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	Management of Male Lower Urinary Tract Symptoms





Purpose:
The expert skills of Nurse Practitioners working in Urology allow them to diagnose men presenting with LUTS.  They assess, order and interpret investigations and devise management plans including prescribing appropriate medication.  Nurse Practitioners clinically manage men presenting with LUTS in a culturally safe manner with a nursing focus promoting independence and self-management by focusing on health promotion and education but collaborating with relevant health professionals as necessary.   This clinical guideline has been produced by the Nurse Practitioner Special Interest Group to guide clinical practice for Urology Nurse Practitioners who care for these men.  Other Urology nurses in advanced practice working towards Nurse Practitioner endorsement or working under the supervision of a Nurse Practitioner or Urologist can also utilise this guideline in their practice.   

Introduction:
LUTS can be classified as: 

· Voiding symptoms (obstructive) usually caused by the prostate or BN stenosis/urethral/meatal stricture symptoms include:

· Hesitancy, weak stream, postmicturition dribble, urinary retention, straining, incomplete emptying,  plus irritative symptoms below, or

· Storing symptoms (irritative) this may be caused by  overactive bladder or bladder tumour/stone and symptoms include:

· Urgency, urge incontinence, frequency, nocturia, dysuria, suprapubic pain  (Murtagh, 2000, Wein et al, 2007)

Benign prostatic hyperplasia (BPH) is a widespread problem that increases with age, and affects nearly all men. It can start after the age of 40. Almost one in four men aged 40 – 49 years receive treatment for prostate problems, and this increases to three in every four men aged 70 years and older. (Holden et al, 2005)

This guideline is based primarily on the recommendations of the American Urological Association guideline published in 2008 - BPH: Guideline on the management of Benign Prostatic Hyperplasia (BPH) and the European Association of Urology guidelines 2006 – Guidelines of Benign Prostatic Hyperplasia This guideline is evidence-based, it will need to be used in context with local policy and requirements of Nurse Practitioners which vary in the different states in Australia and New Zealand.  
Referral Criteria:          The Nurse Practitioner receives referrals for men with LUTS from all health professionals in both primary and secondary level care including but not limited to Urologists, General Practitioners, Practice Nurses, Emergency Department, Continence Nurses and Physiotherapists. Self referrals are acceptable.   

	
	Action 
	Guidelines 

	Patient History
	Complete patient history of signs and symptoms of LUTS 


	· History of presenting complaint, focus on urinary tract

· Urological history – including trauma, urethritis, UTI, prostate cancer, bladder cancer, urethral stricture, bladder neck contracture, calculi, neurogenic bladder, previous surgery or instrumentation, catheter trauma, medical conditions that lead to bladder dysfunction or excessive urine production, family history of prostate disease, BPH or cancer, fitness for possible surgical procedures, typical fluid intake, history of acute urinary retention 
· Symptoms include: hesitancy, straining, incomplete emptying, frequency, intermittency, urgency, weak stream, straining nocturia, haematuria, incontinence, nocturnal eneuresis, dysuria, post micturition dribble, ?split or spraying urinary flow

· Typical daily fluid intake

· Social – alcohol, smoking, chemical exposure, foreign travel, recreational drugs

· QOL – degree of symptom bother, how coping at home, safety in the home, support systems in place
· General medical and surgical history

· Bowel function / Erectile Function
· Medication review especially drugs known to cause retention antidepressants, antipsychotics, anticholinergics, antihistamines, antispasmodic, opiate analgesics – note any allergies 

	Examination
	 Complete urologically focussed physical assessment 
	· Abdominal examination

· Assess for distended bladder, masses, kidneys

· Examine external genitalia 

· DRE to evaluate prostate size exclude irregularities that may indicate presence of prostate cancer 
· Neurological – assess patients general mental status, ambulation, lower extremity neuromuscular tone and anal sphincter tone 

· Circulatory- assess for pallor, peripheral oedema. Measure BP (if considering alphablocker)

	Investigations
	Urinalysis

Bloods – Urea and creatinine
             - PSA  

Flow rate 

Post void residual 

IPPS / QOL questionnaire
Bladder diary 

Optional 

Ultrasound/CT

Urine cytology

TRUS Biopsy

Cystoscopy
	Screen for haematuria and UTI – if dipstick positive do MSU 

Bladder cancer, CIS, UTI, urethral strictures, distal urethral or bladder stones can produce LUTS in aging men, although haematuria or pyuria is not universally present in these conditions, a normal urine makes these diagnoses less likely,  If haematuria present plus bladder cancer risk factors – urine for cytology +/- flexible cystoscopy, ultrasound or CT if person at higher risk (eg>50, male, smoker).
Creatinine and if elevated order ultrasound  
Must be able to competently counsel patient on implications of PSA testing, if PSA elevated consider repeat PSA with MSU. 
<10mls/sec more likely to improve with surgery 

Large volumes >350ml may indicate bladder dysfunction and a slightly less favourable response to treatment.  Needs to be considered along with other co-morbidities eg higher PVR may be acceptable in men with chronic renal failure but with normal creatinine
Validated assessment tool to measure bother due to symptoms.  Patients with symptoms that are not bothersome generally will not benefit from intervention because the symptoms do not impact on QOL.  In addition the risks of medical therapy outweigh the benefits of symptom improvement in this group.

May be helpful in selected patients eg nocturia, polyuria, frequency  

If creatinine elevated, haematuria present,  or if concomitant urinary tract disease or complications present

May be considered for men with a predominance of irritative symptoms (frequency, urgency, nocturia) or haematuria, especially for smokers, aniline dye exposure, chemical exposure, overseas travel, schistomiasis exposure 

If PSA elevated for two consecutive readings with absence of UTI, or abnormal DRE  in appropriate patient

Microscopic/ macroscopic haematuria. If the type of surgical approach needs confirmation, predominance of overactive symptoms, suspected bladder calculi or stricture

	Differential Diagnosis 
	 
	· Benign Prostatic Hyperplasia

· Undiagnosed urinary tract infection

· Overactive bladder / Underactive bladder
· Bladder outflow obstruction / bladder neck stenosis
· Stricture

· Prostate Cancer 

· Bladder Cancer 

· Bladder calculi

	Management Plan for LUTS
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	1.Conservative Therapy

    Watchful waiting

2. Medical Therapy

3. Collaborate with Urologist as will most likely require surgery.

	IPPS <7 - BPH without significant obstruction and minimal bother 
· Lifestyle modifications

· Pelvic floor exercises

· Bladder retraining 

· Discharge to GP

IPPS >8 –bothersome symptoms
· Consider alpha blocker or 5-alpha reductase inhibitor (eg Finasteride), anticholinergics
· Lifestyle modifications with a focus on treatment of symptoms

· Pelvic floor exercises

· Bladder retraining

Other

If Qmax <10mls/sec, trial alphablocker 

If Qmax >15ml/sec and prostate >40g trial alphablocker and if fails and appropriate for patient try Finasteride 

If Qmax >15ml/sec and irritative symptoms most bothersome then treat as for overactive bladder with bladder retraining and if necessary antimuscarinic medication
If UTI treat with antibiotics 

If overactive bladder consider therapy with antimuscarinic medication
· Refractory retention or any of the following due to BPH
· Recurrent UTI 

· Macroscopic haematuria 
· Renal insufficiency

· Bladder stones   

· Elevated PSA                                              AUA BPH Guidelines 2008


	Lifestyle modifications
	 
	BPH without significant obstruction and minimal bother 

· Lifestyle modifications 

· Is patient safe in home environment especially at night?

· Review fluid intake, including limiting evening fluids for those men with nocturia

· Review  type of fluids consumed  to identify potential bladder irritants such as caffeine and alcohol 

· Bowel management strategies for men with constipation 

· Empty bladder completely when voiding – especially at night, Suggest double voiding plus sitting to void ) 
· Do not postpone voiding if there is risk of retention, encourage regular toileting to avoid large bladder capacity
· If medically appropriate avoid diuretics that are active at night or consider diuretic in afternoon to limit nocturia 
· Avoid medications with anticholinergic properties

            Eg cough medicine

· Encourage afternoon rest where appropriate with legs elevated in presence of oedema to reduce nocturia 
· Educate the patient regarding the chronic fluctuating and usually benign course of this common problem 

	Discharge from service
	Watchful waiting

If commenced on alpha blocker

If commenced on 5 alpha reductase inhibitor


	Discharge back to General Practitioner with advice on PSA monitoring and watchful waiting.  

Review effectiveness in six weeks to evaluate response, if continuing on medication then review by General Practitioner or Nurse Practitioner in six months.  Repeat flow rate and post void residual

Review effectiveness in six weeks to evaluate response, if continuing on medication then review by General Practitioner or Nurse Practitioner in six months.  Repeat flow rate and post void residual


Reference List:

American Urological Association guideline published in 2008 - BPH: Guideline on the management of Benign Prostatic Hyperplasia 

European Association of Urology guidelines 2006 – Guidelines of Benign Prostatic Hyperplasia 
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FLOW CHART FOR NURSE PRACTITIONER LUTS CLINIC  
















































Refer or discuss with Urologist



Refractory retention



Recurrent UTI due to BPH



Recurrent gross haematuria



Renal insufficiency due to BOO



Bladder calculi



Permanently damaged/weakened bladders



Large bladder diverticula



Unexpected urological cancer



Elevated PSA 







Initial evaluation



History 



Focused physical assessment incl DRE



IPPS/QOL 



Bladder diary



Urinalysis +/- MSU



PSA (in select patients) and Creatinine



Flow Rate



PVR











>8 IPPS score or bothersome symptoms







Mild bother  IPPS <7 







Discussion of treatment options







WATCHFUL WAITING



Lifestyle modifications



Symptom management



Discharge to GP care or NP followup appointment



GP review yearly







Patient chooses invasive treatment  







Patient chooses non-invasive  treatment











MEDICAL TREATMENT as per local protocol



Alpha-blockers 5-alpha reductase inhibitor anticholinergics, 







SURGERY



Referral to Urologist for probable surgery 












