AUCKLAND REGIONAL UROLOGY GUIDELINES AND REFERRAL RECOMMENDATIONS

This document outlines the urological conditions currently funded at Auckland District Health Board (ADHB), Counties Manukau District Health Board (CMDHB) and Waitemata District Health Board (WDHB).  

The structure of this document is based on the Ministry of Health, Elective Services Guidelines (2002) www.electiveservices.govt.nz.

· Please fax ADHB and CMDHB referrals to (09) 638 0402

· Please fax WDHB referrals to (09) 486 8348
All referrals are logged on arrival with notification of priority grading sent to referrer.  Incomplete referrals will be returned to sender with advice.

Acute - To be seen same day - contact on-call urology registrar at Auckland Hospital (Pager 93-5212)

Cat 1
 - Seen within one to two weeks  

Cat 2
 - Seen within one month

Cat 3
 - Seen within three months

Cat 4
 - Seen within six months

Cat 5  - Unable to accept at this time - referral returned with advice
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BLEEDING FROM GENITOURINARY SYSTEM

CLINICAL DIAGNOSIS
GP EVALUATION
GP MANAGEMENT
GP REFERRAL GUIDELINES

HAEMATURIA

- MACROSCOPIC
MSU - urinary tract infection?

U/S
Check for UTI.  A positive result represents a complex infection and requires 10 days of antiobiotics.  If haematuria persists, refer for cystoscopy.

Males – Macroscopic haematuria with UTI is unusual and requires a cystoscopy regardless of follow-up urine result. 

Refer for cystoscopy

(Category: Macroscopic

“HAEMATURIA”) 
Category 2 

HAEMATURIA

- MICROSCOPIC (PERSISTENT)
Definition: >10 rbc/hpf on two occasions
MSU, U/S Urinary Tract

If age <50 consider glomerulonephritis:

- creatinine

- proteinura

- urine casts

- blood pressure


Treat any urine infection and repeat MSU to check for haematuria. If resolved no F/U required. Persistant microscopic haematuria refer for cystoscopy.


Refer for cystoscopy

(Category: Microscopic

“HAEMATURIA”) 
Category 4

Glomerulonephritis refer ‘renal’

HAEMATOSPERMIA


Age 
< 50    - MSU

Age
> 50    - Rectal examination


           - MSU


           - PSA


Reassurance only

UTI - treat for 3/52

No benefit from STI screen
Referral only if PSA or rectal exam abnormal

Category 2

LOWER URINARY TRACT SYMPTOMS (LUTS)

CLINICAL DIAGNOSIS
GP EVALUATION
GP MANAGEMENT
GP REFERRAL GUIDELINES

INCONTINENCE
History - assessment of ‘bother’ (impact on quality of life)

Focal neurological, abdominal and pelvic examination

MSU
Frequency volume chart

Education - caffeine/fluid intake 

Bladder retraining

Pelvic floor exercises

Refer physio/continence advisor


Failure of conservative treatment (please document)

Category 4

Refer physio/continence advisor:

ADHB – Continence Services Referral Form

CMDHB – District Nurse referral to Home Health Care, Orakau Road

WDHB - Continence Nurse Advisors, Community Health Services, North Shore Hospital

(see OAB below)

OVERACTIVE BLADDER SYMPTOMS

(OAB = frequency, urgency, urge incontinence)
As above

Males - consider bladder outflow obstruction with prostatic enlargement  (see LUTS)
As above

Plus trial of Oxybutynin 5mg BD +
Imipramine 10mg noctė or

Detrusitol 2mg BD for 3/12

* Be aware of anticholinergic side effects especially in older patients and with Parkinson’s
Failure of conservative treatment (please document)

Category 4

LUTS 

– MALES
As above and include:
Prostate symptom score to assess severity and ‘bother’

Rectal examination of prostate

PSA (see later)

Creatinine

U/S only if chronic retention

Consider STI screen in men <30 years 
Education - Caffeine/alcohol evening drinks

Frequency volume chart

Trial of alpha-blocker eg. Doxazosin, titrate to 4mg noctė for 3/12
Complications

-  chronic retention

-  recurrent UTI, haematuria

-  abnormal renal function

-  bladder calculi

Category 2
Accept failure of medical treatment referrals only 

Category 4

NOCTURIA

(SEE LUTS)
Consider nocturnal polyuria (nocturnal volume, including first morning void, 1/3 of 24 hr volume)

MSU, creatinine, glucose
Frequency/volume bladder diary

Diuretic and fluid management

Assess caffeine and alcohol intake


Refer if conservative management (bladder training) not successful

Category 4

POST MICTURITION

DRIBBLING – MALES
MSU
Perineal pressure post voiding 

Reassurance
Referral not necessary if no other symptoms and MSU normal

PROSTATE SPECIFIC ANTIGEN (PSA)

CLINICAL DIAGNOSIS
GP EVALUATION
GP MANAGEMENT
GP REFERRAL GUIDELINES


EARLY DETECTION OF PROSTATE CANCER 

Only proceed with opportunistic case finding if; consent obtained for prostate biopsies if elevated PSA level, and a discussion of the implications of a diagnosis of prostate cancer.  “Currently no evidence that screening will decrease an individual’s probability of dying from prostate cancer.” (NHC Guidelines, 1997).
Normal DRE; only consider PSA if >10 year life expectancy 

If abnormal ‘hard’ DRE, always order PSA

Family history prostate cancer screening start age 45 otherwise 50 years and cease 75 years

Always include MSU


Elevated above age-specific reference - repeat PSA after 2/12, if remains elevated

Elevated after UTI or instrumentation of urethra - repeat 2/12 after completion of treatment

If biopsy normal, and patient requests prostate screening, repeat every one to two years until age 75
Refer for Transrectal U/S and biopsy at Urology Department

Category 2

PSA persistently elevated - refer for Transrectal U/S and biopsy at Urology Department

Category 2 / 3

PSA rise >20%/year - refer for repeat biopsy 

Category 2 / 3



FOLLOW UP:

Elevated PSA with - BENIGN PROSTATE BIOPSY

PROSTATE CANCER

-  After radical prostatectomy

-  Radiotherapy

-  Watchful waiting 

-  Hormonal therapy


Repeat PSA every 6/12 until stable baseline, then yearly until age 75 years

History 

- LUTS


- pelvic/bone/systemic

Examination

- abdomen

- DRE

PSA - yearly

(Flutamide and Cyproterone - LFT)


If PSA rise >20%/year with confirmatory 2nd level at 1/12

Radical Prostatectomy - two consecutive PSA rises > 0.5 ug/l

Radiotherapy - two 

consecutive rises > 5 ug/l

Watchful waiting or hormone therapy - 50% rise per year


Refer for repeat Transrectal U/S and biopsy at Urology Department

Category  3

Category  3

Category  3

Category  3

‘PAIN’ OF GENITOURINARY SYSTEM

CLINICAL DIAGNOSIS
GP EVALUATION
GP MANAGEMENT
GP REFERRAL GUIDELINES

ABDOMINAL or FLANK

PAIN 

‘RENAL COLIC’
MSU, dipstick


Analgesia – NSAID

(see calculi below)

If pain resolves rapidly and no further pain at 2/52 follow-up, no imaging required

If any flank pain still present at 2/52, CT (or IVU, U/S and KUB if CT not available) to establish diagnosis and stone size
Diagnosis of urinary tract abnormality on imaging

Category 3


CALCULI – URINARY
As above

Serum calcium and uric acid

24 hour urine analysis only for recurrent stone formers 

(>2 per 18/12) or multiple renal calculi


Renal calculus < 7mm

asymptomatic – observe, repeat KUB (preferably) or CT/US/IVU within two years

Asymptomatic, ‘elderly’ stones <1.5cm may not need to be treated

Renal calculus > 7mm 

Ureteric calculus < 7mm

Trial of spontaneous passage Analgesia – (NSAID Voltaren 100mg PR)

F/U KUB x-ray to ensure stone passed within 4/52

Ureteric calculus > 7mm

low probability of passage
Asymptomatic Category 5

Symptomatic Category 3

Asymptomatic Category  4    Symptomatic Category 2

Asymptomatic Category  4    Symptomatic Category 2

Failure to pass calculus at 4/52

Category 2

Category 2

‘PAIN’ OF GENITOURINARY SYSTEM (continued)

CLINICAL DIAGNOSIS
GP EVALUATION
GP MANAGEMENT
GP REFERRAL GUIDELINES

BLADDER
History - ? relief with voiding

Pelvic symptoms

-  bowel, gynecological

MSU
UTI  -  (see UTI)

Diet  -  avoid caffeine, acid food

Trial 6/52 Cimetidine 400mg BD
Failure to resolve in 2/12

Category 3

DYSURIA

Prostatitis
History

DRE 

- prostate tender

- acute prostatitis
- urine analysis post examination
MSU
Infection (or pyuria >100 wcc/ml)

- Norfloxacin for 3 days / Doxycyclin for 6/52

- Alpha-blocker for 2/12

No infection - Trial of alpha-blocker (Doxazosin funded) or Nortryptiline 10 mg nocte
Persistent or recurrent infection 

Category 3

ACUTE SCROTAL PAIN

CHRONIC ORCHALGIA


History, examination

MSU

U/S only if torsion has been excluded clinically

History

- LUTS

- vasectomy

- pain referred from abdomen

U/S scrotum and abdomen
Torsion

Requires surgery within six 

hours of onset of pain

Epididymitis

STD possible - Norfloxacin for 3 days / Doxycyclin for 2/52

Screen for STD and partner (but 20% N. gonorrhoeae resistant to fluoroquinolones and can use 250mg im Ceftriaxone as single dose)

“Older” age probable UTI – Norfloxacin for 3 days then Trimethoprim / Augmentin /

Cotrimoxazole for 2/52

No infection – Analgesic - NSAID and Nortriptyline 10mg nocte 

Consider excision of vas if previous vasectomy
Acute referral to Auckland Hospital on-call Urology Registrar

Acute referral to Auckland Hospital if incapacitated and confined to bed or failure to respond to antibiotics

Only refer if abnormal U/S findings of testis.

Category 2



UTI, SCROTAL MASS, OTHER

CLINICAL DIAGNOSIS
GP EVALUATION
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TESTIS / SCROTAL MASSES
Examination

Determine if mass is separate to testis

- transillumination

- U/S
Testis masses require urgent referral

Epididymal cysts and hydrocoeles can be managed conservatively Supportive underwear

Reassurance benign etiology
Acute referral for all testis masses to Auckland Hospital on-call Urology Registrar or Category 1 

Epididymal cysts and hydrocoeles not able to accept referrals at this time unless symptomatic and unable to work or interfering  with activities of daily living Category 3 

URINARY INFECTION

- FEMALE
U/S only indicated if acute pyelonephritis (loin pain plus fever) persistent or recurrent infections while on or completion of prophylaxis
Treat infection and check that MSU returns to normal

Recurrent infections (>2 per 6/12)

manage with low dose prophylaxis at night for three to six months or post coital
Refer only if persistent or recurrent infection on prophylaxis or if abnormal U/S

Category 3

Cystoscopy not indicated for uncomplicated cystitis in women

URINARY INFECTION

- MALE
History


- LUTS

- urethra trauma

Persistent or recurrent infections - U/S
Treat as ‘complex’ infection with 3/52 antibiotics

Repeat MSU and assess LUTS on completion
Refer if recurrent infections or if abnormal U/S

Category 3

IMPOTENCE

Private referral only available
Not able to accept referrals at this time

INFERTILITY

Refer Fertility Plus at National Women’s Hospital
Not able to accept referrals at this time

SEXUAL DYSFUNCTION


Not able to accept referrals at this time

VASECTOMY & VASECTOMY REVERSAL


Urology not able to accept referrals at this time – special cases can be discussed with a Urologist 

North Shore referrals only to John Russell, Gynaecology Services

URGENT PHONE REFERRAL TO UROLOGY REGISTRAR


-  FAILURE OF PAIN CONTROL


-  PYUREXIA / INFECTION
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