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significant diuresis and the man cannot
keep up with sufficient oral fluids.5,15

Catheter removal post retention
The decision on whether to remove the
catheter for a trial of voiding, i.e. trial
without catheter (TWOC), depends on
the aetiology of the urinary retention.
Optimally a TWOC should be
performed 5-7 days after AUR ideally
after the patient has been taking an
alpha-blocker for this period. If there are
reversible factors then catheter removal
is a sensible option. 

TWOC is more likely to be successful
in younger men with smaller prostates
who have had a precipitated AUR e.g.
related to constipation/alcohol/recent
anaesthetic. It is very unlikely to be
successful in men over the age of 80
with high residual volumes (> 1.5 litres)
and larger prostates. NICE guidelines
state that an alpha-blocker should be
offered to the patient for management
of AUR before removal of the catheter. 

Catheters should never be removed
without bladder outflow surgery in men
with hydronephrosis and renal failure
due to CUR; these men should be
booked directly for bladder outflow
surgery.

Follow-up after initial decompression
Definitive management of urinary
retention will depend upon the
underlying aetiology and should involve
referral to a urologist either urgently or
electively. If there has been a clear
precipitating factor that is reversed and
no pre-existing urinary symptoms then
management in primary care is
appropriate. Otherwise investigation
into the exact aetiology and potential
medical or surgical management may
be required.

The following are red flags for
hospitalisation:6,9

• Evidence of urosepsis 
• Evidence of malignancy
• Evidence of renal failure 
• Acute spinal cord compression
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Patient presents to A&E or
primary care with acute
urinary retention (AUR)

Risk assessment for recurrence:
• Age 
• Severity of the LUTS (by IPSS)
• Prostate volume
• Maximum flow rate

Leg-bag catheter and 
alpha-blocker for 3-7 days
then urology referral

In cases related to
uncomplicated  benign
prostatic hyperplasia

Urological consultation

In cases of precipitated AUR, such as
urethral stricture, meatal stenosis,
suspected prostate cancer, prostatitis  

Hospital admission
and urological consultation 

In cases of significant
underlying cause and/or
complicated retention such
as urosepsis, malignancy,
renal failure, acute spinal
cord compression 

• History and physical examination
• Identify the underlying cause of
the AUR (obstructive, malignancy,
functional, pharmacological)
• Decompress the bladder using
either a urethral or suprapubic
catheter

Algorithm for the management of acute urinary retention
FIGURE 2
Algorithm for the
management of
acute urinary
retention in men


