
Box 2
Clinical indications for urodynamic assessment
• Complex mixed urinary symptoms 
(urge incontinence and stress incontinence)
• Symptoms suggestive of detrusor overactivity
unresponsive to pharmacotherapy
• Voiding dysfunction with incomplete 
bladder emptying
• Neuropathic bladder disorder 
(videourodynamics preferred)

Box 3

Contraindications to
anticholinergics
• Acute (narrow angle) glaucoma
• Myasthenia gravis
• Urinary retention or outflow
obstruction
• Severe ulcerative colitis
• Gastrointestinal obstruction
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The patient should be asked to resist
the sensation of urgency and void
according to a timetable.  A self-
completed urinary diary should be
used to monitor the times of voids.
Continence rates of up to 90% have
been reported but the corresponding
cure rates could be considerably lower
than this.

Pharmacotherapy
Anticholinergics: Pharmacological
suppression of detrusor overactivity
with anticholinergics is the most
widely used treatment for this
condition. Anticholinergic drugs block
the muscarinic receptors that mediate
detrusor smooth muscle contraction
and have a direct, relaxing effect on
the detrusor muscle. There are a
number of drug treatments available
(see table 2, below). They differ in their
selectivity for various muscarinic
receptors and some drugs have
additional actions, such as direct
smooth muscle effects. These drugs
are essentially safe and, therefore, it
would seem reasonable clinical
practice to commence a short course
of empirical treatment in cases where
detrusor overactivity is suspected. If
symptoms are not improved after one
or two months of anticholinergics, the
patient should be referred to a
specialist clinic. 

Immediate release non-proprietary
oxybutynin should be offered to
women with OAB or mixed
incontinence as first-line
anticholinergic drug treatment, if
bladder training has been ineffective. If
immediate release oxybutynin is not
well tolerated, darifenacin, solifenacin,
tolterodine, trospium or an extended
release or transdermal formulation of
oxybutynin should be considered as
alternatives:
• Oxybutynin, propiverine, tolterodine
and trospium chloride have been used
for many years to treat OAB
symptoms. Sustained release
oxybutynin transdermal patches,
which release 3.9 mg every 24 hours,
have recently been launched in the UK.4,5

• Solifenacin and darifenacin are
newer bladder-selective anticholinergic
preparations. They are more recent
useful additions to the list of available
drugs and may possibly have a lower
incidence of adverse effects.6,7,8

• Fesoterodine is the latest addition to
the available list of drugs. It is a
nonselective oral anticholinergic agent
that exerts its pharmacological effects
as a competitive muscarinic receptor
antagonist.9,10

Patients should be advised about
the possibility of side effects before
starting treatment. The dosage may
need to be titrated against clinical
efficacy and adverse effects profile.
Some may tolerate a particular
preparation better than others and
clinicians may need to try a number of
preparations before finding one that
suits the individual.11,12,13 Adverse effects
of anticholinergics may include: dry
mouth (in up to 30% of cases),
constipation, blurred vision, nausea,
dyspepsia and flatulence, palpitations
and arrhythmia, dizziness, insomnia
and skin reactions.

An early treatment review should be

Table 2

Currently available preparations of anticholinergic drugs

Oxybutynin

Propiverine
Solifenacin
Tolterodine

Trospium
Darifenacin    
Fesoterodine 
SR=Sustained release

undertaken following any change in
anticholinergic drug therapy. If the
treatment is effective in our practice
we recommend continuation of
pharmacotherapy with anticholinergics
for six to nine months.

Contraindications to anticholinergics
are listed in box 3, below.

The role of oestrogens: Many women
develop bladder-filling symptoms
after the menopause. Oestrogen
treatment in postmenopausal women
improves symptoms of vaginal
atrophy, such as vaginal dryness and
irritation. In a review of ten randomised
placebo-controlled trials, vaginal
oestrogen administration was found
to be superior to placebo when
considering symptoms of urgency,
urge incontinence, frequency and
nocturia.14

Complementary therapy: Patients
who do not find conventional
treatments acceptable often explore
the use of complementary therapies
for urinary incontinence and as
adjuncts to conventional treatments. 

There is some evidence, albeit of
poor quality, which shows that
acupuncture may reduce nocturia and
both stress and urge incontinence in
the short term (up to four weeks) but
it is unclear whether any particular
area of acupuncture treatment is more
effective than another. There is also
limited evidence that hypnotherapy
for patients with urinary incontinence
secondary to detrusor overactivity
may offer some benefit over the short
term (up to six months). However,
there is no evidence that herbal
medicines work for urinary
incontinence or OAB, apart from the
usual placebo effect. 

No complementary therapies are
recommended by NICE for the treatment
of urinary incontinence or OAB.3

New developments
Some new treatments, such as
intravesical botulinum toxin injections,
neuromodulation and sacral nerve

Route of delivery
Oral

Transdermal patch

Oral only
Oral only
Oral only

Oral only
Oral only
Oral only

Adult dosage
(a) 2.5–5 mg, 1 to 4 times/day
(b) 5–10 mg once daily (SR)
One patch, twice/week 
(3.9 mg/24hours)
15 mg, 2 to 4 times/day
5-10 mg daily
(a) 1–2 mg, twice daily
(b) 4 mg, once daily (SR)
20 mg, twice daily
7.5 or 15 mg once daily (SR) 
4–8 mg once daily (SR)




