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Outline

Å Recurrent UTI ςguidelines!

Å 2WW referral, PSA and testing for prostate cancer

Å Haematuriaςwhen to refer, likelihood of significant pathology

Å Haematospermia

Å Paediatric urology

ÅMale LUTS including new procedures

Å Female incontinence ςalternatives to tapes



Recurrent UTI





CCG recurrent UTI guideline to be 
circulated imminently

Å 2 or more episodes of lower urinary tract infection in the last 6 months,

Å Or

Å 3 or more episodes of lower urinary tract infection in the last 12months.



http://www.rcgp.org.uk/clinical-and-
research/resources/toolkits/target-antibiotic-toolkit.aspx



Recurrent UTI

Å Topical (intravaginal) oestrogen

Å D-mannose (vscranberry, lactobacillus)

Å Antibiotics
ïStandby / self start
ïTrigger (eg. post-coital)
ïContinuous prophylactic

ÅResistance
ÅReview at least 6 months

ÅOther (secondary care)
ïMethenamine
ï Instillations ςCystistat, Hyacyst









2WW referral, PSA and testing for 
prostate cancer







Positive predictive value

ÅPPV threshold 3%

Å6 studies (n=89,345) haematuriapresenting 
in primary care



Haematuria
Å Kidney
ï Tumour, stone, trauma, infection, AVM, papillary necrosis

Å Ureter
ï Tumour, stone, trauma

Å Bladder
ï Tumour, stone, trauma, infection, foreign body

Å Urethra / prostate
ï Tumour, stone, trauma, infection, foreign body, prostatic bleeding

ÅMedical causes
ïCoag disorder, beetroot, exercise, anticoagulant, glomerulonephritis



ÅTumours

ÅInfection

ÅStones

ÅBPH

ÅTrauma

ÅRadiation cystitis

ÅForeign body

ÅNephrological cause



Khadraet al, J Urol 2000
A Prospective analysis of 1930 patients with 

haematuriato evaluate current diagnostic practice
Å 1,930 patients enrolled prospectively

Å All patients had KUB, USS KUB, IVU and Flexi

Å 60:40 M:F   Mean age 58

Å Malignancy ς16% Macroscopic ς24% Microscopic 9.8%

Å 12% Bladder cancer

Å Upper Tract Tumour  (Rare) ς0.7% (14)

Å Only 4 patients missed if IVU or USS only used

Å 8.4% -Benign pathology (UTI/Stone)



Edwards et al, BJUI 2006.
A prospective analysis of the diagnostic yield resulting form the 
attendance of 4020 patients at a protocol- driven haematuria

clinic
Å 4020 patients enrolled prospectively
Å All  patient KUB, USS and Flexi
Å IVU ifςif calculus or Bladder TCC or persistantmicroscopic haematuriaor 

abnormal USS
Å 65:35 M:F  

Å Malignancy  - 12% - macroscopic 19% Microscopic 4.8%
Å Bladder cancer ς11%

Å USS ςAll RCC picked up  ςonly 3 of 13 TCC missed with USS alone (<3% 
overall risk of upper tract lesion)

Å <50 years old and microscopic haematuriaς0.44% malignancy
Å 16% Benign pathology
Å 10% Nephrologicalpathology



Key Messages - Heamaturia

ÅUK studies

ÅMalignancy Rate ςoverall 12%

ÅMacroscopic - ~20% Microscopic ~5-10%

ÅUSS and Flexi alone pick up most malignant lesions

ÅLow incidence of malignancy in <50 with microscopic 
heamaturia. 

ÅNephrologicalcause found in 10% of patients

ÅMost patients ςno cause found





Price, BJGP 2014

Å4,915 pt.sdiagnosed with bladder cancer 2000 ς2009 
identified on Clinical Practice Research Datalink

Å21,718 controls matched for age, sex, practice

ÅCoded and uncodeddata inspected for VH and NVH

ÅNVH independently associated with bladder cancer

ÅPPV of non-visible haematuriawas 1.6% in >60 y.o. and 
0.8% in 40-59 y.o.

ÅPPV of vishaematuria2.8% in >60 y.o., 1.2 in 40-59 y.o.





Tan, European Urology 2018

Å3556 pt.s referred to 40 UK units 2016-17 for inv of 
haematuria

ÅOverall cancer incidence 10%
ï8.0% bladder, 1.0% RCC, 0.7% UT-TCC, 0.3% prostate

ÅVH 13.8% cancer vsNVH 3.1%

ÅVH <45 y.o. -> 3.5% cancer
ÅNVH <60 y.o. -> 1.0% cancer

ÅRecommend investigating all with VH



Testing for prostate cancer

ÅWhat is multiparametricMRI?

ïStandard anatomical T1 and T2-weighted imaging

ïand one or more of

ÅDWI ςdiffusion-weighted imaging

ÅDCE ςdynamic contrast-enhanced

ÅADC ςapparent diffusion coefficient

ÅPI-RADS classification



PI-RADS 
classification

ÅProstate imaging 
reporting & data 
system





Transperinealbiopsy



TransperinealάǘŜƳǇƭŀǘŜέ ǇǊƻǎǘŀǘŜ 
biopsy

ÅGeneral anaesthetic, 40 mins

ÅSamples posterior part of prostate + also anterior and apex

ÅCan target lesions seen on MRI

ÅBetter correlation with histology of radical prostatectomy 
specimens

Å(Almost) no infection risk

Å10% urinary retention, temporary erectile dysfunction



PROMIS study: Lancet, Jan 2017

Å576 men had mpMRIthen both TRUS and TP 
biopsy

ÅMRI picked up 90% of clinically signifPCacf
TRUS 48%

ÅClaimed 27% of men could avoid biopsy if MRI 
clear



Current pathway

ÅIn men suitable for radical treatment:
ÅmpMRIfirst

ÅThen transrectalor transperinealbiopsy if lesion seen

ÅPI-RADS 2 or less ςno immediate biopsy

ÅTransperinealbiopsy also:
ïActive surveillance
ïprevious negative TRUS and continued suspicion



PSA testing, EoECAletter, Jan 2018



1. All patients with an abnormaldigital rectal examination (DRE) should be 

referred immediately on a two-week wait pathway.

2. For those patients with raised PSA andbenign DRE: 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. All symptomatic patients with PSA above age specific range refer as 2ww

b. All asymptomaticpatients with PSAҗмл ǊŜŦŜǊ ŀǎ нǿǿ

c. In asymptomatic 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 short-term illness as a cause of the isolated PSA 

rise.



Haematospermia





Inflammation

ÅMost common cause

ÅMucosal irritation, hyperaemia and oedema

ÅUp to 39% of cases

ïTrauma:  stones

ïInfection: pathogen found in 75% of attenders to 
GUM clinic 

ÅHSV 42%, Chlamydia 33%, enterococcus 17%

Bamberger E, Madeb R, Steinberg J, Paz A, Satinger I, Kra-Oz Z et al: Detection of sexually transmitted pathogens in patients with 
hematospermia. Isr Med Assoc J 2005; 7: 224.



Causes

ÅDuctal obstruction and cysts

ïEjaculatory duct obstruction, wolffian duct cysts, 
SV cysts

ïDuctal obstruction leads to cyst

ÅDilation and distenstion ruptures mucosal blood vessels

ÅVascular abnormalities

ïVenous varicosities in SV, prostatic urethra or 
bladder neck

ïAV malformations or haemangiomata



Causes

ÅSystemic disease

ïHypertension

ÅSevere uncontrolled, raised cr, proteinuria, renal 
disease

ïHaematological disease

ÅvWillebrands disease, haemophilia, liver disease

ïDrugs

ÅAnticoagulation



Iatrogenic causes

ÅCommon

ÅTRUS biopsy

ÅRadiotherapy for prostate ca

ÅUrethral instrumentation

ÅForeign bodies PU

ÅExternal trauma to perineum or pelvic 
fractures



Malignancy

ÅRare cause

ïProstate, testis and SV 
tumours reported

ï?friable abberantvessels 
from angiogenicstimuli

Å33 tumours in 931 cases

ï25 prostate (All patients 
>40)

ï6 patients SV, testicle in1 
and epididymalin 1

All cases had persistent/recurrent haematospermia with other 
symptoms



How to investigate?

ÅAll patient detailed history and examination 
including blood pressure 

ÅNo guidelines

ÅExclude infection ςSTD and UTI (TB? 13% Papp 2003)

ÅSemen cultures not useful

ÅRisk factors for pathology: advancing age, 
persistence

ÅPSA? Aged 40+ or 50+?

ÅImaging? MRI/TRUS



PSA

ÅKumar 2011

ïUk study, 12 year follow up

ï14 men under 40 ςno malignancy

ï104 men over 40, 59 had no malignancy, 7 
patients had cancer

Å3 had raised PSA alone, 4 had haematospermia, 
abnormal DRE and raised PSA

ïConcluded that TRUS bx if either elevated PSA or 
abnormal DRE



Treatment

ÅReassure (minimal risk malignancy in <40)

ÅDisappears in 57% of men after 1 month (Amano 

1994)

ÅDisappears in 43% of all men(Jinza 1997)

ÅTreat underlying cause

ïAntimicrobials if appropriate

ïNSAIDS +/- Ofloxacin for 6-8 weeks

ÅTransurethral surgery

ïDeroofing of cysts, fulguration of vessels, resection 
of ejaculatory ducts



Haematospermiaςin practical terms:

ÅCancer: hardly ever, but do PSA and RE

ÅAlmost always benign inflammation
ïGive ABxif any other Sxof prostatitis

ÅFinasterideif persists??

ÅInfrequent ejaculation???



Paediatric urology

ÅIf I had one message



Foreskin Conditions

Å Commissioning guide 2013


