
Editorials

Lower urinary tract symptoms (LUTS) 
constitute a substantial burden on males due 
to their high prevalence (up to 30% of males 
aged >65 years)1 and significant impact 
on quality of life.2 Prevalence and severity 
of LUTS increase with age; therefore, the 
burden on the NHS and primary care (where 
most males with LUTS are managed) is 
expected to grow, alongside population 
ageing. Yet a comparatively small proportion 
of affected males seek advice or treatment 
for their symptoms; reported as between 
19% and 24% in studies conducted in Europe 
and the US.3,4 There is a perception among 
males that LUTS is a normal sign of ageing, 
which may be related to a lack of knowledge 
of the condition and available treatments.5 
Indeed, qualitative research reported in the 
current issue of the BJGP suggests that GPs 
find it difficult to decide on the mechanism 
of LUTS in males.6 Remarkably, the situation 
is also problematic after referral for 
urological management, where incomplete 
discussions and misperceptions of LUTS 
and its treatment have also been identified.7 
Unfortunately, this can lead to a situation 
where treatment seems to be a case of ‘trial 
and error’.6

THE CURRENT PICTURE IN PRIMARY 
CARE
When males do present to the GP with 
LUTS, it is for a variety of reasons. As well 
as increasing symptom burden,8 males 
commonly seek help due to prostate cancer 
concerns; between 15% and 32% in survey 
data.9,10 Further assessments to exclude 
prostate cancer can mean that the treatment 
of non-red flag, yet bothersome, LUTS is 
potentially side-lined. Given that males may 
be already reluctant to seek help, this may 
result in missed opportunities for LUTS 
treatment. 

The National Institute for Health and Care 
Excellence (NICE) recommend detailed 
symptom assessments for LUTS, including 

a bladder diary at initial presentation to aid 
diagnosis. A validated symptom score before 
initiation of treatment is also recommended 
for measurement of subsequent symptom 
change. However, in a 2016 Royal College of 
Physicians (RCP) audit of continence care in 
primary care, <50% of patients had completed 
a bladder diary and <30% a validated symptom 
score.11 

Under NICE recommendations, 
uncomplicated LUTS in males should 
initially be managed with conservative 
measures,1 specifically providing information 
and reassurance, and advice on lifestyle 
interventions (such as changes to fluid intake). 
To be effective, conservative care needs to 
be tailored. For example, storage symptoms 
(such as urinary urgency, increased daytime 
frequency, and nocturia) require careful fluid 
advice, notably caffeine reduction, sensible 
total daily volume, and the timing of fluid 
intake. Post-micturition dribbling benefits 
from education on how to compress and 
release any drips that have been trapped in 
the urethral bulb. 

Differences in individual symptoms and 
potential causative factors mean that proper 
explanation of conservative measures is 
more time-consuming and complex than 
it may at first appear, requiring the GP 
(or primary healthcare professional [HCP]) 
to have the time and knowledge required. 
In practice, GPs describe treatment as a 
process of trial and error, and patients 
report lack of treatment and unresolved 
symptoms.6 Hence, the proportion of 

males receiving the recommended 
standard of care is low in primary care. 
The RCP audit demonstrated that <65% 
of males had used lifestyle modification, 
<50% behavioural modification, and <35% 
bladder training (worse in males aged 
>65 years).11 Furthermore, unless patients 
receive ongoing support and reinforcement 
of education, including what to expect, 
conservative therapy in primary care may 
potentially fail. Hence, improving treatment 
with simple measures for LUTS in primary 
care needs to be emphasised to ensure 
the presenting complaint is dealt with and 
to reduce potentially avoidable referrals 
to secondary care. In a NICE Quality and 
Productivity Proven Case Study, the potential 
cost savings made by reducing unnecessary 
referrals to secondary care for male LUTS 
were 21 652 GBP per 100 000 population.12

HOW CAN THE PRIMARY CARE PATHWAY 
BE IMPROVED?
Given that the average GP consultation is 
12 minutes and contains 2.5 problems,13 the 
lack of time and resource to support the 
conservative approach means that there is a 
clear need for an evidence-based intervention 
to support the current NICE guidelines. The 
TRIUMPH randomised controlled trial14 aims 
to address this need within primary care. 
A booklet providing detailed conservative 
care advice for LUTS in males has been 
developed with extensive patient and public 
input. The booklet has been designed for 
ease of use, for example, with sections clearly 
linking symptoms and advice, and practical 
construction, including printing on water-
resistant paper for use in a damp bathroom 
environment. 

In TRIUMPH, basic symptom evaluations 
are used to direct the patient to the most 
appropriate components of the standardised 
booklet, allowing provision by nursing or 
healthcare assistant staff to reduce GP 
burden. Discussions draw on the Theory of 
Planned Behaviour15 to strengthen males’ 
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“… there is a clear need for an evidence-based 
intervention to support the current NICE [National 
Institute for Health and Care Excellence] guidelines. 
The TRIUMPH randomised controlled trial aims to 
address this need within primary care.”

“Differences in individual symptoms and potential 
causative factors mean that proper explanation of 
conservative measures is more time-consuming and 
complex than it may at first appear …”



intention to use the booklet, considering 
males’ attitudes toward the information and 
confidence with behaviour changes. Males 
can read and reflect on the material in their 
own time at their own pace. They also have 
follow-up support from the HCP at intervals, 
by their preferred method of contact, to 
optimise the intervention compared to a 
purely self-help approach. The study will 
primarily establish whether this approach 
improves symptomatic outcomes compared 
to usual care, and whether the result is 
sustained over a longer duration beyond the 
last follow-up contact with the HCP. Results 
are expected in 2021.

CONCLUSION
The article by Milosevic et al in the current 
edition6 highlights that GPs are particularly 
concerned about relative ineffectiveness 
of pharmacological treatments for LUTS 
and the possibility of side-effects. If the 
TRIUMPH approach is found to be effective, 
GP practices could deliver conservative 
treatment or initiate a practice nurse-led 
pathway for treatment, at first contact, 
retaining scope for potential prostate 

cancer assessment where indicated. This 
approach would avoid missed opportunity 
for treatment of a condition in which 
help-seeking is a well-recognised barrier 
to care. It has the potential to improve 
patient management at the level of primary 
care, and reduce GP reconsultation for 
symptoms, prescribing, and unnecessary 
secondary care referrals.

Jo Worthington,
Trial Manager, Bristol Randomised Trials 
Collaboration, Population Health Sciences, Bristol 
Medical School, University of Bristol, Bristol.

Jessica Frost,
Trial Manager, Bristol Randomised Trials 
Collaboration, Population Health Sciences, Bristol 
Medical School, University of Bristol, Bristol.

J Athene Lane,
Professor of Trials Research, Bristol Randomised 
Trials Collaboration, Population Health Sciences, 
Bristol Medical School, University of Bristol, Bristol.

Luke A Robles,
Senior Research Associate, Population Health 
Sciences, Bristol Medical School, University of Bristol, 
Bristol.

Jon Rees,
GP Partner, Tyntesfield Medical Group, Brockway 
Medical Centre a member of NHS Bristol, North 
Somerset and South Gloucestershire Clinical 
Commissioning Group, Bristol.

Gordon Taylor,
Public and patient involvement representative.

Marcus J Drake,
Professor of Physiological Urology, Translational 
Health Sciences, Bristol Medical School, University of 
Bristol; Bristol Urological Institute, North Bristol NHS 
Trust, Bristol.

Matthew Ridd,
Professor of Primary Health Care, Population Health 
Sciences, Bristol Medical School, University of Bristol, 
Bristol.

Provenance
Freely submitted; externally peer reviewed. 

Competing interests
The authors have declared no competing interests.

DOI: https://doi.org/10.3399/bjgp21X716789

ADDRESS FOR CORRESPONDENCE

Marcus J Drake
Bristol Urological Institute, Level 3 Learning and 
Research Building, Bristol BS10 5NB, UK.

Email: marcus.drake@bristol.ac.uk

British Journal of General Practice, September 2021  389

REFERENCES
1. National Institute for Health and Care 

Excellence. Lower urinary tracr symptoms in 
men: management. CG97. 2015. https://www.
nice.org.uk/guidance/cg97 (accessed 3 Aug 
2021).

2. Hunter DJ, McKee M, Black NA, Sanderson CF. 
Health status and quality of life of British men 
with lower urinary tract symptoms: results from 
the SF-36. Urology 1995; 45(6): 962–971.

3. Rubach A, Balasubramaniam K, Elnegaard S, 
et al. Barriers to health care seeking with 
bothersome lower urinary tract symptoms 
among men — a nationwide study. Fam Pract 
2019; 36(6): 743–750.

4. Rosen R, Altwein J, Boyle P, et al. Lower urinary 
tract symptoms and male sexual dysfunction: 
the multinational survey of the aging male 
(MSAM-7). Eur Urol 2003; 44(6): 637–649.

5. Shaw C, Tansey R, Jackson C, et al. Barriers to 
help seeking in people with urinary symptoms. 
Fam Pract 2001; 18(1): 48–52.

6. Milosevic S, Joseph-Williams N, Pell B, et 
al. Managing lower urinary tract symptoms 
in primary care: qualitative study of GPs’ and 

patients’ experiences. Br J Gen Pract 2021; DOI: 
https://doi.org/10.3399/BJGP.2020.1043.

7. Selman LE, Clement C, Ochieng CA, et al. 
Treatment decision-making among men with 
lower urinary tract symptoms: a qualitative study 
of men’s experiences with recommendations 
for patient-centred practice. Neurourol Urodyn 
2021; 40(1): 201–210.

8. Rubach A, Balasubramaniam K, Storsveen 
MM, et al. Healthcare-seeking with bothersome 
lower urinary tract symptoms among men in 
the Danish population: the impact of lifestyle 
and socioeconomic status. Scand J Prim Health 
Care 2019; 37(2): 155–164.

9. Speakman M, Kirby R, Doyle S, Ioannou C. 
Burden of male lower urinary tract symptoms 
(LUTS) suggestive of benign prostatic 
hyperplasia (BPH) — focus on the UK. BJU Int 
2015; 115(4): 508–519.

10. Emberton M, Marberger M, de la Rosette J. 
Understanding patient and physician perceptions 
of benign prostatic hyperplasia in Europe: the 
Prostate Research on Behaviour and Education 
(PROBE) Survey. Int J Clin Pract 2008; 62(1): 
18–26.

11. Gibson W, Harari D, Husk J, et al. A national 
benchmark for the initial assessment of men 
with LUTS: data from the 2010 Royal College of 
Physicians National Audit of Continence Care. 
World J Urol 2016; 34(7): 969–977.

12. South Norfolk Healthcare CIC. Improving care 
for men with lower urinary tract symptoms 
(LUTS). 2012. https://www.nice.org.uk/
sharedlearning/improving-care-for-men-with-
lower-urinary-tract-symptoms-luts (accessed 
5 Aug 2021).

13. Salisbury C, Procter S, Stewart K, et al. The 
content of general practice consultations: cross-
sectional study based on video recordings. Br 
J Gen Pract 2013; DOI: https://doi.org/10.3399/
bjgp13X674431.

14. Frost J, Lane JA, Cotterill N, et al. TReatIng 
Urinary symptoms in Men in Primary Healthcare 
using non-pharmacological and non-surgical 
interventions (TRIUMPH) compared with usual 
care: study protocol for a cluster randomised 
controlled trial. Trials 2019; 20(1): 546.

15. Ajzen I. The theory of planned behavior. 
Organizational Behavior and Human Decision 
Processes 1991; 50(2): 179–211.

“In TRIUMPH, basic symptom evaluations are used to 
direct the patient to the most appropriate components 
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