrospective analysis of occurrence, co-existence and 
severity of two selected lower urinary tract symptoms in 3,929 patients in a day hospital for 
neurotic disorders. The KO“O” symptom checklist was used to measure the study variables.

Results. Although the symptoms associated with micturition are not the most prevalent 
symptoms of neurotic disorders, neither are they the most typical ones, the prevalence of 
urinary frequency referring to the last week before psychotherapy evaluated among the pa-
tients of a day hospital, was approximately 50%. Involuntary micturition, a symptom with 
a significant implication on the self-esteem and social functioning was much less common; 
it was reported by approximately 5% relatively healthy and young group of patients. Major 
bother from urinary frequency was reported by 9–14% of patients, whereas from involuntary 
micturition by only 0.6%–1% of the surveyed patients.

Conclusions. Selected urological symptoms seem to be prevalent among the patients 
with neurotic and personality disorders, and are independent of the specific diagnosis or 
patients’ gender. Their co-existence with other symptoms of neurotic disorders reported by 
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the patients indicates their strongest relationship with the somatoform, dissociative, sexual 
and agoraphobic disorders.

Key words: neurotic disorders, urological symptoms, symptom checklist

Introduction

The co-existence of urological, neurotic, anxiety, depressive and post-traumatic 
symptoms is common and has been described for years by psychiatrist, urologists 
and gynecologists [1–6]. Unfortunately, the variable terminology is used in different 
periods of popularity of diverse classifications and terms which were often too brief 
(depression), vague (anxiety disorders) or simply general (psychological burdens, 
stress e.g. [7]). More and more so the research evidence is based on strong data from 
reproducible questionnaire-based surveys, using validated tools i.e., the depression 
or anxiety severity scales [8], as well as carried out among different cohorts – general 
population versus urological patients [1, 9], psychiatric patients or in patients from the 
specific subpopulations [8, 10–12].Additionally, the results of these studies are often 
biased due to the co-existence of functional urological symptoms with other symptoms 
of the psychological origin and in the context of stressful circumstances [13].

For practical reasons, instructions and various psychometric tools, such as Polish 
Symptom Checklist KO“0” use common language expressions and refer to subjective 
patient’s experiences during approximately one week period prior to the study. Conse-
quently, a degree of inaccuracy in the description of symptoms of neurotic disorders is 
being generated, as if they were obtained during an uncontrolled and unbiased interview. 
Therefore, patients using checklists describe a broader spectrum of complaints during 
direct questioning about the first or the most important (according to the examining cli-
nician) symptoms, hence minimizing the risk of data contamination related to so-called 
specification of neurotic disorders [14]; which is also conflicting “narrower” definitions 
of single coded disorders within the International Classification of Diseases (ICD) or 
the Diagnostic and Statistical Manual of Mental Disorders (DSM). Thus, based on the 
studies, majority of patients with neurotic disorders show clear trait symptoms representa-
tive of a number of various syndromes, as well as of some other disorders to a lesser 
degree, however [15–17]. Moreover, these symptoms before treatment can highly vary 
[18], undermining thereby the main classification systems [19, 20]. Doctors other than 
psychiatrists can struggle with diagnosing, in relation to the somatoform disorders. Due 
to high variability of these disorders, they may mimic other conditions, which combined 
with the abundance of symptoms, a low probability of somatic origin, subtility, as well 
as in the presence of psycho-social context, and a relatively good general patient condi-
tion allows a reliable diagnosis. Apart from the somatization, a lot of patients with the 
neurotic personality and the behavioral disorders report or manifest tension, anxiety, fear 
and disorders of experiencing, while others suffer mainly from the behavioral disorders. 
The “pseudo-urological” complaints, such as avoidance or difficult urination in unfamiliar 
places or in the presence of other people [21, 22] which, as a consequence, can result 
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in a fear of leaving own house or reducing the intake of liquids to a bare minimum, are 
particularly burdensome for these patients. Other dysfunctions can be associated with 
excessive experiencing of a urinary urgency or can be triggered when being secluded, 
or with a limited access to the toilet, together with a need to leave the room and/or to 
seek attention of others. Most genuine “urological” symptoms are: disordered pattern of 
micturition such as increased frequency of micturition, urinary incontinence, but above 
all the nocturnal enuresis (particularly embarrassing symptom often reported by many 
patients to have occurred in their childhood and/or adolescence). Urological complaints 
are often accompanied by either increased or reduced intake of fluids with a clear psy-
chological component (stress-related dry mouth and fluid intake).

Current studies have suggested the association between a spectrum of lower urinary 
tract symptoms and mental disorders (anxiety and depression), as shown Gołąbek et 
al. [1], or in the study by Perry et al. where a half of the examined women reported 
concurrent anxiety and LUTS [23]. It remains challenging to prove causality between 
i.e. embarrassment and fear and difficult urination or between agitation and urgency, 
wetting and sadness, embarrassment and social isolation – it is not clear which oc-
curred first. Therefore, the classification of a “shy bladder” into the category of social 
phobia has not been unanimously confirmed [7, 24].

Thus, the aim of this study was to estimate the occurrence of urological complaints 
in patients with neurotic, personality and behavioral disorders, and to analyze such 
patients’ age, gender, and co-existing symptoms.

Aim

To estimate burden of selected subjective lower urinary tract symptoms in the 
population of patients with neurotic and personality disorders.

Material and methods

Decision about the psychiatric treatment in a day hospital was based on 2 psychi-
atric assessments, a psychological consultation and several questionnaires allowing 
to exclude schizophrenic, affective and exogenous or pseudoneurotic disorders, and 
severe somatic illnesses, including urological diseases [25]. The symptom checklist 
KO“0” was completed during evaluation for the treatment by 3,929 patients treated 
in a day hospital between 1980 and 2002, and served to ascertain the symptoms in 
terms of their possible neurotic disorder origin [26–28]. Patients were instructed to 
answer 138 closed questions in order to determine the occurrence and severity of 135 
symptoms during a seven-day period prior to the study [26, 27]. The symptom checklist 
additionally allowed to determine the severity of symptoms in the group, which was 
included in the scales [29], and global severity of symptoms (OWK) [27].

Assessment of urological symptoms was based on two variables within the symp-
tom checklist KO“0” (“132. Frequent need to urinate” and “111. Involuntary urination, 
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for example, bed wetting”). The instructions specified time of onset of symptoms as 
the period of 7 days preceding the study, and provided the scale for patient’s subjective 
assessment of the severity of symptoms as “0-a-b-c”, where “0” meant “symptom did 
not appear”, “a” – “symptom appeared, but was only slightly severe”, “b” – “symptom 
was moderately severe, “c” – “symptom was extremely severe”. This is why it was 
impossible to exactly determine whether patients’ responses depicted either diurnal or 
nocturnal frequency, or both. It also was impossible to determine whether involuntary 
urination was accompanied by urinary incontinence or whether it was rather stress 
urinary incontinence, or complete involuntary day or night time urination.

Additional structured information referring to various aspects of patients’ life was 
obtained from the Biography Survey (structured closed questions interview) [30].

The majority of 3,929 subjects were diagnosed with one of the neurotic disorders 
or a personality disorder with a secondary neurotic disorder. Information with regard 
to the selected socio-demographic characteristics of the studied group was included in 
the Results section of this paper (Table 1). The data obtained from a routine diagnostic 
screening was used from the consented patients. The data was encrypted and anony-
mously stored and analyzed (Bioethics Committee consent no. 122.6120.80.2015). 
Odds ratios (ORs) for the co-existence of variable and nominal values for the co-
existence of symptoms were calculated using logistic regression method [17, 31–40].
The differences between the distributions of variables were estimated according to the 
features of variables distribution by means of parametric and non-parametric tests. 
Correlations between the variables were calculated using Spearman’s rank correlation. 
The package STATISTICA PL version 12 was used.

Results

Table 1. Severity of neurotic symptoms, types of disorders according to the ICD-10 
and socio-demographic features of the studied patients

Women (n = 2,582) Men (n = 1,347)
Age: Mean ± standard deviation (Median) 33±9 (33) 32±9 (28)
Diagnosis* (primary):
F44/45 Dissociative/conversion disorders or somatoform 
disorders
F60 Specific personality disorders
F40/F41 Phobic anxiety disorder/other anxiety disorders
F48 Neurasthenia
F34 Dysthymia
F50 Eating disorders
F42 Obsessive-compulsive disorders
F43 Response to severe stress, and adjustment disorders
Unidentified

29%
23%
17%
7%
7%
5%
2%
1%
9%

25%
29%
16%
14%
5%
0%
2%
2%
8%
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General severity of symptoms: M±SD (Median) 394±152 (387) 349±151 (336)
Education Lack/primary
Secondary (including students)
Higher

9%
57%
34%

12%
56%
32%

Employed
Unemployed
Pensioners
Students

59%
41%
10%
23%

70%
30%
7%
24%

Stable relationship/marriage
Unstable relationship/marriage
Single

43%
26%
31%

47%
21%
32%

No sexual intercourses
Sexual intercourses
Longer relationship
Fleeting, coincidental
Coincidental and longer

40%
60%
55%
3%
2%

35%
65%
53%
7%
5%

*Primary diagnoses were coded into the ICD-10 on the basis of medical history overview and the 
analysis of the equivalence in the classification systems used in the past and those currently used. 
SD = standard deviation

Correlation of occurrence and extreme severity of lower urinary tract symptoms 
in women and men with approximated diagnosis of the type of mental disorder ac-
cording to the ICD-10

The prevalence of analyzed complaints was estimated in groups of women and 
men taking into account the type of mental disorder (diagnosis coded in categories 
of the ICD-10) on the basis of the analysis of the primary diagnoses and medical his-
tory). The results were presented in Table 2 and 3, in which the percentage, referring 
to rare diagnoses or diagnoses difficult to identify (approximated – coded according 
to ICD-10), were omitted.

Table 2. Percentages of the occurrence of complaints about urinary frequency 
and urinary incontinence in groups of women and men – in total and the subgroups 

in terms of diagnoses according to the ICD-10

Urinary frequency Urinary incontinence
Women Men Women Men

Total (nW = 2,582 nM = 1,347) *48% *44% 5% 4%
Comparison in periods 1980-1990 vs. 1990–2002
Years1980-1990 (nW = 764 nM = 587) 47% 44% #3% 3%
Years 1991-2002 (nW = 1818 nM = 760) 48% 44% #6% 5%
Selected groups of diagnoses
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F44/45 Dissociative/conversion disorders or somatoform 
disorders(nW = 741 nM = 336) 54% 49% **6% **4%

F60 Specific personality disorders (nW = 596 nM = 395) 44% 43% 5% 5%
F40/F41 Phobic anxiety disorder/other anxiety disorders 
(nW = 440 nM = 208)  46% 41% ***4% ***2%

F48 Neurasthenia (nW = 193 nM = 191) 47% 43% 4% 4%

Statistically significant differences between pairs of percentages between the diagnoses (between the 
lines) were marked: p < 0.0005, p < 0.01, #p < 0.05. Statistically significant differences between 
women and men (between the columns) were marked: *p < 0.05, **0.01, ***0.001, ****p < 0.0001, 
nW– number of diagnoses in the group of women, nM-number of diagnoses in the group of men. 
The comparison between periods 1980–1990 vs. 1990–2002 – statistically significant difference 
was marked # p < 0.05.

Overall, in groups of studied women urinary frequency was reported by 48% 
of them and urinary incontinence, for example, bed wetting – by 5% (Table2). 
In the group of the studied men urinary frequency was reported by 44% of them, 
and urinary incontinence, for example, bed wetting – by 4% (Table 2). Urinary 
frequency was therefore much more frequent than urinary incontinence, it also 
occurred significantly more often in the group of women than in the group of men 
(p < 0.05), similar difference for incontinence was not identified in the analysis 
adjusted for gender. The highest percentages of urinary frequencyduringthe week 
preceding the study were reported in the checklists of women with somatic or con-
version/dissociative disorders (54%), (this percentage turned out to be significantly 
higher than in several other subgroups) and men with the same diagnosis (49%), 
and the lowest in women with personality disorders (44%) and men with anxiety 
disorders (41%) (Table 2). The statistically significant differences between the 
percentages of reported urinary incontinence in the analysis adjusted for gender 
was not found. Wetting occurred most frequently in women diagnosed with somatic 
or conversion/dissociative and somatization disorders (6%), and least frequently 
in the group of men with anxiety disorders (2%) (Table 2).
Table 3. The percentage of complaints about the most severe symptoms of urinary frequency 

and the complaints about the most severe urinary incontinence in groups of women 
and men – in total and subgroups in terms of diagnoses according to the ICD-10

The most severe 
urinary frequency

The most severe 
urinary incontinence

Women Men Women Men
In total (nW = 2,582nM = 1,347) ***13% ***9% 1.0% 0.6%
Comparison between periods 1980–1990 vs. 1990–2002 (no statistically significant differences)
Years 1980–1990 (nW = 764 nM = 587) 14% 8% 1% 0%
Years 1991–2002 (nW = 1,818 nM = 760) 13% 9% 1% 1%
Selected groups of diagnoses
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F44/45 Dissociative/conversion or somatoform 
disorders (nW = 741 nM = 336) *14% *9% 0.9% 0.9%

F60 Specific personality disorders (nW = 596 nM = 395) #14% #9% 1.0% 0.8%
F40/F41 Phobic anxiety disorder/other anxiety 
disorders (nW = 440 nM = 208) 12% 8% 0.5% 0.5%

F48 Neurasthenia (nW = 193 nM = 191) 10% 8% 0.5% 0.0%

The differences between percentages in the test for two indicators for the differences between the 
diagnoses (between the lines) were not found. Statistically significant differences between the groups 
of women and men (between the columns) were marked *#p < 0.05, ***p < 0.0005, nW – number of 
diagnoses in the group of women, nM – the number of diagnoses in the group of men.

As shown in Table 3, also extremely severe (answer “c” in Symptom Checklist 
KO“0”) urinary frequency was significantly more common in the group of women 
than in the group of men. Statistically significant differences in frequency dependent 
on mental disorder were not found. However, for extremely severe urinary frequency 
statistically significant differences in terms of gender were not found. It seems that 
the sex-adjusted differences relate more so to urinary frequency (significantly more 
often reported by women – both in extremely severe urination symptom (Table 3), and 
a general occurrence of symptoms (Table 2), and for wetting they did not occur in the 
whole studied group, even though they were observed in some subgroups of psychiatric 
diagnoses – Table 2 (but not in case of extreme severity, Table 3).

The analysis of occurrence and extremely severe symptoms 
in periods 1980–1990 vs. 1991–2002

In terms of frequency, statistically significant differences after adjusting for time 
when patients first commenced treatment (Table 2 and 3), were not found. Only one 
small, but statistically significant difference (p > 0.05) was related to an increase in 
percentage of urinary incontinence in the group of men after 1990 (Table 2).

Correlation of occurrence and extremely severe urological symptoms 
with patients’ age

Table 4. Descriptive statistics of patients’ age in groups of patients depending 
on the occurrence or extremely severe urinary frequency with statistical analysis

Women Men

No symptom Symptom 
occurs

Extreme severity 
of symptom No symptom Symptom 

occurs
Extreme severity 

of symptom
N 1,349 1,233 325 756 591 115

age
***! 33 ± 9
33 (23; 38)

***34 ± 9
33 (28; 38)

! 34 ± 9
33 (28; 38)

^^^$ 31 ± 9
28 (23; 38)

^^^33 ± 9
33 (23; 38)

$ 33 ± 9
33 (23; 38)
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Statistically significant differences between groups depending on the occurrence or extreme severity 
of symptoms estimated according to distribution by parametric (Student’s t-test) or non-parametric 
(Mann-Whitney U test) tests, were marked ***p < 0.0001, ^^^p < 0.0005, !$ p < 0.05; Mean values 
± standard deviations – (M±SD), as well as medians and quartiles – (Me (Q1; Q2) were presented.

Table 5.Descriptive statistics of groups of patients in terms of age depending on occurrence 
or extremely severe urinary incontinence with statistical analysis

Women Men

No symptom Symptom 
occurs

Extremely 
severe symptom No symptom Symptom 

occurs
Extremely 

severe symptom
N 2449 133 25 1294 53 8

Age
33 ± 9 ns

33 (28; 38)
34 ± 9 ns

33 (28; 43)
35 ± 9 ns
38 (28;43)

32 ± 9 ns
28 (23; 38)

31 ± 7 ns
28 (23; 38)

31 ± 5 ns
31 (28; 36)

Statistically significant differences between the groups depending on presence or extremely severe 
symptoms were not found; Mean values ± standard deviations (M±SD), as well as medians and 
quartiles –(Me (Q1; Q2) were presented.

As shown in Table 4, urinary frequency (in general as well as in its extreme sever-
ity) was reported by a significantly older group of women and men (the significance 
of age difference between women reporting this symptom was related to a significant 
shift of the lower quartile of distribution towards the higher values), while there were 
no significant differences between distributions of age for the symptom of urinary 
incontinence (Table 5).

The correlation of occurrence and extreme severity of urological symptoms with the 
global neurotic symptom level (OWK) and subscales of KO“0”

Table 6. The descriptive statistics of global symptoms level (OWK) and the results 
from the checklist scales in groups of patients depending on presence 

of extreme severity of urinary frequency with statistical analysis

Women Men

No symptom Symptom occurs Extremely 
severe symptom No symptom Symptom occurs Extremely 

severe symptom

Number n = 1,349 n = 1,233 n = 325 n = 756 n = 591 n = 115

Global symptom level
(OWK)

***!!!338 ± 135
331 (237; 423)

***449 ± 149
440 (343; 546)

!!!519 ± 139
523 (413; 626)

^^^$$$293 ± 132
287 (196; 377)

^^^414 ± 149
405 (302; 514)

$$$477 ± 146
483 (362; 578)

1.	 Phobic disorders
***!!!13.9 ± 11.7
11.0 (4.0; 22.0)

***19.0 ± 13.0
18.0 (9.0; 29.0)

!!!22.6 ± 13.7
22.0 (12.0; 34.0)

^^^$$$10.4 ± 10.5
8.0 (0.0; 17.0)

^^^16.0 ± 12.3
14.0 (5.0; 25.0)

$$$18.8 ± 12.9
16.0 (8.0; 29.0)

2.	 Other anxiety 
disorders

***!!!37.8 ± 15.6
38.0 (26.0; 50.0)

***45.8 ± 14.4
47.0 (36.0; 56.0)

!!!50.7 ± 12.7
52.0 (42.0; 61.0)

^^^$$$33.2 ± 14.8
33.0 (23.0; 43.5)

^^^41.7 ± 14.4
42.0 (32.0; 52.0)

$$$46.3 ± 13.1
47.0 (38.0; 56.0)

3.	 Obsessive-
compulsive 
disorder

***!!!15.6 ± 10.7
14.0 (8,0; 22.0)

***21.7 ± 11.8
21.0 (12.0; 30.0)

!!!25.8 ± 12.4
26.0 (18.0; 35.0)

^^^$$$15.7 ± 10.9
14.0 (8.0; 23.0)

^^^22.6 ±1 2.4
22.0 (12.0; 32.0)

$$$27.5 ± 13.2
28.0 (16.0; 37.0)
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4.	 Conversions
***!!!29.8 ± 22.1
26.0 (12.0; 44.0)

***45.8 ± 25.8
43.0 (25.0; 63.0)

!!!55.5 ± 26.1
55.0 (35.0; 75.0)

^^^$$$25.4 ± 20.1
22.0 (9.0; 36.0)

^^^42.4 ± 25.1
39.0 (22.0; 59.0)

$$$50.0 ± 27.1
51.0 (27.0; 71.0)

5.	 Autonomic 
disorders (e.g. 
Cardiovascular 
system)

***!!!29.4 ± 15.6
29.0 (17.0; 40.0)

***39.2 ± 15.3
40.0 (28.0; 51.0)

!!!45.2 ± 14.5
47.0 (34.0; 56.0)

^^^$$$24.4 ± 15.1
24.0 (12.0; 36.0)

^^^34.3 ± 15.3
35.0 (23.0; 46.0)

$$$37.5 ± 16.1
36.0 (27.0; 50.0)

6.	 Somatoform 
disorders

***!!!20.0 ± 13.6
18.0 (9,0; 29.0)

***37.7 ± 17.3
36.0 (25.0; 49.0)

!!!47.1 ± 16.5
46.0 (36.0; 59.0)

^^^$$$16.1 ± 12.3
14.0 (5.0; 24.0)

^^^33.9 ± 16.5
31.0 (22.0; 45.0)

$$$42.5 ± 17.7 
42.0 (29.0; 54.0)

7.	 Hypochondriasis
***!!!12.2 ± 10.1
11.0 (4.0; 20.0)

***16.7 ± 10.6
17.0 (8.0; 26.0)

!!!18.6 ± 10.5
20.0 (9.0; 27.0)

^^^$$$12.7 ± 10.5
12.0 (4.0; 22.0)

^^^18.5 ± 10.3
20.0 (10.0; 27.0)

$$$21.3 ± 10.5
23.0 (13.0; 30.0)

8.	 Neurasthenia
***!!!44.8 ± 18.6
46.0 (32.0; 59.0)

***54.2 ± 16.8
56.0 (43.0; 67.0)

!!!59.1 ± 16.2
61.0 (50.0; 71.0)

^^^$$$40.1 ± 18.7
41.0 (26.5; 55.0)

^^^50.3 ± 17.1
52.0 (40.0; 63.0)

$$$55.5 ± 16.8
60.0 (46.0; 69.0)

9.	 Depersonalisation 
and derealisation

***!!!11.2 ± 11.0
8.0 (4.0; 17.0)

***16,2 ± 13,0
14.0 (5.0; 25.0)

!!!20.2 ± 13.5
19.0 (9.0; 31.0)

^^^$$$10.7 ± 10.7
8.0 (0.0; 17.0)

^^^16.2 ± 12.8
14.0 (5.0; 26.0)

$$$18.6 ± 13.4
16.0 (8.0; 30.0)

10.	 Avoidance and 
dependency

***!!!32.7 ± 17.4
32.0 (20.0; 45.0)

***40.2 ± 17,3
41.0 (27.0; 53.0)

!!!45.3 ± 16.7
47.0 (35.0; 57.0)

^^^$$$28.8 ± 17.9
28.0 (13.0; 42.5)

^^^36.9 ± 18.4
37.0 (23.0; 52.0)

$$$41.9 ± 17.8
43.0 (27.0; 57.0)

11.	 Impulsivity 
and histrionic 
personality 
disorder

***!!!27.6 ± 13.1
28.0 (18.0; 37.0)

***32.9 ± 13.5
33.0 (23.0; 43.0)

!!!37.5 ± 12.6
39.0 (29.0; 48.0)

^^^$$$20.2 ± 12.7
18.0 (10.0; 29.0)

^^^27.8 ± 13.4
28.0 (18.0; 38.0)

$$$30.8 ± 12.9
29.0 (21.0; 41.0)

12.	 Inorganic sleep 
disturbances

***!!!11.6 ± 8.4
12.0 (4.0; 19.0)

***14.6 ± 8.6
16.0 (8.0; 21.0)

!!!17.1 ± 8.6
19.0 (11.0; 25.0)

^^^$$$10.9 ± 8.2
11.0 (4.0; 18.0)

^^^14.0 ± 8.0
15.0 (8.0; 20.0)

$$$16.5 ± 7.2
17.0 (12.0; 22.0)

13.	 Sexual 
dysfunctions

***!!!9.8 ± 9.8
7.0 (0.0; 16.0)

***13.4 ± 10.3
13.0 (4.0; 21.0)

!!!14.8 ± 11.1
14.0 (5.0; 24.0)

^^^$$$9.5 ± 9.4
7.0 (0.0; 16.0)

^^^13.4 ± 9.5
12.0 (5.0; 20.0)

$$$14.4 ± 9.3
14.0 (7.0; 21.0)

14.	 Dysthymia
***!!!27.9 ± 12.8
28.0 (19.0; 38.0)

***32.8 ± 12.1
34.0 (25.0; 42.0)

!!!35.9 ± 11.5
37.0 (29.0; 44.0)

^^^$$$23.9 ± 13.1
25.0 (13.0; 33.0)

^^^29.6 ± 13.0
30.0 (20.0; 39.0)

$$$32.7 ± 12.1
34.0 (25.0; 41.0)

Statistically significant differences between the groups depending on occurrence or extreme severity 
of symptoms according to the distribution by parametric or non-parametric tests were marked 
***^^^!!!$$$ p < 0.001.Mean values ± standard deviations – (M±SD), as well as medians and 
quartiles Me (Q1; Q2) were presented.

Table 6 shows that both in the group of women and men both the occurrence, and 
extremely severe urinary frequency in particular, were related to a significantly higher 
(p < 0.001) severity of symptoms: global symptom level (OWK) and all of 14 scales 
of symptom checklist. Likewise, both the occurrence and extremely severe urinary 
incontinence (Table 7) were noticed in the group of women and men with significantly 
higher global symptom level (OWK), and significantly higher values of thirteen out 
of fourteen scales of Symptom Checklist KO“0” – except for the scale 12 (inorganic 
sleep disturbances) in the group of men (Table 7).



Jerzy A. Sobański et al.1190

Table 7. Descriptive statistics of global symptom level (OWK) and values of symptom 
checklist scales in the groups of patients in terms of either occurrence 

or extreme severity of urinary incontinence with statistical analysis

Women Men

No symptom Symptom 
occurs

Extreme severity 
of symptom No symptom Symptom 

occurs
Extreme severity 

of symptom

number n = 2,449 n = 133 n = 25 n = 1,294 n = 53 n = 8

Global symptom level 
(OWK)

***!!!384 ± 148
376 (276; 482)

***526 ± 167
528 (405; 649)

!!!582 ± 142
584 (462; 651)

^^^$$$341 ± 148
329 (238; 444)

^^^476 ± 179
453 (361; 632)

$$$596 ± 165
590 (438; 724)

1.	 Phobic disorders
***!!!15.8 ± 12.4
14.0 (5.0; 24.0)

***25.8 ± 13.1
28.0 (15.0; 36.0)

!!!30.3 ± 10.6
29.0 (24.0; 36.0)

^^^$$12.6 ± 11.5
9.0 (4.0; 20.0)

^^^20.4 ± 13.7
21.0 (8.0; 33.0)

$$26.6 ± 9.7
30.5 (16.0; 34.5)

2.	 Other anxiety 
disorders

***!!!41.4 ± 15.5
42.0 (30.0; 53.0)

***47.0 ± 14.8
50.0 (38.0; 58.0)

!!!52.4 ± 10.9
55.0 (47.0; 59.0)

^$$36.7 ± 15.1
37.0 (26.0; 48.0)

^41.8 ± 17.5
44.0 (27.0; 55.0)

$$51.6 ± 16.6
51.5 (45.5; 66.5)

3.	 Obsessive-
compulsive 
disorders

***!!!18.0 ± 11.5
17.0 (9.0; 26.0)

***27.2 ± 12.2
27.0 (19.0; 37.0)

!!!30.0 ± 11.8
32.0 (23.0; 38.0)

^^^$$$18.4 ± 11.9
17.0 (9.0; 26.0)

^^^27.3 ± 13.7
27.0 (18.0; 38,0)

$$$38.6 ± 9.9
38.0 (30.5; 48.0)

4.	 Conversions
***!!!36.2 ± 24.4
32.0 (17.0; 52.0)

***59.8 ± 28.6
59.0 (39.0; 81.0)

!!!68.6 ± 27.0
75.0 (50.0; 88.0)

^^^$$$31.8 ± 23.3
28.0 (13.0; 46.0)

^^^57.3 ± 27.2
56.0 (38.0; 79.0)

$$$67.1 ± 23.3
69.5 (50.5; 85.0)

5.	 Autonomic 
disorders (e.g. 
Cardiovascular 
system)

***!!!33.6 ± 16.1
33.0 (21.0; 46.0)

***43.1 ± 15.1
44.0 (31.0; 55.0)

!!!51.6 ± 13.1
52.0 (45.0; 61.0)

^^^28.4 ± 15.8
28.0 (16.0; 40.0)

^^^38.2 ± 16.4
37.0 (26.0; 52.0)

ns 41.4 ± 22.0
45.5 (19.5; 61.5)

6.	 Somatoform 
disorders

***!!!27.5 ± 17.1
25.0 (14.0; 38.0)

***47.2 ± 20.0
49.0 (31.0; 64.0)

!!!51.5 ± 19.5
54.0 (33.0; 66.0)

^^^$$23.3 ± 16.3
21.0 (11.0; 33.0)

^^^39.2 ± 19.6
39.0 (23.0; 55.0)

$$50.1 ± 26.4
50.0 (25.5; 74.0)

7.	 Hypochondriasis
***!!!14.1 ± 10.6
13.0 (4.0; 23.0)

***19.5 ± 9.7
21.0 (12.0; 28.0)

!!!24.1 ± 9.1
27.0 (21.0; 29.0)

^^15.1 ± 10.7
16.0 (4.0; 24.0)

^^19.0 ± 10.6
19.0 (9.0; 28.0)

ns 22.5 ± 10.8
24.5 (12.5; 32.5)

8.	 Neurasthenia
***!!49.0 ± 18.4
51.0 (37.0; 63.0)

***54.6 ± 18.0
56.0 (46.0; 70.0)

!!60.9 ± 16.9
59.0 (54.0; 77.0)

^^^$44.2 ± 18.7
46.0 (30.0; 59.0)

^^^54.0 ± 15.6
55.0 (44.0; 64.0)

$61.5 ± 11.6
61.0 (55.0; 65.5)

9.	 Depersonalizations 
and derealizations

***!!13.2 ± 12.0
10.0 (4.0; 21.0)

***20.9 ± 14.9
21.0 (8.0; 33.0)

!!21.6 ± 14.3
19.0 (12.0; 31.0)

^^^$$$12.8 ± 11.8
9.0 (4.0; 20.0)

^^^20.9 ± 14.4
16.0 (9.0; 33.0)

$$$32.1 ± 14.1
35.5 (19.5; 40.0)

10.	 Avoidance and 
dependency

***!!!35.8 ± 17.7
37.0 (22.0; 49.0)

***44.8 ± 16.3
48.0 (34.0; 57.0)

!!!49.7 ± 14.2
49.0 (42.0; 60.0)

^^^$$$32.0 ± 18.5
32.0 (17.0; 46.0)

^^^41.6 ± 18.3
41.0 (28.0; 57.0)

$$$58.6 ± 14.2
58.5 (55.0; 67.5)

11.	 Impulsivity 
and histrionic 
personality 
disorder

***!!!29.7 ± 13.5
30.0 (20.0; 40.0)

***38.1 ± 12.5
38.0 (29.0; 48.0)

!!!40.5 ± 11.7
37.0 (34.0; 49.0)

^^^$$$23.2 ± 13.4
22.0 (13.0; 33.0)

^^^30.4 ± 15.0
33.0 (17.0; 42.0)

$$$41.0 ± 10.6
40.5 (33.5; 48.5)

12.	 Inorganic sleep 
disturbances

***!!12.8 ± 8.6
13.0 (4.0; 20.0)

***17.6 ± 7.7
19.0 (13.0; 24.0)

!!18.6 ± 7.6
19.0 (14.0; 25.0)

ns $12.2 ± 8.3
13.0 (4.0; 19.0)

Ns 14.3 ± 8.1
15.0 (9.0; 20.0)

$19.0 ± 7.3
19.0 (12.5; 26.0)

13.	 Sexual 
dysfunctions

***!11.3 ± 10.2
9.0 (0.0; 19.0)

***15.8 ± 9.9
17.0 (7.0; 23.0)

!16.6 ± 10.5
19.0 (7.0; 25.0)

^^11.1 ± 9.6
9.0 (4.0; 18.0)

^^15.0 ± 10.5
14.0 (7.0; 22.0)

ns 17.0 ± 12.4
16.0 (7.0; 28.5)

14.	 Dysthymia
***!!30.0 ± 12.7
31.0 (21.0; 39.0)

***35.1 ± 12.7
37.0 (27.0; 45.0)

!!38.2 ± 12.4
39.0 (32.0; 46.0)

^^^$$26.2 ± 13.3
27.0 (16.0; 36.0)

^^^31.8 ± 13.5
33.0 (27.0; 40.0)

$$38.9 ± 12.0
38.5 (34.5; 48.5)
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Statistically significant differences between the groups depending on either occurrence or extremely 
severe symptoms according to the distribution by parametric or non-parametric tests were marked 
***^^^!!!$$$ p < 0.001, ^^!! p < 0.01, ^!$ p < 0.05.Mean values ± standard deviations – (M±SD), 
as well as medians and quartiles (Me (Q1; Q2) were presented.

The analysis of correlation (non-parametric, Spearman’s method) between the vari-
ables described above, was conducted and the results were presented in Tables 8 and 9.

Table 8. Correlation between either the occurrence of symptoms or extremely severe 
urinary frequency according to age and severity of neurotic symptoms 

(Spearman’s r correlation coefficient)

Women Men
Occurrence 
of symptom

Extremely 
severe symptom

Occurrence 
of symptom

Extremely 
severe symptom

Age of respondents
Age ***0.08 ***0.08 ***0.10 ***0.10
Global symptom level
OWK ***0.36 ***0.40 ***0.38 ***0.40
Scale components of Symptom Checklist KO“0”
1.	 Phobic disorders ***0.20 ***0.23 ***0.24 ***0.25
2.	 Other anxiety disorders ***0.26 ***0.29 ***0.27 ***0.29
3.	 Obsessive-compulsion disorders ***0.26 ***0.29 ***0.28 ***0.30
4.	 Conversions ***0.32 ***0.35 ***0.35 ***0.36
5.	 Autonomic disorders 

(e.g. Cardiovascular system) ***0.30 ***0.33 ***0.30 ***0.31

6.	 Somatoform disorders ***0.50 ***0.54 ***0.53 ***0.55
7.	 Hypochondriasis ***0.21 ***0.23 ***0.27 ***0.28
8.	 Neurasthenia ***0.25 ***0.28 ***0.27 ***0.29
9.	 Depersonalizations 

and derealization ***0.20 ***0.23 ***0.22 ***0.23

10.	Avoidance and dependency ***0.21 ***0.24 ***0.21 ***0.24
11.	Impulsivity and histrionic 

personality disorder ***0.19 ***0.23 ***0.28 ***0.29

12.	Inorganic sleep disorders ***0.17 ***0.20 ***0.19 ***0.21
13.	Sexual dysfunctions ***0.18 ***0.19 ***0.22 ***0.22
14.	Dysthymia ***0.19 ***0.22 ***0.21 ***0.22

Statistical significance was marked ***p < 0.0005, **p < 0.005, *p < 0.05; significant correlations 
of R > 0.30 were marked in bold – (Spearman’s r correlation coefficient).

Statistically significant correlations, however, only weak ones (R < 0.11) between 
extremely severe urinary frequency and age were found in both groups of women 
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and men (Table 8). However, there was moderately strong (R 0.30–0.36), statistically 
significant correlation of the occurrence and extremely severe urinary frequency with 
global symptom level (OWK), and with the scales number 4. (Conversions) and 5. 
(Autonomic disorders of Cardiovascular system) and the strongest correlation with 
the scale number 6. (Somatization disorders) (R > 0.5).
Table 9. Correlation of the occurrence and extreme severe symptom of urinary incontinence 

with age and severity of neurotic symptoms (Spearman’s r correlation coefficient)

Women Men
Occurrence 
of symptom

Extremely 
severe symptom

Occurrence 
of symptom

Extremely 
severe symptom

Age of respondents
Age ns 0.02 ns 0.02 ns – 0.01 ns – 0.01
Global symptom level
OWK ***0.18 ***0.18 ***0.15 ***0.14
Scale components of Symptom Checklist KO“O”
1.	 Phobic disorders ***0.16 ***0.16 ***0.11 ***0.12
2.	 Other anxiety disorders ***0.08 ***0.08 *0.06 *0.06
3.	 Obsessive-compulsion disorders ***0.16 ***0.16 ***0.13 ***0.13
4.	 Conversions ***0.18 ***0.18 ***0.18 ***0.18
5.	 Autonomic disorders 

of cardiovascular system ***0.13 ***0.13 ***0.11 ***0.11

6.	 Somatoform disorders ***0.21 ***0.21 ***0.16 ***0.16
7.	 Hypochondriasis ***0.12 ***0.12 *0.07 *0.07
8.	 Neurasthenia ***0.07 ***0.07 ***0.10 ***0.10
9.	 Depersonalizations 

and derealization ***0.12 ***0.12 ***0.12 ***0.12

10.	Avoidance and dependency ***0.11 ***0.11 ***0.10 ***0.10
11.	Impulsivity and histrionic 

personality disorder ***0.13 ***0.13 **0.09 ***0.09

12.	Inorganic sleep disorders ***0.12 ***0.12 Ns 0.05 ns 0.05
13.	Sexual dysfunctions ***0.10 ***0.10 *0.08 *0.08
14.	Dysthymia ***0.09 ***0.09 **0.09 **0.09

Statistical significance was marked ***p < 0.0005, **p < 0.005, *p < 0.05; ns – statistically non-
significant; correlations of more than 0.20 were marked in bold (Spearman’s r correlation coefficient).

As shown in Table 9, no statistically significant correlations were found between 
the occurrence and extremely severe symptom of urinary incontinence and patients’ age 
in both groups of women and men. Moreover, in the group of women only weak (but 
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table continued on the next page

statistically significant) correlations (R < 0.2 were found for the global level symptom 
(OWK) and for the thirteen scales of Symptom Checklist KO“0”, except for scale 
number 6. (Somatoform disorders) for which a moderate correlation with both the oc-
currence and extremely severe symptom of urinary incontinence was found (Table 9). 
In the group of men even a moderate correlation was not found (all R < 0.2). Moreover, 
for the scale 12 (Inorganic sleep disturbances), no significant correlation was found.

Co-existence of lower urinary tract symptoms with neurotic disorders

In order to determine whether the neurotic symptoms correlated the most with the 
two studied urinary tract symptoms, the analysis of correlations between remaining 
133 symptoms included in Symptom Checklist KO“0” was performed. The results of 
the most strongly correlating (in the series of regression analysis with one variable) 
variables, which describe the symptoms were presented in Tables 10–13.

Table 10. The results of logistic regression analyses with one variable conducted 
in the group of women illustrating the strongest correlations for the occurrence 

of frequent urination with other neurotic disorder symptoms

132. frequent need to urinate chi2 OR (-95%CL; +95%CL)
111. involuntary urination e.g. bed wetting 49.47 ***3.87 (2.59; 5.79)
31. bloating, involuntary bowel emptying 185.19 ***3.01 (2.57; 3.54)
134. muscle pain, e.g. back pain etc. 149.71 ***2.80 (2.37; 3.31)
117. unspecified, migratory pain 145.33 ***2.63 (2.25; 3.09)
131. burning in the gullet, heartburn 135.30 ***2.62 (2.22; 3.09)
98. excessive thirst 132.21 ***2.52 (2.15; 2.95)
107. pain, other genital organs symptoms 101.47 ***2.47 (2.07; 2.95)
69. diarrhea 101.07 ***2.40 (2.02; 2.86)
49. dry mouth 113.55 ***2.40 (2.04; 2.82)
32. compulsion for unnecessary duplication of work 115.15 ***2.36 (2.02; 2.77)
Remaining 124 symptoms were omitted

Table presents the symptoms (except for second urological symptom) for which the regression 
analysis found the strongest correlations of the coefficients OR > 2.3 and values chi2 > 100; statistical 
significance of the coefficients OR was marked ***p < 0.0001.Table includes the values of coefficients 
OR with 95% confidence interval (-95%CL; +95%CL). Symptoms common for women and men 
were highlighted

Table 11. Results of one variable logistic regression analysis conducted in the group 
of men and women illustrating the strongest correlations for the occurrence 

of urinary frequency along with other neurotic symptoms

132. frequent need to urinate chi2 OR (-95%CL; +95%CL)
111. involuntary urination e.g. bed wetting 37.72 ***7.71 (3.60; 16.49)
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table continued on the next page

133. torticollis 67.81 ***3.61 (2.62; 4.96)
31. bloating, involuntary bowel emptying 126.00 ***3.58 (2.85; 4.49)
98. excessive thirst 107.63 ***3.22 (2.57; 4.03)
107. pain/aches, other genital organs symptoms 60.80 ***3.14 (2.34; 4.23)
94. excessive saliva in the mouth 83.22 ***3.11 (2.42; 3.99)
131. burning in the gullet, heartburn 84.28 ***2.81 (2.25; 3.51)
32. compulsion for unnecessary duplication of work 82.94 ***2.78 (2.22; 3.47)
37. exaggeration in avoiding illness 77.72 ***2.69 (2.15; 3.36)
11. itchiness of skin, transient skin rashes 68.85 ***2.66 (2.11; 3.37)
136. nausea, sickness 70.04 ***2.58 (2.06; 3.24)
129. muscle tension 68.70 ***2.57 (2.05; 3.22)
109. photosensitization, hypersensitivity to sound and touch 69.99 ***2.56 (2.05; 3.20)
43. temporary paresis of arms or legs 45.00 ***2.55 (1.93; 3.38)
93. muscle spasms 69.29 ***2.54 (2.04; 3.18)
63. temporary loss of sight or hearing 59.17 ***2.53 (1.99; 3.21)
135. buzzing in the ears 66.26 ***2.53 (2.02; 3.17)
Remaining 117 symptoms were omitted

Table presents the symptoms (except for second urological symptom) for which the regression 
analysis found the strongest correlations of the coefficients OR > 2.5 and values chi2 > 45; statistical 
significance of the coefficients OR was marked ***p < 0.0001.Table includes the values of coefficients 
OR with 95% confidence interval (-95%CL; +95%CL). Symptoms common for women and men 
were highlighted.

The occurrence of urinary frequency in both men and women correlated the most 
with the co-existence of the following symptoms: involuntary micturition, bloated 
stomach and involuntary bowel emptying, excessive thirst, pain and other genital 
organs symptoms, “heartburn”, unnecessary duplication of work (Table 10 and 11). 
Strong correlation with muscle pains and migratory pains, dry mouth and diarrhea 
were found only in the group of women.

However, in the group of men strong correlations with other symptoms were noted – 
several from the groups of conversions/dissociations and others, such as excessive saliva 
in the mouth, hypochondriac avoidance, itchiness and nausea, etc. (Table 10 and 11).

Table 12. The results of single variable logistic regression analyses conducted in the group 
of women illustrating the strongest correlations for the occurrence of urinary incontinence 

with other neurotic symptoms

111. involuntary urination, e.g. bed wetting chi2 OR (-95%CL; +95%CL)
87. unpleasant feelings connected with self-abuse 160.92 ***7.93 (5.48; 11.45)
107. pain, other genital organs symptoms 109.04 ***5.73 (3.99; 8.24)
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133. torticollis 97.20 ***5.11 (3.59; 7.29)
51. faintness 84.81 ***4.58 (3.23; 6.50)
43. temporary paresis of arms or legs 79.65 ***4.35 (3.08; 6.16)
61. agoraphobic anxiety 67.72 ***3.94 (2.78; 5.59)
132. frequent need to urinate 49.47 ***3.87 (2.59; 5.79)
76. breaking things in anger 63.23 ***3.78 (2.67; 5.35)
94. excessive saliva in the mouth 63.03 ***3.76 (2.66; 5.31)
117. unspecified migratory pains 45.00 ***3.70 (2.47; 5.57)
Remaining 124 symptoms were omitted

Table presents the symptoms (except for second urological symptom) for which the regression 
analysis found the strongest correlations of the coefficients (OR > 3.5) and values (chi2 > 45); 
statistical significance of the coefficients OR was marked ***p < 0.0001. Table includes the values 
of coefficients OR with 95% confidence interval (-95%CL; +95%CL). Symptoms common in women 
and men were highlighted.

Table 13. The results of single variable logistic regression analyses conducted in the 
group of men illustrating the strongest correlations for the occurrence of urinary 

incontinence(question 132) with other neurotic symptoms

111. involuntary urination e.g. bed wetting chi2 OR (-95%CL; +95%CL)
132. frequent need to urinate 37.72 ***7.71 (3.60; 16.49)
107. pain, other genital organs symptoms 53.21 ***6.8 (3.64; 11.19)
43. temporary paresis of arms or legs 32.37 ***4.45 (2.55; 7.78)
123. loss of balance 23.52 ***4.16 (2.23; 7.74)
133. torticollis 24.46 ***3.86 (2.18; 6.84)
51. faintness 23.29 ***3.85 (2.14; 6.91)
73. temporary aphonia 23.08 ***3.60 (2.07; 6.27)
117. unspecified, migratory pain 18.43 ***3.59 (1.93; 6.69)
61. agoraphobic anxiety 21.83 ***3.50 (2.01; 6.11)
Remaining 125 symptoms were omitted

Table presents the symptoms (except for second urological symptom) for which the regression 
analysis found the strongest correlations of the coefficients (OR > 3.5) and values (chi2 > 15); 
statistical significance of the coefficients OR was marked ***p < 0.001. Table includes the values of 
coefficients OR with 95% confidence interval (-95%CL; +95%CL). Symptoms common for women 
and men were highlighted.

Urinary frequency (second urological symptom), genital organs symptoms, tem-
porary paresis of the arms or legs, migratory pain, torticollis, agoraphobic anxiety 
correlated with urinary incontinence both in women and men. Taking into account the 
co-existence of urinary incontinence, a sense of discomfort associated with masturbation 
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ranked high in women (but not in men). Other symptoms found in the analysis only in 
the group of women were excessive salivation and breaking things out of anger. Tem-
porary aphonia and loss of balance strongly correlated with male urinary incontinence.

Discussion

This retrospective questionnaire-based study of 3,929 patients from a day hospital 
for neurosis treatment confirmed the occurrence of two lower urinary tract symptoms.

Frequent need to urinate was a very common symptom – reported by almost half 
of the respondents in the period of a week preceding the Symptom Checklist com-
pletion, and urinary frequency was reported significantly more often in the group of 
women than in men. Second symptom, urinary incontinence was reported much less 
frequently in the studied population (about 5%). The differences in the frequency of 
urinary incontinence in terms of gender were not found and only a weak correlation 
with age was found.

The above-mentioned observations may be explained by the fact that in the 
studied group most of the respondents were relatively young, who, on one hand, did 
not suffer from serious burdens of the disease (which would warrant a psychotherapy 
in a day hospital), and on the other did not have any symptomatic morphological or 
functional lesions within the lower urinary tract which are typical for older people. 
Diseases of the prostate associated with age in men, as well as the morphological 
and functional lesions related to the bladder and the urethra common both in men 
and women, may cause day and night time frequency, as well as the urinary incon-
tinence [41–43].

Analyses of both urinary frequency and urinary incontinence in patients with 
neurotic and personality disorders were conducted from the most aggregated param-
eters, such as gender, duration of treatment (before vs. after 1990, the period of great 
socio-cultural change in Poland, moreover, in the middle of the study), general primary 
clinical diagnosis, global symptom level, through the groups of symptoms correspond-
ing to scales of the Symptom Checklist KO“0”, to the single symptoms – variables 
of the questionnaire. Urinary frequency (both its occurrence and in extreme severity) 
was connected, irrespective of the respondents’ gender, with significantly high burden 
of neurotic symptoms globally classified (as OWK coefficient), as well as in the sub-
groups (scales of the Symptom Checklist). Similar, non-specific results were achieved 
for much less frequent symptom – involuntary micturition (urinary incontinence).

In relation to the main groups of approximate diagnosis (coded according to the 
ICD-10), the most commonly occurring in collectively created (estimating and cod-
ing the diagnoses made many years ago into ICD-10 specifications) groups were the 
conversion-dissociative and somatoform disorders. Similar results were obtained 
with the use of correlation analysis, where correlations of occurrence and extremely 
severe urinary frequency were found (the strongest with the scale number 6. (Soma-
toform disorders), slightly less strong correlations were noted with the scale number 
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4. (Conversions), and 5. (Autonomic disorders of Cardiovascular system). However, 
correlations of urinary incontinence were weak and limited to the scale of conversion 
in the group of women.

In the scope of analysis of single symptoms occurrence, the obtained results show 
considerable correlation of the urinary tract complaints reported in the Symptom 
Checklists, in particular with the somatoform or conversion disorders (and certain 
correlation between both analyzed “urological” complaints). The co-existence of both 
symptoms with complaints referring to the genital organs and reporting discomfort 
associated with masturbation in the group of women (important symptoms in patients 
with neurotic and personality disorders [31–34, 37] cannot be ignored either.

It should be emphasized that other numerous neurotic disorders co-existed with 
the lower urinary tract symptoms, but they were less probable.

The methodological limitations of this work (long-term retrospective analysis of 
a questionnaire study on a large group of day hospital patients) do not allow for the 
extrapolation of its results in the population of psychiatric patients (wider than patients 
qualified for the subsequent psychotherapy in psychotherapeutic centers with day 
units for neuroses treatment), or in the group of primary care patients or specialized 
urological centers. However, the results of this study, mainly due to a large number of 
study patients and the subgroup analyses in terms of gender and the diagnosis (in terms 
of age to the lesser degree), allow for the conclusion that the need of more detailed 
exploration in these populations and with the use of more detailed tools (interview 
and questionnaires) referring to the urological symptoms that patients are burdened 
with, is justifiable. The suggestions for further studies will allow to overcome present 
limitations in the interpretation of the results of the study based on two questions only 
including simple, colloquial expressions and descriptions combining the features of 
various options of lower urinary tract symptoms.

Clinical experience of psychotherapy in day hospitals shows that episodes of inter-
rupting therapeutic sessions (individual or group), leaving to the toilet and the need of 
micturition take place, however, they happen less frequently than due to panic attack 
with typical symptom of increased heartbeat. Likewise, only single patients report the 
fear of urination outside their place of residence or another familiar place. Slightly 
larger group of patients does not come in time for the sessions due to increased need of 
urination just before the start of the session or during breaks between the group sessions. 
The authors of this study cannot recall any case reported directly by the patient – of an 
episode of involuntary, uncontrolled micturition during the psychotherapeutic sessions. 
However, it is not out of the question that such situations take place particularly in 
case of women with gynecological and urological symptoms, but they are concealed 
(e.g. by using diapers or pads), or some patients do not decide for the participation 
in a group therapy in a day hospital (which might mean more severe “urological” 
symptoms in a wider population than analyzed). The obtained results of the study are 
considered important because the “pseudourological” symptoms are neither frequently 
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nor easily reported directly by the patients with neurotic disorders who do not have 
to be aware – neither do their doctors – of the psychogenic nature of their symptoms.

Only weak correlation between urinary frequency and age, irrespective of gender, 
was observed. As far as incontinence is concerned, there was a lack of such correlation 
in both groups, even a weak one (statistically insignificant correlation coefficients). 
This could be explained by relatively young patient age and relatively good overall 
health. This fact can confirm psychogenic nature of the symptom.

The observation that both of the “urological” symptoms, the occurrence of symp-
toms and their extremely severe form correlated with significantly higher global symp-
tom level (OWK) and significantly higher scales of the Symptom Checklist, suggests 
that they also correlated with an intense discomfort/distress (not necessarily caused 
by the occurrence of these symptoms).

The strongest correlations (coexistence) of urinary frequency in both women and 
men were related to the second urological symptom (urinary incontinence), as well as 
similar symptom of difficulties in controlling physiological functions (bloating and 
bowel emptying), symptoms probably related to the physiology of excessive micturi-
tion – excessive thirst (the latter one can be related to psychogenic polidypsia [44–46]) 
and genital organs symptoms that might belong to the group of sexual disorders (e.g. 
erectile dysfunction [47] and other sexual dysfunctions [48, 49] obviously including 
those associated with age [50]) or complex urological disorders – urethral pain syn-
drome of complex etiology among others of psychogenic nature [51]), and the part of 
a group of obsessive-compulsive disorder – compulsive repeating (literature reports 
such a connection in children [52]).

Depending on gender – it turned out that the symptoms of migrating pain (most 
probably of somatoform disorder, dissociative or conversion disorder), and similar 
symptoms related to functional digestive disorders (heartburn, diarrhea) often referring 
to neurotic symptoms (e.g. [38]) more strongly correlated with the urge of frequent 
urination in the group of women (more prone to the urological pain symptoms [51]). 
It seems that those accompanying symptoms are relatively more frequent in the context 
of sexual traumas [10, 53]. However, the following symptoms correlated with the urge 
of frequent urination in the group of men: dissociation disorders – temporary paresis, 
sight weakness, hearing deficiency and other sensory function deficits – buzzing in the 
ears and photosensitivity, hypersensitivity to sound, touch as well as muscle tension 
and muscle spasms, hypochondria and avoidance behavior.

Both in women and men, urinary incontinence was related to frequent urination 
(second urological symptom), the genital organs complaints, temporary paresis of the 
limbs, migratory pains, torticollis, agoraphobic anxiety (most probably in relation to 
the difficulty in controlling, among others, this scope of physiology while being far 
from safe place).

In women (but not in men) high rank in terms of co-existence with urinary incon-
tinence was reached by the discomfort associated with masturbation (the fact that can 
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be related to symbolism of “wetting” in the context of physiology of sexual pathology 
of excitement in women). It is worth mentioning that in literature the occurrence of 
urological symptoms in women was associated with distorted sexual life with partners 
suffering from erectile dysfunction [54], and other dysfunctions of a relationship [55]. 
The observation of a strong correlation between the urological symptoms and genital 
organs complaints seems to be important as well, which is supported in clinical experi-
ence by frequent reporting urological or gynecological symptoms such as inflamma-
tion, irritation, vaginal discharge, infection etc. as “easier to report” or “incorrectly 
located”. Such a tendency to omit, avoid, distort sexual thread also was supported by 
clinicians and the medical students [56, 57].

Other symptoms found in this analysis in relation to urinary incontinence, but only 
in women, were excessive salivation and breaking things out of anger – both possible 
for interpretation as associated with anger. In the group of men the loss of balance 
and temporary aphonia (histerical mutism) were the symptoms strongly correlating 
with urinary incontinence.

Obsessive-compulsive disorder symptoms were found to correlate with the pseudo-
urological symptoms and could refer to toilet activities, but unfortunately the available 
data cannot support this assumption.

It seems interesting that the correlations between the pseudo-urological and pseudo-
cardiac symptoms (also during the analyses of co-existence of “cardiac” symptoms 
with other symptoms [39]), which can result from “separate directions” of autonomous 
stimulation in relation to the genitourinary and the digestive system versus cardiovas-
cular system were not found.

Additionally, the group of single anxiety symptoms – apart from the agoraphobic 
anxiety associated with the symptom of involuntary micturition (or at least the sense 
of it) – did not correlate with the lower urinary tract symptoms. This might seem sur-
prising especially in relation to panic attacks (described to have correlated with the 
urinary tract symptoms, for example, [58]), however, rapidly increasing symptoms 
from the cardiovascular system dominate within the group, and any possible occur-
rence of urge urinary incontinence during a panic attack was not sufficiently reported 
in the Symptom Checklist.

It is interesting that the correlation of urinary incontinence with the group of 
symptoms forming the scale of the Inorganic sleep disturbances did not appear – the 
correlation with bed wetting (e.g. [59, 60]) was expected.

Another group of potential correlations seems to be anger syndrome which did not 
appear among those and most strongly correlated with the pseudo-urological symp-
toms (apart from the above-mentioned excessive salivation and breaking things – the 
symptoms which do not unequivocally belong to direct outburst of anger as they might 
include e.g. responses related to clumsiness and dropping things in anger). The obser-
vation is in accordance with the results of Sobański et al. [40], who showed complete 
lack of any significant correlation of urinary incontinence with the symptom of anger 
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outburst, suggesting that even if (as in children) in the studied adult patients the wetting-
anger correlation would exist, the aware experiencing of anger practically excludes it.

Individual contexts of the urological symptoms occurrence in the studied patients 
were not available. They could allow for symbolical interpretations of some of the 
situation-symptom correlation (e.g. frequent micturition – lack of interest in work, 
regression – wetting etc.), which would create favorable circumstances for interpre-
tation useful in psychotherapy, which is a basic method of neurotic and personality 
disorder treatment.

Recommendations for diligent screening in terms of psychiatric nature among the 
urological patients [61–66], as well as the psychiatric symptoms in terms of urological 
background should be advocated [67].

Conclusions

1.	 The most common lower urinary tract symptoms – in the form of urination fre-
quency – occurred in nearly half of the studied patients (48% women and 44% 
men) with neurotic and personality disorders treated in psychotherapeutic day 
unit, and the greatest severity affected as much as 13% of women and 9% of men.

2.	 Urinary incontinence, the most serious burden for only a small number of patients 
(5% of the respondents, and extreme severity only about 1%). Both analyzed 
symptoms more frequently referred to women.

3.	 In the analysis of frequency of occurrence and severity of the “urological” symp-
toms in patients diagnosed during1980–1990 vs. 1991–2002 periods, significant 
differences, apart from the increase in the percentage of urinary incontinence 
occurrence, were not found.

4.	 For both symptoms – frequent and involuntary urination, both their occurrence, 
as well as extreme severity significantly correlated with patients’ global burden 
of neurotic symptoms, regardless of gender.

5.	 Only weak correlation between urinary frequency and patients’ age, regardless of 
gender, was found. In groups of women and men there was no, even weak, cor-
relation for the symptom of urinary incontinence

6.	 Analysis of co-existence with other neurotic symptoms indicated the strongest 
correlations between urinary frequency and somatoform and autonomous digestive 
disorders, bloating, diarrhea, thirst and pain syndromes of genital organs in both 
women and men. Furthermore, the group of co-existing conversion-dissociative 
symptoms seemed to be important in men.

7.	 Urinary incontinence both in women and men significantly correlated with pain 
syndromes of genital organs (in women also with the discomfort associated with 
masturbation), which may suggest the need to extend the clinical interview in 
these patients by this area.

Acknowledgement: We would like to thank Dr Maciej Sobański for the statistical support



1201Occurrence of selected lower urinary tract symptoms in patients of a day hospital

References

1.	 Gołąbek T, Skalski M, Przydacz M, Świerkosz A, Siwek M, Gołąbek K. et al. Lower urinary tract 
symptoms, nocturia and overactive bladder in patients with depression and anxiety. Psychiatr. 
Psychiatr. Pol. 2016; 50(2): 417-430 DOI: 10.12740/PP/OnlineFirst/59162.

2.	 Melville JL, Walker E, Katon W, Lentz G, Miller J, Fenner D. Prevalence of comorbid psychiatric 
illness and its impact on symptom perception, quality of life, and functional status in women 
with urinary incontinence. Am. J. Obstet. Gynecol. 2002; 187(1): 80–87.

3.	 Bogner HR, O’Donnell AJ, de Vries HF, Northington GM, Joo JH. The temporal relationship 
between anxiety disorders and urinary incontinence among community-dwelling adults. J. Anxi-
ety Disord. 2011; 25(2): 203–208.

4.	 Martin S, Vincent A, Taylor AW, Atlantis E, Jenkins A, Januszewski A. et al. Lower urinary tract 
symptoms, depression, anxiety and systemic inflammatory factors in men: a populationbased 
cohort study. PLoS One 2015; 10(10): e0137903.

5.	 Bradley CS, Nygaard IE, Mengeling MA, Torner JC, Stockdale CK, Booth BM. et al. Urinary 
incontinence, depression and posttraumatic stress disorder in women veterans. Am. J. Obstet. 
Gynecol. 2012; 206(6): 502.e1–e8.

6.	 Fan YH, Lin AT, Wu HM, Hong CJ, Chen KK. Psychological profile of female patients with 
dysfunctional voiding. Urology 2008; 71(4): 625–629.

7.	 Prunas A. [Shy bladder syndrome]. Riv. Psichiatr. 2013; 48(4): 345–353.

8.	 Yazdany T, Bhatia N, Reina A. Association of depression and anxiety in underserved women 
with and without urinary incontinence. Female Pelvic Med. Reconstr. Surg. 2014; 20(6): 
349–353.

9.	 Lung-Cheng Huang C, Ho CH, Weng SF, Hsu YW, Wang JJ, Wu MP. The association of 
healthcare seeking behavior for anxiety and depression among patients with lower uri-
nary tract symptoms: a nationwide population-based study. Psychiatry Res. 2015; 226(1): 
247–251.

10.	 Bradley CS, Nygaard IE, Torner JC, Hillis SL, Johnson S, Sadler AG. Overactive bladder 
and mental health symptoms in recently deployed female veterans. J. Urol. 2014; 191(5): 
1327–1332.

11.	 Merrell J, Brethauer S, Windover A, Ashton K, Heinberg L. Psychosocial correlates of pelvic 
floor disorders in women seeking bariatric surgery. Surg. Obes. Relat. Dis. 2012; 8(6): 792–796.

12.	 Constantine GD, Bruyniks N, Princic N, Huse D, Palmer L, Lenhart G. et al. Incidence of 
genitourinary conditions in women with a diagnosis of vulvar/vaginal atrophy. Curr. Med. Res. 
Opin. 2014; 30(1): 143–148.

13.	 Baldoni F, Ercolani M, Baldaro B, Trombini G. Stressful events and psychological symptoms in 
patients with functional urinary disorders. Percept. Mot. Skills 1995; 80(2): 605–606.

14.	 Aleksandrowicz JW, Bierzyński K. Metodologiczne problemy diagnozy zaburzeń nerwicowych 
i zaburzeń osobowości. Psychoterapia 1980; 34: 39–44.

15.	 Aleksandrowicz JW. Psychopatologia zaburzeń nerwicowych i osobowości. Krakow: Jagiel-
lonian University Press; 2002.



Jerzy A. Sobański et al.1202

16.	 Sobański JA. Zmiany objawów zaburzeń nerwicowych podczas intensywnej psychoterapii 
w oddziale dziennym i ich związek z wynikami leczenia. Przegląd piśmiennictwa. Psychoterapia 
2004; 130(3): 81–90.

17.	 Sobański JA. Czy istnieje ogólny zespół nerwicowy? Psychiatr. Dypl. 2011; 8(1): 55–59.

18.	 Sobański JA, Klasa K. Zmiany nasilenia objawów w okresie oczekiwania na leczenie. Psycho-
terapia 2005; 132(1): 67–79.

19.	 Aleksandrowicz JW. Czy rzeczywiście nie ma zaburzeń nerwicowych? Post. Psychiatr. Neurol. 
1997; 6: 411–416.

20.	 Kokoszka A. Współzachorowalność zaburzeń depresyjnych i nerwicowych – jej znaczenie 
w teorii oraz w praktyce lekarskiej. Przew. Lek. 2003; 7–8: 90–98.

21.	 Barnes JC, Harrison G, Murray K. Low pressure/low flow voiding in younger men: psychological 
aspects. Br. J. Urol. 1985; 57(4): 414–417.

22.	 Boschen MJ. Paruresis (psychogenic inhibition of micturition): cognitive behavioral formula-
tion and treatment. Depress Anxiety 2008; 25(11): 903–912.

23.	 Perry S, McGrother CW, Turner K, Leicestershire MRC Incontinence Study Group. An inves-
tigation of the relationship between anxiety and depression and urge incontinence in women: 
development of a psychological model. Br. J. Health Psychol. 2006; 11(Pt 3): 463–482.

24.	 Hammelstein P, Soifer S. Is “shy bladder syndrome” (paruresis) correctly classified as social 
phobia? J. Anxiety Disord. 2006; 20(3): 296–311.

25.	 Sobański JA, Klasa K, Rutkowski K, Dembińska E, Müldner-Nieckowski Ł. Kwalifikacja do inten-
sywnej psychoterapii w dziennym oddziale leczenia nerwic. Psychiatr. Psychoter. 2011; 7(4): 20–34.

26.	 Aleksandrowicz JW, Bierzyński K, Filipiak J, Kowalczyk E, Martyniak J, Mazoń S. et al. 
Kwestionariusze objawowe „S” i „O” – narzędzia służące do diagnozy i opisu zaburzeń ner-
wicowych. Psychoterapia 1981; 37: 11–27.

27.	 Aleksandrowicz JW, Hamuda G. Kwestionariusze objawowe w diagnozie i badaniach epide-
miologicznych zaburzeń nerwicowych. Psychiatr. Pol. 1994; 28(6): 667–676.

28.	 Aleksandrowicz JW. Częstość objawów nerwicowych. Psychiatr. Pol. 2000; 34(1): 5–20.

29.	 Rewer A. Skale kwestionariusza objawowego „O”. Psychiatr. Pol. 2000; 34(6): 931–943.

30.	 Aleksandrowicz JW, Bierzyński K, Kołbik I, Kowalczyk E, Martyniak J, Miczyńska A. et al. 
Minimum informacji o pacjentach nerwicowych i ich leczeniu. Psychoterapia 1981; 37: 3–10.

31.	 Sobański JA, Müldner-Nieckowski Ł, Klasa K, Rutkowski K, Dembińska E. Sexual health 
symptoms and problems in a population of patients in a day hospital for neurotic disorders. 
Psychiatr. Pol. 2012; 46(1): 21–34.

32.	 Sobański JA, Klasa K, Müldner-Nieckowski Ł, Dembińska E, Rutkowski K, Cyranka K. Sexual 
traumatic events and neurotic disorders picture – sexuality-related and sexuality-unrelated 
symptoms. Psychiatr. Pol. 2013; 47(3): 411–431.

33.	 Sobański JA, Klasa K, Rutkowski K, Dembińska E, Müldner-Nieckowski Ł, Cyranka K. Pa-
rental attitudes recollected by patients and neurotic disorders picture – sexuality-related and 
sexuality-unrelated symptoms. Psychiatr. Pol. 2013; 47(5): 827–851.



1203Occurrence of selected lower urinary tract symptoms in patients of a day hospital

34.	 Sobański JA, Müldner-Nieckowski Ł, Klasa K, Dembińska E, Rutkowski K, Cyranka K. Trau-
matic childhood sexual events and secondary sexual health complaints in neurotic disorders. 
Arch. Psychiatry Psychother. 2013; 15(3): 19–32.

35.	 Sobański JA, Klasa K, Müldner-Nieckowski Ł, Dembińska E, Rutkowski K, Cyranka K. et al. 
Childhood sexual traumatic events and sexual life and relationship of a patient. Psychiatr. Pol. 
2014; 48(3): 573–597.

36.	 Sobański JA, Klasa K, Cyranka K, Müldner-Nieckowski Ł, Dembińska E, Rutkowski K. et al. 
Influence of cumulated sexual trauma on sexual life and relationship of a patient. Psychiatr. 
Pol. 2014; 48(4): 739–758.

37.	 Smiatek-Mazgaj B, Sobański JA, Rutkowski K, Klasa K, Dembińska E, Müldner-Nieckowski 
Ł. et al. Pain and tactile dissociation, derealization and depersonalization symptoms in women 
and recalled traumatic events in childhood, adolescence and early adulthood. Psychiatr. Pol. 
2016; (50)1:77-93 DOI: 10.12740/PP/OnlineFirst/36296.

38.	 Sobański JA, Klasa K, Mielimąka M, Rutkowski K, Dembińska E, Müldner-Nieckowski 
Ł. et al. The crossroads of gastroenterology and psychiatry – what benefits can psychiatry 
provide for treatment of patients suffering from gastric symptoms. Przegl. Gastr. 2015; 
10(4): 222–228.

39.	 Sobański JA, Klasa K, Popiołek L, Rutkowski K, Dembińska E, Mielimąka M. et al. Skargi 
pacjentów z zaburzeniami nerwicowymi interesujące kardiologa. Kardiol. Pol. 2015; 73(11): 
1114–1121.

40.	 Sobański JA, Rutkowski K, Klasa K. Występowanie złości u pacjentów z zaburzeniami nerwi-
cowymi. In: Bereza B. ed. Oblicza złości. Warsaw: Difin; 2012, p. 223–251.

41.	 Azadzoi KM, Radisavljevic ZM, Golabek T, Yalla SV, Siroky MB. Oxidative modification 
of mitochondrial integrity and nerve fiber density in the ischemic overactive bladder. J. Urol. 
2010; 183(1): 362–369.

42.	 Camões J, Coelho A, Castro-Diaz D, Cruz F. Lower urinary tract symptoms and aging: 
the impact of chronic bladder ischemia on overactive bladder syndrome. Urol. Int. 2015; 
95(4): 373–379.

43.	 Jung HB, Kim HJ, Cho ST. A current perspective on geriatric lower urinary tract dysfunction. 
Korean J. Urol. 2015; 56(4): 266–275.

44.	 Perkins RM, Yuan CM, Welch PG. Dipsogenic diabetes insipidus: report of a novel treatment 
strategy and literature review. Clin. Exp. Nephrol. 2006; 10(1): 63–67.

45.	 Grunberg J, Gazzara G, López P, Esquivel N. [Psychogenic polydipsia in a child]. Bol. Med. 
Hosp. Infant Mex. 1981; 38(5): 807–815.

46.	 Kohli A, Verma S Jr, Sharma A Jr. Psychogenic polydipsia. Indian J. Psychiatry 2011; 53(2): 
166–167.

47.	 Martin S, Atlantis E, Wilson D, Lange K, Haren MT, Taylor A. et al. Clinical and biopsychoso-
cial determinants of sexual dysfunction in middle-aged and older Australian men. J. Sex. Med. 
2012; 9(8): 2093–2103.

48.	 Rosen RC, Shifren JL, Monz BU, Odom DM, Russo PA, Johannes CB. Correlates of sexually 
related personal distress in women with low sexual desire. J. Sex. Med. 2009; 6(6): 1549–1560.



Jerzy A. Sobański et al.1204

49.	 Shifren JL, Monz BU, Russo PA, Segreti A, Johannes CB. Sexual problems and distress in 
United States women: prevalence and correlates. Obstet. Gynecol. 2008; 112(5): 970–978.

50.	 Ratner ES, Erekson EA, Minkin MJ, Foran-Tuller KA. Sexual satisfaction in the elderly female 
population: A special focus on women with gynecologic pathology. Maturitas 2011; 70(3): 
210–215.

51.	 Dreger NM, Degener S, Roth S, Brandt AS, Lazica DA. [Urethral pain syndrome: fact or fic-
tion – an update]. Urologe A. 2015; 54(9): 1248–1255.

52.	 Arlen AM, Dewhurst LL, Kirsch SS, Dingle AD, Scherz HC, Kirsch AJ. Phantom urinary 
incontinence in children with bladder-bowel dysfunction. Urology 2014; 84(3): 685–688.

53.	 Postma R, Bicanic I, van der Vaart H, Laan E. Pelvic floor muscle problems mediate sexual 
problems in young adult rape victims. J. Sex. Med. 2013; 10(8): 1978–1987.

54.	 Shabsigh R, Anastasiades A, Cooper KL, Rutman MP. Female sexual dysfunction, voiding 
symptoms and depression: common findings in partners of men with erectile dysfunction. World 
J. Urol. 2006; 24(6): 653–656.

55.	 Huppertz BJ. [Psychosomatic aspects of irritable bladder. A review]. Urologe A 1986; 25(2): 
84–89.

56.	 Müldner-Nieckowski Ł, Klasa K, Sobański JA, Rutkowski K, Dembińska E. Medical students’ 
sexuality – development and fulfilment of sexual needs. Psychiatr. Pol. 2012; 46(1): 35–49.

57.	 Müldner-Nieckowski Ł, Sobański JA, Klasa K, Dembińska E, Rutkowski K. Medical students’ 
sexuality – beliefs and attitudes. Psychiatr. Pol. 2012; 46(5): 791–805.

58.	 Subaran RL, Talati A, Hamilton SP, Adams P, Weissman MM, Fyer AJ. et al. A survey of puta-
tive anxiety-associated genes in panic disorder patients with and without bladder symptoms. 
Psychiatr. Genet. 2012; 22(6): 271–278.

59.	 Weiss JP, Weinberg AC, Blaivas JG. New aspects of the classification of nocturia. Curr. Urol. 
Rep. 2008; 9(5): 362–367.

60.	 Weiss JP, Blaivas JG. Nocturia. Curr. Urol. Rep. 2003; 4(5): 362–366.

61.	 Breyer BN, Shindel AW, Erickson BA, Blaschko SD, Steers WD, Rosen RC. The association of 
depression, anxiety and nocturia: a systematic review. J. Urol. 2013; 190(3): 953–957.

62.	 Koh JS, Ko HJ, Wang SM, Cho KJ, Kim JC, Lee SJ. et al. The relationship between depression, 
anxiety, somatization, personality and symptoms of lower urinary tract symptoms suggestive of 
benign prostatic hyperplasia. Psychiatry Investig. 2015; 12(2): 268–273.

63.	 Yang YJ, Koh JS, Ko HJ, Cho KJ, Kim JC, Lee SJ. et al. The influence of depression, anxiety 
and somatization on the clinical symptoms and treatment response in patients with symptoms 
of lower urinary tract symptoms suggestive of benign prostatic hyperplasia. J. Korean Med. 
Sci. 2014; 29(8): 1145–1151.

64.	 Barnes JC, Harrison G, Murray K. Low pressure/low flow voiding in younger men: psychological 
aspects. Br. J. Urol. 1985; 57(4): 414–417.

65.	 Cortes E, Sahai A, Pontari M, Kelleher C. The psychology of LUTS: ICI-RS 2011. Neurourol. 
Urodyn. 2012; 31(3): 340–343.



1205Occurrence of selected lower urinary tract symptoms in patients of a day hospital

66.	 Kuffel A, Kapitza KP, Löwe B, Eichelberg E, Gumz A. [Chronic pollakiuria: cystectomy or 
psychotherapy]. Urologe A 2014; 53(10): 1495–1499.

67.	 Sakakibara R, Uchiyama T, Awa Y, Liu Z, Yamamoto T, Ito T. et al. Psychogenic urinary dys-
function: a uro-neurological assessment. Neurourol. Urodyn. 2007; 26(4): 518–524.

Address: Jerzy A. Sobański
Unit for Diagnostics of Neurotic and Behavioral Disorders
Department of Psychotherapy
Jagiellonian University Medical College
31-138 Kraków, Lenartowicza Street 14


