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Overview  
The newly established All-Party Parliamentary Group (APPG) on Urinary Tract Infections (UTIs) held its 
first meeting on Tuesday 3rd March to discuss opportunities to drive innovation in UTI treatment. The 
meeting was attended by over 60 members of the UTI community, including people living with chronic 
and recurrent UTIs, parliamentarians, clinicians, researchers, professional bodies and charities.  
 
The meeting provided a timely opportunity to consider the findings from the recently published James 
Lind Alliance (JLA) Chronic and Recurrent UTI Priority Setting Partnership (PSP) report and its 
implications for future UTI research, before considering both the short and long-term actions to improve 
the treatment of people living with UTIs.  
 
The discussion provided a further powerful demonstration of the strength of feeling on this issue and the 
urgent need for action to improve the lives of the millions of people who are affected by UTIs across the 
UK.  

 
Agreed actions and next steps  
 
The APPG on UTIs will: 

➢ Write to Baroness Gillian Merron, the Women’s Health Minister, summarising the discussion at 
the first meeting and setting out the actions the APPG will be taking to drive change for people 
affected by chronic and recurrent UTIs, as well as asking her to come to a future APPG meeting 
and hear from those living with UTIs first-hand. 

➢ Review the eligibility criteria for UTI treatment under the Pharmacy First initiative and engage with 
Pharmacy First to understand: in which cases and how often they are refusing to prescribe 

https://amr-action-uk.org/wp-content/uploads/2026/02/Chronic-and-recurrent-UTI-PSP-REPORT-February-2026.pdf
https://amr-action-uk.org/wp-content/uploads/2026/02/Chronic-and-recurrent-UTI-PSP-REPORT-February-2026.pdf


 

antibiotics for UTIs and referring patients back to the GP; and whether there is a possibility to 
widen eligibility criteria so that more people experiencing UTIs can benefit from rapid and safe 
access to treatment in the community.  

 
Stakeholders in the UTI community will come together to: 

➢ Map and develop a directory of specialist UTI clinics across the country. The APPG on UTIs will 
encourage the development of this mapping exercise with relevant stakeholders in the 
community.  

o Following completion, the APPG has an opportunity to explore with the Department of 
Health and Social Care, NHS and the Minister the possibility of the establishment of a 
national UTI clinical network. 

➢ Develop a blueprint for a ‘UTI Passport’, defining the key clinical information that should be 
contained within personal UTI records and developing the document.  

o Once it is published, the APPG on UTIs will update the Minister, the Department of Health 
and Social Care and the NHS with a view to embedding the document within clinical 
practice. 

➢ Collaborate on agreeing a clinical definition of chronic UTIs. A Delphi protocol has been 
initiated to provide the foundation for this work and the subsequent, and much-needed, NICE 
guidelines for the management of chronic UTI. Clinicians who are interested in being involved in 
this work should contact the APPG secretariat. Following this definition, the community, led by 
experts, will come together to agree and publish interim guidelines for healthcare professionals 
whilst we wait for NICE guidelines. 

 
The Need for an APPG  
Luke Taylor (MP for Sutton and Cheam) and Dr Allison 
Gardner (MP for Stoke-on-Trent South) opened the meeting, 
reflecting on their motivations for setting up the APPG and 
what they would like the group to achieve.  
 
From a parliamentary perspective, the Westminster Hall 
debate on Chronic UTIs that was held in May 2025 was a 
critical moment and really highlighted the diagnostic and 
treatment challenges that people living with UTIs have experienced for many years.  
 
Allison reflected on her personal experience of living with chronic UTI and the constant and excruciating 
pain that she goes through on a daily basis. While acknowledging that there is likely a long road ahead, 
Allison set out how the APPG must serve as a crucial vehicle to bring stakeholders together, shine a 
spotlight on patient experience, and advocate for policy change on behalf of the UTI community.   
 
This was followed by individual presentations from:  
 

1. Rebecca Porta (Chief Executive, The Urology Foundation) 
 

2. Kelly Strudwick (Patient advocate) 
 

3. Cherry Healey (Patient advocate)  
 

4. Professor Chris Harding (Consultant Urological Surgeon, Newcastle upon Tyne Hospitals 
NHS Foundation Trust and Professor of Urology at Newcastle University) 
 

5. Emma Dennett (Priority-setting partnership lead, AMR Action UK) 

“UTIs are another prime example of 
how women’s medical conditions 
continue to be misunderstood, 
under-researched and underfunded.” 

Dr Allison Gardner MP 

 



 

 
6. Ana Sofia da Silva (Clinical Research Fellow in Urogynaecology, King’s College Hospital) 

 

Mary Garthwaite (Chair, The Urology Foundation) and Helen Lake (UTI Information Nurse, The Urology 
Foundation) then joined a panel discussion.  
 
Key Themes 
Several key themes emerged from both the panel presentations and wider group discussion that will be 
the focus of future APPG activity.  
 
Women’s Health Inequalities 
There was widespread consensus among attendees that, due to UTIs being a predominantly women’s 
health issue, they are often trivialised and not taken seriously. Symptoms are dismissed as being 
exaggerated or having another cause, leading to delayed access to treatment. These delays can have 
devastating consequences, with an acute episode potentially developing into a more long-term chronic 

infection, or even, in extreme cases, sepsis. The common 
assumption that UTIs in men are more ‘complicated’ was 
discussed and may need to be rephrased for clarity. Men are 
typically much more likely to be prescribed longer antibiotic 
courses. For many women, by contrast, it is assumed that 
UTIs are simple and related to hormones or 
lifestyle.  Patients described how they constantly feel as 
though they 
have to fight to 
secure the 
treatment they 

need. Patients described that this feeling of not being 
believed can lead to prolonged anxiety, loss of confidence, 
isolation and hopelessness. It was also acknowledged by 
many of the clinicians in the room that because UTIs are 
perceived as ‘just’ being a women’s issue, the condition has 
been under-researched, with clinical practice still relying on 
outdated and inadequate diagnostic and treatment methods.  
 
 
UTI Passport: The need for better recording of UTIs and communication between healthcare 
professionals and sufferers 
Many people living with chronic and recurrent UTI who attended the meeting expressed frustration at the 
fragmentation between different parts of the healthcare system, which leads to them having to repeat 
their whole medical history every time they are seen. GPs, for example, often cannot view the results of 
hospital-based urine tests, while hospitals face challenges in accessing GP records. A UTI Patient 
Passport was discussed as a potential solution to this fragmentation, which would contain information 
such as:  
 

- Health record 
- Previous cultures  
- Antibiotic sensitivities   
- Treatment history  
- Persistent symptoms  
- Specialist, individualised plans 
- Any red flags  

“When I asked for my urine to be sent 
out for cultures, I was met with the 
comment from the receptionist: ‘Is 
there a day when you don’t have 
one?” 
  
Kelly Strudwick  

“I went online and I had a little rant 
about my UTI and I received 2 million 
views, with 5,000 comments and an 
inbox with a tidal wave of pain and 
frustration”  
 
Cherry Healey describes the online 
reaction to her story 
  
 



 

 
• Information for patients 
• Appropriate referral pathways 
• Questions to ask your healthcare professional / discussion points for your appointment 
• Prevention of UTI 
• Diet and nutrition information 
• Holistic information (e.g. menopause and UTIs, relationships and UTIs) 
• Signposting to support and information 
• Signposting to information about the latest treatment advances 

 
Crucially, the passport would give patients greater confidence in their interactions with healthcare 
professionals and significantly reduce the risk of them being doubted or dismissed. It was noted that the 
passport must be available in the community, not waiting for specialist referral, to ensure all those who 
need it have access. Patients also described how knowing that this personal information was all in one 
place would give them great reassurance and help to validate their experience.  It would also help to 
highlight and improve recognition of complex or high-risk patients, support faster and more accurate 
triage, and lead to improved access to treatment. Parliamentarians who were in attendance reflected on 
how the passports could align with the proposed shift from analogue to digital that is set out within the 
Government’s 10 Year Plan to build an NHS that is fit for the future, if a digital version could be made 
available. The comprehensive information that is collected for women in maternity care was referenced 
as a helpful precedent.  
 
Treatment access: Chronic and recurrent UTI require appropriate treatment now 
Variation in treatment access was another frequent challenge cited and attendees discussed that there 
is a real postcode lottery that determines the quality of care people receive. There are a small number of 
specialist UTI clinics in the UK, often working in silos. The locations of these clinics and centres are not 
always known to either patients or clinicians. Those in desperate need of help are often not being 
appropriately referred, remaining in primary care, or they are forced to travel long distances to access 
the necessary expertise. Referral pathways to these specialist centres are also inconsistent, with some 
relying on consultant-to-consultant referral, causing unnecessary delays. This variation then extends to 
local prescribing policies, with vital treatment options that can improve outcomes often being routinely 
available in one Integrated Care Board area but not in a neighbouring system. 
 
Attendees agreed that a mapping exercise of UTI specialist clinics and centres is needed, to understand 
where expertise exists and the gaps. There were discussions around a potential national clinical network 
(as has worked in other areas including the Specialist Mesh Centres in England for vaginal mesh 
complications) whereby experts could support the dissemination and implementation of gold standards 
of care across the country. Attendees agreed that whilst we await NICE guidelines (see section on 
definitions below), the community should come together to identify best practice for managing chronic 
and recurrent UTI now. It was mentioned that a National Multidisciplinary Team for UTI exists and already 
meets three times a year to discuss best practice. Harnessing this and other levers, the community must 
identify current best practice models and disseminate ‘interim guidance’ that can be circulated to 
healthcare professionals across the country and embedded by the NHS.  
 
It was agreed that specialist centres are often very keen to support healthcare professionals managing 
patients, and there could be a model whereby specialist clinics and centres could support primary care 
to feel confident in prescribing appropriately and following a detailed individualised patient plan. 
 
At a more local level, stakeholders also discussed the potential opportunities provided by the Pharmacy 
First initiative and how this could help deliver immediate treatment for chronic or recurrent UTI in more 
convenient locations and at speed. Crucially, it could also play a role in relieving pressure on already 



 

stretched GPs and urology services. However, it was acknowledged that under the current scheme, 
patients, particularly those with more complex UTIs, are not eligible to access Pharmacy First for UTIs. 
 
Future research priorities 
The meeting was a timely opportunity to discuss the Top 10 research priorities that were identified in the 
JLA PSP report, which launched the week prior. This report is a milestone moment in the future of chronic 
and recurrent UTI research. The process brought patients, carers and healthcare professionals together 
on an equal footing and with a shared purpose: to guide future research, funding and policy decisions 
relating to chronic and recurrent UTI. The process identified the Top 10 priority research questions that 
need to be answered and provides a coherent roadmap for future research investment. The Top 10 
questions are:  
 

1. What are the best ways to diagnose chronic and recurrent UTIs? Do they need different diagnostic 
tests?  

2. What are the best ways to treat people with chronic or recurrent UTIs who cannot tolerate 
antibiotics or have become resistant?  

3. Do bacteria develop a biofilm and/or become embedded in the bladder wall to cause a chronic 
or recurrent UTI? If yes, why and how does this happen?  

4. How can this be stopped or treated? 
5. What are the best ways to treat the pain caused by chronic and recurrent UTIs?  
6. How can the body’s immune response be enhanced to make it easier for people to fight off 

chronic or recurrent UTIs?  
7. Does ineffective treatment of UTIs (e.g. too short a dose of antibiotics) lead to chronic or 

recurrent UTIs?  
8. How can treatment of chronic or recurrent UTIs be tailored to the individual and the root cause 

of their problems?  
9. What are the impacts on children with chronic and recurrent UTIs and their families, when the 

child’s symptoms are disbelieved?  
10. What are the safest and most effective ways to prevent UTIs coming back?  
11. Is phage therapy (viruses that destroy bacteria) effective for people with chronic and recurrent 

UTIs? 
 
There was agreement that these are the right priorities and 
that the chronic and recurrent UTI community’s initial focus 
should be on research priority #1 as clear diagnostic criteria 
provide the essential foundation to safe, effective and more 
standardised care. Looking further ahead, the scope to 
develop rapid, accurate point-of-care diagnostics should 
also be prioritised, as well as research into preventative 
measures, both for recurrent UTIs and chronic flare-ups. This 
prevention focus could ultimately help to reduce the reliance 
on antibiotics and would align with the wider national policy 

focus on 
tackling the spread of AMR. There was also strong support for 
further research into biomarkers and understanding more 
about the potential role of biofilms in causing chronic or 
recurrent UTIs.  
 
Attendees also agreed there is a clear opportunity to 
leverage national AMR policy to call for a prioritisation of 

“50 summary research questions on 
UTIs were submitted to evidence 
checking, so we checked them 
against high quality systematic 
reviews and none of these questions 
were deemed to be answered.” 
 
Emma Dennet reflects on the lack 
of historical research into UTIs  
 

“The key research priority in both 
recurrent and chronic UTIs is 
prevention.” 

Professor Chris Harding 



 

research funding into non-antibiotic options for treatment of chronic and recurrent UTI. 
 
With these agreed priorities, the focus now needs to turn towards translating them into funded research 
projects. In the short-term, patients also stressed that we must not lose sight of the many sufferers out 
there now that require urgent help and support.  
 
Definition of chronic UTI is desperately needed 
Establishing agreed national definitions for chronic 
UTI was viewed as critical to delivering more effective 
and consistent care for all those affected. The current 
status quo is not reflecting the key biological and 
clinical differences between the main types of UTIs, 
particularly chronic and recurrent, leading to 
misdiagnosis and inappropriate withholding of 
antibiotics. Stakeholders were aligned on several key considerations that need to be reflected in future 
definitions of chronic UTI including:  
 

• Extending diagnostic criteria beyond just symptoms alone as many bladder conditions have 
overlapping symptoms  

• Incorporating biomarkers, such as epithelial and white blood cell counts 
• Accounting for the limitations of standard urine cultures and dipsticks   
• Enabling the recognition of when UTIs are connected to other factors such as bladder 

dysfunction, menopause-related changes or the immune system   
• Be flexible so that they are appropriate for the significant variation in the UTI patient community 

according to age, ethnicity, gender, and levels of deprivation.  
 
 
The role of the APPG moving forward  
Towards the end of the meeting, Luke, Allison and 
representatives from The Urology Foundation 
reflected on the role of the APPG in supporting the UTI 
community. This will primarily involve:  
 

✓ Acting as a forum to bring the UTI community 
together and encourage collaboration on 
shared priorities  

✓ Overseeing the progress of relevant projects and initiatives that are being led by stakeholders, 
bringing these to the attention of the Minister and/or other MPs when appropriate 

✓ Acting as the voice of the UTI patient community in Parliament through coordinating 
parliamentary activity, such as tabling questions or debate motions  

✓ Harnessing advancements made within the UTI community (e.g. UTI Passports, interim 
guidelines etc.) and raising issues directly with the Minister to make the case for policy change  

 
 
 

“Symptoms are not enough when we’re 
going to try to define chronic urinary tract 
infection. We need a biomarker.”  

Professor Chris Harding 

“We’ve heard the feelings of pain and 
frustration loud and clear and we want to 
use the APPG to drive things forward and 
start making a difference for UTI patients” 

Rebecca Porta 


