NHS

Newcastle upon Tyne, Gateshead and Northumbria

Urology guidelines

INTRODUCTION

This document is an update of the NORTH OF TYNE AND GATESHEAD
GUIDELINES FOR MANAGEMENT OF COMMON UROLOGICAL CONDITIONS
IN ADULTS IN PRIMARY CARE. Changes have been made to fit with current
practice and align recommendations with NICE guidance and North of
Tyne/Gateshead guidelines for detection, management and referral of adults
with kidney disease

The guidelines are intended to guide clinical management, but every patient should
be assessed and managed individually.

These guidelines are intended for all clinicians in primary care in the Newcastle,
North Tyneside, Northumberland and Gateshead areas involved in managing
patients with urological conditions. .

How to use the guidelines

The BNF and the North of Tyne / Gateshead Formulary should be referred to as
appropriate.

Referrals
When referral to secondary care urology clinic is recommended in the guideline,
referral for patients to be seen at a local outreach clinic may be preferred



Contents

Scrotal Lumps

Recurrent UTI’s in non-pregnant females
UTI's in men

Renal Cysts

Symptoms suggesting urinary tract stones
Incidental finding of renal stones

Kidney stone patient metabolic assessment
LUTS in men

Drug flow chart for male patients with LUTS
Female LUTS guidelines

Assessment and referral of non-visible haematuria
Visible haematuria

Summary of urology referral for cystoscopy
Contributors



Scrotal lumps




Recurrent Urinary Tract Infections in Non-Pregnant Females

Exclude persistent
UTI — i.e. poor
eradication after
initial treatment

Consider extended
course 7-14 days
of antibiotics if
-Persistent UTI
-Renal Tract
Abnormality
Immunosuppressed
Examine
sensitivities of
Previous MSUs

Recurrent, microbiologically
confirmed, symptomatic UTI
2 or more UTIs in 6/12, or 3 or more

in 1 year

Must obtain cultures where possible
to guide further treatment

|

Undertake - Renal tract USS —
including kidneys, full bladder and

post void residual (PVR)

l

Age over 60 with
new onset
recurrent UTls.
Refer to Urology

Lifestyle/Self-Care Advice

Increase fluids : 24 hr urine output > 2 litres
Ensure regular voiding (i.e. every 3 hours and undertaking double

micturition)

Address constipation

If diabetic — ensure blood sugar controlled
Post-coital voiding - NB diaphragm use can increase risk of UTI
Avoid irritants e.g. bubble bath, spermicide

Non-pregnant women may wish to try D-Mannose

Limited evidence for use of probiotics and cranberry products

v

No improvement

v

Women

Postmenopausal

Identifiable /trigger
for UTI
e.g. Intercourse

Trail of Daily Antibiotic
Prophylaxis

Methanamine
Hippurate

Self-Start Antibiotics

oral) oestrogen.

Take account of
severity and
frequency of
symptoms, risk of
complications,
benefits for other

dryness)possible
adverse effects

Consider vaginal (not

Review at 6-12months

symptoms (vaginal

(breast tenderness
and vaginal bleeding),
unknown long-term
endometrial safety
and preferences for
treatment.

Consider Single-
dose antibiotic
prophylaxis

Advise how to use,
possible adverse
effects of antibiotics,
particularly
diarrhoea and
nausea and need to
seek medical help if
symptoms of UTI
develop. Review
efficacy at 3-
6months.

Advise about risk of
resistance with long-term
antibiotics, possible adverse
effects of long-term
antibiotics and need to seek
medical help if symptoms of
an acute UTI develop.
Review at 3 months and
consider cessation of
antibiotics. If decision made
to continue antibiotics review
every 6 month. There is no
evidence to support rotation
of different antibiotics.

See ‘North East and
Cumbria Antimicrobial
Prescribing Guideline for
Primary Care’ for further
antibiotic treatment/advice

Approved on formulary
as second line agent
for prophylaxis in
patients with recurrent
UTI's who have failed
long-term antibiotic
prophylaxis, have
contraindication to
antibiotics or
breakthrough infection
with resistant
organisms.

Consider in
exceptional cases e.g.
recurrent admission
with
pyelonephritis/sepsis

v

Recurrent UTI NICE guidance



https://www.nice.org.uk/guidance/ng109/resources/visual-summary-pdf-6544021069

UTIs in men

A proven UTI in a male should be investigated with an ultrasound of the urinary tract
including ultrasound bladder and assessment of post micturition residual

Urological referral is appropriate if there is an abnormality of the urinary tract of if the post-
micturition residual is greater than 100mls.

If ultrasound is normal then urology referral may be indicated based on haematuria or
cancer guidelines or if there is clinical concern

Haematospermia

Notes
Haemospermia There is a low correlation between
haemospermia and prostate cancer.

4 It is important to exclude
Visible or confirmed non- haematuria (visible or non-visible).
visible haematuria? Non-visible haematuria is confirmed
with 1+ blood or more on urine

dipstick, on 2 or more occasions
(urine microscopy should not be

@ @ used to diagnose haematuria).
* refer to PSA guideline

Digitial rectal examination and
PSA* following appropriate

counsellin
Refer to g
haematuria
guideline Normal and no clinical
concern
Reassure Refer to urology

Please note we are aware that these guidelines do not align with NICE guideline but there
is clinical consensus with above approach
If haematospermia is recurrent or persistent — consider referral to urology



Renal cysts

Renal cyst on
ultrasound

,

Cyst with complex features - thick
septae, solid component, significant
calcification or radiological concern

No

!

Arrange Pre and
Post- contrast CT
Scan kidneys

Bosniak
classification 1

l

or 2 cyst

Complex Cyst on CT
Bosniak classification 2
F,3or4




Symptoms suggesting urinary tract stones

Symptom suggestive of kidney
stones - (consider
emergency/urgent referral to FRH
on call urology if severe pain)

i

Arrange
Ultrasound
and KUB
xray
Stone identified No stone identified

|

N

Persistent Alternative
suspicion that explanation
stone disease is for pain
cause of pain identified

<

Arrange CT KUB







Incidental finding of renal stones

v

USS not
diagnostic

l_\l/

CT KUB

Stone confirmed

l

Single stone 5

mm or less Multiple stones or
stone size 6mm or
l greater




Kidney Stone Patient Metabolic Assessment

Serum Urate

Raised 7

—7

Raised

_—

Serum

1° presentation

Multiple (2-3) stone
episodes or

ca®*

Spot Urine
Ca®*: -

Dietary advice (reduce
meat), GP to consider
allopurinol

Refer to Endocrinology

Normal - Advise high fluid intake, low
salt diet, minimise cola intake

24 hour urine Ca*',

presentation <25
years

Pure calcium phosphate
stone (?RTA)

Cystine stone or
elevated urine cystine

citrate, oxalate, cystine

7TV

Normal

Abnormal 24 h urine
(low citrate, raised calcium

>8mmol/24 h, raised oxalate /

Previous gastric bypass
(?enteric hyperoxaluria)

%

Strong Family History

Nephrocalcinosis

Childhood stones

cystine)

Isolated mild hypercalciuria (up to
8mmaol/24 h)

Nephrology Referral

Advice: increase fluid intake

reduce Na' in diet (reduce processed
food + don’t add salt)

+ check PTH, vit D

+ repeat 24 hour urine after diet
modification

Abnormal
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Lower urinary tract symptoms (LUTS) in men:
assessment and management
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Drug flow chart for drug treatment in male patients with Lower urinary tract
symptoms
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If suspected neurological
cause refer to urology or
neurology depending on
circumstances

If significant pelvic
mass/significant vaginal
prolapse, refer gynae

Female LUTS quidelines

Female LUTS

Exclude UTI

Lifestyle modification
e Modify high/low fluid
intake
e Reduce caffeine
e Weight reduction
e Smoking cessation
e Bladder training
e Pelvic floor exercises

guidelines

If persistent NVH or VH
refer to haematuria

Community

VRN

Incontinence — see

incontinence pathway

Lower urinary tract

bladder emptying

Mainly Voiding

symptoms: poor flow,
sensation of incomplete

Lower urinary tract
symptoms: frequency,
nocturia, urgency, urge
incontinence.

Mainly Storage

J

If introital atrophy
consider topical
oestrogen

J

No Improvement

v

Refer to Urology

13

J

? Overactive bladder (OAB) as per
North of Tyne OAB pathway.

Consider 6/52 trial of anticholinergic —
Oxybutynin IR/Tolterodine IR

(do not offer oxybutynin IR to frail
elderly women — consider Darifenacin )

Consider Mirabegron if
anticholinergics contraindicated,
clinically ineffective, or have
unacceptable side effects.

!

No Improvement



http://www.northoftyneapc.nhs.uk/wp-content/uploads/sites/6/2015/01/Non-Surgical-Management-of-Overactive-bladder-OAB-pathway-Approved-Jan-15.pdf
http://www.northoftyneapc.nhs.uk/wp-content/uploads/sites/6/2015/01/Non-Surgical-Management-of-Overactive-bladder-OAB-pathway-Approved-Jan-15.pdf

Assessment and referral of non-visible haematuria

— taken from North of Tyne/Gateshead guidelines for detection, management and
referral of adults with kidney disease

Assessment and referral of patients with non-visible haematuria

Non-visible haematuria not due to
symptomatic UTI

Age <45 Age2 45
years years

Measure clinic blood pressure
Send blood for creatinine, eGFR, electrolytes.
Send urine for ACR
Ultrasound renal tract/bladder (ensure full bladder) If aged 2 60 years, and either dysuria and or a
raised blood white cell count — refer via the 2
week pathway for suspected cancer

Refer to Urology

l l All others —urgent referral
Investigations normal Investigations abnormal
BP < 140/90 AND BP > 140/90 OR
eGFR 2 60 ml/min/1.73m2 AND eGFR < 60 ml/min/1.73m2 OR l
ACR < 30 mg/mmol ACR 2 30 mg/mmol OR
Abnormality of renal tract on Cause not established
ultrasound
Refer to Nephrology if: Cause established and managed

BP > 140/90 OR
eGFR < 60 ml/min/1.73m2 OR

Cause not established ACR 2 30 mg/mmol

Refer to Nephrology: or All others annual reassessment in primary
Refer to Urology if care whilst haematuria persists
abnormality of renal tract

Refer to urology if: on ultrasound scan or if Notes

Develops visible haematuria, or not optimal visualisation Non-visible haematuria is confirmed with 1+ blood or more on urine dipstick, on 2
Symptomatic non-visible haematuria or more occasions as soon as possible and within 6 weeks (urine microscopy
should not be used to diagnose haematuria).

Annual reassessment in primary care whilst haematuria
persists

Refer to nephrology if:

Develops proteinuria Non-visible haematuria should not be attributed to oral anticoagulants in the
eGFR < 30 ml/min/1.73m2 on 2 separate occasions, or e therapeutic range and/or anti-platelet agents as a cause.
GFR falls by > 5 ml/min/1.73m2 over 1 year, or 10 ml/min/
1.73m2 over 5 years If associated with a UTI, treat UTI and ensure haematuria has resolved
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Visible haematuria
taken from North of Tyne/Gateshead guidelines for detection, management
and referral of adults with kidney disease

Assessment and referral of patients with visible haematuria

Aged = 45 years
Visible haematuria without a symptomatic UTI,
or visible haematuria recurs after successful
treatment of symptomatic UTI

\
+ |

Refer to urology
2 week pathway for suspected
cancer

Aged < 45 years
Visible haematuria without a symptomatic UTI,
or visible haematuria recurs after successful
treatment of UTI

Refer to urology
Urgent referral

Notes
Visible haematuria should not be attributed to oral anticoagulants in the
therapeutic range and/or anti-platelet agents as a cause.
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Summary of urology referral for cystoscopy

Visible haematuria (no UTI ) > 45 years — 2 week cancer pathway
Visible haematuria (no UTI ) < 45 years — urgent referral

Non- visible haematuria (no UTI) age > 60 with dysuria or raised wcc — 2 week cancer
pathway

Non- visible haematuria (no UTI) age > 45 — urgent referral

Visible haematuria associated with UTI, persisting for > 2 weeks — urgent referral

Non visible haematuria associated with UTI, persisting for > 6 weeks, age > 45 — urgent
referral

Recurrent UTIs (with or without haematuria) over the age of 60 — referral to urology
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