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Paediatric & Adolescent Urology — Overview of Services

Mr Shahid Khan provides specialist urological consultation and surgical care for young patients aged 12 to

18 years in the private sector, at Spire Gatwick Park Hospital and Spire St Anthony's Hospital. Adolescent

urology occupies a clinically distinct space, addressing the transition from childhood conditions to adult

urological presentations, within a framework that respects the developmental, psychological, and

emotional needs of this age group.

Consultations are conducted in a calm, professional environment. Patients aged 16 and over are generally

seen as autonomous individuals with full capacity to consent in their own right. For younger patients

(12–15 years), consultations are conducted with a parent or guardian present, and Gillick competence

principles are applied where appropriate. No patient is seen without appropriate adult accompaniment

unless a specific clinical and safeguarding assessment confirms competence and independent attendance

is appropriate.

Clinical Area Conditions Seen & Services Provided

Recurrent Urinary Tract
Infections (UTIs)

Assessment and investigation of recurrent UTIs in adolescent males and females;
urine culture review; bladder dysfunction assessment; upper tract imaging; voiding
diary; antibiotic prophylaxis review; transition from paediatric services

Nocturnal Enuresis
(Bedwetting)

Assessment of primary and secondary nocturnal enuresis; bladder diary;
uroflowmetry; exclusion of underlying urological pathology; enuresis alarm therapy;
desmopressin; anticholinergic therapy where indicated

Penile & Foreskin
Conditions

Phimosis and pathological foreskin tightening (including BXO); recurrent balanitis;
frenulum breve; preputioplasty; circumcision; frenuloplasty — all performed under GA

Scrotal & Testicular
Conditions

Undescended testis (UDT) — orchidopexy and orchidectomy; hydrocele; epididymal
cyst; varicocele assessment; testicular torsion emergency assessment and
exploration at SASH

Haematuria & Proteinuria Evaluation of visible and non-visible haematuria in adolescents; urinalysis and MSU;
renal ultrasound; urine cytology in selected cases; exclusion of bladder and upper
tract pathology; renal medicine co-referral for glomerular causes

Voiding Dysfunction & LUTS Daytime wetting; urgency; poor flow; incomplete emptying; overactive bladder in
adolescents; uroflowmetry; post-void residual; bladder diary; urodynamics where
indicated

Complex / Congenital
Conditions (Referral)

Hypospadias; posterior urethral valves; vesicoureteric reflux requiring surgical
intervention; bladder exstrophy; epispadias; neurogenic bladder — referred to the
Evelina London Children's Hospital specialist paediatric urology team (see page
6)

IMPORTANT — ACCESS & PATHWAY INFORMATION

Mr Khan sees patients aged 12–18 in the private sector only. Adolescent patients presenting to the NHS with

urological problems should be referred via their GP to the appropriate NHS paediatric or urology pathway.

Emergency presentations (including testicular torsion) are managed at Surrey & Sussex NHS Trust (SASH) —

East Surrey Hospital — regardless of funding status.

Sources: EAU/ESPU Guidelines on Paediatric Urology, 2024 | NICE Guideline CG54 (UTI in children) | NICE Guideline CG111

(Nocturnal Enuresis) | NICE Guideline NG61 (Bedwetting in under 19s)
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Recurrent Urinary Tract Infections in Adolescents

Recurrent urinary tract infections (UTIs) — defined as two or more episodes within six months, or three or

more within twelve months — are a significant clinical concern in adolescents, particularly in females.

Whilst most infections are uncomplicated lower tract episodes, recurrent UTIs in this age group warrant

systematic investigation to identify underlying anatomical, functional, or behavioural risk factors that

predispose to repeat infection.

Assessment / Investigation Purpose & Clinical Notes

History & Bladder Diary Detailed history of UTI frequency, causative organisms, prior antibiotic courses,
and treatment response. Bladder diary (frequency-volume chart) over 48–72
hours to characterise voiding pattern, functional bladder capacity, fluid intake,
and identify dysfunctional voiding patterns that perpetuate infection. Bowel habit
review — constipation is a significant and frequently overlooked risk factor for
recurrent UTI in adolescents.

Urine Culture & Sensitivity Midstream urine (MSU) microscopy, culture, and sensitivity for all suspected UTI
episodes. Microbiological identification is essential: E. coli accounts for ~80%;
Klebsiella, Proteus, Enterococcus are also relevant. Sensitivity data guides
targeted antibiotic therapy and prophylaxis selection. Catheter specimens or
suprapubic aspirates for equivocal cases.

Renal Ultrasound First-line imaging for all adolescents with recurrent UTIs. Identifies structural
abnormalities: duplex kidney, pelviureteric junction obstruction, vesicoureteric
reflux-related renal scarring (reduced cortical thickness), hydronephrosis, bladder
wall thickening (trabeculation), and post-void residual volume. Non-invasive; no
radiation.

Uroflowmetry & Post-Void
Residual

Voiding dysfunction — including incomplete emptying, detrusor overactivity, and
dysfunctional voiding (interrupted flow pattern with pelvic floor over-activity) — is
a recognised cause of recurrent UTI in adolescent girls. Uroflowmetry identifies
abnormal flow curves (plateau, interrupted, tower-shaped); post-void residual >30
mL is clinically significant and perpetuates bacterial colonisation.

MAG3 Renogram (Isotope Renal
Scan)

Functional assessment of each kidney's differential function and drainage.
Indicated where renal scarring is suspected on ultrasound or where
vesicoureteric reflux (VUR) has been diagnosed. Identifies obstructed drainage
patterns and quantifies split renal function (normal ≥45% per kidney). Guides
further management and referral decisions.

DMSA Scintigraphy Identifies cortical scarring secondary to previous pyelonephritis. Performed ≥6
months after the acute infection to allow resolution of acute inflammation. Scars
appear as photon-deficient cortical defects. Significant bilateral scarring may
indicate the need for long-term surveillance for hypertension and renal
impairment.

Antibiotic Prophylaxis &
Management

Low-dose continuous antibiotic prophylaxis (e.g. trimethoprim 50 mg or
nitrofurantoin 50 mg at bedtime) is considered for adolescents with ≥3
culture-proven UTIs per year, particularly where VUR, voiding dysfunction, or
structural abnormality is identified. Antibiotic stewardship principles apply;
resistance patterns reviewed at each consultation. Behavioural measures:
adequate hydration, regular voiding, perineal hygiene, constipation management.
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Nocturnal Enuresis (Bedwetting) in Adolescents

Primary nocturnal enuresis (PNE) — night-time bedwetting in a child who has never achieved consistent

dry nights — affects approximately 1–2% of teenagers aged 15–17. Secondary nocturnal enuresis arises

after a period of dryness of at least six months and may signal an underlying medical or psychological

trigger. Both carry significant psychosocial impact on adolescent quality of life and require sensitive,

structured management.

Treatment Evidence Base, Method & Clinical Notes

Enuresis Alarm Therapy
(First-Line)

A moisture-sensitive alarm is worn at night and activates upon the first drop of urine,
waking the child to void in the toilet. Requires motivation from both patient and family;
continued use for 4–6 weeks after achieving 14 consecutive dry nights. Cure rate:
~60–70% at 6 months. Relapse rate ~15–30% but retreatment is effective. NICE NG61
recommends alarm therapy as first-line for motivated patients with primary nocturnal
enuresis.

Desmopressin (DDAVP —
oral or melt)

Synthetic analogue of antidiuretic hormone (ADH); reduces nocturnal urine production
by increasing renal water reabsorption. Effective in children with nocturnal polyuria
(>130% expected bladder capacity voided overnight). Used as first-line where alarm
therapy is impractical or unwanted, and as short-term management (school camps,
sleepovers). Dose: 0.2 mg oral or 120–240 mcg sublingual melt at bedtime. Fluid
restriction from 1 hour before to 8 hours after — risk of hyponatraemia if taken with
excess fluid; counsel families carefully. Not curative; symptoms recur on cessation.

Anticholinergic Therapy
(Oxybutynin, Solifenacin)

Indicated for nocturnal enuresis with co-existing daytime overactive bladder symptoms
(urgency, frequency, daytime wetting). Reduces detrusor overactivity and increases
functional bladder capacity. Often combined with desmopressin in refractory cases.
Side effects: dry mouth, constipation, blurred vision; monitor carefully in adolescents.

Exclusion of Underlying
Pathology

Secondary enuresis always requires systematic exclusion of: urinary tract infection
(MSU); diabetes mellitus (urinalysis for glucose); diabetes insipidus; neurogenic
bladder (spinal pathology — review for urinary/bowel symptoms, gait abnormalities,
spine MRI if suspected); psychological stressors or life events (school transition,
bereavement, family breakdown). Renal ultrasound and uroflowmetry where bladder
dysfunction suspected.

Sources: NICE NG61 (Bedwetting in under 19s, 2010) | NICE CG54 (UTI in children, 2007, updated 2017) | EAU/ESPU Guidelines on

Paediatric Urology, 2024 | Glazener CM, et al. Lancet. 2005;365(9457):421–432 (Alarm therapy RCT)
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Penile & Foreskin Conditions — Assessment & Surgery

Foreskin and penile conditions are among the most common urological referrals in adolescent males. In

this age group, physiological phimosis — the gradual developmental separation of the inner prepuce from

the glans — is normally complete by mid-adolescence. Persisting tight foreskin after the age of 14–15

years, or foreskin tightening associated with the scarring skin condition Balanitis Xerotica Obliterans

(BXO), requires urological evaluation and frequently surgical intervention.

Condition & Procedure Clinical Details, Indications & Surgical Notes

Phimosis — Circumcision Condition: Pathological phimosis is defined as an inability to retract the prepuce
due to a non-retractile or scarred foreskin. It may present with pain on erection,
ballooning of the foreskin on micturition, recurrent balanitis, or urinary obstruction.
Balanitis Xerotica Obliterans (BXO) — a chronic sclerosing inflammatory
dermatosis of the glans and prepuce — is present in up to 40% of circumcision
histological specimens in adolescents and mandates surgery given its progressive
nature and rare association with squamous cell carcinoma in adulthood.

Surgery: Circumcision is performed under general anaesthesia as a day-case
procedure. The foreskin is excised using a sleeve resection or dorsal slit
technique, with meticulous haemostasis and absorbable suture repair. Dissolvable
sutures are used; no suture removal is required. Return to school: 5–7 days.
Return to sport: 3–4 weeks. Showering permitted after 48 hours.

Phimosis — Preputioplasty
(Foreskin Widening)

Condition: Where phimosis is mild-to-moderate and BXO is absent, foreskin
preservation may be preferable in adolescents who wish to retain their prepuce.

Surgery: Preputioplasty involves a longitudinal incision with transverse closure
(Heineke-Mikulicz principle) at the constricting ring of the prepuce, widening the
preputial opening without excision of the foreskin. Performed under GA as a
day-case. Success rate approximately 75–85% in properly selected cases
(non-BXO). If BXO is identified at surgery or on histology, formal circumcision is
the definitive management.

Frenulum Breve —
Frenuloplasty

Condition: A short or tight frenulum (the fibrous band connecting the undersurface
of the glans to the inner prepuce) may cause pain or splitting during erection and
sexual intercourse. It may also limit foreskin retraction and contribute to phimosis
in combination with a tight preputial ring.

Surgery: Frenuloplasty involves a transverse incision of the frenulum with
longitudinal closure, or Z-plasty, to lengthen the frenulum and release the
tethering. Performed under GA as a day-case. Recovery: 1–2 weeks. Highly
effective; virtually eliminates frenulum-related pain. Where the frenulum is very
short with concurrent phimosis, circumcision may be offered as a combined or
alternative procedure.
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Condition & Procedure Clinical Details, Indications & Surgical Notes

Recurrent Balanitis Condition: Recurrent inflammation of the glans (balanitis) or glans and foreskin
(balanoposthitis) may result from poor hygiene, candidal or bacterial infection,
contact dermatitis, or underlying skin conditions including BXO, lichen planus, or
psoriasis. More than two episodes in 12 months warrant dermatological and
urological assessment.

Management: Swab culture; topical antifungal or steroid as appropriate; sexual
health screen in sexually active adolescents. Persistent or recurrent episodes
unresponsive to topical therapy, or where BXO is suspected, are an indication for
circumcision. Biopsy of any suspicious lesion is performed at time of surgery.

Sources: EAU/ESPU Guidelines on Paediatric Urology, 2024 | Morley R, et al. J Pediatr Urol. 2020;16(3):276–281 |

Bochove-Overgaauw DM & Beek FJ, J Pediatr Urol. 2009;5(4):271–274
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Undescended Testis (UDT) — Orchidopexy & Orchidectomy

Undescended testis (cryptorchidism) is the most common congenital genital abnormality in males, affecting

approximately 1–4% of full-term male newborns. Whilst most cases are identified and surgically corrected

in early childhood (the recommended age is 6–18 months), a proportion of patients present in adolescence

— either as a late presentation, following failed orchidopexy, or as a previously unrecognised retractile

testis that has ascended. Management in the adolescent age group carries specific considerations

regarding fertility, malignancy risk, and surgical technique.

Clinical Aspect Details & Management

Classification of Testicular
Position

Palpable undescended testis: located in the inguinal canal or at the superficial
inguinal ring (majority of cases). Non-palpable testis: intra-abdominal, peeping at
the internal ring, or absent (vanishing testis). Retractile testis: a normally
descended testis that is intermittently drawn into the inguinal canal by an active
cremasteric reflex — usually requires no surgery but monitoring for ascending
testis. Ascending testis: previously descended, confirmed by clinical history, that
has re-ascended during childhood — represents true acquired UDT requiring
orchidopexy.

Implications of Late
Presentation in Adolescence

Fertility: the optimal window for orchidopexy to preserve spermatogenic potential is
6–18 months of age. Adolescents presenting late have already sustained a degree
of germinal epithelial damage proportional to the duration of malpositioning.
However, orchidopexy in adolescence still offers benefit in preserving residual
spermatogenic potential and enables clinical self-examination, which has proven
psychological benefit.

Malignancy risk: undescended testis carries a 3–8-fold increased lifetime risk of
testicular germ cell tumour (TGCT), particularly for intra-abdominal testes. The risk
is not eliminated by orchidopexy but is reduced, and testicular positioning enables
clinical examination and ultrasound surveillance. Patients and families must be
counselled regarding self-examination technique.

Orchidopexy Indications: Viable, palpable undescended testis in an adolescent of appropriate
size and consistency on ultrasound. Absence of significant testicular atrophy on
preoperative assessment.

Surgical technique (standard — single stage): Inguinal skin crease incision;
identification and mobilisation of the testis and spermatic cord; ligation of a patent
processus vaginalis (if present); creation of a sub-dartos pouch in the scrotal wall;
placement of the testis in the pouch under no tension. Day-case or overnight
procedure under GA. Scrotal support for 2 weeks; return to sport at 4–6 weeks.
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Clinical Aspect Details & Management

Orchidectomy for UDT Indications: Orchidectomy (surgical removal of the testis) is indicated in an
adolescent male where the undescended testis is:
1. Post-pubertal (Tanner stage 4–5) and atrophic — with testicular volume <2 mL
on ultrasound, indicating loss of significant germinal epithelial tissue and negligible
residual spermatogenic potential;
2. Intra-abdominal and non-palpable in a post-pubertal male — where the
malignancy risk from leaving the testis in situ is significant and the fertility benefit of
fixation is minimal;
3. Following Doppler ultrasound or MRI confirmation of an atrophic, non-functional
testis with no viable parenchyma.

Decision-making: The decision between orchidopexy and orchidectomy in the
adolescent male requires careful shared decision-making with the patient and
family, incorporating testicular volume, pubertal stage, contralateral testis function
(semen analysis where appropriate), and the patient's wishes regarding future
fertility and malignancy surveillance. Testicular prosthesis (silicone implant) can be
offered at the time of orchidectomy for cosmetic and psychological benefit.

Post-Operative Follow-Up &
Surveillance

Clinical review at 6–8 weeks to confirm testicular position and viability. Annual
self-examination counselling for all patients with history of UDT. Testicular
ultrasound recommended every 1–2 years from age 18 onwards for
intra-abdominal or late-corrected UDT. Semen analysis at age 18 if bilateral UDT
was present. Referral to fertility specialist at age 18 for bilateral disease with
compromised spermatogenesis.

Sources: EAU/ESPU Guidelines on Paediatric Urology (Undescended Testes), 2024 | NICE CG149 (Cryptorchidism, 2012) |

Pettersson A, et al. NEJM. 2007;356:1835–1841 (malignancy risk data)
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Testicular Torsion — Surgical Emergency

EMERGENCY — ACT IMMEDIATELY

Testicular torsion is a time-critical surgical emergency. Torsion of the spermatic cord causes occlusion of the

testicular blood supply. Ischaemia begins within hours of onset — the probability of testicular salvage is directly

related to the time from symptom onset to surgical exploration. Any adolescent presenting with acute scrotal pain

must be assessed immediately as testicular torsion until proven otherwise.

Do NOT await imaging if torsion is clinically suspected. Attend A&E; at East Surrey Hospital (SASH)

immediately.

Time from Onset to
Surgery

Salvage Rate (Published Data) Clinical Implication

<6 hours ~90–100% Surgical emergency; immediate
exploration mandatory without delay for
imaging

6–12 hours ~50–70% Urgent exploration; viability uncertain;
every minute counts

12–24 hours ~20–40% Exploration still indicated; orchidectomy
likely if non-viable

>24 hours <10% Testis very likely non-viable;
orchidectomy with contralateral fixation
remains necessary

TWIST Score — Clinical Risk Stratification

The Testicular Workup for Ischaemia and Suspected Torsion (TWIST) score is a validated

five-parameter clinical scoring tool that stratifies the probability of testicular torsion at the point of

presentation, without relying on imaging, which must never be permitted to delay surgical exploration in

high-probability cases.

Clinical Feature Score Notes

Testicular swelling 2 Reactive scrotal oedema or enlarged testis on examination

Hard testis 2 Altered consistency on palpation; loss of normal soft texture

Absent cremasteric
reflex

1 Absence of ipsilateral cremasteric reflex on stroking medial thigh; the most
sensitive clinical sign; present in nearly all torsions

Nausea or vomiting 1 Vagal response to acute ischaemic pain; more common in true torsion than
epididymo-orchitis

High-riding testis 1 Superior displacement of the testis within the scrotum due to cord shortening
from twisting; pathognomonic when present
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TWIST Total Score Probability of Torsion Recommended Action

0–2 Low (~2%) Scrotal Doppler ultrasound acceptable to guide
decision; monitor closely; low threshold for exploration
if clinical concern persists

3–4 Intermediate (~35%) Urgent scrotal Doppler ultrasound; if any doubt —
explore immediately; USS must not delay surgery if
clinically suspicious

5–7 High (~90%+) Immediate surgical exploration without imaging.
No investigation justifies delay when TWIST ≥5

Surgical Exploration — Procedure at SASH (East Surrey Hospital)

Step Surgical Detail

Anaesthesia General anaesthesia; consent obtained from patient and parent/guardian for exploration,
orchidopexy, or orchidectomy depending on intra-operative findings; consent for bilateral
orchidopexy in all cases.

Scrotal Exploration Midline raphe or transverse scrotal incision. Tunica vaginalis opened; haematocele or
fluid noted. Spermatic cord inspected; number of rotations and direction of twist
documented. Degree of cord torsion: typically 180°–720°. De-torsion performed by
rotating the testis back to anatomical position; warm saline-soaked swabs applied for
5–10 minutes.

Viability Assessment Testicular colour assessed after de-torsion: return to pink-red colouration and evidence
of bleeding on superficial incision of the tunica albuginea indicates viability. A dusky,
blue-black testis with no bleeding after 10 minutes of warming is non-viable.

Orchidopexy (Viable
Testis)

The ipsilateral testis is fixed to the scrotal wall using three-point non-absorbable sutures
(Prolene) through the tunica albuginea to prevent re-torsion. Contralateral testis is
always explored through the same or a separate incision and bilaterally fixed — the
bell-clapper deformity (high attachment of the tunica vaginalis that predisposes to
torsion) is typically bilateral in 40–80% of cases.

Orchidectomy
(Non-Viable Testis)

Where the testis is clearly non-viable after adequate de-torsion and warming,
orchidectomy is performed. The spermatic cord is divided and ligated at the internal
inguinal ring. Histological examination is routinely submitted. Testicular prosthesis can be
discussed and offered at the time of surgery or deferred to a planned second procedure.
Contralateral orchidopexy is performed in the same sitting.

Post-Operative Care Scrotal support for 4–6 weeks. Analgesia (NSAID + paracetamol). Restrictions: no sport
or physical education for 4–6 weeks; no swimming until wounds healed. Follow-up at 4–6
weeks: clinical review of testicular viability, size, and consistency. Ultrasound at 3
months post-orchidopexy to confirm testicular viability and assess atrophy. Fertility
counselling at follow-up, particularly in bilateral cases.

Sources: Barbosa JA, et al. J Urol. 2013;189(5):1859–1864 (TWIST score validation) | EAU/ESPU Guidelines on Paediatric Urology

(Acute Scrotum), 2024 | NHS England: Commissioning Guide — Acute Scrotal Pain, 2016
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Evelina London — Complex & Congenital Paediatric Referrals

For patients with congenital urological conditions, complex anatomical abnormalities, or conditions

requiring specialist paediatric urological expertise beyond the scope of general adolescent urology, Mr

Khan refers to the Evelina London Children's Hospital — one of the leading specialist children's

hospitals in the United Kingdom, providing nationally commissioned paediatric urology services of the

highest complexity.

Condition / Indication Rationale for Specialist Referral to Evelina London

Hypospadias (All grades,
unrepaired or failed previous
repair)

Hypospadias (urethral meatus on the ventral surface of the penis) requires
specialist reconstructive urethroplasty with high procedural volume and specific
surgical expertise. All unrepaired or failed hypospadias repairs in adolescents are
referred to Evelina London for assessment and surgical planning by the specialist
paediatric reconstructive team.

Posterior Urethral Valves
(PUV)

Congenital obstructing valvular folds in the posterior urethra causing bladder outlet
obstruction, bilateral hydronephrosis, and variable degrees of renal dysplasia.
Management requires specialist paediatric urology and nephrology collaboration
for long-term renal surveillance, bladder dysfunction management, and transition
care planning.

Vesicoureteric Reflux (VUR)
Requiring Surgical
Intervention

High-grade VUR (Grade IV–V) with recurrent pyelonephritis, renal scarring, or
breakthrough infections despite prophylaxis may require endoscopic injection
(Deflux — STING procedure) or ureteric reimplantation. These procedures are
performed by specialist paediatric urologists at Evelina London.

Bladder Exstrophy &
Epispadias Complex

Rare congenital anomalies of the anterior abdominal wall and bladder requiring
nationally commissioned specialist reconstruction. All patients with the bladder
exstrophy-epispadias complex should be under the care of a specialist paediatric
urology unit from birth.

Neurogenic Bladder (Spina
Bifida, Spinal Cord Injury)

Complex bladder dysfunction, high storage pressures, detrusor-sphincter
dyssynergia, and clean intermittent catheterisation (CIC) management in
adolescents with neurogenic bladder require coordinated specialist input from
paediatric urology, neurology, nephrology, and continence nursing.

Disorders of Sex Development
(DSD)

Conditions including congenital adrenal hyperplasia, gonadal dysgenesis, and
ambiguous genitalia require multidisciplinary specialist input from paediatric
urology, endocrinology, genetics, clinical psychology, and specialist nursing. All
DSD presentations are referred directly to nationally designated DSD teams.

Complex Urogynaecology
(Adolescent Female)

Congenital Müllerian anomalies, urethral abnormalities, ectopic ureter, and
complex pelvic floor conditions in adolescent females are referred to the Evelina
London specialist paediatric urogynaecology service in collaboration with
paediatric gynaecology.

REFERRAL PROCESS — EVELINA LONDON

Mr Khan ensures that all referrals to Evelina London are accompanied by a comprehensive referral letter,

relevant investigation results, imaging reports, and a clear clinical summary to facilitate seamless transfer of

care. Families are informed of the reason for referral, the Evelina London team's expertise, and the expected

pathway in advance.

Evelina London Children's Hospital: Westminster Bridge Road, London SE1 7EH. Part of Guy's and St Thomas'

NHS Foundation Trust.
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Mr Shahid Khan — Paediatric & Adolescent Services

Mr Shahid Khan provides specialist adolescent urological care in the private sector for patients aged 12–18, at

Spire Gatwick Park Hospital (Horley) and Spire St Anthony's Hospital (Sutton). For emergency presentations —

including testicular torsion — Mr Khan provides on-call emergency cover at Surrey & Sussex NHS Trust (SASH),

East Surrey Hospital, Redhill, where urgent assessment and scrotal exploration are performed.

Services Summary

● Adolescent urology consultation (ages 12–18) — private sector, with parental accompaniment for

ages 12–15; Gillick competence principles applied

● Recurrent UTI assessment and investigation — urine cultures, renal ultrasound, MAG3/DMSA

renography coordination, uroflowmetry, antibiotic prophylaxis review

● Nocturnal enuresis management — bladder diary, enuresis alarm therapy, desmopressin,

anticholinergic therapy, exclusion of underlying pathology

● Flexible cystoscopy (where indicated) — bladder assessment, haematuria workup, voiding

dysfunction evaluation

● Circumcision — for pathological phimosis, BXO, or recurrent balanitis; day-case GA procedure

● Preputioplasty — foreskin-preserving alternative to circumcision for mild-moderate phimosis without

BXO

● Frenuloplasty — release of frenulum breve causing pain on erection or intercourse; day-case GA

procedure

● Orchidopexy — fixation of undescended or ascending testis; sub-dartos pouch technique under GA

● Orchidectomy — for atrophic post-pubertal undescended testis; testicular prosthesis available

● Testicular torsion — emergency assessment and exploration at SASH — TWIST scoring;

immediate surgical exploration; bilateral orchidopexy or orchidectomy as indicated

● Referral to Evelina London Children's Hospital — for complex congenital conditions including

hypospadias, PUV, VUR, exstrophy, neurogenic bladder, and DSD

REFERRAL & APPOINTMENT INFORMATION

Referrals are welcomed from GPs, paediatricians, school and college health services, and via parental or

self-referral for private consultations. Mr Khan ensures that all consultations involving patients under 18 are

conducted sensitively, professionally, and within appropriate safeguarding and consent frameworks.

Website www.epsomurology.co.uk

NHS / SASH Surrey & Sussex NHS Trust | East Surrey Hospital, Canada Avenue, Redhill RH1 5RH
(Emergency torsion cover)

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

Referral Evelina London Children's Hospital, Westminster Bridge Road, London SE1 7EH (complex /
congenital paediatric urology)
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Disclaimer: This document is produced for patient information and professional referral purposes only. All clinical content has been

independently compiled and expressed in original language, drawing upon the EAU/ESPU Guidelines on Paediatric Urology (2024),

NICE Guideline CG54 (UTI in children), NICE NG61 (Bedwetting in under 19s), NICE CG149 (Cryptorchidism), and peer-reviewed

paediatric urological literature as cited. No NHS or third-party text has been reproduced verbatim. All consultations involving patients

under 18 are conducted within appropriate safeguarding, consent, and confidentiality frameworks. Clinical decisions must be made in

the context of individual patient assessment by a qualified specialist.


