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Recurrent UTI



N I c National Institute for
Health and Care Excellence

Public Health . .
England guideline

Urinary tract infection (recurrent):
antimicrobial prescribing

NICE guideline

Published: 31 October 2018
nice.org.uk/guidance/ngl112




CCG recurrent UTI guideline to be
circulated imminently

A 2 or more episodes of lower urinary tract infection in the last 6 months,
A Or
A 3 or more episodes of lower urinary tract infection in the last 12months

Conservative Measures:

+ Encouragebetier hydration and more frequentvoiding
+ Forsexuslly activewomen:
o Advise postcoitalvoiding
o Avoid use of contraceptive disphragm andspermicide
+ Avoud using cosmetic bath products orfeminine hygienaedouches.
+ Penneslhygiens i.e.wiping front toback.
+ Avoid using flannels. A clean non scented disposable wipe ispreferable.

Intra-vaginal oestrogens:

+ Forpost-menopsusalwomenwith recurrent UTls, consider
topical oestrogens.




http://www.rcgp.org.uk/clinicatland
research/resources/toolkits/targeantibiotic-toolkit.aspx

|Pubilic Health
England

Fossible urinary symploms

Freguency: Passing unne (wee) more often than wesual

The oubcone

Mild. or 1 to 2, symptoms or

Recommended cans

Treating Your Infection — Urinary Tract Infection (UTI)
For women outside care homes with suspected uncomplicated urinary tract infections (UTls) or uncomplicated recurrent UTis

Dysuria: Burning pain when passing urine

Urgency: Foabng the need to pass unne immediately
Haematuria: Bieod in your unne

Nocturia: Needing to pass umne in the night
Suprapuble paln: Faim i your kewer turminmy

Other things to consider

waginal discharge {or both)

= Anfibintics less likely to help
s Lizually last=s & to 7 day=

|:| Self-care and pain relief. Sympdons
are likely to get better on their own

[_J Delayed or backup prescription.
Start antibiofics i =y mptoms:
* gel worse
= ol it gt o littkes Bestber with sedf-
cire aller 24 Lo 40 hours

Recent sexual history

» Some sexually ransmatted intections (5 11s) can have
symptoms similar to those of a UTIL

= |Inflammation due o sexual Activity can frel

Severe, of 3 or more, symploms
and no waginal discharge

Antibiodice are el o halp, symploms

Antibiotic prescription
* Immecdlate troatment wth
andibiotics, plus sedl-care

Types of urinary tract infection (LUITI)

UTls are caused by bactena getling into your urethra
ar hladder, usually from your gant Infesctions may
aoour in differend pars of the winary beact
Kildneys (make urine)
e Infeclion in the upgser urinary Lescl
* Pyelonephimts {pwe-io-nef-nghi-rs)
Bladder (stores wring)
Infection in the lower urinary tract
= Cyslilis (st -is)

sirpilar. o the symploms of 2 UTI

= usually last 3 days.

= shoukd start to improve within 48 howrs

Urethra (takes urire outl of the Body)
@ Indescfion oo inflammaation in the: urethica

® Lirethmtis (younr-ith-rght-1s)

Self-care to help yourself

get better more guickly

When should ¥ou get help?
Cindaect your (P s onfact MHE 141
(Cngiand), Hi 15 24 (Scotiand dial 111},
(Walas dial U845 46

15 dircct
or (5 practics (M Ireland)

Options to help prevent a UTI

Antibiotic resistance

& Nimnk =nnwgh fluids to stop you
fezeling thirsty. Aim fo drink & o
8 glasses including water_
dacaitenatad and sugar-res
drinks

+ Take paracetamal or
Ibproten at regular
intervals far paim relicf, if
you've had no previous
side effecis.

= You could iry lasking cranberry
capsules or cystitis sachots.
These are effeciivn for some
women. Thane is currenthy inthe
ewidenoe: to support their use

+ onsider the nsk tactors in tha
‘Options to help prevent LT
column to reduce future UTIs.

The following symptoms are passible..
signs of serious infection and should ba
aszessed urgenthy.

Phone for advice il you are nol sure how
urgeznk thes symptoms are

. ¥iou teel confused, OF are very droaway.
o have: nol passesd wrine: all day
¥l are: womiting
¥ ser hlood in your urine

. Your temperature s above 3BC or less
tham 36T

T. Wou hawve kidresy prainn in yous Eeack juest
Wider the rika.

£ Your symgtoms get worse:

9 Your symphoms anc not skarting fo
morose a littke withan 48 hours of taking
antibiclics.

@ o b oW b =

- fiou hawve shivening, chills and muscle pain.

Iy bhelp youw bo considesr (hese risk facions

Stop the spread of bacteria from your gut into your
bladder. Wipe from front {(vagina) to back (bottom) when you
go b e fosilet

Avold walting to pass urine. Fass unne as 00N as you need
A Woo

So for a wee after having sex to flush out any bacleria that
may be near the opeming to the urathra.

Wash the extemnal vagina area with water batore and

after zex to wash away any bacteria thal may be near the
opee=ring oy the: urethira

Dirink enough fluids io make sures you wess regulzrly
throwghoul the day, especially during hol weather

If wou a i Tl als nsidcr th

Cranberry products: Some women find those offective,

burt there is currently lifthe evidence io suppaort this

After the menopause: ¥ou could consider Wopical
hormonal reaiment, for example, vaginal creames.

II'_Thw: gul Bacleria thal cause UTls are hivics ;.15_'1

| manths afier you have faken any antibiotic

Amtibictics may not always be needed. only
take themn amfer advice from a health
professional. This way thoy arc mors likchy to
workl It you have a UThin the tuture.

!
Antibichcs taken by mouth, for any reason,
affect our gut hactoria These hactoria booome
resistant o anbeolics we take.

. - y

Anfibiotc resistancs means that the antibiobcs ]

canmaet Kl that bacteria,

Bkely to be ressstant to anbiectics for at least 6

-

M Common side effects to taking antibiobcs
nchuds thrush, rashes, vomiting and diarrhoca
Serk mesfical acdvics i you are concermed

about any sdc offocts cxporicnood

. .,
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Recurrent UTI

A Topical intravagina) oestrogen
A D-mannose yscranberry, lactobacillus)

A Antibiotics
I Standby / self start
I Trigger €g. postcoital)
I Continuous prophylactic
A Resistance
A Review at least 6 months

A Other (secondary care)
I Methenamine
I Instillationsg Cystistatf Hyacyst



(B

I

Stopping continuous prophylaxis:

It 15 understandable for patients 10 be anxious sbout 3 return to frequent UTls
after stopping continuous prophylaxis. However, 3 prolonged peniod of
antibiotic treatmeant may allow bladder epithelial healing, reducing the risk of
tuture U |15 when antibiotics ar2 then stoppad.

I The proportion of patients who will return to suffering recurrent
UTisafter stopping continuous prophylaxis may be aroundso®.’

I This means a significant number of patients are able to stop continuous
prophylaxis without 3 return of symptoms and therefore avoid the risks
of resistance emerging and side-effects.

One option is to provide ‘standby’ antibiotics when stopping
continuousprophylaxiswhich may give sufficient reassurance to patients for a
trial off antibiotics.
Considerreferringpatientswhorelapseafterstoppingcontinuousprophyla
xis, ifnot already beeninvestizated.
Longer term prophylaxis may be helpful in those patients whose UTIs
aresuppressed when on prophylaxis and recur when prophylaxis is
discontinued after Smonths.




UTI (recurrent): antimicrobial prescribing

O

Consider vaginal (not oral) oestrogen
for postmenopausal women if
Non-pregnant woman behavioural and personal hygiene

measures not effective or appropriate

Review within 12 months (or earlier
if agreed)

If no improvement, consider single-
dose antibiotic prophylaxis for
exposure to an identifiable trigger

Advise about
behavioural and
personal hygiene
measures, and
self-care to reduce

If no improvement or no
the risk of UTI it

identifiable trigger, consider a trial
of daily antibiotic prophylaxis

Refer or seek specialist advice
if underlying cause unknown
or cancer suspected

If no improvement after behavioural
Pregnant woman, or and personal hygiene measures,
Man, or consider a trial of daily antibiotic
Child or young person prophylaxis with specialist advice
under 16 years, or
Any person with
recurrent upper UTI

Preventing urinary tract infection in people with recurrent UT]

Refer or seek specialist advice

When single-dose antibiotic prophylaxis
given, advise:

« how to use

« possible adverse effects of antibiotics,
particularly diarrhoea and nausea

e returning for review within 6 months

* seeking medical help if symptoms
of an acute UTI develop

When a trial of daily antiblotic prophylaxis
given, advise:

o risk of resistance with long-term
antibiotics

« possible adverse effects of long-term
antibiotics

o returning for review within 6 months

« seeking medical help if symptoms
of an acute UTI develop

h 4

Review at least every 6 months should
include:

* assessing prophylaxis success

« reminders about behavioural and
personal hygiene measures, and self-care

¢ discussing whether to continue, stop
or change antibiotic prophylaxis

NICE uses ‘offer’ when there is more
certainty of benefit and ‘consider’ when
evidence of benefit is less clear.

N l c National Institute for
Health and Care Excellence

«\#‘ Background

* Recurrent UTl includes
lower and upper UTI

« Recurrent UTI may be due to relapse
{same strain of bacteria) or reinfection
(different strain or species of bacteria)

L
1 Self-care

« Non-pregnant women may
wish to try D-mannose

« Non-pregnant women may
wish to try cranberry products
(evidence uncertain)

« Under 16s may wish to try
cranberry products with specialist
advice (evidence uncertain)

* Advise people taking cranberry
products or D-mannose about the
sugar content of these products

« Inconclusive evidence for probiotics

% Treatments

= Vaginal cestrogen - take account of
severity and frequency of symptoms,
risk of complications, benefits for
other symptoms (vaginal dryness),
possible adverse effects (breast
tenderness and vaginal bleeding).
unknown long-term endometrial
safety and preferences for treatment

« Antibiotics - ensure any current
UTI is treated and take account
of severity and frequency of
symptoms, risk of complications and
long-term antibiotic use, previous
urine culture and susceptibility
results, previous antibiotic use,
local antimicrobial resistance,
and preferences for treatment

October 2018



Choice of antibiotic: people aged 16 years and over

Antibiotic prophylaxis™* Dosage”
First choice
Trimethopeim® 200 mg single dose when exposed to a trigger, or

100 mg at night

Nitrofurantoin -

100 mg single dose when exposed to a trigger, or

if eGFR 245 mi/minute® 50 to 100 mg at night

Second choice

Amoxicillin® 500 mg single dose when exposed to a trigger, or
250 mg at night

Cefalexin 500 mg single dose when exposed to a trigger, or

125 mg at night




2WW referral, PSA and testing for
prostate cancer



IVIUMIIILY 1 T T T LS YU RIAAT LI W UEE DO caeiisiseassassascaa® | ]
SYMPTOMS & CLINICAL EXAMINATIONS

PROSTATE: Feels malignant on digital examination [2015]
PROSTATE: PSA levels above age-specific range [2015]
BLADDER/RENAL: IF 245yrs AND unexplained visible
haematuria without urinary tract infection

BLADDER/RENAL: IF 245yrs AND visible haematuria persists

or recurs after successful treatment of urinary tract infection

BLADDER: IF 260yrs with unexplained microscopic haematuria
AND EITHER ]:LDvsuna -OR- D Raised WBC count {2015}
"TESTIS: Non- -painful enlargement or change shape/texture
[2015]

PENILE: a mass or ulcerated lesion, where an STl excluded
PENILE: persistent penile lesion after treatment for an ST1 has
been completed [2015]

PENILE: unexplained or persistent symptoms affecting the
foreskin or glans [2015]

-~

Microscopic haematuria: 2 of 3 urine dip or >12RBC on

| ORI

O o o o
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Suspected cancer: recognition and
referral

NICE guideline

Published: 23 June 2015
nice.org.uk/guidance/ng12

N I c E National Institute for
Health and Care Excellence



A PPV threshold 3%

A 6 studies (n=89,34%)aematuriapresenting
INn primary care

Positive predictive value

number of true positives number of true positives

PPV = =
number of true positives + number of false positives = number of positive calls



| Haematuria
A Kidney

I Tumour, stone, trauma, infection, AVM, papillary necrosis

A Ureter
T Tumour, stone, trauma

A Bladder

I Tumour, stone, trauma, infection, foreign body

A Urethra / prostate
I Tumour, stone, trauma, infection, foreign body, prostatic bleeding

A Medical causes
I Coag disorder, beetroot, exercise, anticoagulant, glomerulonephritis



A Tumours

A Infection

A Stones

A BPH

A Trauma

A Radiation cystitis

A Foreign body

A Nephrological cause



o  Po  Po o T To o I

Khadraet al, JUrol 2000

A Prospective analysis of 1930 patients with
haematuriato evaluate current diagnostic practice

1,930 patients enrolled prospectively

All patients had KUB, USS KUB, IVU and Flexi

60:40 M:F Mean age 58

Malighancyg 16% Macroscopic 24% Microscopic 9.8%
12% Bladder cancer

Upper Tract Tumour (Rare).7% (14)

Only 4 patients missed if IVU or USS only used

8.4%-Benign pathology (UTI/Stone)



Edwards et al, BJUI 2006

A prospective analysis of the diagnostic yield resulting form the

o Poo  Po  To o I

To T I

attendance of 4020 patients at a protoedrivenhaematuria
clinic
4020 patients enrolled prospectively

All patient KUB, USS and Flexi

IVUif¢ if calculus or Bladder TCCpmrsistantmicroscopidhaematuriaor
abnormal USS

65:35 M:F

Malignancy - 12%- macroscopic 19% Microscopic 4.8%
Bladder cancec 11%

USE; All RCC picked ugonly 3 of 13 TCC missed with USS alone (<3%
overall risk of upper tract lesion)

<50 years old and microscopm@aematuriag 0.44% malignancy
16% Benign pathology
10%Nephrologicapathology



Key MessagesHeamaturia

A UK studies

A Malignancy Rate overall 12%

A Macroscopic ~20% Microscopic ~50%

A USS and Flexi alone pick up most malignant lesions

A Low incidence of malignancy in <50 with microscopic
heamaturia

A Nephrologicatause found in 10% of patients

A Most patientsc no cause found



Research

Sarah J Price, Elizabeth A Shephard, Sally A Stapley, Kevin Barraclough and William T Hamilton

Non-visible versus visible haematuria
and bladder cancer risk:

a study of electronic records in primary care

e584| British Journal of General Practice, September 2014




Price, BJGP 2014

A 4,915pt.sdiagnosed with bladder cancer 202009
identified on Clinical Practice Reseai@talink

A 21,718 controls matched for age, sex, practice

A Coded andincodeddata inspected for VH and NVH
A NVH independently associated with bladder cancer

A PPV of nowvisiblehaematuriawas 1.6% in >6Q@0. and
0.8% Iin 46b9y.0.

A PPV oVWishaematuria2.8% in >6@.0., 1.2 in 4659y.0.




EUROPEAN UROLOGY 74 (2018) 10-14

available at www.sciencedirect.com FUROPEAN
»:.’) J AN JLU L0

journal homepage: www.europeanurology.com |
(A

eal o

European Association of Urology g .

Platinum Priority — Brief Correspondence
; I5-16 of this 1ssue

editorial by Yair Lotan on pp.

Who Should Be Investigated for Haematuria? Results of a
Contemporary Prospective Observational Study of 3556 Patients

Wei Shen Tan“"", Andrew Feber‘, Rachael Sarpong®, Pramit Khetrapal -, Simon Rodney *,
Rumana Jalil *, Hugh Mostafid ¢, Joanne Cresswell’, James Hicks %, Abhay Rane", Alastair Henderson’,
Dawn Watson’, Jacob Cherian’, Norman Williams“, Chris Brew-Graves “, John D. Kelly “?,

on behalf of DETECT I trial collaborators

3 Division of Surgery and Interventional Science, University College London, London, UK: ® Department of Urology, University College London Hospital,
London, UK; ©UCL Cancer Institute, London, UK; ® Surgical & Interventional Trials Unit, University College London, London, UK; ° Department of Urology,
Royal Surrey County Hospital, Guildford, Surrey, UK; ' Department of Urology, James Cook University Hospital, Middlesbrough, UK; £ Department of Urology,
Western Sussex Hospitals NHS Foundation Trust, Worthing Hospital, Worthing, West Sussex, UK; " Department of Urology, East Surrey Hospital, Redhill, UK;
' Department of Urology. Maidstone Hospital, Maidstone, UK; I Department of Urology, The Pennine Acute Hospitals NHS Trust, North Manchester General
Hospital, Crumpsall, UK




Tan, European Urology 2018

A 3556pt.sreferred to 40 UK units 20167 for inv of
haematuria

A Overall cancer incidence 10%
I 8.0% bladder, 1.0% RCC, 0.7%IGT, 0.3% prostate

A VH 13.8% cancessNVH 3.1%

A VH <45/.0. -> 3.5% cancer
A NVH <606.0. -> 1.0% cancer

A Recommend investigating all with VH



Testing for prostate cancer

A What ismultiparametricMRI?
| Standard anatomical T1 and-W2&ighted imaging

I and one or more of
ADWiIc¢ diffusionweighted imaging
ADCE; dynamic contrasenhanced
AADCc apparent diffusion coefficient

A PFRADS classification



PFRADS
classification

A Prostate imaging
reporting & data
system



PI-RADS™ v2 Assessment Categories

PIRADS 1 - Very low (clinically significant cancer is highly unlikely to be present)
PIRADS 2 — Low (clinically significant cancer is unlikely to be present)

PIRADS 3 - Intermediate (the presence of clinically significant cancer is equivocal)
PIRADS 4 —High (clinically significant cancer is likely to be present)

PIRADS 5 - Very high (clinically significant cancer is highly likely to be present)



Transperineabiopsy




Transperineafl U SY LJ | 0 Sé€
biopsy

A General anaesthetic, 4@ins
A Samples posterior part of prostate + also anterior and apex
A Can target lesions seen on MRI

A Better correlation with histology of radical prostatectomy
specimens

A (Almost) no infection risk

A 10% urinary retention, temporary erectile dysfunction



PROMIS study: Lancet, Jan 2017

A 576 men hadnpMRIthen both TRUS and TP
biopsy

A MRI picked up 90% of clinicadlignifPCacf
TRUS 48%

A Claimed 27% of men could avoid biopsy if MR
clear



Current pathway

A In men suitable for radical treatment:
A mpMRiIfirst

A Thentransrectalor transperineabiopsy if lesion seen

A PLERADS 2 or legsno immediate biopsy

A Transperineabiopsy also:
I Active surveillance
I previousnegative TRUS and continued suspicion



PSA testingEoECAetter, Jan 2018

East of England *

o We Seithe
Our Pt 128 EOECA_PH Cancer Alliance

hould bl

# Japronch goes Tarthar than comant MCE 2uidiece a8 vas aur sussert, and
10ve (OLEEL (AN by IR Bovag Uve ()
ard careageert petiert a1éty, whik laydrg longe

ST ulreeTes §

Midlands & East [Last]
West Wing
Victoria Mouse
Capesl Bk Prans Sacevely

Fulbourn

Cambridge

CR21 S5

www. Canceraliance. co ok
Emall: eoqurws B cancnrulian:

104 harw 3oy I mechate Gueries, pleaws cortact prisrholoaay oL ret

Dr Peter Holoway
Chaie, East of England Prireary Care Growp
GP Cancer Lead, East of England Carcer Mlkance

Dear Colague

Notification to o8 GP’s in the East of England - Elevated PSA Referral Guidelines o e
Chaie, East of England Cancer Alarce
We are writing 1o provide s spdate and thearer guidance on the Primary Care management of

an bolated elevated PSA 1e3t In ar otherwhe aypmptomatic patiunt whaere there & no other
disical susprcios of maignancy Vivek Kumor

1 15 001 our Intestan in any wary 10 prechide or presceibe Last irasck urologest referral, bet € has
become dear that diffuress CCGs are wsing 3 varety of oriterls 10 judge when mmrdiste
rederral i necessaty, and we felt wome reporal stindardsed guidance might be Selpiul. Current
NICE guidance merely states to reder all such patients  tow PSA i sbove tae age-specific range.
Sul more recont European advice suggests that limted PSA elevebion slone does nct waeran
srouate bopy

Mr Vivebarandan Kumar
Comukam Urnigpics! Surpe
Dvair, Angha urolapy NCG

The Cancer Allance wil Be dong funter work with armary snd ssooadary cane 1o develap
robust mutually satnfactory refercal patlraays, 2ut in the intecis the foliowing s been
proposed by Ext of England Urology NCG's and endorved By the Cancer Alance

1 Al patients with an abeormed Sgital rectal ecamnation (DRE) should be referred
Immediately on 3 twn-week wat pathway

1 Tor thonw pethents with rased PSA and banign DRE: it & necessary to exciude UT1 as
possibie cawse , 35 up to 15% of such patients will have & semaey tract infecton to
wccount Tor thelr elevated resull. Digstick testieg 15 sufficient, and # Infection is
suspecing, treat aporosewisly sd rogeat e PSA s weeks later. W those without
Intection, follow the management guidelnes below

» A yymptomalic patents wiah PSA abowe age specifc ange refer 35 2ww

b Al asymptomatic patents with PS4 210 refer oy 2aw

c In symptamat < patients wih borderine single rakted PSA [We intarpret this o
PSA <100, » repest PSA in 4 works i recommencded before 2ww referad 1o
cxctude physiological or short-term Iiness 35 a caine of the incleted PS4 roe



1. All patients with arabnormaldigital rectal examination (DRE) should be
referred immediately on a twaveek wait pathway.

2.  For those patients with raised PSA d@whignDRE: it is necessary to
exclude UTI as a possible cause , as up to 15% of such patients will have a
urinary tract infection to account for their elevated result. Dipstick testing is
sufficient, and if infection is suspected, treat appropriately and repeat the PSA
six weeks later. In those without infection, follow the management guidelines
below.

a. Allsymptomaticpatients with PSA above age specific range refer as 2ww
b. Allasymptomaticpatients with PSAkmMn NBFSNI | & H o6

c. Inasymptomatic patients with borderline single raised PSA (We interpret
this as PSA <10), a repeat PSA in 4weeks is recommended before 2ww referral
to exclude physiological or shetgrm iliness as a cause of the isolated PSA

rise.



Haematospermia



-

I[nflamomation and bufections
Prostatitis, seminal vesculitis uretheitis, epidymo-omhitis
Caleul: of seminal vesicle, prostaie, vrethra, bladder or ureter
Semally transmitte d sfectione: gonondo ey srphiis,

inchomoneas, herpes, chlumgrdis

Tuberculosis sdustosomiasis, cyiomegaloving

L

Ductal Ohstruction and Cyets
Diletaton of seminal weaicles
Ejsculalory duct eyst, utrizular eysts, prostabie cysts
Ejuculstory duct obstruction, wrethral sinctume
Diverticuls of cominal vosizles

& # B 8 #

Tumio urs
Benign
Crranulation, sdenomatous polyps
Ceondylomata aruminste

Banign proetstic hypeplasis

Tumows or spermetic cord or prostatic utnsle

Leiomsoma of eemins] vesicle

Malignant

Carcmnoma of ssminal vesicls, testis prostate
Sarcons of seminal vesicle or prostate

Intradactal carmnoma
Secondanies of distant carcinoma

[vtromenic Trawma

® Prostatic hiopey, prostatic injaction, vasectomy, orchidectomy, hasmorhoidsl
sclarctherapy, brachytherapy, cryotherapy, umteral and prosiatic sterts
®  Troumalo perineus, genitalia, or pebwis,

Syetemic Factors

Severe hypedension

Hagmophols, puspuss, von Wilbbrand's digease

Leubnemia, frmphoms
Liverciryhiosie
Amyloidosns of seminal vesiclos

Vasoular Abnormalities
Vanougs waicooibies
Saterls-wenous palformeion

Hemangioma




Inflammation

A Most common cause
A Mucosal irritation, hyperaemia and oedema

A Up to 39% of cases
I Trauma: stones

I Infection: pathogen found in 75% of attenders to
GUM clinic
AHSV 42%, Chlamydia 33%, enterococcus 17%

Bamberger E, Madeb R, Steinberg J, Paz A, SatingeQz Krat al: Detection of sexually transmitted pathogens in patiertks wi
hematospermia. Isr Med Assoc J 2005224.



Ccauses

A Ductal obstruction and cysts

I Ejaculatory duct obstruction, wolffian duct cysts,
SV cysts

I Ductal obstruction leads to cyst
ADilation and distenstion ruptures mucosal blood vessels
A Vascular abnormalities

I Venous varicosities in SV, prostatic urethra or
bladder neck

I AV malformations or haemangiomata



Ccauses

A Systemic disease

I Hypertension

A Severe uncontrolled, raised cr, proteinuria, renal
disease

I Haematological disease

AvWillebrands disease, haemophilia, liver disease
I Drugs

A Anticoagulation



latrogenic causes

A Common

A TRUS biopsy

A Radiotherapy for prostate ca
A Urethral instrumentation

A Foreign bodies PU

A External trauma to perineum or pelvic
fractures




A Rare cause

Malighancy

| PrOState’ teS'“S and SV Incidence of malignancy in published hemospermia series
No. No. He TImi
tu mMOours reported References TU.I'I:'IDI' ° m:‘?:;ﬁl;il]"mla
N : Pz 1% 14 121 (116
| ?friableabberantvessels |whuamn ot a 0 B0
. . . . Jinza et al*® 1 107 (0.9)
from angiogenicstimuli Papp et al** 11 84 (13.1)
Creagh et al*® 0 44 (0)
A . Weidner et al?® 1 72(1.4)
33 tumours In 931 cases|sms 0 74.0)
Fletcherret al 6 70(8.6)
. . Yu et al® 0 65 (0)
| 25 prostate (All patients | oty and Castro” 0 26 0)
Leary and Aguilo 0 2001(0)
>40) Totals 33 931 (3.5)

I 6 patients SV, testicle inl
andepididymalin 1

All cases had persistent/recurrent haematospermia with other
symptoms



How to Investigate?

A All patient detailed history and examination
Including blood pressure

A No guidelines
A Exclude infectiomr STD and UTile? 13% papp 2003)
A Semen cultures not useful

A Risk factors for pathology: advancing age,
persistence

A PSA? Aged 40+ or 50+7?
A Imaging? MRI/TRUS




PSA

A Kumar 2011

I Uk study, 12 year follow up
I 14 men under 4@ no malignancy
I 104 men over 40, 59 had no malignancy, 7

patients had cancer

A3 had raised PSA alone, 4 had haematospermia,
abnormal DRE and raised PSA

I Concluded that TRUS bx If either elevated PSA or
abnormal DRE



Treatment

A Reassure (minimal risk malignancy in <40)

A Disappears in 57% of men after 1 mothano
1994)

A Disappears in 43% of all men(Jinza 1997)
A Treat underlying cause

I Antimicrobials Iif appropriate

I NSAIDS +/Ofloxacin for 68 weeks

A Transurethral surgery

I Deroofing of cysts, fulguration of vessels, resectio
of ejaculatory ducts



Haematospermi& in practical terms:

A Cancer: hardly ever, but do PSA and RE

A Almost always benign inflammation
I GlveABXxif any otherSxof prostatitis

A Finasteridef persists??

A Infrequent ejaculation???



Paediatric urology

A If | had one message



Foreskin Conditions

A Commissioning guide 2013



