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tract symptoms (BPH/LUTS), AUR
was their first symptom.

The causes of AUR in men can be
divided into precipitated (induced by
an event) or occurring spontaneously.
These can be further divided according
to the mechanism i.e. obstructive,
neurological and myogenic. Table 1,
above, shows potential causes of AUR
and mechanisms of obstruction.1,3,4,6 

Spontaneous AUR is caused by
progression of BPH leading to a
mechanical obstruction of the bladder
outlet. It is the most common cause 
of AUR.

PRESENTATION AND
ASSESSMENT
The typical presentation of AUR is a
patient complaining of sudden
inability to urinate associated with
progressive abdominal distension
which is usually painful. The pain
increases in intensity with increasing
distension of the bladder. A thorough
history and examination of the patient
enables a clinical diagnosis of AUR to
be made and the probable cause to be
identified.

The history should include prior
LUTS (although the patient may not
have noticed any symptoms before),
drug intake, alcohol intake, previous
surgery/instrumentation, neurological
problems, constipation and recurrent
urinary tract infections. 

An abdominal examination should
reveal a distended bladder which can
be confirmed by a dull percussion
note. A digital rectal examination is
vital to gain information on prostatic
enlargement (either benign or
malignant), faecal load in rectum, anal
tone and presence of other masses. 

If an ultrasound machine is available,
a quick scan of the suprapubic region
can confirm the diagnosis. Although
ultrasound is not necessary to diagnose

AUR, it can be used to measure
bladder volume to differentiate
between AUR and acute on chronic
retention especially when the patient
does not have any pain associated
with the retention. A bladder volume on
ultrasound of < 1L suggests AUR rather
than chronic urinary retention (CUR).

Several investigations are necessary
when dealing with AUR. Urinalysis and
culture should be carried out on a
sample obtained after catheterisation
to rule out infection. 

Renal function should be assessed
specifically looking at urea, electrolytes
and creatinine to see if there has been
damage to the upper tracts. This is
more common in CUR. Ultrasound of
the urinary system may not be
necessary unless the patient has
abnormal renal function. 

It is better not to perform a PSA test
in this situation as it will invariably be
raised due to distension of the bladder
and catheter insertion.7

MANAGEMENT
A patient suffering from AUR needs
urgent catheterisation to decompress
the bladder as they will usually be in
severe pain. The patient may be seen
in A&E or in the community by a GP. 

Catheter insertion technique must
be sound in order to prevent long-
term damage to the urethra. A smaller
sized catheter can be used for a
stricture or a larger one if a case of
BPH is suspected. If catheter insertion
fails then a urological consultation is
required for insertion of a suprapubic
catheter (SPC). 

Urethral catheterisation is still the
preferred route and the SPC is
reserved for urethral catheter failure
even among urologists.8

Although SPC insertion is a more
complex procedure, there have been
suggestions that it has advantages as

a primary catheterisation method for
AUR with regards to comfort, sexual
function and risk of infection.9

Once the bladder is decompressed,
it is important to quantify the volume
of urine that is drained within 15-20
minutes as this will indicate the
residual urine. A volume < 1L indicates
that the patient has a better chance of
a successful TWOC as compared with
a volume >1L. Sudden decompression
of the bladder can also give rise to
haematuria but this usually resolves
within a couple of days without the
need for further intervention or
investigation.

A decision needs to be made about
whether the patient should be admitted.
Admission is essential if the patient:
• is unwell with urosepsis
• has abnormal renal function needing
further investigation and fluid
monitoring (risk of diuresis)
• has acute neurological problems 
• is unable to take care of the catheter 

However, if none of these features is
apparent then the patient can go
home and be cared for in the
community. Many patients may find
the presence of a catheter socially
unacceptable and may prefer to stay
in hospital until it is removed.

Trial without catheter
TWOC needs to be planned and the
ideal time to do this is within 2-3 days
so that the patient can pass urine
naturally. TWOC is successful in up to
40% of patients when all precipitating
causes such as UTI, constipation and
any precipitating drugs have been
identified and the situation resolved.

Residual urine of <1L and no
previous LUTS is also an indicator for
successful TWOC.8 Keeping the
catheter longer may not be beneficial
for the patient as there may be a
higher risk of catheter-related
complications leading to prolonged
hospitalisation. 

In cases where the AUR is
secondary to BPH, administration of
an alpha-blocker e.g. alfuzosin 10 mg
or tamsulosin 400 µg daily for up to 3
days post-catheterisation significantly
increases the chance of TWOC. These
drugs inhibit the alpha-adrenergic
activity at the bladder neck to relieve
the outlet obstruction. Subsequent
alpha-blocker therapy plays an
important role in improving the urinary
symptoms, reducing or preventing
another episode of AUR and may reduce
the need for surgical intervention.8, 10

Failure of TWOC in a BPH patient
will lead to possible surgical intervention

Table 1
Mechanisms and causes of AUR
Mechanism
Obstructive 
(mechanical or dynamic)

Neurological

Myogenic

Cause
• BPH
• Urethral stricture (previous instrumentation)
• Postoperative pain
• Drugs (e.g. sympathomimetics, 
anticholinergics)
• Urinary tract infections/cystitis
• Constipation
• Pelvic surgery
• Spinal cord disease/injury
• Diabetes
• High alcohol intake
• Following anaesthesia
• Excessive fluids




