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Oxfordshire Urology Guidelines

These guidelines are new and feedback from users is welcome. 

They are designed with hyperlinks to be used on screen during a consultation. 

Help to improve them by sending comments to tracey.rees@oxfordshirepct.nhs.uk
· GPs will also want to consider NICE cancer referral guidelines which are referenced at the bottom of the document.

· Please note that implementing Patient Choice means these guidelines need to cover a variety of providers. 
· Specific local arrangements may exist for some conditions such as Erectile Dysfunction, Urge Incontinence and Haematuria.
· Local urologists are always happy to offer phone advice to GPs where there is uncertainty.
Contents List 

(CTRL and Click to jump to text)

(CTRL and Home to get back to Contents)
2Erectile Dysfunction


2Curved Erection (Peyronie’s disease)


3Haematospermia


3Hydrocoele: Patients presenting with fluctuant/transilluminable scrotal swelling


3LUTS: Male patients age 40+ presenting with mild/moderate LUTS (no haematuria)


3Phimosis: Patients presenting with a tight foreskin


4PSA Abnormal


4Recurrent Female UTI: Adult female patients presenting with recurrent lower UTI


Scrot5al pain


5Stress incontinence (Female)


5Urge incontinence (Female)


7Hyperlinks to NICE Referral Guidelines for Suspected Cancer




	Topic
	(A) When to refer
	(B) When not to refer

	Erectile Dysfunction


	Who refer to specialist:

· Young patients who have always had difficulty

· Patients with history of pelvic trauma

· Abnormality of testes or penis found

· If starting hormone replacement therapy – DRE and PSA measurement

Where to?

· Some providers have a specialist interest

· The Elliot Smith clinic at the Churchill Hospital will see less complex patients on a private basis.

If initial screening tests indicate significant abnormality – manage as appropriate for underlying condition
	ED may be first presenting feature of a depressive illness, anxiety states, psychosis, body dysmorphic disorder, gender dysphoria and alcoholism

Clues to psychogenic origin:
Sudden onset, early collapse of erection, good quality self-stimulated or early morning erections, premature ejaculation, relationship problems/changes, major life events, psychological problems

Clues to organic cause: 

gradual onset, lack of tumescence, normal ejaculation, normal libido, risk factors eg vascular, endocrine, neurological, pelvic operations, radiotherapy or trauma, medications, smoking, high alcohol, recreational or body-building drugs

Examination requires:

· Blood pressure, peripheral pulses

· Genitalia: testicular size, penile fibrosis, retractable foreskin

Drug Causes of ED
Investigations


	Curved Erection
(Peyronie’s disease)
	Refer the patient who is unable to have intercourse and willing to consider surgery.


	

	Haematospermia


	· If the problem is actually haematuria. 

· abnormal external genitalia 

· abnormal prostate on digital rectal examination

· abnormal PSA if age > 40 years. 

· (Click to jump to table) 
	Normally a benign self-limiting condition especially under 40y

If none of column A apply, then referral is not indicated unless haematospermia is recurrent over 4-6 months.

	Hydrocoele:
Patients presenting with fluctuant/transilluminable scrotal swelling


	· considerable discomfort, affecting normal activity e.g. off work because of it 

· so large that directional voiding is becoming difficult

· so large that clothing no longer fits
	If ultrasound demonstrates a hydrocoele or epididymal cyst with normal testes, the patient should be managed conservatively.
Needle aspiration is not recommended unless under sterile conditions, and may only provide temporary help

	LUTS:
Male patients age 40+ presenting with mild/moderate LUTS (no haematuria)


	· Refer if symptoms persist if no response to 3 months alpha blocker (may be another cause)

· palpable bladder

· abnormal feeling prostate 

· haematuria on dipstick urinalysis 

· abnormal creatinine or eGFR

· postvoid residual on U/S <300mls

· abnormal kidneys on ultrasound,

· abnormal PSA for age 
(Click to jump to table) 
	· When none of column A apply

· These patients could be offered a trial of alpha-blocker which may take 3 months to achieve full effect but if effective may be continued indefinitely with monitoring of renal function.


	Phimosis:
Patients presenting with a tight foreskin


	· recurrent balanitis 

· difficulty voiding 

· recurrent pain, tearing/bleeding during sexual activity
	If the glans is visibly/palpably normal, the patient could be managed conservatively with topical steroids and hygiene advice

	Either PSA Abnormal or
DRE (digital rectal examination) Abnormal in the absence of symptoms
(This does not imply routine screening with PSA is recommended)
	normal age-specific range for PSA used by the ORH is

age 40-50  <2.5 

age 50-60  <3.5 

age 60-70  <4.5 

age >70     <6.5
age >80     < 10

Please note a different set of thresholds can be found at

http://www.nice.org.uk/page.aspx?o=cg027quickrefguide
(bottom of page 14). 

All abnormal DRE – and see NICE guidelines for 2 week wait criteria
	This range is ideal for fit men with at least 5 years life-expectancy. If the patient is elderly, unfit or frail then clinical judgement should influence decision to refer.

	Recurrent Female UTI:
Adult female patients presenting with recurrent lower UTI


	If the UTIs continue to recur despite actions in column B
	Patient could be managed conservatively for at least 3 months if 
· physical examination is unremarkable + 
· an ultrasound +

· a post void residual is <100 mls, 
ie short courses of appropriate antibiotics, recurrence may be avoided by high fluid intake including cranberry juice, advice on perineal hygiene, postcoital voiding etc
Consider renal calculus which may only show on a KUB Xray

	Scrotal pain


	
	Referral is not needed if:
· scrotal examination lying and standing is unremarkable+ 
· scrotal and renal ultrasounds 

A trial of NSAIDs or antibiotics for epididymo-orchitis (ciprofloxacin and doxycycline) for 2 weeks or more may be worthwhile. 

	Stress incontinence (Female)


	Consider referring non-responders after 3 months 
	Exclude UTI/haematuria with stick-test. If no mass or significant prolapse on abdominal or PV examinations then bladder training, lifestyle advice and refer to pelvic floor physiotherapist 

	Urge incontinence (Female)


	Consider referring non-responders after 6-12 weeks 
	Exclude UTI/haematuria with stick-test. 
If no mass or significant prolapse on abdominal or PV examinations then bladder training, lifestyle advice and anti-cholinergic therapy should be instituted. 


Appendices for Erectile Dysfunction
The following drugs may be the cause of ED:
· Antihypertensives: 

· ß-blockers/Thiazides/Hydralazine > 

· (-blockers/ACE inhibs/Ca-channel blockers

· Diuretics: Thiazides/K sparing/carbonic anhydrase inhibs > Loop diuretics

· Antidepressants eg SSRI’s, Tricyclics, MAOI’s

· Antipsychotics eg phenothiazines, carbamazapine, risperidone

· Hormonal agents eg CPA, LHRH analogues, oestrogens

· Lipid regulators: Gemfibrozil/Clofibrate > statins

· Anticonvulsants eg phenytoin/ carbamazapine

· Antiparkinsonian eg levodopa

· Ulcer healing: H2 antagonists > Proton pump inhib

· Miscellaneous: allopurinol, indomethacin, disulfiram

Examination requires:

· Blood pressure, peripheral pulses

· Genitalia: testicular size, penile fibrosis, retractable foreskin.

Investigations required for ED:

	Clinical Suspicion
	Investigation

	Diabetes
	fasting plasma glucose

	If history (decreased libido) or examination suggests hypogonadism
	Testosterone (Free and morning (7-11am)

	If testosterone low
	LH/prolactin

	If suspect renal impairment
	U & E

	If suspect liver impairment
	LFT’s

	Afro-Caribbean patients
	Sickle cell screen


Hyperlinks to NICE Referral Guidelines for Suspected Cancer

Quick Cancer Referral Reference Guide

http://www.nice.org.uk/page.aspx?o=cg027quickrefguide
Larger Cancer Referral Document 

http://www.nice.org.uk/page.aspx?o=cg027niceguideline
All Cancer referral Guidelines

http://www.nice.org.uk/page.aspx?o=cg027
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