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Lower urinary tract symptoms (LUTS) are
prevalent and bothersome symptoms, both
for males and females.1 Most attention is
given to LUTS in older males because in this
group the prevalence is high and doctor
visits are more common.2 The possibilities
for physicians — both GPs as well as
urologists — to encounter LUTS in daily
practice are limited. The 2010 guideline The
Management of Lower Urinary Tract
Symptoms in Men, by the National Institute
for Health and Clinical Excellence (NICE),
presents an authority-based algorithm for
this patient group. Education about the
natural history of LUTS and the reassurance
that LUTS are not caused by prostate cancer
are important specific anchors for GPs and
their patients.3,4 Treatment options for GPs
are restricted to physiotherapy, alpha-
blocking agents, 5-alpha reductase
inhibitors, anticholinergics, or combination
therapy.3 Urologists may offer operative
treatment in those with severe symptoms
not responding to non-invasive treatment.

The efficacy and effectiveness of
treatments for LUTS in older males are
limited.3 The probable explanation is that
LUTS are multifactorial in their origin,
whereas the therapeutic approach is
simplistic, targeting specific organs.

DETERMINING THE CAUSE
Prostatic pathophysiology — especially
prostate enlargement and prostate
obstruction — was long thought to be the
explanation for (nearly all) LUTS in older
males and most of the drugs approved for
LUTS in males aim to influence prostate
function. Evidence is growing that this is a
misconception. It is now clear that prostate
enlargement or benign prostate obstruction
is not the common cause of male LUTS.5
Many men with LUTS do not have prostate
enlargement nor prostatic obstruction,
whereas many men with an enlarged
prostate do not have LUTS. It is also clear
that solitary bladder dysfunction is hardly
ever the predominant cause.5

It is not ‘obstruction’ or ‘storage’ that is
the problem, but at present a ‘Gordian knot’,
or unsolved problem, for which none of the
current hypotheses is the cutting knife.

PROBLEMS WITH GUIDANCE
National and international guidelines, such
as those on the treatment of patients with
shoulder complaints or with low back pain,

have shown a change from defined diseases
and disorders into a more heterogeneous,
non-specific, concept of symptoms. A
similar change is needed with regard to
LUTS. The NICE guideline states that:

‘In men, the most common cause is benign
prostate enlargement … which obstructs
the bladder outlet.’ 3,4

The NICE guideline was published long
after a key-article on the explanation of
LUTS in males and females.5 In that article,
the results of an expert panel approach
were presented and the conclusions were
clear:

‘It is misleading to attribute individual
symptoms to sex differences or to a specific
underlying organ. LUTS are a non–sex-
specific, non–organ-specific group of
symptoms, which are sometimes age-
related and progressive.’ 5

We do not understand why the authors of
the NICE guideline did not explicitly follow
that explanation, but instead hold on to the
organ-targeted explanation. In this respect
there is a difference between the complete
guideline3 — recognising the multifactorial
origin — and the guideline summary4 —
presenting prostate enlargement as the
predominant cause of LUTS in men. It
seems that they have chosen to follow the
majority of physicians and researchers
(including the authors of this comment)
who, in the past decades, seem to have
worked as lemmings heading for only one
direction: the prostate. An explanation
might be that leaving the prostate-
hypothesis results in a vacuum, both in
etiologic theory and the diagnostic and
treatment practice: leaving an organ-
oriented explanation (‘diagnosis’) results in
a (fear for) lack of explicable treatment
possibilities. That is, the evidence for other

approaches is small. However, holding on to
the prostate hypothesis will keep our focus
in the wrong direction.

FUTURE RESEARCH
To help men (and women) with LUTS
appropriately in the future, it is necessary to
change our approach and look more
precisely at the multifactorial origin of
LUTS. For this, new studies are needed,
both observational epidemiological studies
as well as studies testing diagnostic and
treatment algorithms (such as presented in
the NICE guideline). Those studies should
focus on the more real life heterogeneous
case-mix of patients with LUTS, rather than
use strict inclusion criteria. Strict inclusion
criteria have lead (and will lead) to results
for unrecognisable small subgroups of
patients leaving most patients out in the
cold. Their use may lead to hypotheses that
are not applicable to the majority of patients
with LUTS.

RECOMMENDATIONS FOR CURRENT
TREATMENT
The pharmacological approach of this
patient group should also be changed into a
more patient-centred approach recognising
the multifactorial origin of symptoms. We
believe that this is more important than
changing reimbursement strategies, such
as the Quality and Outcomes Framework, to
increase the incentives to improve care, as
was suggested in a review of the NICE
guidelines.6 Increasing knowledge with
well-conducted research may support GPs
and urologists in providing the care that
patients with LUTS need. Using a proper
vocabulary to define the problem of these
patients also remains important.7

In the meantime, we have to
acknowledge the limitations in daily
practice. This means that we should
explicitly discuss the uncertainties and lack
of scientific evidence with patients. Some
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GPs may already have done this according
to their knowledge about the shift of ideas
about the aetiology and the consequences
for daily practice. But the quoted remarks
from the NICE guideline do not help them.
We must explain that what we can do is
follow an (educated) trial-and-error
approach, based on what we do know.

We suggest the following scheme for
daily (general) practice. Men who consult for
LUTS need to be taken seriously by taking a
full history, including possible thoughts and
fears surrounding the symptoms. This is
very important as there are often many
underlying questions which may be the true
reason for encounter. Answering these
underlying questions may often be the key
to a successful consultation, even if the
symptoms are not altered by active
treatment.

Physical examination should include a
digital rectal examination (DRE), especially
when patients fear prostate cancer.
Although the objective value is limited, DRE
will often meet the expectations of the
patient. If no clear abnormalities in both the
history and physical examination are found,
patients can be reassured that prostate
cancer is not the cause of their symptoms,
but one cannot state categorically that such
patients do not have prostate cancer.
Performing a prostate-specific antigen test
in these patients equates to unselected
prostate cancer screening. The efficacy of
such screening is not established, and it
may possibly be harmful.8

We suggest as a next important step in
the consultation to collect frequency volume
charts for additional data on voiding
function.9 GPs can explain the multifactorial
cause of LUTS in males and females.
Additionally, normal values — especially for
voiding frequency — can be shown.

If treatment is preferred, GPs should
explain that this requires a trial and error
approach, as in most patients it is unclear
which causal factor should be targeted. In
accordance to the NICE guideline, patients
who wish to receive active treatment are
likely to receive alpha blocking agents. In
males with predominantly irritative
symptoms, antimuscarinic agents can be

added, although the clinical effect of such
drugs is limited.3,4 Only in those men with
truly enlarged prostates, for whom surgical
treatment is not an option (either due to
patient preference or comorbidity), 5-alpha
reductase inhibitors can be advised. It
should be explained that this is a long-term
treatment and the aim of such combination
treatment is to decrease the change of
symptom aggravation, not symptom
reduction.9 For those patients who do not
respond to drug treatment, specialised care
by a urologist may be the final step, but also
here, surgical treatment only focuses on the
prostatic obstruction, and therefore pros
and cons should be weighed carefully.
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