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I

The evaluation of a patient must always begin with a thorough 
and appropriate history and physical examination. By using an 
organized system of information accrual, the urologist can gather 

information pertinent to the cause (or contributing factors) of a 
disease and obtain information salient to its treatment. To do so 
reliably for every patient, a reproducible system of history and physical 
examination has been developed and is taught routinely at all medical 
schools, usually in the preclinical years. Laboratory and radiologic 
examinations should be performed based on the findings of history 
and physical examination to narrow the differential diagnosis and 
arrive at an accurate diagnosis. A proper history and physical examina-
tion also allow for the development of rapport and trust between 
physician and patient, which can prove invaluable in counseling 
patients on subsequent diagnostic and treatment decisions.

Often health care providers are tempted to solicit information 
from the medical record or previously obtained labs and images. 
Although reviewing such data is critical, the urologist must be careful 
not to fall into the trap of relying too heavily on this data without 
input from the patient; chart lore, aberrant labs, and “incidentalomas” 
encountered may steer subsequent diagnostic evaluations and treat-
ment away from the true illness. In our practice we have encountered 
patients with hematuria whose penile tumor is identified on physical 
examination.

This chapter provides a concise yet comprehensive discussion 
pertinent to the urologist of taking a history and performing a 
physical exam.

HISTORY
Overview
The medical history is the foundation for the evaluation and manage-
ment of urologic patients. Often a well-obtained history provides 
the diagnosis or at least properly directs the health care provider to 
arrive at the correct diagnosis. Establishing several parameters helps 
to optimize the encounter. First, the environment should be warm, 
comforting, and nonthreatening for the patient. If the provider has 
any control over the waiting room or intake process, these should 
be made as easy as possible for the patient to navigate; this avoids 
agitating the patient before beginning the provider-patient encounter. 
Difficulties with parking or with front office staff may upset a patient 
before meeting the provider. The patient is directed to the examina-
tion room; ideally the physician reviews the patient’s vitals and 
prior records before entering this room. A physician’s knock before 
entering the room and an introduction upon entering help to put the 
patient at ease. If possible, the room should be properly set up for 
ideal provider-patient positioning, face to face, without any barriers 
(especially a computer). If a computer is used during the session, the 
provider ideally should still face the patient and place the computer 
off to the side so that the patient does not feel secondary to the 
computer. Although such factors may seem insignificant, it is clear that 
nonverbal communication is most responsible for communicating 

emotions, attitudes, and affect (Silverman and Kinnersley, 2010). 
In fact, studies have shown that patients may reveal more or less 
information based on level of eye contact and physician posture 
during the encounter (Byrne and Heath, 1980).

In addition to establishing an optimal setup, the physician must 
appreciate the patients’ level of comprehension. Whether this entails 
assessing their ability to communicate in interview language or their 
ability to comprehend complex matters, the physician must assess 
level of comprehension by reading nonverbal cues or asking patients 
to summarize the discussion. Further, the patient encounter may 
be enhanced by the presence of a family member or friend. Often 
patients may not be as aware of pertinent historical details that family 
members may be able to supply. Further, when patients are given 
difficult news (e.g., cancer diagnosis, recommendation to remove 
an organ), they often cease to listen effectively (Kessels, 2003). The 
family member or friend may be able to focus, take notes, and relay 
the information provided by the physician to the patient at a time 
when the shock of the unfortunate news has passed. Even without 
shocking news, some instructions or discussions regarding risks, 
benefits, and alternative treatments may be lengthy and complex, 
and a second person in audience helps reinforce that information.

A complete history includes the chief complaint, history of present 
illness (HPI), past medical and surgical history, history of allergic 
reactions, social and family history, and a review of systems. The 
surgeon should obtain this information in a direct fashion. Patients 
should be given the opportunity to express any concerns or pertinent 
history, but often the physician must focus the conversation to obtain 
the information necessary to make a diagnosis and avoid pitfalls in 
treatment.

Chief Complaint
Often patients can identify an issue as urologic. Therefore they may 
present directly to the urologist with a particular problem or chief 
complaint. The chief complaint is the reason why the patient is 
seeking urologic care; this should be the urologist’s focus. Although 
other urologic issues may be identified, the urologist’s goal should 
be to target the chief complaint to allay the patient’s immediate 
concerns. For example, the patient presents with urinary frequency 
is identified to have a renal mass; addressing the renal mass but not 
addressing the urinary frequency may be seen as ineffective care by 
the patient. With a clear chief complaint, the urologist should begin 
to think of a differential diagnosis and then narrow the possibilities 
with the HPI.

History of Present Illness
The HPI incorporates questions to identify the timing, severity, nature, 
and factors that may exacerbate or relieve the issue identified in the 
chief complaint. For an efficient HPI, the urologist creates a differential 
diagnosis based on the chief complaint and then asks questions to 
help support or oppose a diagnosis on the differential list.
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pelvic pain disorder or fibromyalgia (Woolf, 2011). When no clear 
urologic cause is identified after an appropriately thorough evaluation, 
referral to a pain specialist should be considered.
Renal Pain. Renal pain is typified by location in the ipsilateral 
costovertebral angle just lateral to the vertebral spine and inferior 
to the 12th rib. It can be due to obstruction of the ipsilateral collecting 
system (causing colicky-type pain) or inflammation or infection of 
the renal parenchyma (causing flank pain and costovertebral angle 
tenderness). The pain may radiate anteriorly across the flank and 
toward the abdominal midline or down toward the ipsilateral scrotum 
or labium. Pain in this location also can be from gastrointestinal 
or musculoskeletal sources. Intraperitoneal causes of pain often are 
typified by a relationship to food ingestion or irregularity with bowel 
function. Further, peritoneal irritation causes peritoneal signs on 
abdominal exam (exquisite tenderness to any abdominal motion). 
Further tenderness would be most pronounced anteriorly (such as 
the Murphy sign for acute cholecystitis) as opposed to costovertebral 
angle tenderness (CVAT). Intraperitoneal pathology may cause 
ipsilateral shoulder pain from diaphragmatic irritation via the phrenic 
nerve; renal pain typically does not.
Ureteral Pain. Ureteral pain typically is due to ureteral obstruction, 
is acute in onset, and is located to the ipsilateral lower quadrant. 
The acute distention of the ureter and hyperperistalsis result in pain 
as prostaglandins accumulate, causing ureteral spasm, which in turn 
causes increased lactic acid production, which in turn irritates type 
A and C nerve fibers in the ureteral wall. These nerve fibers conduct 
signal toward T11-L1 dorsal root ganglia, and this irritation is perceived 
as pain. Ureteral obstruction of a gradual or partial nature may not 
cause pain. The point of ureteral obstruction may result in referred 
pain to the ipsilateral scrotum or penis. Obstruction at the ureterovesi-
cal junction also may result in irritative voiding symptoms (with 
noncommiserate urinary volume).
Vesicle Pain. If the bladder is inflamed (as in cystitis) or distended 
because of obstruction (as in acute urinary retention), suprapubic 
pain may be present. Inflammation of the bladder caused by infection 
or interstitial cystitis is worst when the bladder is distended, so 
patients may report improvement in suprapubic pain with voiding. 
Patients also may describe strangury, a sharp and stabbing pain at 
the end of urination (presumably resulting from final contraction 
of the inflamed detrusor). In sensate bladders, acute urinary retention 
can be easily identified from the history: profound desire to urinate 
without ability to do so. However, in patients with flaccid atonic 
bladders, large volumes of urine can be retained without any 
symptoms.
Prostatic Pain. Inflammation of the prostate, prostatitis, can result 
in pain that is located deep within the pelvis. It can be difficult to 
localize and sometimes is confused with rectal pain. Irritative voiding 
symptoms (urinary frequency, urgency, and dysuria) are often associ-
ated with irritation of the prostate.
Penile Pain. The differential for penile pain includes paraphimosis, 
ulcerative penile lesions (e.g., cancer or herpes), or referred pain 
from cystitis/prostatitis in the flaccid penis. In the rigid penis, Peyronie 
disease or priapism may be the cause.
Scrotal Pain. Pain within the scrotum may be due to irritation of 
the scrotal skin, such as an inflamed pustule from an ingrown hair 
or from the testicles and cord within. Epididymitis and orchitis are 
typified by testicular pain that may be relieved by maneuvers that 
elevate or support the testis. Torsion of the testicle or its appendages 
result in acute vascular congestion and pain (and in the case of 
testicular torsion is a surgical emergency). Varicoceles may result in 
a dull ache particularly toward the end of the day from accumulated 
vascular congestion. Again, because of common embryologic origins 
and therefore neurologic pathways, pain within the kidney or ureter 
may be referred to the ipsilateral scrotum.
Narcotic Considerations. Currently, the United States is dealing 
with an alarmingly high rate of opioid abuse. On October 6, 2017, 
the president of the United States declared a national public health 
emergency to help curtail opioid abuse and diversion (https://
cnn.com, 2018). Diversion, or the exchange of prescription controlled 
substances for money or illicit substances, has placed physicians in 
a precarious position. Physicians and pharmaceutical companies 

The following sections review a variety of typical chief complaints 
to highlight considerations for the HPI.

Pain
Pain can often be a chief complaint or a factor elicited while obtaining 
the HPI. The astute clinician must be able to identify the location 
of pain and characterize its nature; this information will help pinpoint 
the cause or, at a minimum, direct further examination and testing. 
It is prudent to assess the onset and duration and to ascertain if this 
pain episode has occurred previously. In our practice, we have 
encountered patients with initial obstructive ureteral stones with 
renal colic (and little experience with kidney stones) who often 
inappropriately attribute the pain to some gastrointestinal or 
musculoskeletal cause. However, the same patient will then become 
very familiar with the nature of this obstructing stone pain and 
associated symptoms and readily identify the presence of an obstruct-
ing stone upon recurrence of such pain.

Often patients can localize pain. While gathering the HPI, the 
physician should direct patients to point to the site of maximal pain 
with one finger. An important distinction is made between pain and 
tenderness. Later in the physical examination, the physician must 
assess if there is tenderness (pain with palpation) in that location 
or elsewhere. Although pain and tenderness often overlap in location, 
a site of pain without tenderness may be the result of referred pain. 
An example is testicular pain without testicular tenderness; the pain 
in the testicle can often be referred pain from an obstructing ipsilateral 
ureteral stone.

The severity of the pain should be assessed and documented. 
Pain severity can be characterized as mild, moderate, or severe or 
based on a 1-to-10 scale. This commonly used scale as described by 
Wong and Baker in 1988 uses face illustrations with increasing 
appearance of distress/discomfort along a 10-point scale (Wong and 
Baker, 1988). This scale helps document the severity of pain before 
and after intervention.

Pain can be due to distention from obstruction or inflammation 
within the parenchyma of a genitourinary (GU) organ. Obstructive 
pain results in distention of a hollow organ (or hollow portion) of 
the organ resulting from some obstruction (e.g., ureteral stone for 
renal pelvis or ureter and bladder outlet obstruction for bladder). 
In the kidney, for example, this can result in colicky-type pain, typified 
by a patient with intermittent pain for which the patient is always 
moving to seek a position of comfort. This contrasts with parenchymal 
pain, such as pyelonephritis, which is typified by constant pain and 
is the result of inflammation, infection, or subcapsular bleeding 
causing distention within the parenchyma of the GU organ. This 
pain is typified by a patient who lays still, seeking not to exacerbate 
the pain with motion.

An understanding of nervous system anatomy can facilitate 
comprehension of some of the associated signs or symptoms seen 
with GU pain. For example, the celiac plexus is responsible for the 
visceral innervation of the foregut and the kidneys. Therefore irritation 
of the kidneys can result in paroxysmal nausea and vomiting. In 
addition, irritation of the ureter may result in referred pain to the 
ipsilateral testicle in men or labium in women because of the common 
nerve supply to these areas. Rarely pain can be due to tumor infiltra-
tion of the periparenchymal nerves. However, often this is a late 
sign and a manifestation of advanced disease.

Pain of an acute nature often is due to a clear cause. Obstruction 
or inflammation of an organ causes the release of prostaglandins 
or chemokines that result in noxious stimulation of nerves. These 
signals are transmitted from the peripheral nervous system to the 
central nervous system and perceived as pain. This mechanism is 
complex, and signals can be amplified or diminished en route to 
the central nervous system (Urban and Gebhart, 1999). Medications 
and techniques used to treat pain either target the noxious chemo-
neural agent (e.g., nonsteroidal anti-inflammatory drugs [NSAIDs] 
inhibit the production of prostaglandins) or interfere with opioid 
or other receptors in the brain. Chronic pain can be much more 
complex with possible signal imprinting within the pain, resulting 
in the sensation of pain without noxious stimuli, such as in chronic 

https://cnn.com/
https://cnn.com/
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Hematuria usually is painless, but pain can occur when clots 
obstruct the upper urinary tract (see Renal Pain earlier) or cause 
urinary retention. The shape of clots can help elucidate their origin: 
clots formed in the upper tract often have a vermiform shape, whereas 
cuboid clots are likely produced in the bladder.

Lower Urinary Tract Symptoms
Patients often come to the urologist with lower urinary tract symptoms 
(LUTS). LUTS are symptoms associated with the urinary bladder 
and its outlet. Such symptoms can be due to any combination of 
obstructive or irritative causes. Causes of lower urinary tract obstruc-
tion include benign prostatic hyperplasia (BPH), obstructive prostate 
cancer, urethral stricture disease, dysfunctional voiding, detrusor-
external sphincter dyssynergia, severe phimosis, and severe meatal 
stenosis. In short, anything that can obstruct or narrow the caliber 
of the urethra can cause obstructive LUTS. Although a complete 
obstruction results in urinary retention, a partial obstruction results 
in obstructive LUTS (oLUTS); namely sensation of incomplete urinary 
emptying, urinary frequency (more frequently than every 2 hours), 
intermittency (intermittent flow of urinary steam), weak urinary 
stream, and urinary straining (requiring Valsalva maneuver to aid 
in voiding). In patients with weak detrusor muscle activity, even a 
minimally obstructive outlet can result in oLUTS or even urinary 
retention. Therefore it is important to consider causes for hypocon-
tractile or acontractile bladders when evaluating a patient with oLUTS. 
It is also important to remark that bladder outlet obstruction may 
result in varying levels of urinary retention. Some patients may urinate 
their bladder volume incompletely and therefore have an elevated 
residual volume, whereas other patients may not be able to urinate 
at all and be in outright urinary retention. Often the progression of 
obstruction, for instance in BPH, is slow, and therefore changes in 
urinary stream may not be easily acknowledged by the patient. Further, 
because of such acclimation and possibly peripheral neuropathy, 
many patients may not appreciate the level of obstruction they have 
(which would be evidenced by objective measures of weak urinary 
stream and elevated residual stream). Oddly enough, chronic bladder 
outlet obstruction can result in detrusor irritability with irritative 
voiding symptoms.

Irritative LUTS (iLUTS) include urinary frequency, urgency, and 
dysuria. Causes of irritative voiding symptoms, other than chronic 
bladder outlet obstruction, include overactive bladder, cystitis, 
prostatitis, bladder stones, or bladder cancer. Urinary frequency entails 
urinary voiding of more than five or six times per day. It is normal 
to void up to twice per night, but nocturia of more than twice per 
night merits urologic evaluation. A bladder diary is helpful in 
determining if the urinary frequency may be due to incomplete 
bladder emptying, overactive bladder, or polyuria (increased urinary 
output). Polyuria may be due to polydipsia (behavioral or otherwise), 
diabetes mellitus, diabetes insipidus, or other reasons.

The rationale for the use of a bladder diary is located elsewhere 
in the text. A bladder diary, briefly, is a tabulation of all fluid ingested 
and all urine produced by a patient with associated times and volumes. 
Preferably patients note sensations of urgency or urinary incontinence 
on this tabulation. Typically a bladder diary is kept for 48 hours. 
The bladder diary can help provide insight into the functional capacity 
of a bladder, which should be around 300 to 400 mL in a normal 
adult and can help quantify the severity of nocturia. Daytime frequency 
without nocturia may be due to psychogenic reasons (e.g., anxiety). 
Nocturia without daytime frequency can be due to increased nighttime 
polyuria. This can be due to excessive fluid intake before bed (which 
can be easily elucidated from the bladder diary) or increased intra-
vascular volume resulting from the return of fluid from lower extremity 
peripheral edema upon elevation of legs for recumbency of sleep. 
Further, as patients age, renal concentrating ability diminishes, which 
may result in increased urine production at night when renal blood 
flow is increased (Weiss and Blaivas, 2000).

Urinary urgency indicates difficulty in postponing urination. 
Although this sensation may be normal if a patient has held his or 
her urine for a prolonged period, it should not occur otherwise. 
Dysuria is painful urination and is typically due to inflammation 

have been implicated in contributing to this epidemic by falsely 
promoting synthetic narcotics as “safer” than natural narcotics or 
by being complacent in prescribing narcotic pain medication. To 
this end, many recent studies have sought to identify and quantify 
the severity of pain of certain urologic diseases and surgery and to 
assess the utility of nonopioid analgesics for patients. In general, 
urologic conditions causing pain should be addressed promptly to 
minimize the need for narcotic use. Non-narcotic analgesia (NSAIDs, 
physical therapy, neuromodulation, acupuncture) should be used 
whenever possible to minimize narcotic use. Patients with pain with 
no identifiable urologic cause should not be offered narcotics and 
rather should be referred to their primary care physician and/or pain 
management specialists.

Urologists also should be cognizant of signs for narcotic-seeking 
behavior and narcotic abuse. All medical students are taught the 
side effects of narcotics. Besides euphoria, patients often are afflicted 
with constipation/ileus, dizziness, nausea, vomiting, tolerance, 
physical dependence, and respiratory depression (Benyamin et al., 
2008). Patients seeking narcotics may come from unusual locations, 
exhibit inconsistent behavior (facile walking in hallway but dif-
ficulty walking in examination room), demonstrate noncompliant 
follow-up, demonstrate disinterest in non-narcotic analgesia, or 
request specific narcotics by brand name (Pretorius and Zurick, 
2008). Clearly, it is important to obtain a thorough HPI seeking any 
discrepancies and/or rehearsed answers to avoid contributing to this  
epidemic.

Hematuria
Hematuria, or the presence of blood in the urine, is a concerning 
urologic sign in adults and must be evaluated because it may signal 
the presence of a urologic cancer in up to 25% of patients with this 
complaint. Hematuria comes in two varieties: gross and microscopic. 
Gross hematuria is often alarming to the patient, whereas microscopic 
hematuria is unnoticed by the patient until it is detected by a uri-
nalysis. Critical to the HPI for hematuria are the age, presence of 
irritative voiding symptoms, smoking history, and industrial chemical 
exposure history because these are risk factors for detecting cancer. 
Further, exposure to alkylating chemotherapy, analgesic abuse history, 
or chronic foreign objects in the urinary tract should increase suspicion 
for GU malignancy.

After excluding urinary tract infection (particularly in young 
women), history of nephrologic pathology, trauma, or recent urologic 
manipulation, the physician should give the patient a full urologic 
evaluation for hematuria according to American Urological Association 
(AUA) guidelines. Interestingly, several studies demonstrate age as 
a risk factor for GU malignancy detection on evaluation for hematuria; 
however, children with GU malignancies have been described (Com-
mander et al., 2017). In fact, the most common cause of gross 
hematuria in a patient older than 50 years of age is bladder cancer.

Hematuria must be differentiated from pseudohematuria, whereby 
the urine may appear red because of dehydration or certain medicines 
or foods (Hubbard and Amin, 1977). The way to differentiate 
hematuria from pseudohematuria is to obtain a clean midstream 
urine sample and assess for red blood cells (RBCs) on the microscopic 
analysis. The urine dipstick alone is not sufficient for determining 
the presence of true hematuria because it may signal the presence 
of “hematuria” when no RBCs are present but rather other solutes 
that discolor the urine. In fact, proceeding with a full hematuria 
evaluation for dipstick pseudohematuria is associated with unnecessary 
cost and low yield for detecting malignancy (Rao et al., 2010).

When encountering a patient with hematuria, the physician must 
ascertain duration of onset and several associated factors. Patients 
should be queried as to which portion of the urinary stream con-
tains urine: the initial part of the stream, the entire stream, or the 
terminal portion of the urinary stream. Initial stream hematuria 
often signifies mild bleeding from a prostatic or urethral source, 
and terminal hematuria often signifies bladder neck irritation that 
expresses hematuria upon contraction of the bladder neck at the 
end of urination. Other helpful clues include any associated pain 
and clots associated with the hematuria.
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AUA symptom score with the addition of a quality-of-life score (Barry 
et al., 1992) (Table 1.1). Although this tool has many limitations 
(nonspecific, requires sixth-grade reading level, may not be answered 
by those with neurologic conditions) is very useful in quantifying 
and standardizing urinary symptoms to help compare patient 
encounters after intervention (MacDiarmid et al., 1998).
Urinary Incontinence. Urinary incontinence is the involuntary 
passage of urine. The reasons for urinary incontinence are many and 
can be due to several pathologies. In general when the pressure 
within the bladder is greater than the resistance provided by the 
urethra, or when it is bypassed, urinary incontinence may occur. A 
thorough differential diagnosis can help the urologist direct the 
questioning to arrive at the likely diagnosis. It is helpful to understand 
the eight categories of urinary incontinence.
Stress Incontinence. Stress urinary incontinence refers to the involun-
tary passage of urine with any activity that increases intra-abdominal 
pressure. This is typically indicative of weakness in the urinary 
sphincter and can be seen in multiparous women, postmenopausal 
women, and men who have had radical prostatectomy or another 
procedure affecting the outlet (aggressive transurethral resection of 
the prostate [TURP]). Patients complain of such loss of urine with 
Valsalva maneuvers, typically coughing, sneezing, laughing, or heavy 
lifting. Generally, the treatment for stress urinary incontinence involves 
exercises or surgeries that increase the resistance of the urinary outlet 
(e.g., Kegel exercises, urethral sling, artificial urinary sphincters, urethral  
bulking).
Urge Incontinence. Urinary urgency, described previously, may be 
due to a myriad of reasons. This occurs when a patient experiences 
involuntary passage of urine coincident with sensation of urinary 
urgency. This is often a symptom of severe overactive bladder, cystitis, 
or neurogenic bladder or may occur in patients with poorly compliant 
bladders. Just as with urinary urgency, urge incontinence may be a 

within the bladder. The pain is often felt along the urethra or referred 
to the urethral meatus. It is important to highlight that irritative 
voiding symptoms, particularly in patients older than 50 years and 
with smoking history, can be the only sign of an occult bladder 
cancer, particularly carcinoma in situ; therefore a low threshold for 
cystoscopy should exist for patients presenting with iLUTS.

Urinary hesitancy refers to delay in the start of urination. 
Typically, micturition occurs a second after the urinary sphincter 
relaxes. However, in men with bladder outlet obstruction, there may 
a prolongation of this delay. Postvoid dribbling refers to the loss 
of a few drops of urine at the end of urination. This is often an 
early symptom of urethral obstruction related to BPH and is due 
to the escape of urine into the urethra that is not “milked back” 
into the bladder at the end of urination (Stephenson and Farrar, 
1977). Men may describe shaking the penis to evacuate such residual 
urine and prevent wetting their clothes. Straining refers to the use 
of Valsalva maneuver or manual abdominal pressure (i.e., Crede 
voiding) to help push the urine out and can be easily performed by  
the patient.

The AUA symptom score was introduced in 1992 and quantifies 
the presence of many of the symptoms mentioned above onto a 
scale. The questionnaire assesses whether incomplete emptying, 
urinary frequency, intermittency, urgency, weak stream, straining, 
and nocturia were present over the prior month. Answer choices 
range from 0 to 5 for each question depending on prevalence (not 
at all, less than 1 time in 5, less than half the time, about half the 
time, more than half the time, and almost always). Nocturia, however, 
is not a prevalence over the prior month but rather the typical number 
of times the patient arises from sleep to urinate (0 to 5; 5 representing 
5 times or more per night). The sum of the values indicates the 
severity of symptoms (0 to 7 is mild, 8 to 19 is moderate, 20 to 35 
is severe). The International Prostate Symptom Score (IPSS) is the 

TABLE 1.1 International Prostate Symptom Score

SYMPTOM
NOT AT 
ALL

<1 TIME 
IN 5

LESS THAN 
HALF THE 
TIME

ABOUT HALF 
THE TIME

MORE THAN 
HALF THE 
TIME

ALMOST 
ALWAYS

YOUR 
SCORE

1. INCOMPLETE EMPTYING
Over the past month, how 

often have you had a 
sensation of not 
emptying your bladder 
completely after you 
finished urinating?

0 1 2 3 4 5

2. FREQUENCY
Over the past month, how 

often have you had to 
urinate again less than 2 
hours after you finished 
urinating?

0 1 2 3 4 5

3. INTERMITTENCY
Over the past month, how 

often have you found 
you stopped and started 
again several times 
when you urinated?

0 1 2 3 4 5

4. URGENCY
Over the past month, how 

often have you found it 
difficult to postpone 
urination?

0 1 2 3 4 5
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SYMPTOM
NOT AT 
ALL

<1 TIME 
IN 5

LESS THAN 
HALF THE 
TIME

ABOUT HALF 
THE TIME

MORE THAN 
HALF THE 
TIME

ALMOST 
ALWAYS

YOUR 
SCORE

5. WEAK STREAM
Over the past month, how 

often have you had a 
weak urinary stream?

0 1 2 3 4 5

6. STRAINING
Over the past month, how 

often have you had to 
push or strain to begin 
urination?

0 1 2 3 4 5

NONE 1 TIME 2 TIMES 3 TIMES 4 TIMES ≥5 TIMES

7. NOCTURIA
Over the past month, how 

many times did you 
most typically get up to 
urinate from the time 
you went to bed at night 
until the time you got up 
in the morning?

0 1 2 3 4 5

TOTAL INTERNATIONAL PROSTATE SYMPTOM SCORE

QUALITY OF LIFE DUE 
TO URINARY 
SYMPTOMS DELIGHTED PLEASED

MOSTLY 
SATISFIED

MIXED—ABOUT 
EQUALLY 
SATISFIED AND 
DISSATISFIED

MOSTLY 
DISSATISFIED UNHAPPY TERRIBLE

If you were to spend the 
rest of your life with 
your urinary condition 
just the way it is now, 
how would you feel 
about that?

0 1 2 3 4 5 6

From Cockett A, Aso Y, Denis L: Prostate symptom score and quality of life assessment. In Cockett ATK, Khoury S, Aso Y, et al., eds: Proceedings 
of the Second International Consultation on Benign Prostatic Hyperplasia (BPH); 27-30 June 1993, Paris, Channel Island, 1994, Jersey: Scientific 
Communication International, pp 553–555.

TABLE 1.1 International Prostate Symptom Score—cont’d

sign of occult bladder cancer, and this diagnosis must be considered. 
Treatment for urge incontinence is distinct from that of stress urinary 
incontinence in that treatment focuses on measures to relax the 
bladder (e.g., anticholinergic medical therapy, intravesical Botox, 
neuromodulation).
Mixed Urinary Incontinence. Patients often may have urinary urgency 
with loss of urine and loss of urine with Valsalva maneuvers. These 
patients should be characterized as having mixed incontinence, and 
their treatments should reflect both processes; the treatment of one 
cause of incontinence but not the other may result in exacerbation 
of symptoms.
Continuous Incontinence. Patients with continuous urinary incon-
tinence complain of constant wetness in the perineum that is 
independent of the urge to urinate or maneuvers associated with 
increased intra-abdominal pressure. Typical of continuous inconti-
nence are processes that bypass the bladder outlet; mainly urinary 
fistulas. In women, a urinary fistula between the urinary bladder or 
ureter and the vaginal vault may result in continuous incontinence. 
Patients complaining of continuous incontinence should be asked 
about a history of gynecologic surgery, radiation, or traumatic 
childbirth. Continuous incontinence can be congenital. Such is the 

case with an ectopic ureter, in which the typically dysplastic upper 
pole moiety of a duplicated kidney drains into the vaginal or 
perineum, bypassing the external urinary sphincter. The parents of 
juvenile patients with ectopic ureters may report unsuccessful toilet 
training. As adults such patients may complain of urinary incontinence 
continuously during the day, which may be less severe at night. The 
absence of urinary incontinence at night may reflect the collection 
of urine in the saccular upper pole moiety, which is more dependent 
when the patient is in the recumbent position.
Pseudoincontinence. Some female patients may experience symptoms 
similar to continuous urinary incontinence but fail to demonstrate 
true urinary incontinence. Patients with chronic vaginal discharge 
may complain of continuous perineal wetness, which may be confused 
with continuous urinary incontinence. Also, severe labial fusions 
may result in retention of urine within the vaginal vault and mimic 
continuous incontinence (Palla et al., 2010). Clearly, a thorough 
pelvic examination may help identify such causes.
Overflow Incontinence. Often referred to as paradoxic incontinence, 
overflow incontinence occurs when the urinary volume within the 
bladder approaches and exceeds bladder capacity, resulting in an 
increase in intravesicle pressure greater than urethral outlet resistance. 
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is identified, evaluation of serum prolactin and gonadotropins should 
be performed. Symptoms of hypogonadism include change in sleep 
patterns, emotional changes, decreased strength, weight gain, infertility, 
and ED. The amount of testosterone necessary to maintain libido 
is usually less than that required for full stimulation of the prostate 
and seminal vesicles. Therefore patients with adequate ejaculatory 
volume are unlikely to have hypogonadism severe enough to cause 
loss of libido. Depression, several medications, or severe medical 
illnesses (e.g., cancer) can result in loss of libido.

Because libido is a subjective measure, clinical questionnaires 
may be the best tool to quantify and monitor a patient’s sexual 
desire. Several validated questionnaires have been produced to aid 
in the evaluation for hypogonadism: the Androgen Deficiency in 
Aging Questionnaire (ADAM), the Aging Male Survey, and the Mas-
sachusetts Male Aging Study Questionnaire (Wiltink, 2009). Although 
these surveys may not correlate with serologic hypogonadism, the 
Hypogonadism Related Symptom Scale may offer greater sensitivity 
and specificity based on serum testosterone levels (Wiltink, 2009).
Premature Ejaculation. According to the International Society 
of Sexual Medicine Guidelines, premature ejaculation is either less 
than 1 minute (if lifelong) or 3 minutes (if acquired) and must 
be associated with inability to delay ejaculation and with negative 
personal consequence (Althof et al., 2014). Unfortunately, many 
patients presenting with the complaint of premature ejaculation 
often have unrealistic expectations for intravaginal ejaculatory latency 
time. Intravaginal ejaculatory latency time (IELT) was evaluated in 
five countries, and median time to ejaculation was 5.4 minutes in 
one study published in 2005. Further, a survey of sexual therapists 
supported IEJT of 1 to 2 minutes as too short but 3 to 7 minutes 
as adequate and 7 to 12 minutes as desirable (Corty and Guard-
iani, 2008). In patients with true premature ejaculation, vaginal 
quieting or sexual counseling should be offered. Although possibly 
helpful, treatment with a serotonin reuptake inhibitor should be 
offered infrequently (Montague et al., 2010). Because of latency 
to erectile function postejaculation, some patients with erectile 
dysfunction actually may have normal latency in attaining erections  
postejaculation.
Failure to Ejaculate. Several causes exist for anejaculation. Androgen 
deficiency, sympathetic denervation, use of pharmacologic agents, 
and a history of bladder neck/prostate surgery can result in decreased 
volume of ejaculation or anejaculation. Therefore the patient should 
be assessed for hypogonadism. Systemic hypogonadism (see earlier) 
or local decreased stimulation of prostate and seminal vesicles as 
seen with 5-alpha-reductase inhibitor administration often used for 
alopecia or enlarged prostate can result in lower volume ejaculate. 
A history of retroperitoneal surgery, especially retroperitoneal 
lymphadenectomy, as is done for testicular cancer, should be estab-
lished because transection of the sympathetic nerve fibers results in 
anejaculation. Alpha-adrenergic antagonists (e.g., tamsulosin) and 
surgeries that affect the bladder neck (e.g., TURP) may result in 
retrograde ejaculation. Patients with advanced diabetes also may 
experience anejaculation.
Anorgasmia. Orgasm is the euphoria associated with a series of 
muscular contractions in the genital region and the release of 
endorphins. It usually is associated with ejaculation in men. Orgasm 
can occur without erection or ejaculation in men (e.g., postprosta-
tectomy). Absence of orgasm can be due to psychogenic causes and 
several medications used to treat psychiatric ailments. In cases of 
impaired pudendal nerve function (e.g., diabetic peripheral neu-
ropathy) anorgasmia can occur as well. Such patients may benefit 
from neurologic evaluation (e.g., vibratory testing to assess penile 
sensation) or referral to a sexual counselor.

Hematospermia
Hematospermia is the presence of blood in the ejaculate. With rare 
exception it is due to nonspecific inflammation of the prostate or 
seminal vesicles and usually resolves spontaneously. This can be 
associated with ejaculation after a long duration of sexual abstinence. 
If blood is persistent beyond several weeks, the urologist should 
consider an evaluation including a genital examination, digital rectal 

The pressure is released by the decrease in urinary bladder volume 
associated with incontinence. This is likely to occur at night when 
the patient is less likely to guard against this incontinence. Guarding 
is voluntary contraction of the pelvic floor muscles in an attempt 
to prevent urinary incontinence and can occur with any cause of 
urinary incontinence. Overflow incontinence can be resolved by 
treating the outflow obstruction, hence the paradoxic nature of this 
incontinence. Overflow incontinence is usually present in male 
patients with prolonged history of bladder outlet obstruction. Because 
of the gradual progression of symptoms, such patients may not be 
aware of their obstructive symptoms (as noted earlier).
Functional Incontinence. Patients with limited mobility or limited 
access to a toilet or urinal may experience urinary incontinence. 
Such patients may have intact bladder-outlet anatomy and physiology 
but may simply be unable to move in time to void in a urinal or 
toilet. Therefore the urologist must assess mobility in the elderly 
patient with urinary incontinence.

Elderly patients also may have diminishment of their cognitive 
abilities and awareness and may lose the social inhibition to soil 
oneself. Therefore an assessment of cognitive ability should be 
considered in elderly patients with what ultimately may be volitional 
urination.
Enuresis. Urinary incontinence during sleep, known as enuresis, is 
normal in children up to 3 years of age. It persists in about 15% of 
children up to 5 years of age and in up to 1% of adolescents up to 
15 years of age (Forsythe and Redmond, 1974). Primary enuresis 
(enuresis that has always been present) persistent beyond 6 years 
of age should be evaluated by a urologist as ectopic ureter in the 
female patient. Secondary enuresis (enuresis with onset after child 
has ceased bedwetting) may be associated with child abuse and 
bullying (Zhao et al., 2015).

Sexual Dysfunction
Patients with sexual dysfunction often are referred to the urologist. 
Although sexual dysfunction often is encountered in women with 
LUTS (Elsamra et al., 2010), the urologist also must be familiar with 
the different components of sexual dysfunction in men. Men may 
complain of erectile dysfunction or impotence, when this is merely 
a symptom of another problem.
Erectile Dysfunction. The AUA and National Institutes of Health 
(NIH) Consensus Conference on Impotence in 1993 have defined 
erectile dysfunction (ED) as the inability to attain and/or maintain 
penile erection sufficient for satisfactory intercourse. Incidence of 
ED is significant and can affect more than 50% of men over the age 
of 40 years. The basic causes of ED (vasculogenic, neurogenic, 
psychogenic, endocrinologic, and medication side effect) help direct 
the medical interview. For instance, poorly controlled diabetes mellitus 
(DM) may result in peripheral neuropathy or vasculopathy, which 
can affect erectile quality. Antihypertensives, antidepressants, anti-
psychotic medications, and medications that directly or indirectly 
affect testosterone levels may all potentially contribute to ED. 
Therefore a thorough history should explore whether the patient is 
taking such medications or is afflicted with such ailments that are 
known to cause ED. Understanding the timing and situational nature 
of erections in the patient complaining of ED may help identify the 
cause. For instance, patients who experience situational ED (can 
have erections with one partner but not another or can attain sufficient 
erection with visual or manual stimulation) or those who have 
adequate nocturnal tumescence may have a psychogenic cause. Further, 
ED can be a harbinger of occult coronary artery disease and should 
merit consultation to a cardiologist (Nehra, 2012).

Because much of the assessment of ED is subjective, a questionnaire 
may be a useful tool to quantify and monitor the level of ED. The 
International Index of Erectile Function (IIEF) and the abbreviated 
IIEF-6 (also known as the Sexual Health Index for Men [SHIM]) are 
validated questionnaires often used to quantify and monitor erectile 
function, orgasmic function, sexual desire, intercourse, and overall 
satisfaction (Kriston et al., 2008).
Loss of Libido. ED can be the result of hypogonadism. Hypogonad-
ism can be primary or secondary, and if a low serum testosterone 
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may have never had a “heart attack,” they may, if prompted, report 
shortness of breath or chest pain with activity, and this may be a signal 
of undiagnosed coronary artery disease. Another example is a large 
patient with a large collar size who does not provide a medical history 
of obstructive sleep apnea, but, if prompted, his spouse may report 
nighttime snoring and irregular breathing or daytime fatigue in the 
patient. Clearly, the diagnosis of coronary artery disease and obstructive 
sleep apnea, among others, can have implications for treatment.

Performance Status
The functional ability of patients is a testament to their overall health 
and their ability to withstand challenging treatments such as invasive 
surgery or chemotherapy. At the most basic level, the activities of 
daily living (ADLs), which include dressing, eating, ambulating, 
toileting, and hygiene, and the instrumental ADLs, which include 
cleaning and maintaining a house, managing money, preparing meals, 
shopping, and community participation, can be easily assessed during 
the perioperative setting to help determine risk for surgery. Levitt 
et al. evaluated nearly 200 patients who underwent percutaneous 
nephrolithotomy, identified deficiency in ADLs in 16% of patients, 
and identified deficit in ADLs as an independent predictor of complica-
tions better than Charlson Comorbidity Index or the American Society 
of Anesthesiology Score (Leavitt et al., 2014).

Several performance status scales have been developed and are 
used mostly for oncologic purposes. These scales include the Eastern 
Cooperative Oncology Group score and Karnofsky performance status 
grade, which classify patients according to their ability to perform 
physical activity of a strenuous or nonstrenuous nature, ability to self-
care, ability to stay out of bed, or moribund status. Using such scales 
may be beneficial particularly in transmitting an impression of overall 
health to another provider; they are a clear factor in health assessment.

Past Surgical History
Prior surgery in a patient may have clear impact on the patient’s 
assessment and subsequent treatment options. Prior surgeries, related 
to GU anatomy of interest or not, may indicate additional adhesions 
or obliteration of surgical planes, which can render subsequent surgery 
difficult. For example, a patient with extensive intra-abdominal surgery 
undergoing subsequent laparoscopic surgery may benefit from Hasson 
technique or visual port access as opposed to Veress needle access 
(Gaunay, 2016). Further, abstracting surgical anatomic details in a 
prior operative report may help the surgeon ascertain the utility of 
a subsequent procedure. For instance, a patient who underwent a 
prior TURP may have an operative report that includes TURP, but 
the operative details may reveal that only a channel TURP was 
performed, therefore opening the possibility that a subsequent TURP 
may be beneficial. Further, a prior operative report may provide vital 
information regarding anatomy or other difficulties encountered.

Medications
A thorough knowledge of medications can provide information 
regarding the presence and severity of a medical illness, possible 
cause for urologic complaints from medication side effects, and a 
target for cessation or adjustment in the perioperative period. Several 
examples to highlight these principles are as follows:
1. A patient with diabetes on several medications and large doses 

of insulin may have severe diabetes and be more likely to have 
peripheral neuropathy, even if he or she is not on a medication 
for peripheral neuropathy.

2. A patient on tamsulosin may complain of anejaculation or light-
headedness, not knowing the side effect profile of this medication.

3. A patient with hematuria on anticoagulation or antiplatelet therapy 
may benefit from temporary cessation (in addition to a full 
evaluation).
This last example can be used to highlight several pitfalls with 

poor medical history taking and its impact. For example, a patient 
on baby aspirin may be taking this for primary coonary artery disease 
prophylaxis or for prevention of coronary artery stent thrombosis. 

examination, prostate specific antigen, cystoscopy, and urine cytology 
to exclude GU tuberculosis or cancer.

Pneumaturia
Pneumaturia is the passage of gas within the urine. This can sometimes 
be an alarming finding for the patient because this may interrupt the 
urinary flow and sound like flatus from the urethra. Pneumaturia is most 
commonly due to a fistula between the gastrointestinal system and the 
bladder. Therefore such patients should be screened for Crohn disease, 
enteritis, or history of recent intra-abdominal surgery or radiation. 
Rarely, pneumaturia may be due to gas-forming bacteria within the 
urinary tract. Therefore patients also should be screened for history of 
severe urinary tract infections or immunocompromised states.

Urethral Discharge
This is the most common symptom of sexually transmitted infection 
(STI). Patients should be screened for high-risk sexual behavior. 
Bloody discharge may be concerning for urethral carcinoma.

Fevers and Chills
It should be determined, in a patient who reports fevers, if the fevers 
are subjective or if they were measured objectively with a thermometer. 
The method by which the temperature was obtained (thermometer 
used orally vs. rectally vs. auricular or temporal scanner) can affect 
the accuracy of the measured temperature compared with the core 
temperature and may be important to note in pediatric patients. 
Rigors (or chills) may or may not be associated with fevers but 
can be independently concerning for bacteremia or other severe 
infection. The severity and site of infection may affect whether a 
patient will have fevers or chills. For example, cystitis rarely causes 
fever, but the diagnosis of pyelonephritis often requires presence of a 
fever. A patient with fevers and chills may signal a systemic response 
to an infectious process or sepsis and merit further evaluation or 
even possibly hospitalization. Fevers and chills in the elderly or 
immunocompromised should be especially concerning.

Constitutional Symptoms
Constitutional symptoms are fevers, chills, night sweats, anorexia, weight 
loss, fatigue, or lethargy. Sometimes these are referred to as B symptoms, 
borrowed from non-Hodgkin lymphoma staging. Such symptoms can 
signal the presence of advanced inflammatory, infectious, or malignant 
processes such as GU tuberculosis or advanced bladder cancer.

Medical History
It is incumbent upon the urologist to obtain an accurate medical 
history because many of the patients’ medical problems may have 
urologic implications. Moreover, it is important to understand the 
severity of the medical illness and the compliance with treatment. For 
instance, knowing that patients are afflicted with DM is important, 
but so is knowing if their glucose is well controlled with or without 
insulin and if they have peripheral neuropathy associated with their 
diabetes. (A good question to ask is, “Is a recent HgbA1C available?”)

Patients often may not be aware of all their medical conditions. 
Soliciting input from a family member or reviewing a recent note 
from the primary care provider also may help. A good place to start 
is to assess the patient’s medication list and determine medical 
illnesses based on that. However, this can be misleading because 
several medications may be administered for different reasons (e.g., 
hydrochlorothiazide for hypercalciuria vs. hypertension) and patients 
may not be compliant with all their medications.

Even though the patient, family member, or recent medical docu-
mentation may not mention a medical illness, the urologist must remain 
vigilant to ensure there are no undiagnosed medical conditions that 
can adversely affect the patient or any subsequent urologic treatment. 
The classic example of this is occult coronary artery disease in the 
urologic patient who may require surgery soon. Although patients 
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red-man syndrome for vancomycin or upset stomach with antibiotics). 
Such medical allergies should be highlighted in the electronic medical 
record (EMR) to prevent inadvertent prescription or administration 
of such medication.

Social History
The social history includes an evaluation of tobacco, alcohol, and 
illicit drug consumption. The agent and the method of use have 
medical implications. Tobacco can be chewed, smoked, or vaped. 

Clearly this would have consequence regarding when and if such 
medications should be ceased. See Table 1.2 for a list of drugs 
associated with urologic side effects.

Allergies
Patients must be asked about allergies during the initial encounter, 
and allergy lists should be verified for accuracy on subsequent 
encounters. The inciting medication and the reaction should be 
written because many patients confuse allergy with side effect (e.g., 

TABLE 1.2 Drugs Associated With Urologic Side Effects

UROLOGIC SIDE EFFECTS CLASS OF DRUGS SPECIFIC EXAMPLES

Decreased libido Antihypertensives Hydrochlorothiazide

Erectile dysfunction Psychotropic drugs Propranolol
Benzodiazepines

Ejaculatory dysfunction α-Adrenergic antagonists Prazosin
Tamsulosin
α-Methyldopa

Psychotropic drugs Phenothiazines
Antidepressants

Priapism Antipsychotics Phenothiazines
Antidepressants Trazodone
Antihypertensives Hydralazine

Prazosin

Decreased spermatogenesis Chemotherapeutic agents Alkylating agents
Drugs with abuse potential Marijuana

Alcohol
Nicotine

Drugs affecting endocrine function Antiandrogens
Prostaglandins

Incontinence or impaired voiding Direct smooth muscle stimulants Histamine
Vasopressin

Others Furosemide
Valproic acid

Smooth muscle relaxants Diazepam
Striated muscle relaxants Baclofen

Urinary retention or obstructive voiding 
symptoms

Anticholinergic agents or musculotropic relaxants Oxybutynin
Diazepam
Flavoxate

Calcium channel blockers Nifedipine
Antiparkinsonian drugs Carbidopa

Levodopa
α-Adrenergic agonists Pseudoephedrine

Phenylephrine
Antihistamines Loratadine

Diphenhydramine

Acute renal failure Antimicrobials Aminoglycosides
Penicillins
Cephalosporins
Amphotericin

Chemotherapeutic drugs Cisplatin
Others Nonsteroidal anti-inflammatory drugs

Phenytoin

Gynecomastia Antihypertensives Verapamil
Cardiac drugs Digoxin
Gastrointestinal drugs Cimetidine

Metoclopramide
Psychotropic drugs Phenothiazines
Tricyclic antidepressants Amitriptyline

Imipramine
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the precise pattern of inheritance is not understood. Often the age 
at diagnosis of the family member can direct screening age. A recent 
study by Bratt et al. evaluated nearly 52,000 Swedish men with fathers 
or brothers with prostate cancer and identified an increased risk  
of prostate cancer incidence with a brother diagnosed (30% vs.  
13% in the general population) and a father and a brother diag-
nosed (48% vs. 13% in the general population) (Bratt et al., 2016; 
Nordström, 2016). Therefore identifying not only the presence of 
disease in the family but also the frequency within the family may 
be important in screening such patients for disease.

Review of Systems
A review of systems is a comprehensive system-based checklist to 
determine if there are any other complaints or ailments that the 
patient may have. This may be a valuable opportunity to identify 
important issues that may not be related to the chief complaint.

PHYSICAL EXAMINATION
A complete and thorough physical examination is essential for any 
patient encounter. It often allows the urologist to select the most 
appropriate next step.

Vital Signs
Physical examination should start with a general set of vital signs. 
The objectively measured temperature, heart rate, blood pressure, 
respiratory rate, and pain rating can identify immediately the critically 
ill patient who may not necessarily be best served by waiting for an 
appointment. In the office setting, a defined normal range should 
be established, with patients beyond this acceptable range referred 
to the physician immediately to triage. All office staff should be 
assigned a role in assessing patients for critical illness or severe 
distress. In my clinical practice, we have encountered such patients 
who are profoundly hypotensive or tachycardic who benefited from 
rapid transportation to the emergency room.

Some have advocated for a rapid screening tool used to assess 
distress and measures set in place to provide such patients with 
prompt attention from social worker, mental health professional, 
or pastoral care (JNCCN, 2003). Such a tool can be considered a 
sixth vital sign and can help decrease the anxiety and distress within 
an already stressful waiting room.

General Appearance
Every medical student is instructed regarding the four modes of physical 
examination: inspection, auscultation, percussion, and palpation. 
Inspection is the first mode and can be applied to the entire patient 
at the onset of the encounter. Several general observations should be 
made, including level of pain or emotional distress, nutritional status, 
socioeconomic status and appropriateness in dress, overall strength 
or mobility of patient, appearance of skin quality, and quality of 
dentition. Often patients’ appearance is compared with the stated age 
and noted accordingly (e.g., an ill patient or one with poor self-care 
may appear much older than stated age). Several diseases may have 
stigmata, such as jaundice with advanced liver disease, buffalo hump 
or skin striae with Cushing disease, exophthalmos with Graves disease, 
fibrofolliculomas in patients with Birt-Hogg-Dube syndrome, cogwheel 
rigidity in Parkinson disease, and apparent erection with priapism.

A preliminary assessment of frailty and nutritional status can be 
made upon general inspection. Frailty has been defined as the “excess 
vulnerability to stressors, with a reduced ability to maintain or regain 
homeostasis after a destabilizing event” by the American Geriatric 
Society (Xue, 2011). Several simple tools have been established and 
validated as markers for frailty. The gait speed (Dudzińska-Griszek 
et al., 2017) and get-up-and-go test (Pamoukdjian et al., 2015) as 
well as grip strength can be obtained easily as part of the standard 
encounter. Calf circumference (Landi et al., 2014) also has been 
assessed with an inverse relationship with frailty.

A patient who chews tobacco may still benefit from a nicotine patch 
during a hospitalization but may not necessarily have the urothelial 
cancer risk associated with smoking. Vaping, which may not have 
many of the carcinogens associated with combustion, may still provide 
derivatives of nicotine that promote malignant changes in urothelial 
and lung cell lines (Lee et al., 2018), although the long-term effect 
is still unknown.

Alcohol use should be evaluated because it may increase oncologic 
risk and risk for liver disease, which have clear implications for 
patient care. Alcohol use also can affect LUTS and sexual function. 
More acutely, a patient who ingests significant amounts of alcohol 
and is hospitalized may suffer from life-threatening withdrawal if a 
prophylactic measure such as Clinical Institute Withdrawal Assessment 
for Alcohol (CIWA) or alcohol replacement is not ordered. Patients 
with heavy alcohol ingestion often understate the amount of alcohol 
consumed. Anticipating this can allow for the provider to better 
order prophylactic measures.

Illicit Drug Use
There are many classes of illicit drugs (e.g., cocaine, narcotics, 
methamphetamines), all of which can be consumed via a myriad 
of modes. Knowing the agent used and the mode can prepare the 
provider for anticipating challenges in subsequent care in addition 
to the risk for communicable diseases if the intravenous mode is 
used. Because of the illicit nature and social stigma of such drugs, 
many patients may not be forthright about use; therefore the provider 
may need to establish high levels of trust to encourage the patient 
to divulge such information. Alternatively, review of prior medical 
records can help ascertain these risky habits.

Sexual Relations
Patients may engage in sexual behavior with a single person or 
multiple people of the same or different gender. The physician should 
not presume a monogamous, heterosexual relationship. Nonaccusatory 
questions such as, “Do you partake in sexual relations with men, 
women, or both? A single partner or many?” may allow the patient 
to provide an accurate answer without being defensive regarding 
alternative lifestyle. Clearly such information is important to assess 
for risk for STI and to assess social support structure.

Domestic Station
Typically patients are asked if they are married or single and who 
lives in the home with them. It is also beneficial to understand if 
the patient has family or friends who live nearby. Assessing where 
the patient lives and with whom is important for planning subsequent 
care. A patient with little or no social support may not fare well after 
a complex, life-altering surgery. Further, this information may provide 
insight regarding what treatment options a patient may find unac-
ceptable (e.g., an elderly man who is the sole caretaker of an elderly 
handicapped woman may not be willing to undergo major surgery 
with long convalescence). Screening for domestic violence or other 
unsafe domestic situation should be completed at this time as well.

Occupation
Understanding the patient’s current or prior occupations provides 
the urologist with greater insight into the patient’s world-view and 
socioeconomic status as well as possible industrial exposure to possible 
carcinogenic agents.

Family History
Many diseases with urologic manifestations have a clear genetic 
component, and their mode of transmission (e.g., autosomal 
dominant) is well defined. Examples include adult polycystic kidney 
disease, tuberous sclerosis, von Hippel-Lindau disease, renal tubular 
acidosis, and cystinuria. Other diseases, such as prostate cancer or 
urolithiasis, have a well appreciated familial component, although 
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Many other clues can be obtained from the general physical 
examination. The quality of the dentition or moist mucous membranes 
can be a sign of health and hydration, respectively. For morbidly 
obese patients or patients with skeletal deformities, I have found 
that positioning the patient in the anticipated operative position 
while in the office prevents any surprises in the operating room.

Kidneys
The kidneys are located in the retroperitoneum and surrounded by 
the psoas muscle, diaphragm, oblique muscles, and the peritoneum 
with its contents. Aside from very large renal masses in small children 
or very thin adults, the kidneys should not be visible. In fact, the 
kidneys may be difficult to palpate under normal conditions. Because 
of the location of the liver, the right kidney may be inferior to the 
level of the left kidney, and palpation of the lower pole can be 
appreciated on deep inspiration.

The overlying skin in the upper quadrant and the costovertebral 
angle should be inspected, however, for any superficial lesions that 
may be causing “flank pain.” Assessment of the skin sensation for 
pain, temperature, and light touch can be performed with a spoke-
wheel or pin, cool object, and fine brush, respectively. Patients with 
herpes zoster may experience prodromal hyperesthesia before eruption 
of vesicles.

Bimanual examination, or renal ballottement, can be performed 
by placing the nonexamining hand posteriorly at the costophrenic 
angle and palpating for the kidney with the examining hand through 
the anterior abdominal wall (Fig. 1.1). Deep inspiration can help 
inferiorly displace the kidney to aid in exposure. In neonates and 
infants, ballottement can be performed between the thumb, placed 
anteriorly on the abdomen, and remaining four fingers, placed 
posteriorly at the costovertebral angle. Often large flank masses 
originate from the kidney in neonates, and transillumination may 
be feasible. If such a mass is fluid filled (cyst or hydronephrosis), 
then a dull reddish glow can be appreciated. However, if the flank 
mass is from a solid process (tumor or polycystic kidney), then no 
glow will be appreciated.

Turbulent vascular flow within the renal artery, suggestive of renal 
artery stenosis or large renal arteriovenous fistula, theoretically can 
be observed with auscultation. However, if such a bruit is appreciated, 
it is nonspecific for renal artery source and should be evaluated 
further with appropriate imaging (ultrasound with Doppler or 
angiography). Percussion of the kidneys often refers to the assessment 
of pain when the base of a closed hand of the examiner contacts 
the costovertebral angle. The examiner should approach this examina-
tion technique gently and avoid using excessive force because a 
simple tap may elicit the positive sign.

Fig. 1.1. Bimanual examination of the kidney. 
Fig. 1.2. Bimanual examination of the bladder in the female. (From Swartz 
MH: Textbook of physical diagnosis, Philadelphia, 1989, Saunders, p 405.)

Bladder

The bladder is located within the pelvis and can be palpable only 
as the bladder distends to a level above the pubis, typically greater 
than 150 mL. At a volume of approximately 500 mL, the bladder 
may be visible as a lower midline abdominal mass in thin patients. 
Percussion starting at the level of the pubic symphysis and ascending 
toward the umbilicus can help determine the level of distention 
because the pitch may change from dull to resonant beyond the 
bladder. Ballottement also can aid in palpation of the bladder.

A bimanual examination (Figs. 1.2 and 1.3) is performed to 
assess the mobility of the bladder and is the standard of care for 
examination of patients with large bladder tumors postresection 
(Chang et al., 2016). Even in the era of CT and MRI, a bimanual 
examination can improve upon the performance of these images 
for the prediction of pT3 disease (Rozanski et al., 2015) and was 
found to be an independent predictor of pT3 disease on multivariate 
analysis.

Penis
The phallus should be inspected for hair distribution, lesions on 
the skin, and the presence or absence of a foreskin. In the pediatric 
population, Tanner stage should be noted. Lesions on the penile 
skin can include superficial vesicles suggestive of herpes simplex or 
ulcerative lesions concerning for other sexually transmitted diseases 
or squamous cell carcinoma of the penis or venereal warts (condyloma 
acuminata) concerning for human papillomavirus (HPV) infection. 
Often patients may inquire about prominent vasculature on the 
phallus, particularly in children, and this is often normal.

The foreskin, if present, should be retracted to ensure that there 
are no penile tumors; most penile tumors involve the prepuce or 
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Fig. 1.3. Bimanual examination of the bladder in the male. 

the glans penis. The urethra should be inspected for location and 
absence of stenosis and presence of urethral discharge. Discharge, 
if present, should be characterized, and ideally a sample should be 
obtained if there is concern for STI. If hypospadias (ectopic location 
of urethral meatus on ventral aspect of penis) is identified, location 
and caliber of urethral meatus are noted (e.g., mega-meatus). A rare 
finding would be epispadias, in which the meatus is located on the 
dorsal aspect of the penis, although this is often seen with other 
profound GU anomalies such as bladder exstrophy. Palpation of 
the phallus can reveal dense subcutaneous plaques on the underlying 
fascia, which is concerning for Peyronie disease, which may also be 
demonstrated as curvature in the erect penis. Palpation of the urethra, 
if tender, is suggestive of periurethritis. Spongiofibrosis, which has 
implications for urethral reconstruction, can be palpated along the 
corpora spongiosum only if it is severe.

Scrotum and Contents
The scrotum contains the testicles and spermatic cord structures. 
The scrotal skin, which has hair and sebaceous glands, should be 
assessed for infectious processes (e.g., tinea cruris, cellulitis, pustules), 
which are more common, and malignant processes (squamous cell 
carcinoma typical of chimney sweeps), which are rare. Often such 
infectious processes are of minimal clinical consequence. Tinea cruris 
and cellulitis may be manifested by erythema and tenderness, whereas 
an abscess may demonstrate an area of fluctuance or purulent drainage. 
In the immunocompromised patient or in patients with limited 
capacity for self care, such infections can progress to Fournier gangrene, 
which is typified by necrotic “black” skin, foul odor, dishwater 
discharge, and crepitus.

The impression of the testicles should be assessed for their size 
and orientation. Although one testicle may be slightly inferior to 
the other, they should be of similar size and in the vertical orientation. 
However, in a patient with unilateral testicular pain, the testicle with 
a foreshortened cord and a horizontal lie can be concerning for 
testicular torsion. The absence of a cremasteric reflex (light touch 
to inner thigh resulting in cremasteric muscle contraction and ascen-
sion of the ipsilateral testicle) is a very specific sign for testicular 
torsion in pediatric patients.

Palpation of the testicles, epididymi, and spermatic cords should 
begin with the normal testicle. The testicles have a firm, rubbery 
consistency with a smooth ovoid surface. Typical size is 6 cm in 
length and 4 cm in width with variation seen among different races. 
Testicular size can be better assessed with an orchiometer (goniom-
eter). Gliding the testicles between the examiner’s fingers of both 

hands allows for palpation of the contour of the surface. A testicle 
that is small can be suggestive of prior infarct, surgery, hypogonadism, 
or endocrinopathy such as Klinefelter disease. Tenderness of the 
testis or the epididymis may indicate orchitis or epididymitis, 
respectively. Masses in the testes are hard and obliterate the smooth 
contour of the testis and should be considered testicular cancer till 
proven otherwise. Epididymal masses, on the other hand, which 
obliterate the distinct ridge of tissue posterior to the testis, are almost 
always benign. The vas deferens should be palpable bilaterally on 
each cord, high in the scrotum, and feel like a thick al dente linguini. 
Transillumination can be performed in the scrotal mass to assess 
for fluid content (e.g., hydrocele). To accentuate a varicocele, typically 
described as a “bag of worms,” inspection and palpation of the 
scrotum should be performed with the patient supine, standing, 
and standing with Valsalva.

Examination for hernia can be performed by placing the examiner’s 
index finger over the testis and invaginating the scrotum up toward 
the external ring (Fig. 1.4). The other hand is used to palpate over 
the internal ring and Hesselbach triangle (bordered by the inferior 
epigastric artery, the inguinal ligament, and the midline). The patient 
is instructed to perform Valsalva maneuver at that point, and the 
examiner assesses for a hernia as a distinct bulge that descends 
against the tip of the index finger. In children, the presence of a 
hernia can be appreciated by assessing for the “silk glove” sign. The 
potential space within the hernia sac allows for the hernia sac to 
roll over itself, resembling the sensation of rolling over the finger 
of a silk glove.

Digital Rectal Examination
The digital rectal examination (DRE) can be performed for assessment 
of prostate size, detection or provocation of prostatitis, and screening 
for prostate cancer. A DRE with a concurrent lower abdominal exam 
(bimanual examination) typically is performed in a patient who 
has undergone a transurethral resection of bladder tumor while still 
anesthetized. A gentle DRE also can be performed in neonates with 
disorders of sexual differentiation to evaluate for internal müllerian 

Internal inguinal ring

Internal canal

External inguinal ring

Fig. 1.4. Examination of the inguinal canal. (From Swartz MH: Textbook of 
physical diagnosis, Philadelphia, 1989, Saunders, p 376.)
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the patients should be instructed to perform Valsalva maneuver to 
elicit stress urinary incontinence. The insertion of a half of a speculum 
may allow for appropriate visualization of one wall of the vagina. 
With Valsalva, the examiner can evaluate for prolapse from the bladder, 
apex, or rectum. Palpation of the urethra can reveal a mass or promote 
a discharge, which may raise suspicion for urethral diverticulum. 
Bimanual examination should be performed by placing two of the 
examiner’s fingers of the dominant hand into the vaginal vault (one 
finger if the introitus is small) and placing the nondominant hand 
over the lower abdomen and palpating for pelvic mass or tenderness. 
The female pelvic exam is intrusive and should be performed based 
on clinical suspicion and not for screening. For screening examinations 
the patient should be referred to the gynecologist. Children, ado-
lescents, and young women should rarely need a pelvic examination 
from the urologist.

Neurologic Examination
A sensory dermatome map can help localize the location of a 
neurologic deficit (Fig. 1.5). Most sensory deficits of the genitalia 
and perianal area indicate a lesion in the sacral nerves or their root. 
Evaluation of bulbocavernosal reflex can indicate whether this reflex 
arc is intact. This reflex tests the integrity of the spinal cord–mediated 
reflex arc involving S2-S4. Squeezing the glans penis or clitoris should 
result in immediate contraction of the anal sphincter muscles, which 
can be appreciated during a DRE. Alternatively, in patients with a 
Foley catheter indwelling, tugging on the Foley catheter can elicit 
this response.

SPECIAL POPULATIONS
Children
Although pediatric urology practice includes the care of infants, 
toddlers, children, adolescents, and young adults (sometimes up to 
age 26 years), the needs of each of these subgroups of pediatrics 
may be very different. Infants and toddlers may not be able to provide 

structures (e.g., uterus). Although prior recommendations included 
DRE for men ages 40 and older, current AUA guidelines state that 
prostate cancer screening should be offered in men of average risk 
from the age of 55 to 69 at an interval of every 2 years.

To have a DRE, the patient should be standing with feet shoulder 
width apart and bent nearly 90 degrees at the waist. The patient can 
benefit from using the table to support this position by placing his 
hand or elbows on the table. Alternatively, the patient may be in a 
lateral decubitus position, flexed at the hips and knees, on the 
examining table. The patient is to be reassured throughout this part 
of the examination. The examiner’s nondominant hand is used to 
spread the gluteal folds and expose the anus, which should be 
inspected for hemorrhoids or other lesions. The examiner’s gloved 
finger with adequate lubrication then is advanced gently through 
the anus with the nondominant hand placed on the patient’s anterior 
thigh or lower abdomen to provide gentle counter-traction. The 
finger is advanced until the prostate is palpable. The normal prostate 
is the size of a chestnut and should feel soft, similar to that of the 
contracted thenar eminence. Nodular firmness (which feels like a 
flexed knuckle) is concerning for prostate cancer and should merit 
biopsy. Adequate supplies to allow for the patient to cleanse himself 
and privacy should be provided before concluding the encounter.

Pelvic Examination in the Female
The female pelvic exam is performed by the urologist to evaluate 
for pelvic organ prolapse, urinary incontinence, dyspareunia, blood 
per urethra or vagina, and anterior vaginal masses. The patient should 
be instructed to disrobe from the waist down and wear an examining 
gown and then is placed on the examining table. Footrests (stirrups) 
are used to flex and abduct the thighs and flex the knees. If a male 
urologist is to perform a pelvic examination, this must be done with 
the presence of a female chaperone (nurse or medical assistant).

Visual inspection of the external genitalia and introitus should 
evaluate for atrophic changes, erosions, ulcers, discharge, or genital 
warts. The labia should be separated, and the urethra inspected for 
prolapse, caruncle, hyperplasia, or cysts. Ideally with a full bladder, 
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Fig. 1.5. Sensory dermatome maps used to help localize the level of neurologic deficit. 
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Currently many offices may not be set up ideally to treat trans-
gender patients in a culturally neutral way. Office staff should be 
educated regarding proper terminology and refrain from expressing 
judgment. The electronic medical record ideally should have gender 
identity as a two-step question: gender identity and assigned sex at 
birth. Further, the presence of gender-neutral bathrooms can decrease 
some of the tensions associated with caring for transgender and 
non-transgender patients.

Secondary sexual characteristics should be identified and noted. 
Patients should be asked what steps they have taken toward their 
gender, restricted to cross-dressing, hormonal therapy, or gender-
affirming surgery (and its extent). Examination of gender-sensitive 
areas (breasts and genitalia) should be reserved for purpose, as they 
should in non-transgender patients. Explaining the anatomy and the 
steps for each exam may help decrease the anxiety associated with 
a pelvic exam. Establishing a trusting physician-patient relationship 
before delving into a pelvic exam also may prove beneficial. Phar-
maceutical adjuncts include the administration of a benzodiazepine 
before exam to help decrease anxiety associated with the exam or 
administration of topical estrogen creams for 1 to 2 weeks before 
the exam to help counter the effect of exogenous androgens.

CONCLUSION
The history and physical examination are the foundation of any 
urologic encounter. Obtaining a thorough history and performing a 
proper physical examination can help detect urologic issues that are 
not detectable by other means (laboratory or radiology). Having a 
broad differential diagnosis can help direct the HPI. Understanding 
nuances associated with elderly, pediatric, and transgender patients 
can help the practitioner offer urologic care to a wider population.

an HPI; therefore any clinical questions are directed toward the 
parents or guardians. Adolescents and young adults likely require 
some input from the parent or guardian but will also require some 
privacy. Questions pertinent to social history (alcohol, smoking, 
drugs, sexual activity) should be directed to the patient in private. 
The examination of infants, toddlers, and children should include 
a comfortable, nonthreatening environment. Often pediatric urologists 
do not wear a white coat because of the association of white coats 
with painful doctor’s visits and immunizations. The examination 
ideally should be performed with the help of the family member 
to decrease the child’s distress with the exam. Children are particularly 
sensitive to the cold and pain, and maneuvers resulting in this should 
be reserved for the end of the visit.

Elderly
Geriatric patients require much care and attention because they may 
not have the same physical and cognitive ability as younger patients. 
Again, a comfortable, nonthreatening environment should be 
provided. As with pediatric patients, input from the family member 
or caretaker may be invaluable; however, privacy should not be 
compromised. Elderly patients may have decreased mobility, and 
the examination room should be set up for this: lower examination 
tables, possibly Hoyer lifts for those who are wheelchair bound, 
blankets and pillows to facilitate comfortable position. Elderly patients 
can have pseudodementia, which is depression of cognitive affect 
and ability related to an illness. Therefore it is very important that 
baseline physical and cognitive abilities be assessed and occult illness 
be considered.

Transgender and Gender Nonbinary People
It is estimated that 5 in 1000 persons in the United States are 
transgender or gender nonbinary. These people may have reluctance 
to seek medical care because of the social stigma associated with 
their lifestyle. Regardless of the caretaker’s belief system, such people 
should still be offered compassionate medical care as would be 
afforded to any other person. Caretakers should demonstrate cultural 
humility and meet their patients without preconceptions.

A few definitions are beneficial to help standardize documentation 
and communication. Sex often refers to chromosomal or gonadal 
sex, which is assigned from birth, whereas gender (or gender identity) 
is a person’s perceived internal self. A transgender person’s gender 
is different from the sex attributed at birth. A transgender woman 
is a male at birth but has a female gender identity. A transgender 
man is a female at birth but has a male gender identity. Transgender 
masculine or feminine connotates a directionality and not a full 
conversion, towards the gender identity. Patients who do not identify 
with a single gender are referred to as nonbinary. The patient’s name, 
the term “the patient,” or neutral pronouns (they, them, or their 
instead of he/she or his/hers) are used in such patients. Cross-dressing 
refers to patients who wear clothing of the opposite sex assigned to 
them at birth for entertainment, self-expression, or sexual pleasure. 
Sexual orientation is independent of all these prior definitions and 
is not related to gender identity.

•	 The	urologist	should	perform	a	history	and	physical	
examination in a systematic approach, such that pertinent 
information can be obtained in a reliable fashion to help 
ascertain diagnosis or at least direct subsequent laboratory 
and/or radiographic evaluations.

•	 A	broad	differential	diagnosis	is	beneficial	and	can	help	
direct the history of present illness.

•	 Several	disease	states	and	medications	have	urologic	side	
effects and can have implications for subsequent urologic 
surgery.

•	 Physical	examination	should	be	thorough	but	not	
unnecessarily invasive.

•	 Special	considerations	must	be	made	for	children,	the	
elderly, and transgender patients.

KEY POINTS
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