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What Are Lower Urinary Tract Symptoms (LUTS)?

Lower urinary tract symptoms (LUTS) is a broad clinical term describing a range of symptoms that arise

from the bladder, urethra, prostate (in men), or pelvic floor. LUTS are amongst the most prevalent

urological complaints, affecting an estimated 50–75% of adults over the age of 40. They affect men and

women differently in their causes and presentation, but the diagnostic and therapeutic principles overlap

significantly.

LUTS are traditionally classified into three groups based on which phase of the voiding cycle they affect.

Understanding which category — or combination of categories — your symptoms fall into is the first step

towards identifying the correct diagnosis and treatment.

Category Symptoms Common Underlying Causes

Storage (Irritative) Urgency; increased daytime
frequency; nocturia (waking at
night to void); urgency urinary
incontinence; stress urinary
incontinence

Overactive bladder (OAB); detrusor overactivity; urinary
tract infection; bladder cancer or CIS; pelvic floor
weakness (women); neurological disease; reduced
functional bladder capacity; bladder stones

Voiding (Obstructive) Hesitancy; poor or slow
urinary stream; straining to
void; intermittent stream;
terminal dribbling; incomplete
emptying

Benign prostatic hyperplasia (men); urethral stricture;
bladder neck obstruction; detrusor underactivity; pelvic
organ prolapse (women); post-surgical scarring;
neurogenic bladder

Post-Micturition Post-micturition dribble;
sensation of incomplete
bladder emptying

Pooling of urine in the prostatic or bulbar urethra; reduced
urethral sphincter recoil; elevated post-void residual (PVR)
from BOO or DU

Key Facts — LUTS in Men & Women

Prevalence in men over 40 ~30–40% report bothersome LUTS; rises to >70% over 70 years

Prevalence in women over 40 ~40–50% report bothersome LUTS; OAB affects ~17% of
women

Most common cause in men Benign prostatic hyperplasia (BPH) — enlarged prostate

Most common cause in women Overactive bladder (OAB) and stress urinary incontinence

Impact on quality of life Sleep disturbance, reduced social engagement, anxiety,
depression, and work impairment — often under-reported and
under-treated

LUTS are rarely life-threatening But profoundly affect daily life; seeking assessment is always
appropriate

Red flag symptoms requiring urgent
assessment

Visible blood in the urine (haematuria); sudden complete inability
to void (urinary retention); new neurological symptoms;
unintentional weight loss
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Sources: EAU Guidelines on Non-Neurogenic Male LUTS, 2024 | EAU Guidelines on Urinary Incontinence, 2024 | NICE Guideline

NG97 (LUTS in men, 2024) | NICE Guideline CG171 (Urinary Incontinence in women, 2019, updated 2024)
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Causes of LUTS in Men

Condition Key Features & Notes

Benign Prostatic Hyperplasia
(BPH)

The most common cause of male LUTS. Enlarged prostate narrows the urethra,
increasing urethral resistance. Produces predominantly voiding symptoms but
secondary detrusor overactivity causes storage symptoms too. Affects ~50% of
men aged 50–60 and ~90% by age 80–90. See BPH leaflet.

Overactive Bladder (OAB) Detrusor overactivity (involuntary bladder contractions during filling) causes
urgency, frequency, and urgency incontinence. May be primary (idiopathic) or
secondary to BOO from BPH. Urgency is the defining symptom.

Urethral Stricture Disease Scarring within the urethra narrows the lumen and reduces flow. Causes
significant voiding LUTS (poor stream, straining, incomplete emptying).
Common causes: previous urethritis, trauma, catheterisation, hypospadias
surgery. Diagnosed by uroflowmetry + urethrogram ± flexible cystoscopy.

Detrusor Underactivity (DU) Impaired bladder contractility — the bladder fails to generate sufficient pressure
to empty efficiently. Elevated post-void residual. Mimics BOO clinically but
requires urodynamics for distinction. Common in elderly men; autonomic
neuropathy (diabetes); post-pelvic surgery. TURP will not improve DU —
urodynamics vital before surgery.

Neurogenic LUTS Spinal cord injury, multiple sclerosis, Parkinson's disease, diabetic autonomic
neuropathy, and cauda equina syndrome all alter bladder and urethral function.
Neurogenic detrusor overactivity (NDO) or detrusor-sphincter dyssynergia
(DSD) require specialist neurourology assessment.

Prostate Cancer LUTS are not a reliable indicator of prostate cancer — most prostate cancers
are clinically silent until locally advanced. However, haematuria, severe LUTS,
or a suspicious DRE alongside elevated PSA should prompt urgent
assessment.

Causes of LUTS in Women

Condition Key Features & Notes

Stress Urinary Incontinence (SUI) Involuntary leakage of urine on physical exertion, coughing, sneezing, or
laughing — caused by insufficient urethral closure pressure relative to
intravesical pressure rise. Most common cause: pelvic floor muscle weakness
following childbirth, menopause, or chronic straining. First-line: supervised
pelvic floor muscle training ≥3 months.

Overactive Bladder (OAB) &
Urgency Incontinence

Urgency ± frequency ± urgency incontinence without infection. Affects ~17% of
women. May be idiopathic or secondary to oestrogen deficiency
(post-menopause), UTI, bladder pathology, or neurological disease. First-line:
bladder training + lifestyle modification; pharmacotherapy: anticholinergics or
mirabegron.

Genitourinary Syndrome of
Menopause (GSM)

Oestrogen deficiency causes urogenital atrophy: vaginal dryness, urethral
atrophy, reduced mucosal immunity, elevated vaginal pH, and loss of
Lactobacillus flora. Produces urgency, frequency, dysuria, recurrent UTIs, and
worsening SUI. First-line: topical vaginal oestrogen — highly effective and safe.



Lower Urinary Tract Symptoms (LUTS) www.epsomurology.co.uk

Mr Shahid Khan  |  Consultant Urological Surgeon  |  Surrey & Sussex NHS Trust Page 5

Condition Key Features & Notes

Pelvic Organ Prolapse (POP) Descent of the bladder (cystocele), uterus, or bowel into the vaginal canal. May
cause voiding difficulty (obstructed voiding from urethral kinking), incomplete
emptying, stress incontinence, or OAB symptoms. Diagnosed clinically; treated
with pelvic floor physiotherapy, pessary, or surgical repair.

Bladder Pain Syndrome (BPS /
Interstitial Cystitis)

Chronic pelvic or bladder pain associated with bladder filling, relieved by
voiding, with no identifiable infection or other cause. Frequency and urgency are
prominent. Affects women far more than men. Diagnosis of exclusion — flexible
cystoscopy and cystodistension required. Managed with dietary modification,
Ialuril instillations, amitriptyline, and specialist input.

Neurogenic & Post-Surgical
LUTS

Multiple sclerosis, diabetes, Parkinson's, and previous pelvic surgery
(hysterectomy, colorectal surgery) can all disrupt bladder and urethral
innervation. Post-surgical scarring or urethral injury may cause voiding difficulty
or incontinence. Urodynamics essential for diagnosis.

Sources: EAU Guidelines on LUTS / BPH, 2024 | EAU Guidelines on Urinary Incontinence, 2024 | NICE CG171 (Urinary Incontinence

in women, updated 2024) | NICE NG97 (LUTS in men, 2024)
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Investigations & Diagnostics

A structured assessment is essential before initiating treatment. Mr Khan's LUTS clinic provides a

comprehensive range of investigations to characterise the nature, severity, and underlying cause of urinary

symptoms.

Investigation What It Measures When Used

IPSS / ICIQ Questionnaire International Prostate Symptom Score
(men): 7-question, 35-point validated
symptom severity and QoL score.
ICIQ-FLUTS (women): validated
frequency, leakage, urgency, and voiding
symptom score.

All new LUTS presentations; baseline
and treatment monitoring

Bladder Diary
(Frequency-Volume Chart)

48–72 hour record of fluid intake, voiding
times, voided volumes, and leakage
episodes. Calculates: functional bladder
capacity, 24-hour voided volume,
nocturnal polyuria index (>33%
nocturnal), and voiding frequency.

All LUTS; essential for OAB and
nocturia; guides treatment selection;
identifies excessive caffeine, alcohol,
or fluid intake

Urinalysis & MSU Culture Dipstick: haematuria, leucocytes, nitrites,
glucose, protein. Culture: excludes UTI as
a reversible cause of LUTS. Mandatory
before any invasive investigation.

All new LUTS presentations; always
before urodynamics or cystoscopy

Uroflowmetry & Post-Void
Residual (PVR)

Qmax (normal >15 mL/s; BOO typically
<10 mL/s); flow curve morphology; voided
volume; time to maximum flow. PVR by
portable ultrasound immediately after void
— PVR >150 mL clinically significant.

All men with voiding LUTS; women
with voiding difficulty or suspected
incomplete emptying; pre- and
post-treatment comparison

Renal & Bladder Ultrasound Upper tract dilatation (hydronephrosis
from chronic retention); bladder wall
thickening / trabeculation; PVR; bladder
stones; prostate volume estimation (PSA
density in men).

All LUTS with elevated PVR,
haematuria, recurrent UTI, or
suspected upper tract involvement

PSA (Men) Age-adjusted total and free PSA. Informs
prostate cancer risk; guides BPH
treatment (5-ARI indicated when PSA
>1.4 ng/mL / prostate >30–40 mL). PSA is
halved by 5-ARIs — document baseline.

All men presenting with LUTS
undergoing urological assessment,
after informed discussion

Pressure-Flow Urodynamics
(PFS — Invasive)

Simultaneous detrusor pressure and flow
rate during filling and voiding. Confirms:
detrusor overactivity; bladder outlet
obstruction index (BOOI ≥40); detrusor
underactivity (BCI <100); bladder
compliance; sphincter incompetence.

Uncertain diagnosis; pre-operative
assessment when BPH surgery
planned with atypical features; failed
previous BPH surgery; neurogenic
LUTS; incontinence before surgical
repair
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Investigation What It Measures When Used

Flexible Cystoscopy Direct endoscopic visualisation of the
urethra and bladder mucosa. Identifies:
bladder tumour; CIS; stones; urethral
stricture; trabeculation; median lobe
(men); diverticulum; fistula.

Haematuria accompanying LUTS;
atypical or refractory LUTS; failed
treatment; pre-operative BPH
assessment; suspected bladder pain
syndrome

MRI Prostate (Men) CT Pelvis
(Selected)

mpMRI prostate: PI-RADS scoring if PSA
raised and prostate cancer assessment
required before BPH treatment. CT pelvis:
pelvic mass compressing bladder or
urethra; complex anatomy.

When prostate cancer must be
excluded before BPH surgery;
complex or atypical LUTS
presentations

Sources: EAU Guidelines on Non-Neurogenic Male LUTS, 2024 | EAU Urinary Incontinence, 2024 | NICE NG97, CG171 | NICE DG45

(UTI diagnosis, 2022)
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Lifestyle Modification & Conservative Measures

Lifestyle modification is the foundation of LUTS management for all patients, regardless of severity, and

should be offered before or alongside any pharmacological or surgical intervention. Evidence

demonstrates that these measures can produce meaningful and durable symptom improvement, and in

mild-to-moderate LUTS may be sufficient as sole management.

Intervention Evidence & Practical Guidance

Fluid Management Reduce total fluid intake to 1.5–2 litres per day if taking in excess — but do not
restrict to less than 1.5 L as this concentrates urine and irritates the bladder.
Spread intake evenly throughout the day. Avoid large fluid volumes in the 2–3
hours before bedtime to reduce nocturia. Monitor urine colour: pale straw is
adequate hydration.

Caffeine Reduction Caffeine (coffee, tea, cola, energy drinks) is a direct bladder irritant and a mild
diuretic. RCT evidence (Tomlinson et al.) demonstrates significant reduction in
urgency and frequency with caffeine reduction. Reduce gradually to avoid
headache withdrawal. Target <200 mg caffeine/day (approximately 2 standard
coffees). Decaffeinated alternatives are well-tolerated.

Alcohol Reduction Alcohol acts as a diuretic (suppresses ADH) and a bladder irritant. Heavy alcohol
intake significantly worsens OAB symptoms and nocturia. Advise moderation per
UK guidelines (≤14 units/week with alcohol-free days). Particular benefit in
nocturia management.

Bladder Training (OAB &
Urgency)

A structured programme of progressively increasing the interval between voids,
despite urgency, over 6–12 weeks. Trains cortical suppression of unwanted
detrusor contractions. Start with timed voiding every 60–90 minutes; increase by
15 minutes each week targeting 3–4 hour voiding intervals. NICE CG171
recommends bladder training as first-line for OAB in women (at least 6 weeks).
Equivalent outcomes to anticholinergic medication at 12 months in moderate
OAB.

Pelvic Floor Muscle Training
(PFMT — Women)

Supervised PFMT by a specialist continence physiotherapist is the first-line
evidence-based treatment for stress urinary incontinence (NICE CG171:
minimum 3 months of 8 contractions, 3 sets daily). Also improves urgency
incontinence and mixed incontinence. Digital biofeedback or electrical stimulation
for women unable to identify pelvic floor muscles voluntarily. Cochrane review:
PFMT significantly reduces leakage episodes vs controls. Referral to continence
nurse or physiotherapist arranged via Mr Khan.

Weight Management Obesity is an independent risk factor for stress urinary incontinence and OAB.
Each 5-unit increase in BMI is associated with a ~20–70% increased risk of
urinary incontinence. Weight loss of ≥5–10% body weight produces clinically
significant reduction in urinary leakage frequency. Refer to GP or dietitian for
structured weight loss programme.

Bowel Management &
Constipation Treatment

Chronic constipation increases intra-abdominal pressure, worsens stress
incontinence, and mechanically distorts the bladder and urethra. Adequate fibre
intake (25–30 g/day), hydration, and regular physical activity are fundamental.
Treat constipation actively with dietary modification before laxatives. Faecal
loading on USS or plain X-ray should be addressed before urodynamic
assessment.
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Intervention Evidence & Practical Guidance

Smoking Cessation Chronic cough from smoking dramatically worsens stress urinary incontinence
through repeated rises in intra-abdominal pressure. Smoking is also a direct
bladder carcinogen — any LUTS in a current or ex-smoker requires haematuria
exclusion. Refer to NHS Stop Smoking service or Smokefree helpline.

Prompted / Timed Voiding
(Elderly / Frail Patients)

For elderly or cognitively impaired patients unable to initiate bladder training,
scheduled voiding at regular 2–3 hourly intervals reduces incontinence episodes
by pre-emptively voiding before the urge becomes overwhelming. Particularly
effective in care home settings when supported by staff.

Urethral Milking
(Post-Micturition Dribble —
Men)

Post-micturition dribble results from urine pooling in the bulbar urethra after
voiding. After finishing, place fingers behind the scrotum and gently apply forward
pressure to milk residual urine from the urethra. Effective in the majority of men;
no pharmacological intervention required.

Sources: NICE CG171 (Urinary Incontinence in women, updated 2024) | NICE NG97 | Tomlinson BU, et al. J Am Geriatr Soc.

1999;47(8):939–943 (caffeine RCT) | Dumoulin C, et al. Cochrane Database Syst Rev. 2018 (PFMT for UI)
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Medical (Pharmacological) Treatments

Medical therapy is selected according to the dominant symptom category (voiding vs storage), the patient's

sex, underlying diagnosis, comorbidities, and tolerance. In many patients, combination therapy addresses

both voiding and storage components simultaneously.

Drug / Class For Mechanism, Dose & Key Notes

Alpha-1 Blockers (Tamsulosin,
Alfuzosin, Silodosin,
Doxazosin)

Men (BOO /
BPH)

Relax prostatic smooth muscle and bladder neck via alpha-1A
adrenoreceptor blockade; reduces dynamic urethral resistance.
Onset within 48–72 hours. Improves IPSS by ~30–35% and
Qmax by ~20–25%. Side effects: retrograde ejaculation (~30%
tamsulosin), postural hypotension (doxazosin), dizziness.

5-Alpha Reductase Inhibitors
(Finasteride, Dutasteride)

Men (BPH
>30 mL)

Reduces prostate volume by ~20–25% over 6–12 months;
halves PSA (document baseline). Reduces AUR risk by 57%
and need for surgery by 55% (MTOPS trial). 3–6 months for full
benefit. Side effects: erectile dysfunction (~5%), reduced libido,
ejaculatory disorder, gynaecomastia. Note: PCPT trial — modest
increased detection of high-grade cancer.

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

Men &
Women
(OAB / DO)

Block muscarinic M2/M3 receptors in detrusor muscle; reduce
involuntary contractions and increase functional bladder
capacity. Solifenacin 5–10 mg od; tolterodine 2–4 mg od (ER
preferred). Caution: PVR >150 mL (retention risk); narrow-angle
glaucoma; elderly (cognitive effects — avoid oxybutynin). Side
effects: dry mouth, constipation, blurred vision.

Beta-3 Agonist (Mirabegron
25–50 mg)

Men &
Women
(OAB)

Activates beta-3 adrenoreceptors in detrusor; relaxes bladder
during filling; increases functional capacity. Alternative or adjunct
to anticholinergics. Preferred where anticholinergics are
contraindicated (glaucoma, constipation, cognitive impairment).
Side effects: hypertension (monitor BP); urinary retention (rare).

Vibegron 75 mg (BETA-3
agonist — newer)

Men &
Women
(OAB)

Newer highly selective beta-3 agonist with minimal
cardiovascular effects compared to mirabegron. No significant
drug interactions with CYP2D6 substrates. Approved by MHRA;
NICE review pending. Emerging option for patients with cardiac
comorbidity or hypertension precluding mirabegron.

Topical Vaginal Oestrogen
(Estriol, Estradiol)

Women (Po
st-menopau
se)

Restores urothelial and urethral mucosal integrity; re-acidifies
vaginal pH; re-establishes Lactobacillus flora. Reduces urgency,
frequency, dysuria, and recurrent UTI. Cochrane evidence: 36%
reduction in rUTI; improvement in OAB and SUI. Minimal
systemic absorption. Preparations: Ovestin cream, Vagifem
pessary, Estring ring.

Desmopressin (DDAVP —
oral/melt)

Men &
Women
(Nocturia)

Synthetic ADH analogue; reduces nocturnal urine production.
First-line for documented nocturnal polyuria (>33% of 24h urine
produced at night on bladder diary). Dose: 0.1–0.4 mg oral or
120–240 mcg sublingual melt at bedtime. Critical: restrict fluid
from 1 hour before to 8 hours after. Risk of hyponatraemia —
check Na■ at 3 and 30 days; avoid in >65s with eGFR <50.
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Drug / Class For Mechanism, Dose & Key Notes

PDE5 Inhibitor (Tadalafil 5 mg
daily)

Men (LUTS
+ ED)

Relaxes prostatic, urethral, and bladder neck smooth muscle via
cGMP pathway. NICE-approved for LUTS + erectile dysfunction
combination. Improves IPSS by ~5 points. Contraindicated with
nitrates. Side effects: flushing, headache, back pain.

Duloxetine 40 mg bd
(Serotonin-Noradrenaline
Reuptake Inhibitor)

Women
(SUI)

Enhances urethral sphincter rhabdosphincter tone via pudendal
nerve alpha-motor neurones. Second-line pharmacotherapy for
moderate-severe SUI in women who decline or are awaiting
surgery. NICE CG171 recommends it be offered if PFMT has not
been effective and patient is not suitable for or declines surgery.
Side effects: nausea (~30% — reduces with time), dry mouth,
insomnia.

Sources: NICE NG97 (LUTS in men) | NICE CG171 (Urinary incontinence in women, updated 2024) | EAU Guidelines on

Non-Neurogenic Male LUTS, 2024 | EAU Urinary Incontinence, 2024 | MTOPS Research Group. NEJM. 2003;349(25):2387 | Abrams

P, et al. Neurourol Urodyn. 2018
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Surgical & Interventional Treatments

Surgical intervention is considered when: symptoms are severe (IPSS ≥20 in men); medical therapy has

failed or is poorly tolerated; there are absolute indications (acute urinary retention, recurrent UTI, bladder

stones, renal impairment from obstruction); or the patient's preference is for definitive treatment. All

surgical options are discussed at a pre-operative consultation and, where indicated, at the urology MDT.

Procedure For Indication, Technique & Notes

Bipolar TURP (Transurethral
Resection of the Prostate)

Men (BPH) Gold standard surgical treatment for BPH (prostates up to ~80
mL). Endoscopic resection of obstructing prostatic adenoma
using bipolar diathermy in saline. IPSS improvement ~65–70%;
Qmax increase ~100–165%. Performed by Mr Khan at SASH
and Spire hospitals. Retrograde ejaculation occurs in ~70–90%
— counsel pre-operatively. Day case or overnight admission.
See BPH leaflet.

HoLEP (Holmium Laser
Enucleation of Prostate)

Men (Large
BPH >80
mL)

Size-independent holmium laser enucleation of entire prostatic
adenoma. Equivalent or superior to TURP in RCTs; lower blood
loss; lower re-treatment rate at 7 years. Mr Khan refers
large-gland patients to specialist HoLEP centres (Royal Surrey,
Guildford).

Urethrotomy / Urethroplasty Men
(Urethral
stricture)

Direct vision internal urethrotomy (DVIU) or urethroplasty (open
reconstruction) for urethral stricture disease causing LUTS.
DVIU: endoscopic incision of stricture under GA — suitable for
short bulbar strictures (recurrence ~50% at 5 years).
Urethroplasty: superior long-term outcomes for longer strictures
(success rate >85% at 5 years) — referred to specialist centre.

Mid-Urethral Sling (MUS)
(Tension-Free Tape — TVT/TOT)

Women
(SUI)

Polypropylene mesh tape placed under the mid-urethra to
restore urethral support during coughing and physical activity.
The most effective surgical treatment for stress urinary
incontinence (cure rates ~80–90% at 5 years). NHS England has
strict criteria for mesh procedures: failed PFMT ≥6 months; full
specialist surgical assessment; specialist pelvic floor MDT
review. Mr Khan refers to specialist urogynaecology / pelvic floor
surgery centres.

Bulkamid Urethral Bulking
(Polyacrylamide Hydrogel)

Women
(SUI)

Periurethral injections of bulking agent to increase intrinsic
urethral closure pressure. Day-case procedure under LA or GA.
Suitable for women unfit for or declining sling surgery. Less
durable than MUS (repeat injections required ~20–30% at 3
years) but minimal complications and no mesh. NICE approved.

Sacral Neuromodulation (SNM
— Interstim)

Men &
Women
(Refractory
OAB /
Urgency
incont.)

Implantable device delivering low-frequency electrical
stimulation to the S3 sacral nerve root, modulating bladder
afferent activity. NICE-approved for refractory OAB
unresponsive to ≥2 pharmacological agents. Two-stage
procedure: percutaneous nerve evaluation (PNE) trial, then
permanent implant if ≥50% improvement. Significant reduction in
urgency, frequency, and leakage episodes. Referred to
specialist neuromodulation centres.
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Procedure For Indication, Technique & Notes

Botulinum Toxin A Intravesical
Injection (Botox — 100 IU)

Men &
Women
(Refractory
OAB)

Cystoscopic injection of onabotulinumtoxin A into the detrusor
muscle (20–30 injection sites, sparing trigone). Inhibits
acetylcholine release at the neuromuscular junction, suppressing
detrusor contractions. NICE-approved: 100 IU for idiopathic OAB
refractory to pharmacotherapy. Effect duration 6–9 months;
repeat injections required. Catheterisation risk ~5–7% (PVR
monitoring post-procedure essential). Performed under flexible
cystoscopy in the outpatient setting.

Pelvic Floor Repair & Prolapse
Surgery

Women
(POP with
LUTS)

Anterior colporrhaphy (cystocele repair), posterior repair, or
apical suspension (sacrocolpopexy) for symptomatic pelvic
organ prolapse contributing to voiding dysfunction or
incontinence. Referred to specialist urogynaecology / pelvic floor
surgery. Pessary fitting as a non-surgical alternative where
appropriate.

Augmentation Cystoplasty
(Clam Cystoplasty)

Men &
Women (Lo
w-complian
ce
neurogenic
bladder)

Surgical enlargement of the bladder using an isolated segment
of ileum or sigmoid colon to increase bladder capacity and
reduce intravesical pressures in low-compliance neurogenic
bladder disease. Requires lifelong clean intermittent
self-catheterisation (CISC). Reserved for neurogenic or
refractory cases failing all other measures. Referred to specialist
neurourology centre.

Sources: EAU Guidelines on Non-Neurogenic Male LUTS, 2024 | EAU Urinary Incontinence, 2024 | NICE CG171 (updated 2024) |

NICE NG97 | NICE IPG404 (SNM) | NICE TA290 (Botox OAB)
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Mr Shahid Khan — LUTS Clinic & Care Pathway

Mr Shahid Khan provides a comprehensive LUTS assessment and treatment clinic at East Surrey Hospital

(SASH), Spire Gatwick Park Hospital, and Spire St Anthony's Hospital. The clinic serves both men and women

with urinary symptoms of all types, with a structured, evidence-based pathway from initial assessment through to

definitive treatment or specialist referral.

The LUTS Pathway — From First Appointment to Treatment

Step Assessment / Action Details

1 Initial Consultation History; IPSS / ICIQ score; bladder diary provision; medication
review; red flag symptom screen; DRE (men); pelvic examination
(women where indicated)

2 Baseline Investigations Urinalysis and MSU; PSA (men); uroflowmetry and PVR; renal
and bladder ultrasound; bladder diary review

3 Further Diagnostics (if
indicated)

Pressure-flow urodynamics; flexible cystoscopy; mpMRI prostate;
CT urogram; urine cytology

4 Conservative Management Lifestyle modification counselling; bladder diary-guided fluid
advice; bladder training prescription; PFMT referral (women);
weight loss guidance; caffeine reduction plan

5 Medical Therapy Initiated and monitored by Mr Khan: alpha-blockers (men); 5-ARIs
(men with large prostate); anticholinergics / mirabegron (OAB);
topical oestrogen (post-menopausal women); desmopressin
(nocturia); duloxetine (women with SUI); tadalafil (men with LUTS
+ ED)

6 Surgical Treatment (Mr Khan —
in theatre)

Bipolar TURP (men with BPH, prostate ≤80 mL); intravesical
Botox (refractory OAB); urethral stent removal / change;
catheter-related procedures

7 Specialist Referral HoLEP (large prostate >80 mL) → Royal Surrey, Guildford; MUS /
prolapse surgery → specialist urogynaecology; SNM → specialist
neuromodulation centre; urethroplasty → specialist reconstructive
urology; neurogenic LUTS → neurourology

Services Available at Mr Khan's LUTS Clinic

● IPSS / ICIQ symptom scoring and quality-of-life assessment at every visit

● Bladder diary provision and review — frequency-volume chart with clinical interpretation

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

● PSA blood test (men) — with age-adjusted interpretation and prostate cancer counselling

● Urinalysis and MSU culture — at every assessment appointment

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

● Pressure-flow urodynamics — arranged at SASH or Spire urodynamics suite

● Flexible cystoscopy — arranged at Spire Gatwick Park / Spire St Anthony's / SASH

● Personalised lifestyle modification programme — written plan provided
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● Bladder training programme — structured 6–12 week protocol with diary support

● Continence physiotherapy referral — pelvic floor muscle training for women

● Full medical prescribing service — all LUTS medications initiated and monitored

● Bipolar TURP — performed by Mr Khan at SASH and Spire hospitals

● Intravesical Botulinum Toxin A — for refractory OAB; arranged at Spire or SASH

● Specialist referral coordination — HoLEP, MUS, SNM, urethroplasty with full documentation

REFERRAL & APPOINTMENTS

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

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

private settings.

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, Surrey RH6 0BL

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

Disclaimer: This document is produced for patient information purposes. All clinical content independently compiled and expressed in

original language from NICE Guideline NG97 (LUTS in men, 2024), NICE CG171 (Urinary incontinence in women, updated 2024), EAU

Guidelines on Non-Neurogenic Male LUTS and Urinary Incontinence (2024 editions), and peer-reviewed evidence as cited. No NHS or

third-party text has been reproduced verbatim. Clinical decisions must be made following individual specialist assessment.


