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What Is Urinary Incontinence?

Urinary incontinence (UI) is the involuntary leakage of urine — any amount, at any time — that is sufficient

to be a social or hygienic problem. It is one of the most common and most under-reported medical

conditions, affecting an estimated 14 million people in the UK. Despite its prevalence, fewer than half of

those affected seek medical help, often due to embarrassment or a mistaken belief that it is an inevitable

consequence of ageing. Urinary incontinence is not a normal part of ageing — it is a medical condition with

effective treatments at every stage of severity.

UI affects both men and women, though causes and patterns of leakage differ considerably by sex, age,

and underlying pathology. Understanding the type of incontinence — established by a structured clinical

assessment — is essential for selecting the most appropriate management.

Type Definition & Characteristics

Stress Urinary
Incontinence (SUI)

Involuntary urine leakage on effort, exertion, sneezing, coughing, or physical activity.
Caused by failure of the urethral closure mechanism to withstand rises in intra-abdominal
pressure. Most common in women (post-partum, post-menopausal); also occurs in men
following radical prostatectomy or urethral surgery.

Urgency Urinary
Incontinence (UUI)

Involuntary urine leakage accompanied or immediately preceded by a sudden, compelling
urge to void (urgency) that cannot be deferred. Caused by involuntary detrusor
contractions (detrusor overactivity). Part of the overactive bladder (OAB) syndrome:
urgency ± frequency ± nocturia ± urgency incontinence.

Mixed Urinary
Incontinence (MUI)

Involuntary leakage associated with both urgency AND with exertion, coughing, or
sneezing. The most common type in post-menopausal women. Requires assessment of
the dominant component to guide treatment priority. Urodynamics valuable in complex
mixed presentations.

Overflow Incontinence
(Chronic Urinary
Retention)

Involuntary urine leakage from a chronically overdistended bladder that is unable to empty.
The bladder pressure eventually exceeds urethral resistance, allowing urine to dribble
continuously or intermittently. Causes: bladder outlet obstruction (BPH in men); detrusor
underactivity (diabetes, neurogenic); post-surgical urethral damage. Often painless — a
painless, palpable bladder must not be missed.

Functional
Incontinence

Urine leakage due to the inability to reach the toilet in time, despite a physiologically intact
lower urinary tract. Caused by: physical disability (reduced mobility); cognitive impairment
(dementia — failure to recognise urge or locate toilet); environmental barriers. Common in
elderly or frail patients. Managed primarily through environmental modification and
prompted voiding.

Nocturnal Enuresis
(Bedwetting in Adults)

Involuntary urine leakage during sleep. Primary (lifelong) or secondary (developed after a
period of dryness — requires investigation for new underlying cause). Associated with
nocturnal polyuria, detrusor overactivity, or reduced bladder capacity. Managed with
bladder diary, desmopressin, or anticholinergic therapy.

YOU DO NOT HAVE TO LIVE WITH INCONTINENCE

Urinary incontinence of any type is a treatable medical condition. You are not alone, and there is no need to

manage it with pads alone. Effective treatments exist at every level of severity — from simple lifestyle changes

and pelvic floor exercises to minimally invasive procedures. Please seek assessment — early treatment

produces the best outcomes.
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Sources: NICE CG171 (Urinary incontinence in women, updated 2024) | EAU Guidelines on Urinary Incontinence, 2024 | NHS —

Urinary incontinence overview, 2024
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Causes in Women

Cause / Condition Mechanism & Clinical Notes

Pelvic Floor Muscle Weakness The most common cause of stress UI in women. Childbirth — particularly
prolonged second stage, large baby, or instrumental delivery — damages
levator ani and pudendal nerve supply. Repeated pregnancies compound
damage. Pelvic floor muscle training (PFMT) is the evidence-based first-line
treatment and is curative in many cases with adequate supervision.

Genitourinary Syndrome of
Menopause (GSM)

Oestrogen withdrawal causes urethral mucosal atrophy, loss of submucosal
vascular cushion, reduced urethral closure pressure, and impaired urothelial
immunity. Worsens both stress and urgency incontinence. Topical vaginal
oestrogen reverses these changes with minimal systemic absorption — first-line
treatment for post-menopausal UI.

Overactive Bladder (Idiopathic
Detrusor OA)

Uninhibited detrusor contractions during bladder filling produce urgency,
frequency, and urgency incontinence. May be primary (idiopathic) or secondary
to bladder outlet obstruction, UTI, bladder pathology, or neurological disease.
Bladder training and antimuscarinic medication are first-line.

Pelvic Organ Prolapse (POP) Cystocele (anterior vaginal wall descent) displaces the urethrovesical junction
and can either cause stress incontinence (urethral hypermobility) or,
paradoxically, mask stress incontinence by kinking the urethra (occult SUI —
unmasked after prolapse repair). POP also causes voiding difficulty and
urgency symptoms.

Post-Surgical (Fistula) Vesicovaginal or urethrovaginal fistula following hysterectomy, pelvic surgery,
or difficult obstetric delivery causes continuous urinary leakage. Rare in the UK
— diagnosis by dye test / cystoscopy. Surgical repair required. Urodynamic
assessment essential pre-repair.

Neurological Causes Multiple sclerosis (urgency incontinence / detrusor overactivity); stroke (detrusor
overactivity or urinary retention); Parkinson's disease (nocturnal urgency,
difficulty initiating void); spinal cord injury or cauda equina compression.
Neurogenic incontinence requires specialist neurourology assessment.

Causes in Men

Cause / Condition Mechanism & Clinical Notes

Post-Prostatectomy Incontinence
(PPI)

The most common cause of significant UI in men. Follows radical prostatectomy
for prostate cancer (stress UI in ~10–20% at 12 months). Caused by damage to
or disruption of the urethral rhabdosphincter during surgery. May also follow
TURP (stress UI in <2%) or other prostatic procedures. Severity ranges from
mild effort-related leakage to total incontinence requiring pads. Pelvic floor
training, urethral bulking, or artificial urinary sphincter depending on severity.

Overactive Bladder / Detrusor
Overactivity

Urgency incontinence secondary to uninhibited detrusor contractions. May be
primary (idiopathic) or secondary to BOO from BPH — the prostate obstructs
outflow, the detrusor hypertrophies, and secondary DO develops. Treating the
underlying BPH (TURP) resolves DO in ~70% of cases. Persistent OAB
post-TURP managed with bladder training and anticholinergic/mirabegron
therapy.
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Cause / Condition Mechanism & Clinical Notes

Overflow Incontinence (Chronic
Retention)

BPH-related chronic urinary retention causes painless bladder overdistension
with dribbling overflow. Other causes: detrusor underactivity from diabetic
autonomic neuropathy, neurogenic bladder, or post-surgical urethral damage.
Catheterisation relieves retention; urodynamics clarifies aetiology.

Neurological Causes Multiple sclerosis, Parkinson's disease, stroke, spinal cord injury, and cauda
equina syndrome all alter bladder control in men. Patterns vary from detrusor
overactivity (urgency incontinence) to acontractile bladder (retention and
overflow). Neurourology referral required for complex neurogenic incontinence.

RED FLAG SYMPTOMS — SEEK URGENT ASSESSMENT

Any sudden onset of urinary incontinence, haematuria accompanying incontinence, associated loin or

suprapubic pain, or new neurological symptoms (leg weakness, numbness in the perineum, or loss of bowel

control) requires urgent same-day GP assessment. A painless distended lower abdomen may indicate

acute-on-chronic retention — attend A&E.;

Sources: EAU Guidelines on Urinary Incontinence, 2024 | NICE CG171 (updated 2024) | NICE NG131 (Prostate cancer, 2024)
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Assessment & Investigations

A structured, systematic assessment is essential before any treatment is initiated. The type and severity of

incontinence, its impact on quality of life, and any treatable underlying cause must all be established. Mr

Khan's continence clinic provides the full range of investigations required to characterise incontinence

accurately.

Investigation Purpose & Clinical Notes

Clinical History & Symptom
Questionnaires

Detailed characterisation of: leakage type (stress, urgency, or both); onset,
duration, and progression; trigger factors; amount of leakage (number of pads,
pad weight); effect on daily activities; obstetric history (women); previous pelvic
surgery; relevant medications. Validated tools: ICIQ-UI (short form — both sexes;
most widely used); ICIQ-FLUTS (women); ICIQ-MLUTS (men); IIQ-7
(incontinence impact on quality of life).

Bladder Diary
(Frequency-Volume Chart)

72-hour record of fluid intake, voiding times, voided volumes, and leakage
episodes with trigger identification. Calculates: functional bladder capacity;
24-hour urine output; nocturnal polyuria index; voiding frequency; pad usage.
Essential for distinguishing OAB / urgency UI from SUI, and for identifying high
fluid intake or caffeine as contributing factors.

Urinalysis & MSU Culture Dipstick urinalysis: haematuria (mandates cystoscopy); leucocytes / nitrites (UTI
as a reversible cause of urgency UI — treat and reassess). Culture mandatory
before urodynamic testing or any surgical intervention.

Post-Void Residual (PVR) by
Ultrasound

PVR measured by portable bladder ultrasound immediately post-void. PVR >150
mL indicates incomplete emptying — may indicate overflow incontinence,
detrusor underactivity, or outflow obstruction. PVR >300 mL with incontinence
suggests high-pressure chronic retention requiring urgent urological assessment.

Uroflowmetry Free uroflow: Qmax and flow curve morphology. Reduced Qmax with plateau
flow curve = outflow obstruction or stricture. Intermittent / straining curve =
abdominal voiding or dysfunctional voiding. Normal flow with high PVR suggests
detrusor underactivity. Performed in clinic with a minimum voided volume of 150
mL.

Renal & Bladder Ultrasound Upper tract dilatation from chronic high-pressure retention; bladder wall
trabeculation; bladder stones; PVR; tumour — any haematuria accompanying
incontinence mandates upper tract USS and cystoscopy to exclude urothelial
malignancy.

Pressure-Flow Urodynamics
(PFS — Cystometrogram)

Invasive urodynamic study: fine catheters in bladder and rectum measure
detrusor pressure during filling and voiding. Defines: detrusor overactivity (DO —
involuntary contractions at specific volumes); bladder compliance (low
compliance = neurogenic or post-radiotherapy); stress leakage on Valsalva
(urodynamic stress incontinence — USI); maximum urethral closure pressure
(MUCP — reduced in intrinsic sphincter deficiency); BOOI (bladder outlet
obstruction index). Indicated before any surgical treatment for incontinence, and
in complex or mixed presentations where the dominant component is uncertain.

Urethral Pressure Profile (UPP) MUCP <20 cmH■O defines intrinsic sphincter deficiency (ISD). ISD predicts
poorer outcomes with mid-urethral sling procedures and may be better managed
with urethral bulking or artificial urinary sphincter. Performed as part of
comprehensive urodynamics.
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Investigation Purpose & Clinical Notes

Flexible Cystoscopy Indicated when: haematuria accompanies incontinence; bladder stone or tumour
is suspected; abnormal urothelial appearances on imaging; prior pelvic surgery
with suspected fistula; before intravesical Botulinum toxin injection or surgical
intervention.

Pad Test (24-hour or 1-hour) Quantifies urine leakage by measuring pre- and post-test pad weight. 24-hour
pad test: most accurate quantification of daily leakage; useful for monitoring
treatment response. 1-hour pad test (standardised bladder filling + provocative
exercises): research and clinical trial outcome measure. Severity: mild <50
mL/24h; moderate 50–200 mL/24h; severe >200 mL/24h.

Sources: NICE CG171 (updated 2024) | EAU Guidelines on Urinary Incontinence, 2024 | NICE DG45 (Diagnosis of UTI, 2022) |

Abrams P, et al. Neurourol Urodyn. 2003;22(2):167–176 (ICS Standardisation)
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Conservative Management & Lifestyle Measures

Conservative measures are the foundation of incontinence management and should be offered to all

patients regardless of type or severity. NICE CG171 recommends conservative interventions as the

mandatory first-line approach for at least three months before pharmacological or surgical options are

considered for stress or urgency incontinence.

Intervention Evidence Base & Practical Guidance

Pelvic Floor Muscle Training
(PFMT)

For stress and mixed UI — first-line, NICE Grade A. Supervised PFMT by a
specialist continence physiotherapist or nurse. Programme: minimum 8
contractions, 3 sets per day, for at least 3 months. Contractions should be held
for 6–8 seconds; quick flick contractions added for urge suppression. Cochrane
review (Dumoulin et al. 2018): women performing PFMT were 8× more likely to
report cure of SUI vs controls; significant reduction in leakage frequency and pad
use. Digital biofeedback or electrical stimulation for women unable to identify
pelvic floor muscles voluntarily. PFMT also improves urgency UI and mixed UI.
Pre-operative PFMT before prostatectomy significantly reduces duration and
severity of post-prostatectomy incontinence in men.

Bladder Training (Urgency UI /
OAB)

First-line for urgency UI — NICE Grade A. Structured programme of
progressively increasing voiding intervals despite urgency, over 6–12 weeks.
Begins with timed voiding every 60–90 minutes; interval extended by 15–30
minutes each week, targeting 3–4 hour voiding intervals. Patients learn urge
suppression techniques: distraction, deep breathing, perineal pressure, and
pelvic floor contraction to inhibit detrusor contractions. Cochrane evidence:
bladder training equivalent to anticholinergic therapy at 12 months, without
pharmacological side effects. Should be offered for at least 6 weeks before
medication.

Fluid Management Target 1.5–2 litres of fluid daily. Reducing fluid intake below 1.5 L/day
concentrates urine, irritates the urothelium, and paradoxically worsens urgency.
Spread intake evenly throughout the day. Avoid large volumes after 6 pm to
reduce nocturia. Monitor with bladder diary — most patients with incontinence
drink more, not less, than optimal.

Caffeine & Alcohol Reduction Caffeine is a direct bladder irritant and mild diuretic — significantly worsens
urgency UI. RCT evidence (Tomlinson et al. 1999): reducing caffeine to <200
mg/day produces significant reduction in urgency and frequency at 4 weeks.
Alcohol suppresses antidiuretic hormone (ADH) and worsens nocturia. Advise
switching to decaffeinated beverages and limiting alcohol intake.

Weight Management Each 5-unit increase in BMI is associated with a 20–70% increased risk of stress
and urgency urinary incontinence. Weight loss of ≥5–10% body weight produces
a clinically significant reduction in leakage episodes in overweight women
(PRIDE trial: ~47% reduction in leakage frequency vs controls). The most
cost-effective intervention for SUI in obese women. Refer for structured weight
loss programme via GP or dietitian.

Smoking Cessation Chronic cough from smoking generates repeated rises in intra-abdominal
pressure, provoking stress leakage. Smoking is also associated with urgency UI.
Cessation significantly reduces cough-related leakage. Refer to NHS Stop
Smoking service.
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Intervention Evidence Base & Practical Guidance

Bowel Management Chronic constipation increases intra-abdominal pressure, worsens SUI,
compresses the bladder and urethra, and is an independent risk factor for
incontinence. Treat constipation actively: dietary fibre (25–30 g/day), adequate
hydration, regular physical activity, and laxatives if required.

Containment Products (Pads —
Short-Term Only)

Absorbent pads, penile sheaths (men), or indwelling / intermittent catheters are
appropriate as short-term management or while awaiting treatment, but must not
be offered as a long-term solution in lieu of assessment and treatment. NICE
CG171 states: containment products should not replace active treatment options
for reversible or treatable incontinence.

Prompted & Timed Voiding
(Functional / Elderly Patients)

For cognitively impaired or physically dependent patients unable to self-initiate
continence strategies: scheduled voiding every 2 hours with caregiver
assistance, before urgency becomes overwhelming. Reduces incontinence
episodes significantly in care home settings when implemented consistently by
trained staff.

Sources: NICE CG171 (updated 2024) | Dumoulin C, et al. Cochrane. 2018 (PFMT) | Subak LL, et al. NEJM. 2009;360(5):481–490

(PRIDE weight loss trial) | Tomlinson BU, et al. J Am Geriatr Soc. 1999;47(8):939–943 (caffeine)
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Medical (Pharmacological) Treatments

Pharmacological therapy is considered when conservative measures have not produced adequate

improvement after an appropriate trial period (minimum 3 months for PFMT; 6 weeks for bladder training).

Drug choice is guided by the dominant incontinence type, comorbidities, and tolerability.

Drug / Class For Mechanism, Dosing & Key Notes

Anticholinergics / Muscarinic
Antagonists (Solifenacin,
Tolterodine, Oxybutynin,
Darifenacin)

Both (UUI /
OAB)

Block M2/M3 muscarinic receptors in detrusor, reducing
involuntary contractions and increasing functional bladder
capacity. First-line pharmacotherapy for urgency UI and
OAB. Solifenacin 5–10 mg once daily; tolterodine ER 4 mg once
daily. Caution: PVR >150 mL (retention risk); avoid oxybutynin in
elderly (cognitive impairment, falls risk). Side effects: dry mouth,
constipation, blurred vision, urinary retention.

Beta-3 Agonist (Mirabegron
25–50 mg)

Both (UUI /
OAB)

Activates beta-3 adrenoreceptors in detrusor during filling —
relaxes bladder without inhibiting contractions during voiding.
Equivalent efficacy to anticholinergics. Preferred where
anticholinergics are poorly tolerated or contraindicated
(glaucoma, constipation, cognitive impairment). Side effects:
hypertension (monitor BP), palpitations. Can be combined with
solifenacin for refractory OAB (SYNERGY trial).

Topical Vaginal Oestrogen
(Estriol / Estradiol)

Women (all
UI types po
st-menopau
se)

Restores urethral mucosal integrity, submucosal vascularity, and
urethral closure pressure. Reduces urgency, frequency, dysuria,
and improves SUI. Cochrane meta-analysis: significant
improvement in urgency symptoms and a 36% reduction in
recurrent UTI. FSRH guidance: safe in breast cancer survivors
when topically applied. Preparations: Ovestin cream (estriol
0.1%), Vagifem pessary (estradiol), Estring vaginal ring. No
significant systemic absorption.

Duloxetine (SNRI — 40 mg bd) Women (SUI
— 2nd line)

Serotonin-noradrenaline reuptake inhibitor enhances
rhabdosphincter tone via pudendal nerve alpha-motor neurones
during the filling phase. Reduces leakage episodes by ~50% vs
placebo. NICE CG171: offer as second-line for women with SUI
who decline or are unsuitable for surgery and for whom PFMT
has not been effective. Titrate from 20 mg bd for 2 weeks to 40
mg bd. Side effects: nausea (~30% — most resolve by week 4),
dry mouth, dizziness, insomnia. Do not stop abruptly — gradual
withdrawal.

Desmopressin (DDAVP — oral
melt)

Both
(Nocturia /
Nocturnal
enuresis)

Synthetic ADH analogue; reduces nocturnal urine production by
increasing renal collecting duct water reabsorption. First-line for
documented nocturnal polyuria (>33% of 24h urine produced at
night, from bladder diary). 120–240 mcg sublingual melt at
bedtime. Critical caution: restrict fluid from 1 hour before to 8
hours after. Check serum sodium at 3 and 30 days — risk of
hyponatraemia; avoid in patients over 65 with eGFR <50.



Urinary Incontinence — Men & Women www.epsomurology.co.uk

Mr Shahid Khan  |  Consultant Urological Surgeon  |  Surrey & Sussex NHS Trust Page 11

Drug / Class For Mechanism, Dosing & Key Notes

Imipramine (Tricyclic —
off-label)

Both (Mixed
UI /
Nocturnal
enuresis)

Combined anticholinergic effect (reduces DO) and
sympathomimetic effect (increases urethral tone). Used in mixed
UI where other agents have failed; also for nocturnal enuresis in
adults refractory to desmopressin. Significant side effect profile:
cardiac arrhythmia (baseline ECG required); postural
hypotension; sedation; anticholinergic effects. Use with caution
in elderly patients.

Sources: NICE CG171 (updated 2024) | EAU Guidelines on Urinary Incontinence, 2024 | Chapple C, et al. Eur Urol.

2013;64(6):1003–1012 (SYNERGY trial — solifenacin + mirabegron)
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Surgical & Interventional Treatments

Surgical treatment is considered when conservative and pharmacological measures have not achieved

adequate improvement, or when the patient prefers a definitive procedure. The choice of operation is

individualised to the type of incontinence, severity, underlying urodynamic findings, comorbidities, and

patient preference, following full discussion of benefits, risks, and realistic expected outcomes.

Surgical Treatments for Women

Procedure Indications, Technique & Key Notes

Mid-Urethral Sling (MUS — TVT
/ TOT / Mini-sling)

The most effective surgical procedure for female SUI (cure rates ~80–90% at 5
years). A narrow polypropylene tape is passed beneath the mid-urethra under
tension-free positioning to restore urethral support during physical stress. TVT
(retropubic tape — Gynecare) and TOT (transobturator tape) have equivalent
short-term outcomes; TVT preferred for ISD. NHS England criteria (post-mesh
review): failed PFMT ≥6 months; MDT pelvic floor review; fully informed consent
regarding mesh risks (chronic pelvic pain, mesh erosion, dyspareunia). Mr Khan
refers to specialist mesh-trained pelvic floor surgeons.

Urethral Bulking Agents
(Bulkamid — Polyacrylamide;
Macroplastique)

Periurethral injection of bulking agent under cystoscopic guidance increases
intrinsic urethral resistance and closure pressure. Day-case procedure under
local or general anaesthesia. Suitable for: women unfit for or declining sling
surgery; intrinsic sphincter deficiency (ISD); recurrent SUI after previous surgery.
Bulkamid cure/improvement rate ~60–70% at 1 year; repeat injections required in
~20–30% at 3 years. NICE approved. No mesh implanted.

Colposuspension (Burch —
Laparoscopic or Open)

Elevation and fixation of the paravaginal tissues to Cooper's ligament,
repositioning the bladder neck. Historically the gold standard for SUI before MUS.
Now reserved for: recurrent SUI after failed MUS; concurrent abdominal surgery;
patient declining mesh. Laparoscopic Burch: equivalent outcomes to open;
shorter recovery. Cure rates ~85% at 1 year; ~70% at 10 years. Risk of de novo
urgency UI (~10–15%).

Anterior Repair (Colporrhaphy
+ Kelly Plication)

Surgical repair of anterior vaginal wall prolapse (cystocele) with plication of
periurethral fascia to improve bladder neck support. Lower cure rate for SUI than
MUS or colposuspension (~50% at 5 years). Principally used when anterior
vaginal wall prolapse is the primary problem and SUI is a secondary concern.
Referred to specialist urogynaecology.

Intravesical Botulinum Toxin A
(100 IU — Botox)

Cystoscopic injection of onabotulinumtoxin A into the detrusor (20–30 injection
sites, trigone spared). Inhibits acetylcholine release; suppresses involuntary
detrusor contractions for 6–9 months. NICE approved for idiopathic OAB
refractory to ≥2 drug therapies. Cure/significant improvement in urgency UI:
~50–60% at 3 months. Requires repeat injections. Catheterisation risk ~5–7%
(post-procedure PVR monitoring essential). Performed by Mr Khan under flexible
cystoscopy at Spire or SASH.

Sacral Neuromodulation (SNM
— InterStim™)

Implantable pulse generator delivering low-frequency electrical stimulation to the
S3 sacral nerve root, modulating afferent bladder signalling. NICE IPG404
approved for refractory urgency incontinence unresponsive to ≥2
pharmacological agents. Two stages: trial (percutaneous nerve evaluation —
PNE) then permanent implant if ≥50% improvement. Significant reduction in
urgency UI episodes (>50% in ~70% of patients). MRI-conditional devices
available. Referred to specialist neuromodulation centre.
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Procedure Indications, Technique & Key Notes

Augmentation Cystoplasty
(Clam — Ileum / Sigmoid)

Surgical enlargement of the bladder using detubularised bowel segment to
increase bladder capacity and reduce detrusor pressure. Reserved for: refractory
neurogenic detrusor overactivity or low compliance bladder unresponsive to
Botox and SNM; intractable urgency UI with severely reduced bladder capacity.
Requires lifelong clean intermittent self-catheterisation (CISC). Referred to
specialist neurourology / reconstructive urology centre.

Surgical Treatments for Men

Procedure Indications, Technique & Key Notes

Pelvic Floor Physiotherapy
(Post-Prostatectomy — Pre-op
& Post-op)

Pre-operative PFMT begun 4–6 weeks before radical prostatectomy significantly
reduces duration and severity of post-operative incontinence. Post-operative
PFMT, initiated immediately after catheter removal, is the first-line treatment and
accelerates recovery. Continence nurse / physiotherapist referral coordinated by
Mr Khan.

Male Sling (AdVance / AdVance
XP)

A retro-bulbar urethral sling repositions and compresses the proximal urethra,
restoring the urethral coaptation zone. Suitable for: mild-to-moderate
post-prostatectomy SUI (<400 mL/24h on pad test); urethral hypermobility rather
than ISD on urodynamics; no prior radiotherapy (higher failure rate).
Cure/significant improvement: ~50–70% at 3 years. Day-case or overnight
admission. Less effective than AUS for severe SUI. Referred to specialist male
continence surgical centre.

Artificial Urinary Sphincter
(AUS — AMS 800™)

The gold standard surgical treatment for moderate-to-severe male stress urinary
incontinence, particularly post-prostatectomy SUI. Three components: inflatable
cuff (placed around the bulbar urethra); pressure-regulating balloon (placed
retropubically); pump mechanism (placed in the scrotum). The cuff maintains
urethral closure at rest; the patient deflates the cuff by squeezing the scrotal
pump to allow voiding; the cuff refills automatically over 3–5 minutes. Cure /
significant improvement: ~70–80% at 5 years. Revision rate: ~20–30% at 10
years (mechanical failure, erosion). Referred to specialist male continence centre
(e.g. Royal Marsden, Guy's Hospital, or St George's). Mr Khan coordinates
referral with full urodynamic documentation.

ProACT™ (Adjustable
Continence Therapy —
Balloons)

Two adjustable silicone balloons placed on either side of the bulbar urethra via
perineal approach, compressing the urethra to improve passive resistance.
Adjustable post-operatively by needle injection of saline to fine-tune continence
vs voiding. Suitable for: mild-to-moderate post-prostatectomy SUI; patients unfit
for or declining AUS. Cure/improvement rate ~50–60% at 2 years; lower than
AUS. Referred to specialist male pelvic floor surgeon.

Intravesical Botulinum Toxin A
(100 IU)

Same protocol as for women — cystoscopic injection into detrusor for refractory
urgency incontinence secondary to detrusor overactivity in men (post-TURP
persistent DO; neurogenic DO; BPH-related DO unresponsive to anticholinergics
/ mirabegron). Performed by Mr Khan under flexible cystoscopy at Spire or
SASH.

Sources: NICE CG171 (updated 2024) | NICE IPG404 (SNM) | NICE TA290 (Botox OAB) | EAU Guidelines on Urinary Incontinence,

2024 | Bauer RM, et al. Eur Urol. 2011;60(1):82–91 (AUS outcomes)
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Mr Shahid Khan — Continence Clinic & Care Pathway

Mr Shahid Khan provides a specialist continence assessment and treatment clinic at East Surrey Hospital

(SASH), Spire Gatwick Park Hospital, and Spire St Anthony's Hospital for both male and female patients with

urinary incontinence. The clinic offers a comprehensive, evidence-based pathway from initial assessment

through to conservative management, pharmacological treatment, surgical intervention, and specialist referral.

The Incontinence Pathway — Step by Step

Step Action Details

1 Initial Assessment ICIQ-UI / ICIQ-FLUTS / ICIQ-MLUTS questionnaire; bladder diary
provision; detailed history including obstetric, surgical, and
neurological background; medication review; DRE / PSA (men);
pelvic examination (women where indicated)

2 Baseline Investigations Urinalysis and MSU; uroflowmetry and PVR; renal / bladder
ultrasound; 24-hour pad weight; bladder diary review

3 Further Investigations (if
indicated)

Pressure-flow urodynamics; urethral pressure profile; flexible
cystoscopy; CT urogram or USS upper tract

4 Conservative Measures Written lifestyle modification programme; bladder training protocol;
PFMT referral (physiotherapist / continence nurse); weight loss
and caffeine/fluid guidance; containment product advice

5 Medical Therapy Anticholinergics or mirabegron (UUI / OAB); topical oestrogen
(post-menopausal women); duloxetine (women with SUI);
desmopressin (nocturia / nocturnal enuresis); combination therapy
for mixed incontinence

6 Surgical Treatment (Mr Khan —
in theatre)

Intravesical Botulinum Toxin A (refractory OAB — both sexes);
urethral bulking (Bulkamid — women); pelvic floor procedures;
BPH surgery / TURP (men with BOO-related UI)

7 Specialist Referral Mid-urethral sling / MUS (women) → specialist urogynaecology;
AUS / male sling (men, post-prostatectomy) → Royal Marsden /
Guy's; SNM → specialist neuromodulation centre; augmentation
cystoplasty → specialist neurourology; mesh complication
management → specialist pelvic floor MDT

Services Available at Mr Khan's Continence Clinic

● Specialist continence assessment (men and women) — ICIQ scoring, bladder diary, and

structured clinical evaluation

● Bladder diary provision and interpretation — functional capacity, nocturnal polyuria index, and

fluid pattern analysis

● Uroflowmetry and post-void residual — in clinic, no preparation required

● Renal and bladder ultrasound — arranged via Spire or SASH imaging

● Pressure-flow urodynamics and urethral pressure profile — arranged at SASH or Spire

urodynamics suite; clear MSU required
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● Flexible cystoscopy — outpatient under local anaesthesia at Spire Gatwick Park / Spire St

Anthony's / SASH

● Continence physiotherapy referral — pelvic floor muscle training (women and men

pre/post-prostatectomy)

● Personalised lifestyle and bladder training programme — written plan with diary-guided follow-up

● Full pharmacological prescribing service — anticholinergics, mirabegron, topical oestrogen,

duloxetine, desmopressin

● Intravesical Botulinum Toxin A injection — refractory OAB / urgency UI; performed by Mr Khan

under cystoscopic guidance

● Urethral bulking injection (Bulkamid) — for female SUI; day-case procedure at Spire or SASH

● Bipolar TURP — for men with BOO-related urgency or overflow incontinence secondary to BPH

● Specialist referral coordination — MUS, AUS, male sling, SNM, colposuspension — with full

urodynamic documentation

REFERRAL & APPOINTMENTS

Referrals are welcomed from GPs, gynaecologists, care of the elderly physicians, neurologists, and oncologists.

Patients may also self-refer for a private consultation. Mr Khan sees both male and female patients in NHS and

private settings. Continence nurse support is available through the SASH continence service.

Website www.epsomurology.co.uk

NHS East Surrey Hospital, Canada Avenue, Redhill RH1 5RH | Surrey & Sussex NHS Trust

Private Spire Gatwick Park Hospital, Povey Cross Road, Horley RH6 0BL

Private Spire St Anthony's Hospital, London Road, North Cheam SM3 9DW

Disclaimer: This document is produced for patient information purposes only. All clinical content has been independently compiled and

expressed in original language, drawing upon NICE Guideline CG171 (Urinary incontinence in women, updated 2024), NICE NG97

(LUTS in men, 2024), EAU Guidelines on Urinary Incontinence (2024), NICE IPGXXX / TA guidance as cited, and peer-reviewed

urological literature. No NHS or third-party text has been reproduced verbatim. Clinical decisions must be made following individual

specialist assessment.


