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OBJECTIVES: OAB. 

 Definition 

 Problem: size and seriousness 

 History. 

 Examination. 

 Non medical treatment of OAB. 

 Medical treatment of OAB. 

 Surgical treatment of DO. 

 



OVERACTIVE BLADDER 

 OAB: Is a symptom complex comprising urgency 

with or without urge incontinence, usually with 

frequency and nocturia. 

 OAB wet 

 OAB dry 

 

 



BACKGROUND 

 EPINCONT study (2000): 

 Urinary Incontinence ↑ with age 
(10% @ 20-40% @ 90) 

 SUI is the commonest (50%) . 

 Mixed  36% 

 Urge  11% 

 Milsom et al 2001 (EU):  

 OAB =16%. 

 1/3 have UUI 

 ↑ UI with age. why? 

 NOBLE: Pop based survey 
        (Stewart et al 2003, World J Urol) 

 1/6 Adults (16%) 

 Commonest symptoms: 

 Frequency 85% 

 Urgency 54% 

 UI 36% (5% of pop). 

 UI F =9.3% vs M=2.6%. 



BACKGROUND 

 2002: ICS updated its definition. 

 EPIC study (Irwin et al, Eur Urol 2006): 

 1.5% of adults have urge urinary incontinence. 

 F=12.6%,  M =10.6%. 

 UK (EPIC):4.9 million sufferers/ 60.3 million 

population. 

 10.4% >18yrs. 

 12.1% >40 yrs. 

 



BACKGROUND 
 Medical impact: OAB 

tends to be associated 

with: 

 Sleep disturbance. 

 Falls & Fractures. 

 Depression (> SI), 

relationship problems, 

sexual difficulties, 

behavioural & social 

problems (toilet 

mapping), Low quality 

of life . 

 IBS, faecal 

incontinence & UTI. 

 Perineal skin 

irritation 
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BACKGROUND 

 Financial impact: 

 Estimated direct & 

indirect cost of OAB in 

5 European countries 

in 2000 was 4.2 B 

Euros (5.2 in 2020)( Reeves 

et al, Eur Urol 2006).   

 Annual cost of treating 

clinically significant 

incontinence in UK: 

 To NHS 233M 

 Total 411 

(Turner et al 2004, BJU) 

 Environmental impact 
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RISK FACTORS 

 Age & Gender (gradual ↑ in F, sharp late ↑ in M, 

similar > 75yrs).  

 BMI> 30 

 Diet: 

 ↑ with carbonated drinks. 

 ↓ with vegetables, chicken, bread. 

 Smoking ( RR=1.4). 

 Educational status (inversely). 



HISTORY: URINARY INCONTINENCE 

 How long for? 

 How severe (pad usage): 

 Quantity? 

 Frequency of incontinence? 

 Try to group into:  

 Pure or predominant OAB. 

 Pure or predominant stress incontinence. 

 Mixed with variable percentage. 
 

 



HISTORY: URINARY INCONTINENCE 

 Mixed? 

Which symptom developed first? 

Get the patient to describe in details an 

incontinence episode, may be most recent 

(Key in the door, upstairs, downstairs, 

…etc). 

Association with urge or not and timing of 

the leakage- with the cough or after it). 

Precipitating factors. 

Coital incontinence: On contact/ stimulation, 

on penetration, during coitus and with 

orgasm. 
 



HISTORY: URINARY 

INCONTINENCE 

 Other urinary symptoms: 

 Urgency & frequency 

 Nocturia, nocturnal polyurea and night-time 

frequency. 

 Dysurea: Burning during micturition, post void 

burning or suprapubic pain/ burning which gets 

better after voiding. 

 Voiding difficulty, post void dribble.  



HISTORY: PROLAPSE 
 Symptom:  

 Discomfort. 

 Dragging sensation. 

 Skin irritation. 

 Lump in vagina, sitting on an egg.  

 Variation depending on posture and time of the day. 

 How long for? 

 Aware of it/ feel it/ see it, need to digitate (in vagina≈ 

gynae, in rectum? Gynae  ? Surgeons) 

 Progress? 

 Effect on continence 

 Effect on sex: 

 Anterior: discomfort 

 Posterior: discomfort once repaired! 



HISTORY: CONTINUE 
 Systematic review:  

 GI tract: GE reflux, hernia, anal incontinence (wind, 

liquid, solid faeces), constipation (causative factor, gets 

worse with anticholinergics), Incomplete emptying and 

digitation. 

 Sexual history: Active or not (Rx of prolapse, 

association with incontinence or UTI). 

 Respiratory: chronic cough/ sneeze. 

 Obstetric: damage to pelvic floor, episiotomy. 

 Gynae: Bleeding, pain (fibroids),  

 Cardiac: Leg oedema (one litre), diuretics. 

 Musculoskeletal: speed of movement, osteoporosis. 

 Eye disease: closed angle glaucoma, Sjögren syndrome.  



HISTORY: CONTINUE 

 Past medical history: BP, DM, IHD,..etc. 

 Past surgical history: for incontinence, prolapse, 

or hernia. 

 Drug history: diuretics. 

 Social history: Work (lifting), toilet (up/down), 

smoking, alcohol, caffeine (in tea, coffee, 26% significant intake 

through other sources- chocolate, energy drinks).  

 Coping strategies; commode, ..etc. 

 QOL (3% fired directly due to OAB problems, twice as likely to be injured in a 

fall). 



BLADDER DIARY 



EXAMINATION 

Wt, BMI (Freeman study). 

Palpable mass/ bladder. 

Vaginal /speculum examinations. 

Assess the skin: atrophy, irritation from 

urinary leakage-Vaseline. 

 Ideally POP-Q or modified POP-Q 

 Anterior 

 Apex            in relation to  

 Posterior      the hymen 



URINE 
Leucocytes: sensitive, but not specific. 

Nitrites: specific, but not sensitive. 

MSU: Bacteruria:  
 No leucocytes: contamination- repeat MSU 

 Symptomatic-UTI- Treat. 

 Asymptomatic- Treat if : 
Transplant 

Pregnant 

Chronic pyelonephritis (medullary necrosis) 

 ?DM 

Recurrent UTI: pre-sex wash, lubrication, 
cranberry, local HRT, antibiotics. If 
haemorrhagic or still recurs refer for 
cystoscopy. 



 

OAB: BASICS 

 Basically a filling phase disorder 

 Bladder should be able to expand with minimal 

rise in intra-vesical pressure. 

 There should be normal sensation throughout the 

filling phase 

 No DO. 

 Bladder outlet should remain closed throughout 

the filling phase 

 5 subtypes of M receptors: In the bladder: M2 

(more abundant) & M3 (more active).  



OAB: BASICS 

 Myogenic theory: 

increased excitability. 

 Neurogenic theory: 

Increased stimulation. 

 Autonomous bladder 

theory: disturbed 

autonomic balance. 

 

 

 Detrusor muscle 
disorder: 
 DO 
 ↓Compliance 

 Bladder outlet disorder 
(premature activation of micturition 
reflux).  

 Both 
 Sensory Urgency 

(hypersensetive 
bladder): 
 Infection 
 Inflammation 
 Neurological cause 
 Psychological cause  

Why does it happen? How does it manifest? 



TREATMENT AIMS 

 Treatment rarely results 

in complete cure 

regardless of the 

treatment, therefore 

expectations have to be 

checked with the patient. 

 Long term intervention is 

often required. 

 Relapse is common if 

intervention is 

withdrawn. 
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NON MEDICAL TREATMENT 

 Fluid & Food: ↓ fluid, 
but > 1, but <3 L /24hrs. 

 Alcohol & Caffiene are 
weak diuretics. 

 Avoid drinking 4 hours 
before bedtime. 

 Be aware of water 
content of fruits and 
vegetables. 

 ? Artificial sweatners. 

 Smoking and Obesity 
(aim for 5-10% wt loss). 

 

 

 Bladder training. 

 PFMT. 

 Acupuncture (1 RCT). 

 ?TENS. 

 Devices to cope: absorbent 
products, urinals,…etc. 

 Local HRT 
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MEDICAL TREATMENT OF OAB 

ANTICHOLINERGICS 

 Mode of Action 

  DO caused by Ach induced 
stimulation of muscarinic 
receptors (mainly M3). 

 Anticholinergics:  

 Volume to first IVC ↑. 

 IVP↓ leading to ↑ 
compliance. 

 Capacity ↑. 

 Warning time ↔ (?). 

 Ability to suppress IVC↔ 
(?). 

 Do not completely abolish IVC 
due to “Atropine resistance” 

 M1: Neuronal tissue, 
parotid. 

 M2: Heart. 

 M3: exocrine glands. 

 M4:  CNS & lungs. 

 

 



MEDICAL TREATMENT OF OAB 

ANTICHOLINERGICS: Side effects 

General : dry mouth, blurred vision, fainting 
if febrile or in hot weather due to reduced 
sweating (stop it). 

CVS: Arrhythmia, palpitation. 

GI: Hiatus/reflux, constipation, nausea & 
vomiting.  

CNS: More with Oxy (lipophilic, Low MWt and neutral 

polarity) less with Dari, Tolt and Tros (Low 

lipophilicity, high MWt and Positive polarity). 
Disorientation, convulsion, hallucination, 
drowsiness- may be enhanced by alcohol 

Oral: dental carries, oral Candidiasis. 



MEDICAL TREATMENT OF OAB 

ANTISPASMODICS 

 The majority have an anticholinergic effect. 

 More suitable for Neurogenic bladder. 

 Examples:  

 Oxybutinin 

 Propiverine     Predominantly antispasmodic. 

 Trospium 



MEDICAL TREATMENT 

 Oxybutinin IR 

 Trospium  

 Detrusitol IR 

 Propiverine 

 

 Solifenacin 

  Darifenacin 

  Oxybutinin TD & XL 

  Detrusitol XL 

  Detrunorm XL 

 Fesoterodine. 

 Trospium XL 

XL agents tend to be absorbed lower 
down in the GI tract so less direct 
entry into the portal circulation and 
less side effects, in addition to steady 
level. 

 

Older Agents Newer Agents 



OXYBUTININ 
 Immediate release oxybutinin: 

 Anticholinergic (M1, M3 ×10  > M2). Smooth 
muscle relaxant. Local anaesthetic action. 

 Dose 2.5-5 mg TDS 

 Strong points: Cheap, NICE first line, 
licensed for idiopathic and Neurogenic OAB. 
Good for add hoc use. Licensed for children 
and available as Elixir (BNF) and as rectal 
suppositories (winkler et al 2005 IUGJ). 

 Weak points: Poor side effect profile            
poor patient compliance, selective to M1 & 
M3. Some evidence of poor efficacy in the 
elderly ( institutionalised) population. 

 

 



OXYBUTININ ER (LYRINEL XL) 

 OBJECT trial 

 Oxybutinin ER was superior to Tolterodine IR in 

reducing UUI episodes, total incontinence 

episodes and micturition frequency 

 OPERA trial (790). 

 Reduction in weekly 

    and total frequency  

   of UUI were similar. 

 Weekly micturition  

    frequency Oxy> Tol. 

 

 

Cured (zero 

incontinence 

episodes). 

Week 2 Week 12 

Oxybutinin ER 5% 25% 

Tolterodine ER 3% 18% 



OXYBUTININ PATCH (KENTERA) 

Pruritus 14.3 % 

Erythema 5.7% 

Reaction 3.5% 

Rash 3% 

 3.9 mg of oxybutinin/ 24 hrs (<5 mg oxybutinin MR/ 24 hrs). 2/week. 

 Matrix patch (uses the skin to control absorption, Oestradiol, Nicotine 
GTN,…) 

 Affinity to M3 (bladder) and M1(parotid) more than M2 (cardiac). 

 Steady level by the second patch. 

 Level declines within1-2 hours of patch removal. 

 Strong point: Low incidence of side effects (dry mouth = 8.6% vs 5.2%, 
constipation 3.9% vs 2% compared to placebo, so good for at risk 
patients or those already suffering from anticholinergic SE 
(antidepressants). 

 Weak points: Skin reaction 14-23%.  

    Above figures of SE are from trials which 

    were not powered to detect differences in 

    SE. 

 Avoid the same site for 7 days. 
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N-DEO 
Extended-Release (ER)** Immediate-Release (IR)* 

OXYBUTININ 

Transdermal Patch** 

*Gupta & Sathyan 1999 

**Appell  2003 

 

OXY 

N-desethyloxybutynin (N-DEO),  



OXYBUTININ PATCH (KENTERA) 
 3 RCTs: Multiple comparison in a (three different doses) and b.   

 Pooled a & b analysis:  

 75% improvement in incontinence episodes. 

 18% reduction in frequency. 

 15% increase in voided volumes. 

 Anti Ch naïve patients were more likely to report SE*. 

 Anti Ch SE Oxy TD 12.8 % vs 11% placebo. 

 

 

n versus weeks Outcome Others 

76 Immediate release 

oxybutinin 

6 Daily IE  

 

Dry mouth 38% 

vs 94% 

520 (a) Placebo  

(open lable) 

12 Weekly IE 

(-19 vs -14.5) 

Dry mouth similar 

361 (b) Tolterodine MR 

Placebo (blind) 

12 Daily IE  

(-3 vs -3 vs -2) 

8.4% discont 

2878 

MATRIX 

 Oxy TD + educational 

material (open label) 

(QoL- KHQ) 

24 No difference in two arms. 

Improvement  in 9/10 domains ( incontinence 

impact -13.3, symptom severity -12.4 and role 

limitation -13.3). Skin SE in 14% 



MIXED ACTION AGENTS: 

 Antispasmodic> Anticholinergic (Low Anticholinergic SE- dry mouth) 

 Propiverine 

 Anticholinergic & 

neurotropic + 

musculotropic on the 

bladder (Ca channel 

blocker). 

 Effective and licensed 

for neurogenic DO. 

 Low incidence of dry 

mouth. 

 NICE: for frequency , 

but not for UI. 

 

 

 Trospium chloride. 

 Does not cross BBB 

 Equal selectivity for 

M2 and M3. 

 Low incidence of side 

effect (dry mouth 4% 

vs 23% for Oxybutinin 

IR, in one RCT). 

 ER 60 mg now 

launched . 

 



TOLTERODINE ER 
 Market leader. Many trials  

 Selectivity to bladder receptors over salivary receptors is probably 
related to receptor affinity rather than subtype. 

 Strong point:  dry mouth is very low in low doses (1-2 mg). 

 Weak points: efficacy limited by dose limit. 

 
Trial Vs n FU 

wks 

Outcome 

OPERA 

 

Oxybutini

n 

 ER 10mg 

790 

W 

12 Similar efficacy (but 23% were dry on Oxy ER 

compared to 17% on Tolt ER, also Oxy better in ↓ 

weekly frequency). Tolerability/ Discont- 

same. Oxy ER ↑ dry mouth* . 

ACET Oxybutini

n 

 ER 5-

10mg 

1289 8 Perceived improv 70% T vs 60% O. 

Also: T had ↓ dry mouth and ↓ 

withdrawal, but open label! 

Freema

n et al  

Placebo 772 12 Patient perception 



DARIFENACIN 
 The most selective M3 receptor antagonist.7.5-15 mg OD 

 4 RCTs. One meta-analysis (Chapple): 3 RCTs:1059 (85% F): 

 Median change in number of incontinence episodes  per week at 12 

weeks= 8.8 less (from 16) for 7.5 mg and 10.6 less (from 16.9) for the 

15 mg. (p= 0.004 and p <0.001).   

 Strong point: elderly as CNS and cardiac SE similar to placebo, 

increases warning time (median 4.3 min vs placebo). 

 Weak point: SE: dry mouth less than oxybutinin, but constipation is 

as bad. 

 Hepatic metabolism (caution in liver disease). 
 

 
 

 
 
 
 
 
 
a : multiple dose: multiple comparison 

n versus weeks Outcome Others 

561(a) placebo 12 weeks weekly IE  Dry mouth 38% vs 94% 

395  placebo 12 weeks 

Weekly IE 

 Dry mouth similar 

439 (b) 

 

Placebo 12 weeks 

weekly IE 

 8.4% discont 



SOLIFENACIN 
 M3 selective. Many RCTs. 4 meta-analysis.  

 Caution in severe renal impairment or liver disease. 

 Strong points: Good efficacy, ↑warning time, longest ½ life (45-68 

hrs).  

 Weak points: Constipation. 

 N Versus weeks Outcome Others 

225 (4 doses)* 

Placebo 

Tolterondine IR 4-6 

Frequency ↓ (not in 

Tolt) 

Dry mouth < Tolterodine 

IR 

1033 

Tolterodine IR 

Placebo 12 Frequency 

857 Placebo 12 

Frequency ↓ 

2.4/ 24 hrs 5 mg 

2.8/24 hrs 10 mg 

1.6/24 hrs placebo 

Sunrise study 

863 

 

Placebo 16 

Episodes of severe 

urgency / 24 hrs 

3.6% discon. 

Benefit as early 

 as day 3 

VENUS study 

739 Placebo 12 

Urgency/24hrs ↓ 

Incontinence 

frequency 

Warning time ↑ 31 sec 

(from 67) vs 12 sec 

from(65) for placebo. 
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solifenacin 

Tolterodine MR  

  P=0.035 
NS 

NS 

NS 

Change in urgency episodes/24h 

N = 578 

N = 594 

STAR STUDY:1177 

Chapple 2005 



FESOTERIDINE (TOVIAZ) 
 Novel agent. 

 Metabolised in plasma rapidly to its active metabolite (non M subtype 

selective). 

 3 RCTs. Post hoc analysis of first RCT suggests that Fesoderodine 8 mg 

is superior to Tolterodine ER in most end points. This is confirmed on 3rd 

RCT 

 Contains Lactose. 

 

 

N Versus FU 

wks 

Outcome Other 

1135

* 

Placebo 

Tolterodine 

ER 

12  ↓ frequency /24 

hrs 

↓ UUI/24 hrs 

4 arm trial 

8 mg had larger volume 

effect, 4.5 % constipation, 

but worse dry mouth 34%  

836 Placebo 12  ↓ frequency 

/24hrs 

↓ UUI / 24 hrs 

Constipation 8%vs 3%. Dry 

mouth 36% vs 7%. 

1712 Tolterodine 

ER 

Placebo 

 

12 ↓ UUI / 24 hrs 

↑ Mean void 

volume 

Also significant difference 

in quality of life measures, 

but dry mouth 28 vs 16% 

for Tol. 



OTHERS  

 Local oestrogens 

 Flavoxate: Antispasmodic (not recommended by 
NICE). 

 Imipramine: Antidepressant. 

 SNRIs: one trial in mixed incontinence and one trial 
in OAB. 

 Desmopressin: mainly for nocturnal polyuria, but 
more recently in nocturia as well (and in all 
incontinence). Oral route at bedtime.  Caution in >65 
as risk of hyponatraemia increases (advise to avoid 
inappropriate water drinking. 3 RCTs. Cochrane 
review: adding  an antimuscarinic improves response 
rate, withdraw in a structured way. Day 3 U & E. 
Mainly for add hoc use. 

 



SUMMARY OF EVIDENCE: (3RDICI 2004) 

Class Drug Level of 

Evidence 

Grade of 

Recommendation  

Antimuscarinics Tolterodine 1 A 

Trospium 1 A 

Darifenacin 1 A 

Solifenacin 1 A 

Fesoterodine 1 A 

Propantheline* 2 B 

Atropine/ Hyoscyamine 3 C 

Mixed Action Oxybutinin 1 A 

Propiverine 1 A 

Dicyclomine 3 C 

Falvoxae 2 D 

Antidepressants Imipramine 3 C 

Vasopressin analogs Desmoprerssin 1 A 



CLINICAL SUMMARY 

 Add hoc use: Oxybutinin IR. 

 Elderly: Trospium XL, Darifenicin, Tolterodine 

XL, Kentera. 

 First line: Oxybutinin (ER). 

 Second line: Solifenacin, ? Fesoterodine. 

 Problem with side effects: Kentera, low dose 

Tolterodine IR 1 mg BD. 

 ?Neurogenic DO: Detrunorm XL. 



FINANCIAL SUMMARY (DTB) 
REPRODUCED FROM [UPDATES ON DRUGS FOR OVERACTIVE BLADDER SYNDROME, DTB, 45,  47, 2007] WITH PERMISSION FROM 

BMJ PUBLISHING GROUP LTD 



FINANCIAL SUMMARY 2007 
(NHS EED FROM CENTRE FOR REVIEWS AND DISSEMINATION 

IN YORK) 

 Solifenacin 5mg $3,373, 

 Oxybutynin TD $3,603, 

 Darifenacin 15 mg $3,633, 

 Oxybutynin ER 10mg 

$3,646, 

 Tolterodine ER $3,659, 

 Trospium           $3,722, 

 Tolterodine IR  $3,750 

 Oxybutynin IR $3,769. 

 

 Decision analysis 

model 

 Based on USA cost 

and publications up to 

2005. 

 Analysis did not 

include non medical 

treatment option. 

 Lack of data made it 

not possible to include 

dose titration effect. 



FINANCIAL SUMMARY (BNF 2008) 
Generic Name Trade Name Available Doses Maximum  Dose/day Cost  (£) 

 

Oxybutynin 

Oxybutynin Chloride 

(Generic) 

IR: 2.5 mg 20 mg 6.86(84 tabs) 

IR: 5 mg 20 mg 13.34 (84 tabs) 

Lyrinel XL ER: 5 mg 20 mg 10.49 (30 tabs) 

ER: 10 mg 20 mg 20.98 (30 tabs) 

Kentera 
36 mg/patch 

(3.9 mg/day) 

2 patches per week 
27.20 (8 patches) 

 

Tolterodine  

Detrusitol IR: 1 mg 4 mg 29.03 (56 tabs) 

IR: 2 mg 4 mg 30.56 (56 tabs) 

Detrusitol XL ER: 4 mg 4 mg 29.03 (28 caps) 

Solifenacin  Vesicare 5 mg 10 mg 27.62 (30 tabs) 

10 mg 10 mg 35.91 (30 tabs) 

Fesoterodine Toviaz 4 mg 

8 mg 

8 mg 

8 mg 

29.03 (28 tabs) 

29.03 (28 tabs) 

Darifenacin  Emselex 7.5 mg  15 mg 26.13 (28 tabs) 

15 mg 15 mg 26.13 (28 tabs) 



DIFFICULT & TRICKY CASES 

 Nocturnal polyuria, 

 Desmopressin, Day 3 U&Es. 

 Loop diuretic at tea time/ 

Leg up. 

 Chronic high residual:  

 Use bladder scanner to 

diagnose. Clean 

intermittent self 

catheterisation, esp before 

bedtime. 

 Sensory urgency: 

 Diagnose on urodynamics 

 Nerve pain treatment. 

 Capsaicin & Resiniferatoxin 

intra-vesical installation. 

•Painful 

bladder: 
Antibiotics 

Cystistat 

Elmiron 

http://tell.fll.purdue.edu/JapanProj/FLClipart/Adjectives/difficult.gif


SURGICAL TREATMENT OF OAB 

 Botox 

 Nerve stimulation: 

 PTNS 

 SNS 

 PNS 

 Others: 

Cystodistention?, Clam,  

 

http://www.chirowise.com/surgery.gif


BOTOX 
 Inhibits release of all neuro-transmitters. 

 200-300 units injected into 20 sites. 

 Works for 6-9 months. 

 Risk of high residual/ retention 10-15%. 

 Need to learn CISC. 

 Lack of quality RCTs, but effective up to 7th 

round and safe on histology after 5 rounds at 

least 

 

 

http://www.njurology.com/images/botox-injection.jpg


TIBIAL NERVE STIMULATION 

 Outpatient treatment. 

 12 X 30 min sessions. 

 Can be done by nurses or patients. 

 Success 60-80%. 

 Treats OAB and non obstructive urinary 

retention!-Integral theory. 

 Some evidence that effect reverses after 

treatment and that top ups are required 
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SACRAL NERVE STIMULATION 

 Pacemaker like. 

 Aim to stimulate S3 (other routes stimulation 

cause side effects). 

 In theory, should work in around 70% (due to 

variable input from S3 into the Pudendal nerve 

and due to asymmetry of input from S3. 

 Clinically, success rate is around 60%. 

 Preceded by a testing period of 1-2 weeks. 

 Works for DO and for Non obstructive retention!  

 Weak point: high re-operation rate (up to 40%). 

 



PROCEDURE STEPS 

 Select patients well (right condition, right 
personality). 

 

 Complete a bladder diary (not the Medtronic one) + e-
PAQ. 

 

 Complete funding application if required. 

 

 Medtronic test kit box has every thing in it. 

     Just book fluoroscopy. 

 

 Ask anaesthetist not to use a muscle  

     relaxant, or to use a very short acting  

     one if going to intubate. 



TEMPORARY LEAD 
 Have the patient lying 

prone with a pillow under 

hip area to achieve 30 

degree flexion and pillow 

to support the lower shin 

in order to be able to 

demonstrate foot/ toe 

movements.  

 

 Expose the lower back 

using part transparent 

dressing over the anus 

(need to order them). 

 



LOCATING S3 

• Landmarks 

 

• Measure from sacral dip 
(4 fingers or 9 cm), then 
1 finger or 2 cm 
laterally. 

 

• Best method is x ray. 

– Obtain an AP view, S3 at 
the level of the lower 
edge of the SI joint. Tilt 
cranially and the S3 
canal will open up. 

 



TEMPORARY LEAD 

S2: leg rotation, Bellow’s + 

S3: Toe flexion, Bellow’s + 

S4: No foot/ leg response, 

Bellow’s + 

 

Aim to be parallel to the 

canal so that your needle 

appears as a dot. 

 

Once in check reflexes 

upon stimulation. 

 



LATERAL VIEW 

 Once two flexion and bellow’s 

response obtained obtained 

(even if through s4). Move to 

lateral fluoroscopy view and 

ascertain: 

 Level 

 Depth (aim for best response 

with minimal voltage) 

 

 







TRIAL FOR TWO WEEKS 

 Lots of dressing. 

 

 No Bath, just wipe at the 

front. 

 

 Advice to keep increasing 

the voltage so that they can 

feel the sensation, but can 

live with it. 

 Complete a 5 day diary. 



PERMANENT IMPLANT 

 Test for response at each and 

every step to make sure the 

lead is optimally placed. 

 www.training.interstim.com 

 

 

http://www.training.interstim.com/


PROGRAMMING 

 There are 12 possible  

lead combinations so 

if you get a favourable 

response from one 

combination, but some 

undesired stimulation, 

just move the 

electrical circuit 

inward or outward. 

 



MID-URETHRAL TAPES FOR MIXED 

INCONTINENCE 

 Duckett et al 2006 BJOG  
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THANK YOU 

 

 

 

 

 

 

 

 

 

 

Any questions? 


