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Understanding OAB and Identifying
Barriers in Diagnosing and Treatment
Overactive bladder (OAB), defined by the International
Continence Society and the Canadian Urological
 Association Guidelines committee as “urgency, with or
without urge incontinence, usually with frequency and
nocturia,” reflects the lower urinary tract storage
 symptoms (Table 1).1,2 The central symptom of OAB has
been identified as urgency, defined as “the complaint of
a sudden compelling desire to pass urine.”1,3 Urgency can
also lead to other urinary symptoms in patients  affected
with OAB by increasing urinary frequency (> 8 micturi-
tions/day) and decreasing micturition volume, and can
indirectly lead to nocturia and incontinence.3

According to the definition, OAB can occur with or
without urgency incontinence, defined as “involuntary
leakage accompanied by or immediately preceded by
 urgency.” However, it is important to differentiate OAB
from stress incontinence and mixed incontinence (Table 2).

To exclude stress urinary incontinence, a cough test may
be performed. In Canada, the most recent prevalence es-
timates suggest that the majority (62-75%) of OAB suf-
ferers have dry OAB compared to wet OAB.5,6

The prevalence of lower urinary tract symptoms, and
OAB in particular, increase with age. Accordingly, as the
Canadian baby boomer population continues to age,
 prevalence of OAB is expected to rise. Current Canadian
prevalence estimates range from about 11-18%, and are sim-
ilar between men and women.5-7 However, when consider-
ing Canadians ≥ 60 years of age, the estimated prevalence
increases to around 20%,5-7 making it even more important
to identify and treat in this population. Obtaining accurate
estimates has proven difficult for numerous reasons. When
patients are asked whether they have a urinary or bladder
control problem, very few answer affirmatively; however,
many answer positively when asked about specific symp-
toms.6 This may be due to lack of knowledge of common
urinary issues (considered a “natural part of aging”) or due

A Simplified Approach to Diagnosis and
Treatment of Overactive Bladder
Jerzy B. Gajewski, MD, FRCSC
Professor of Urology and Pharmacology
Dalhousie University
Halifax, Nova Scotia

Gary J. Gray, MSc, MD, FRCSC
Assistant Professor, Division of Urology
Assistant Professor, Department of Obstetrics and
Gynecology
University of Alberta
Medical Director for Urodynamics, Capital Health Region
Edmonton, Alberta

Jeffrey Habert, MD, CCFP, FCFP
Lecturer, Department of Family and Community Medicine
University of Toronto
Toronto, Ontario

Nader Habib, MD
General Practitioner 
Laval, Quebec

Treatment of Overactive Bladder

Learning Objectives
• Recognize the barriers to diagnosis and management of overactive bladder (OAB)
• Clearly define and identify OAB using key symptoms
• Gain confidence in the treatment of OAB along the continuum from initial detection/diagnosis to management
and potential referral



to embarrassment.8 However, when a patient does decide to
approach a physician, it has been found to be for specific
reasons including symptom severity (42%); perceived
bother or impact on activities (28%); worry due to symp-
toms (22%), particularly a fear that symptoms indicate
 another health problem; and symptom persistence (10%).9

One study found that when a patient decides to approach a
doctor, 84% will approach their primary care physician,9

 indicating a need for primary care physicians to be willing
and able to diagnose and treat lower urinary tract symptoms.
Lower urinary tract symptoms can occur in both males

and females for a variety of reasons and, as mentioned
previously, consist of a variety of symptoms. As the
symptoms of OAB can be similar to those seen in other
conditions, it is important to differentiate between syn-
dromes to ensure appropriate treatment (Table 3). OAB
and interstitial cystitis (IC) can present with similar
symptoms, including urinary urgency, frequency and
nocturia in the absence of bacterial infection or any other
identifiable pathology. The key differentiator between the
two is pain. Therefore, if the patient complains of pelvic
pain, it is especially important that IC be considered in
patients with OAB-type symptoms that have been

 refractory to treatment.15 For older men with elevated
prostate-specific antigen (PSA) levels, it will also be
 important to screen for prostate cancer, which may also
lead to similar symptoms to OAB.
Furthermore, lower urinary tract symptoms in men are

often presumed to be associated with the prostate.
 However, approximately 50% of men with lower urinary
tract symptoms do not have bladder outlet obstruction
(BOO).16 Despite the high prevalence of men only expe-
riencing storage symptoms, not the voiding symptoms
usually associated with prostate enlargement, less than a
quarter of men receive OAB treatment.7,17-19

While most primary care physicians agree that OAB is
an important health problem, there continues to be a
 general lack of consensus on how to optimally manage
this condition. Specifically, there is a wide variation in
knowledge, attitudes, practices and comfort levels when
dealing with OAB within their practices.1While there are
“red flags”, or signs, which indicate when it would be ap-
propriate to refer to a urologist, the majority of OAB pa-
tients are not an “at risk” group and can be treated at the
primary care level. This publication aims to provide gen-
eral practitioners with a simplified treatment pathway for
the diagnosis and treatment of OAB in the hope of im-
proving confidence in its management and when a spe-
cialist referral is appropriate (“red flags”).

Improving the OAB Treatment Pathway
In general, an appropriate history, a physical examina-
tion and a urinalysis is adequate for a primary care physi-
cian to make an OAB diagnosis. The provided OAB
treatment pathway (Figures 1 and 2) offers an overview
of important steps to take for the evaluation, treatment
and follow-up of OAB, with “red flags”  indicating when
it would be appropriate to refer to a urologist.
One of the most important ways primary care physicians

can help their patients is by broaching the subject of OAB
and urinary symptoms in routine visits. A recent literature
review suggests that primary care providers do not rou-
tinely ask patients explicitly about lower urinary tract
symptoms.9,20-22Whether there is a knowledge gap for pa-
tients or whether they are too embarrassed to bring it up,
by starting the conversation, patients will feel more com-
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TABLE 1. 

Lower Urinary Tract Symptom (LUTS)
Categories

Treatment of Overactive Bladder

Adapted from Corcos J et al. Can J Urol 2006; 13(3):3127-38.1

• Urgency
• Frequency
• Incontinence
• Nocturia

Storage
Symptoms

• Poor Flow
• Intermittency
• Straining
• Hesitancy
• Terminal
dribble

LUTS Suggestive
of Overactive Bladder

(OAB)

Voiding
Symptoms

• Post-void
dribble

• Incomplete
emptying

Post-Micturition
Symptoms
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fortable and be more inclined to ask for help should symp-
toms arise.23 Three probing questions to ask your patients
whether they may have OAB are: 1) “Do you have con-
cerns with your bladder?”; 2) “Do you leak when you
cough/squeeze or laugh?”; 3) “Do you experience fre-
quency and/or urgency?”. In addition, having your patient
answer the question “I hate my bladder  because…” can

help the physician gauge what exactly is bothering the pa-
tient. It is also important to know the duration and sever-
ity of the symptoms and their effect on quality of life.
Along with determining their daily fluid intake (alcohol
and caffeine intake may be contributing to symptoms ex-
perienced), these questions can help determine which pa-
tients should be further evaluated for OAB.

Treatment of Overactive Bladder

TABLE 2. 

Urinary Symptoms Differential 

Stress Urinary Mixed
Symptoms OAB Incontinence Symptoms
Urgency Yes No Yes

Frequency with urgency (> 8 times/24 h) Yes No Yes

Leaking during physical activity, 
e.g., coughing, sneezing, lifting, etc. No Yes Yes

Adapted from Kirby M. Int J Clin Pract 2006; 60(2):184-9.4

TABLE 3. 

OAB Differential Diagnoses

Bladder BPH
Presenting Symptom OAB Cancer (males) UTI
Urgency Yes Occasionally Yes Yes

Frequency Yes Occasionally Yes Yes

Incomplete emptying No No Yes No

Weak stream No No Yes No

Straining/hesitancy No No Yes Occasionally

Elevated PSA No No Occasionally Commonly

Pain No Occasionally No Yes

Dysuria No Occasionally No Yes

Pyuria No Rare No Yes

Hematuria No Yes Rare Usually 
microscopic

Adapted from: Nitti V, Taneja S. Int J Clin Pract 2005; 59:825-30; Nicolle LE. Chapter 127, In: Hazzard’s Geriatric Medicine and Gerontology, 2011; Cornett PA, Dea TO.
Chapter 39, In: CURRENT Medical Dianosis & Treatment 2012, 2011; Prostate Cancer Canada Network: Prostate Cancer Symptoms; Prostate Cancer Canada Network,
Non-Cancerous Conditions: Benign Prostatic Hyperplasia.10-14
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FIGURE 1. 

OAB Diagnostic Algorithm 

PATIENT HISTORY

• Smoker with hematuria
• History of complicated

recurrent urinary tract
infections

• Severe symptoms of bladder
outlet obstruction

• Pain related to bladder

Red Flags Assessments

PHYSICAL EXAMINATION

• Bladder/pelvic pain
Red Flags Assessments

INVESTIGATIONS

• Hematuria 
(gross or macroscopic)

• Elevated PVR (> 200 cc)
• Elevated PSA
• Complicated positive 

urine culture 

Red Flags Assessments

• Age
• Medical history
• Duration and severity of symptoms
• Degree of bother/effect on activities of daily life
• Lifestyle characteristics including fluid intake
• Association with other voiding and storage symptoms
• Prior surgery

• Abdominal, pelvic and perineal, including digital rectal exams 
(as appropriate)

• Assessment of voluntary pelvic floor muscle contraction
• Cough test to differentiate stress urinary incontinence, if appropriate

Recommended standard:
• Urinalysis and culture 

Optional:
• Post-void residual urine
• PSA, if appropriate
• Blood tests, if indicated

OAB DIAGNOSIS
The International Continence Society and Canadian Urological Association Guidelines committee defines OAB as “urgency,
with or without urge incontinence, usually with frequency and nocturia.”
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TREATMENT OPTIONS

• Urinary retention
• Gastroparesis/gastric rention

Red Flags Assessments

OFFICE FOLLOW-UPS

• Elevated PVR/development 
of AUR

• No response to 2 or more
therapies

Red Flags Assessments

• Lifestyle adjustments
– e.g., Fluid intake, timed voiding, bladder re-training, Kegel exercises

Symptoms adequately controlled;
Medication well tolerated

Continue therapy with regular
reassessment

Symptoms NOT adequately controlled
or medication poorly tolerated

Assess at 4-8 weeks
after initiation of therapy

Adjust dose or consider switching to
an alternative agent

Reassess after 4-8 weeks

If no improvement with therapy
switch, refer to specialist

• Antimuscarinics
– Oxybutynin 
– Tolterodine
– Trospium chloride

– Solifenacin
– Darifenacin
– Fesoterodine

FIGURE 2. 

OAB Management Algorithm 
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For exclusion of other causes of OAB symptoms, a
physical examination and urinalysis should be done rou-
tinely. All patients should receive an abdominal, pelvic
and perineal examination, with unexplained pelvic pain
indicating referral to a specialist. The presence of hema-
turia (blood in the urine; gross or macroscopic) may be
suggestive of infection, bladder cancer or kidney stones.
Overall, a patient presenting with a slow, hesitant stream
with hematuria, dysuria (pain), and a positive culture
should be evaluated by a urologist. Additionally, patients
with a history of complicated recurrent urinary tract
 infections should also be referred.
In men, a digital rectal exam (DRE) should be performed

to check for prostate enlargement, which may be indicative
of benign prostatic hyperplasia (BPH). Should prostate
growth be abnormal, such that prostate carcinoma may be
suspected, primary care physicians should refer to special-
ists. Additionally, in particular for men, it will be important
to evaluate whether they are experiencing any voiding
symptoms in addition to the storage symptoms (Table 1),
which may be suggestive of BOO. Severe symptoms of
BOO may be indicative of acute  urinary retention (AUR).
If the patient complains of not feeling empty post-void,
post-void residual (PVR) should be evaluated and the pa-
tient should be referred as appropriate (PVRs greater than
200 mL). Additionally, patients with a very high PVR vol-
ume of urine should not be treated with antimuscarinics. 

Once a patient is diagnosed with OAB, an appropriate
management strategy can then be determined. The
 Canadian guidelines on urinary incontinence recommend
reviewing lifestyle adjustments with patients.1,24 For
 example, limiting fluid intake, reducing/eliminating
 caffeine and alcohol can help improve symptoms.
 Additionally, bladder re-training or timed voiding can be
used to reduce accidents. Other behavioural modifica-
tions include the introduction of Kegel exercises.  Overall,
lifestyle changes have been shown to be effective treat-
ment.24,25 However, pharmacological treatments can also
be offered should lifestyle changes prove inadequate at
providing patient satisfaction, or should a more aggres-
sive management program be appropriate.1,16,19,24

Antimuscarinic therapy represents the most common
treatment option for OAB. All antimuscarinics exert a
clinical effect as a result of receptor blockade at the level
of the bladder (detrusor) muscle; however, some are
 significantly more organ selective than others. Traditional
agents used include oxybutynin and tolterodine.  Recently,
new agents have been approved in Canada—solifenacin,
darifenacin, trospium chloride, oxybutynin chloride CR,
fesoterodine, and oxybutynin gel and patch (Table 4).
Achieving optimal management of OAB is often

 limited by side effects, which may be attributed to each
agent’s bladder selectivity profile. Muscarinic receptors
are not only located in the bladder, but also in salivary

Treatment of Overactive Bladder

TABLE 4. 

Currently Available Antimuscarinic Agents

Solifenacin Trospium Tolterodine L-
Generic Name succinate Darifenacin chloride tartrate ER Fesoterodine    
Brand Name Vesicare Enablex Trosec Detrol LA Toviaz   

Dosage Forms 5 and 10 mg 7.5 and 15 mg 20 mg 2 and 4 mg 4 and 8 mg                
tabs tabs tabs caps tabs     

Dosing 5 or 10 mg QD 7.5 or 15 mg QD 20 mg BID 4 mg QD 4 or 8 mg QD              
(as early as two (at least 1 hour (can be reduced             
weeks after before meals to 2 mg QD if           
starting) or on empty not tolerated)    

stomach)

Adapted from respective product monographs.26-35
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glands and the gastrointestinal (GI) tract. Therefore, the
degree to which each antimuscarinic agent blocks these
peripheral receptors often translates to higher side-effects,
such as dry mouth and constipation. Some of the older
agents do not exhibit selectivity for the bladder-specific
receptors and, in turn, stimulate some or all of the mus-
carinic receptors in other organ systems. Newer agents,
specifically solifenacin, have shown selectivity for the
 urinary bladder over salivary glands in both in vitro and in
vivo trials, with significantly greater bladder selectivity
than that of oxybutynin, tolterodine, and  darifenacin.32

This bladder-specific advantage is why newer antimus-
carinic agents are often sought after for clinical use.
Choosing a specific treatment for OAB can be intricate.

Evaluation of treatment efficacy and tolerability is highly
important for antimuscarinics because of high inter-patient
variability. It is important to attempt to find the best match
between the patient’s symptoms and the characteristics of
the agent. Therefore, to ensure optimal patient manage-
ment, a follow-up visit should occur to assess treatment
efficacy and tolerability. Ideally, treatment should be ini-
tially assessed within four to six weeks, as maximal effects
can take at least four weeks to occur. In one survey, about
25% of patients who were prescribed OAB therapy had
discontinued therapy during the prior 12 months primarily
because the medication ‘didn’t work as expected’ (45%).36

Therefore, in addition to monitoring for efficacy and tol-

erability during follow-up, it is important to manage ex-
pectations prior to therapy to ensure the patient can bene-
fit appropriately. If the OAB symptoms are not adequately
controlled but the medication is well tolerated, dose can
be adjusted.  However, if the therapy is poorly tolerated, an
alternative agent should be recommended. A patient that
does not respond well to two different antimuscarinics
should be re-evaluated or referred to a specialist. 
As mentioned previously, relatively few men with OAB

symptoms are treated with antimuscarinics. One of the
primary reasons for this is the perception that AUR may
be caused by these agents.37 However, a recently pub-
lished article has shown that there is no substantial in-
crease in the risk of AUR associated with
antimuscarinics.38 Additionally, a meta-analysis reported
a 1.1% incidence of AUR for OAB patients on antimus-
carinics compared to 0.2% for placebo.39 It is recom-
mended that after initiation of treatment, male patients
should be  monitored to ensure there is no substantial in-
crease in PVR with therapy. Should AUR be suspected,
based on presentation of general discomfort or severe
lower  abdominal pain, bloating of the lower abdomen, or
a  persistent need to urinate but inability to void, referral to
a specialist is highly recommended. It is important to re-
member, however, that antimuscarinic treatment has been
studied in both men and women with OAB symptoms and
has demonstrated similar safety and efficacy.40-43 

Treatment of Overactive Bladder

 Oxybutynin Oxybutynin Oxybutynin Oxybutynin
  Oxybutynin chloride ER chloride CR chloride gel transdermal

    Ditropan (generics) Ditropan XL Uromax Gelnique Oxytrol

               2.5 and 5 mg 5 and 10 mg 5, 10, 15 mg 10% gel (100 mg 36 mg patch
  tabs or liquid tabs tabs oxybutynin chloride) (3.9 mg/day)

                4 daily 5 or 10 mg QD 10 to 15 mg QD 1 sachet 1 patch every
          administrations (with up to 30 mg (may be adjusted (100 mg) QD on 3 to 4 days

        (max 20 mg/day) QD if well tolerated) up or down to rotating sites) 
   max of 20 mg)



The Canadian Journal of Diagnosis / June 201238

Concluding Remarks
OAB is expected to affect approximately 546 million
 individuals worldwide by 2018.44 Therefore, it is impor-
tant for primary care physicians to screen, treat and  assess
OAB to ensure that bothersome symptoms do not go un-
noticed.45 In most cases, male and female patients with
OAB can be initially managed at the primary care level.
With a focused patient history, physical examination, and
a urinalysis to rule any differentials, a diag nosis of OAB
can be easily and confidently made. With the use of the
provided OAB treatment pathway, the management of
OAB can be initiated without a urologist  referral when
warranted, and can be simple and easy to incorporate into
a patient’s routine office visit.

Development of this article was sponsored through an educational grant from Astellas
Pharma Canada, Inc. The authors had complete editorial independence in the develop-
ment of this article and are responsible for its accuracy. The sponsor exerted no influence
in the selection of the content or material published.
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