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(e.g. caffeinated, alcohol, and soft
drinks) and frequency or volume of fluid
intake
•Past urological history including
trauma, history of urinary tract infection
(UTI), previous urological surgery
•Past medical history including heart
failure, diabetes mellitus/insipidus, renal
disease; neurological conditions
including cerebrovascular disease, spinal
cord injury; obstructive sleep apnoea
•Drug history including OTC products,
diuretics, antidepressants and
previous/current medication to treat
LUTS 

All patients must have a systematic
comprehensive examination including
genitalia and a digital rectal examination
(DRE). During the abdominal
examination a mass arising from the
pelvis (characterised on examination by
not being possible to get below the
mass), in the midline, which is dull to
percussion may be consistent with a
palpable bladder. Examination of the
genitalia should exclude phimosis,
meatal stenosis or penile malignancy as
causes of LUTS. DRE should assess the
anal tone, prostatic volume and contour.
It is also useful at the end of the
examination to observe whether lower
limb oedema or signs of a DVT are

present. Table 2, below, lists symptoms,
which mandate an urgent urology
referral for suspected malignancies
under the NICE guidance for suspected
cancer referrals.2 

INVESTIGATIONS 
Investigations performed in primary care
should be guided by the history and
examination findings, taking into
account the impact of the LUTS on the
individual’s quality of life. Current NICE
guidelines1 recommend the following to
be performed at initial assessment:
•Frequency volume chart (FVC): 
This records the time of micturition
during the day and night and the
volumes voided and should be
completed over a minimum of three
days – men should be encouraged to
record the type, timing and volume of
fluid consumed too. This is useful for
identifying lifestyle factors such as high
fluid intake and the influence of timing of
intake on symptoms, in addition to
giving an indication about bladder
capacity. In nocturnal polyuria there is an
increased proportion of 24-hour urine
output occurring at night. This is
considered to be present in men over 65
if > 33% of output is produced at night,
and may be diagnosed by a FVC. 

•Urine dipstick to detect blood,
glucose, protein, leucocytes and nitrites
to identify conditions such as UTIs,
diabetes mellitus or urogenital
malignancy
•Prostate specific antigen (PSA)
testing should be discussed and men
offered time to decide whether they
wish to have a PSA test performed if:
—LUTS are suggestive of bladder
outflow obstruction secondary to
benign prostatic enlargement (PSA is a
predictor of disease progression3)
—The prostate feels abnormal on DRE
—They are concerned about prostate
cancer

Patients may find the British
Association of Urological Surgeons
(BAUS) patient information leaflet on
PSA4 useful to aid their decision making,
this is available online (see Useful
information box, p16).

Serum creatinine and estimated
glomerular filtration rate should be
measured if renal failure is suspected
(nocturnal enuresis, recurrent UTIs or a
history of renal calculi)
• In men considering any treatment for
LUTS, an assessment of their baseline
symptoms should be carried out with 
a validated questionnaire where the
symptom score allows for assessment 
of subsequent symptom change. 
The International Prostate Symptom
Score (IPSS) is commonly used for this
purpose and is shown in table 3,
opposite. 

The final question regarding quality of
life is particularly useful in terms of
guiding when to introduce treatment. 

The questionnaire is validated to
assess treatment response with a three
point decrease in total score equating to
a mild improvement in symptoms and a
clinically significant response.1,5,6

Although changes in the IPSS score may
occur with treatment, clinically the most
important question to guide ongoing
management is whether the patient
feels that the treatment has improved
his bothersome symptoms. 

REFERRAL
Men should be referred for urological
review if they have:
•Bothersome LUTS which have not
responded to conservative
management or medical therapy
•LUTS in association with recurrent or
persistent UTIs
•Urinary retention 
•Renal impairment suspected to be
secondary to lower urinary tract
dysfunction
•Suspected urological malignancy

Table 1

Lower urinary tract symptoms 

Storage symptoms Voiding symptoms
Frequency Hesitancy
Nocturia Reduced flow of urine
Urgency Terminal dribble
Urge incontinence Incomplete emptying

Table 2

Symptoms mandating an urgent urology referral

Urgent referral for suspected urological cancer according to NICE guideline NG122

(2 week wait)
•Abnormal DRE (Prostate cancer)                                                 
•PSA greater than age specific range  (Prostate cancer)               
•Aged ≥45 years old with visible haematuria without UTI (Bladder cancer)     
•Aged ≥60 years old with unexplained non visible haematuria and either dysuria
or raised white cell count (Bladder cancer)
•Penile lesion where a sexually transmitted infection has been excluded 
(Penile cancer)

Urgent referral for other symptoms 
•Nocturnal enuresis – suspect high pressure chronic urinary retention
•Storage LUTS associated with bladder pain – important to exclude bladder
malignancy or bladder stones
•New back pain ± abnormal neurological examination with LUTS – exclude
cauda equina compression


