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Right Test, Right Pathway, Right Time: 

Improving Urology Referrals Across Prostate and  

Bladder Cancer





How is cancer performance measured?

• 28-Day Faster Diagnosis Standard (FDS)   (previously 2 week wait)

• 31-Day Decision to Treatment Standard

• 62-Day Diagnosis to Treatment Standard
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Best Practice Timed Pathway – Prostate 



GIRFT – Prostate Guidelines 

•Men at higher risk (for example: men of Black or mixed-Black heritage, 

family history of prostate cancer) should be offered a discussion about 

PSA testing.

•In asymptomatic men aged over ~80 years (or with significant 

comorbidity/limited life expectancy) routine PSA testing is not 

recommended unless symptoms suggest metastatic disease

•Identify patients who are fit and likely to proceed with radical treatment, 

so they can be triaged directly to Straight-to-Test (STT) MRI



Primary Care: Key Actions

• When you order a PSA test and the result is elevated:

• Check for a urinary infection (via urine test) and recent catheterisation or other plausible cause of PSA rise.  

When investigating a symptomatic patient.

• If the PSA is elevated, a DRE in primary care is not routinely required before referral. 

• If you have done a DRE and found an abnormal result (even if PSA is within “normal” limits) → refer on the 

urgent suspected cancer pathway. 

• If PSA is very elevated (e.g., > 20 ng/mL), referral via the urgent suspected cancer pathway is required, 

even if other causes might explain a rise. 

• Do not routinely repeat a raised PSA unless there is a plausible reversible cause (infection, catheterisation 

etc) delaying referral may harm



Specific Scenarios Worth Noting

• If a symptomatic man has an abnormal DRE (even with “normal” PSA) → refer. 

• If an asymptomatic man aged 50–69 has a PSA ≥ 3 ng/mL (per the Prostate Cancer Risk 

Management Programme) then referral may be considered.  Shared decision discussion needed.

• If the urology/secondary care team discharge back to primary care with a set PSA re-referral 

threshold (often based on PSA density, MRI findings) – What does this mean???

•For men under surveillance (active surveillance) or after radical treatment: primary care may be 

asked to perform annual PSA tests if secondary care deems it safe – Probably controversial!



Referral Optimisation 

• Adopted GIRFT Guidance around the management of prostate cancer

• Developed a separate prostate USC referral form

• 10 safety questions (developed by the ICB MRI Group)

• Reviewed by MRI Group at the request of the Urology CDG to see if these could be rationalised 

(Balance between not being time consuming to complete V the need to triage and send patients STT 
MRI) 

• Now have 5 questions – Cancer Alliance Primary Care CDG in early Dec 



The new MRI safety questions

Does the patient have any implanted active medical devices (e.g. Pacemaker, CRT-D, Loop Recorder, Neurostimulator, Implantable 
infusion pump etc.)?

If yes, please give details including implanting hospital and date. Make and model details will be required before the patient can have a scan.

Does the patient have any passive implanted medical devices (e.g. orthopaedic implants, breast implants, penile implants, heart valves, 
shunts, surgical clips, endoscopy clips, stents etc.) or have they had any surgery?

If yes, please give details including implanting hospital and date.

Does the patient have retained metal fragments in any part of their body e.g. pellets or shrapnel? Have they ever had metal penetrate 
their eyes?

If yes, please give details.

Has the patient ever had a pill cam or BRAVO pH capsule? When?

Does the patient have:
a. Any allergies
b. poor kidney function
c. claustrophobia
d. epilepsy
e. diabetes?



Urgent Suspected Prostate Cancer Referral form
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The Prostate 3Ds



The Prostate 3D’s – Diagnose, Disclose, Decide 
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Prostate 3Ds - Diagnose

• Work continues to develop the diagnostic pathway: 

More emphasis on: Less emphasis on:

MRI and going to straight to MRI (not having an 

outpatient appointment first 

Digital Rectal Examinations (DRE) 

(previously patients underwent a minimum of 3 

DRE’s)

Biopsies – ensure this happens at the right time, and it’s 

reported in a timely way 

Surgeons and oncologists 

More tests / investigations carried out by other 

healthcare professionals 



Prostate 3Ds - Disclose

• Have the news communicated with empathy and clarity by a 
Clinical Nurse Specialist (CNS)

• Remove any bias 

• Use of scripts / prompts  to help the CNS team across the 
region deliver consistent information and the use of  non - 
frightening language, ensuring the right language is used 

• 1st regional Urology CNS network day at the end of 
November 

• Training requirements of teams

• Development of competency documents

• Clarity around how to refer for treatments available outside of 
SYB



Prostate 3Ds - Decide

• We are developing:

• Podcasts about all the different 
treatments available & how to make 
decisions about your treatment

• Animations (short)

• Branding and logos – to get engagement 
from our clinical teams 

• Standardise the information that patients 
receive across SYB  



Help from Primary Care

• Help advise patients on potential outcomes after referral

• Different types of prostate cancer – not all “spread to the bones”

• Many prostate cancers will be safely observed



Suspected Bladder Cancer



Best Practice Timed Pathway – Bladder 



Best Practice Timed Pathway – Renal



GIRFT Guidelines 



Bladder / Renal Referral Guidelines 

Visible Haematuria Aged ≥ 45y with unexplained visible haematuria without UTI

Please ensure that a U&E has been taken within one month of referral 

(for CT Scan) and include the result if available 

Visible Haematuria Aged ≥ 45y with unexplained visible haematuria that persists or recurs after successful treatment of 

UTI

Please ensure that a U&E has been taken within one month of referral 

(for CT Scan) and include the result if available 

Non-visible 

Haematuria

Aged ≥60y with unexplained non-visible haematuria and either:

• Dysuria

• Raised blood white cell count

Please ensure that a U&E has been taken within one month of referral and include the result if 

available 

Mass on Imaging Mass in the kidney or bladder on USS or CT



Routine referral

Non-visible Haematuria (A trace of blood on urine dipstick is not considered to be of significance)

All patients 60yrs and under:

• If proteinuria or raised creatinine – refer to renal physician

• If no proteinuria and normal creatinine – refer to a urologist



GIFT Bladder Cancer – key messages

•Visible haematuria (blood in urine) in patients 

aged ≥ 45 yrs (or as per local urgent suspected 

cancer guidelines) should prompt urgent referral. 

•For non-visible haematuria (microscopic), in older 

patients (typically ≥ 60yrs) with additional risk 

factors (e.g., dysuria, raised inflammatory 

markers) referral should also be considered. 

•Don’t assume benign causes without evaluation—

while many haematuria cases are non-malignant, 

bladder cancer is not rare and delays in diagnosis 

worsen outcomes.

•Before referral or testing, exclude reversible causes 

of haematuria such as urinary tract infection (UTI), 

recent instrumentation/catheterisation.

•Send urine dipstick/microscopy, culture if indicated; 

consider whether the haematuria is visible vs non-

visible and risk stratify accordingly.

•When referring, provide full relevant history: age, 

haematuria type (visible/non-visible), LUTS 

symptoms, smoking history, occupational exposures, 

prior UTIs or instrumentation. This helps proper 

triage.

•Do not delay referral simply to obtain a full array of 

tests if there is a strong suspicion of bladder cancer: 

the pathway emphasises timeliness



Professionals Area SYB Cancer Alliance Website 
– Urology Library



Thank you
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