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Table 2
Risk factors for AUR 6, 10

Risk factor/parameter
Age 
Prostatic volume
International Prostate 
Symptom Score (IPSS)
Prostate specific antigen (PSA)
Urinary flow rate

Measure
> 70 years
> 40 cm3

> 7 (moderate or severe LUTS)

> 1.4 ng/ml
< 12 ml/s

in the form of a transurethral resection
of the prostate (TURP) which has its
own complications. A single episode
of AUR used to be an indication for
TURP, however with the advent of
newer and more efficacious drugs
such as alpha-blockers and 
5α-reductase inhibitors e.g. finasteride
and dutasteride, the risk of AUR
recurring can be reduced or
prevented.6 This can result in
avoidance of surgery or at least
postponement to an elective setting.

REDUCING EPISODES OF AUR
GPs have an important role in
preventing or reducing the number of
episodes of AUR. It may not be
possible to predict the occurrence of
precipitated AUR in the community as
the causes are quite diverse. However,
the progression of BPH is one of the
most common causes of AUR, and
AUR may be the first presentation of
BPH/LUTS. 

Unfortunately, many elderly men do
not seek, or delay seeking, medical
advice for their symptoms as they
tend to attribute these symptoms to
advancing age. 

Identifying risk factors for AUR (see
table 2, above) and referring high-risk
patients to a urologist, especially for
assessment of prostatic volume and
flow rate, and early treatment with
alpha-blockers and 5α-reductase
inhibitors can improve symptoms as
well as reduce the incidence of AUR.6, 10
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AUR is defined as the sudden inability to pass urine. 
The patient presents with a history of reducing urinary
output, which may have stopped for hours before seeking
medical attention. This is associated with lower
abdominal distension. Retention in women is relatively
rare. Generally, once the underlying problem is identified
and treated, successful voiding is achieved in the majority
of cases.

AUR is more than ten times more common in men than 
women. In men it tends to occur in the elderly and the risk
of AUR is higher in men > 70 years. 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. 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. 

The typical presentation of AUR is a patient complaining 
of a sudden inability to urinate associated with progressive
abdominal distension which is usually painful. The pain
increases in intensity with increasing distension of the
bladder. 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.

Urinalysis and culture should be carried out on a sample 
obtained after catheterisation to rule out infection. Renal
function should be assessed to see if there has been
damage to the upper tracts. This is more common in
chronic urinary retention. 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. 
If catheter insertion fails then a urological consultation 
is required for insertion of a suprapubic catheter. 

Admission is essential if the patient is: unwell with urosepsis; 
has abnormal renal function needing further investigation
and fluid monitoring; has acute neurological problems; 
or is unable to take care of the catheter. Trial without
catheter needs to be planned and the ideal time to do 
this is within 2-3 days so that the patient can pass urine
naturally.

Identifying risk factors for AUR and referring high-risk  
patients to a urologist, especially for assessment of
prostatic volume and flow rate, and early treatment with
alpha-blockers and 5α-reductase inhibitors can improve
symptoms as well as reduce the incidence of AUR.

CONCLUSION
GPs can play a major role in identifying
patients who need assessment for
BPH/LUTS and starting early
treatment with pharmacotherapy.
Health education should address the
importance of compliance with
medication and patients should be
followed up to reduce the risk of AUR
and surgical intervention. Urological
intervention may only be required in
cases where specialised assessment or
treatment is needed and in patients
where catheter insertion has failed
during an episode of AUR.
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