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Medium and Method of Participation

This CME activity consists of a printed
overview of the content presented at a
live course at the 2007 AUA Annual
Meeting and an evaluation. To receive
CME credit, participants must read the
overview of the course, complete the
evaluation and claim credit. Visit
http://www.auanet.org/cme/OAB to
complete the evaluation and claim
credit for this activity.

Estimated Time to
Complete this Activity: 1.5 hours
Release Date: October 2007
Expiration Date: October 31, 2008

AUA Disclosure Policy

As a provider accredited by the
Accreditation Council for
Continuing Medical Education
(ACCME), the American Urological
Association Education and Research,
Inc. must ensure balance, independ-
ence, objectivity and scientific rigor
in all its activities.

All faculty members participating
in an educational activity provided by
the American Urological Association
Education and Research, Inc. are
required to disclose to the audience
any relevant financial relationships
with any commercial interest. The
intent of this disclosure is not to pre-
vent faculty with relevant financial
relationships from serving as faculty,
but rather to provide members of the
audience with information on which
they can make their own judgments.
The Program Planners and Scientific
Planning Committee must resolve
any conflicts of interest prior to the
commencement of the educational

activity. It remains for the audience to
determine if the faculty’s relationships
may influence the educational con-
tent with regard to exposition or con-
clusion. When unlabeled or unap-
proved uses are discussed, these are
also indicated.

Course #109EC: Incontinence in
Women: An Objective Look at the
Options

Faculty

Kristene E. Whitmore, M.D.,
Course Director
Professor of Urology and

Obstetrics/Gynecology
Drexel University
Medical Director, Pelvic and Sexual

Health Institute
Philadelphia, PA
Judy Fried Siegel, M.D.
Private Practice Urology
Hastings-on-Hudson, NY
Raymond A. Bologna, M.D.
Assistant Professor of Urology
Northeastern Ohio University of

College of Medicine
Akron, OH

Faculty Disclosure Statements

Kristene E. Whitmore, M.D.,
Course Director
Advanced Bionics: Scientific
Study/Trial; Astellas: Investigator,
Meeting Participant/Lecturer; Boston
Scientific: Board Member/Officer/
Trustee; Eli Lilly: Consultant/Advisor,
Meeting Participant/Lecturer;
Medtronic: Consultant/Advisor,
Investigator; Ortho-McNeil: Meeting
Participant/Lecturer, Consultant/
Advisor, Investigator; Pfizer: Meeting

Pa r t i c i p a n t / L e c t u r e r ; Vi v u s :
Investigator
Judy Fried Siegel, M.D.
O r t h o U r o l o g y , M e d t r o n i c s :
Consultant/Advisor
Raymond A. Bologna, M.D.
Novartis: Consultant/Advisor; Pfizer,
AMS, Ortho-McNeil Aste l las ,
Medtronics: Meeting Participant/
Lecturer

Learning Objectives

At the conclusion of this educational
activity, you should be able to:
• Define and diagnose stress and

urge incontinence
• Describe the significance of pelvic

floor disorders as they relate to
incontinence

• Manage stress and urge inconti-
nence as well as pelvic floor
comorbidities

• Recognize the level of evidence
for diagnostic and therapeutic
modalities available for inconti-
nence in women

Course #10EC: Female Urology:
Foundations for Urologists

Faculty

J. Christian Winters, M.D., Course
Director
Director of Female Urology and

Voiding Dysfunction
Director of Urology
Ochsner Clinic Foundation
New Orleans, LA
Stephen R. Kraus, M.D.
Associate Professor, Department of

Urology
University of Texas Health Sciences

Center
San Antonio, TX

Highlights on Overactive Bladder
(from Courses #109EC and #10EC, 2007 AUA Annual Meeting)
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Nirit Rosenblum, M.D.
Assistant Professor of Urology
New York University Medical Center
Chappaqua, NY

Faculty Disclosure Statements

J. Christian Winters, M.D., Course
Director
Solae Thera: Consultant/Advisor
Stephen R. Kraus, M.D.
Astellas, NIDDK: Investigator;
Novartis, Ortho-McNeil, Pfizer:
Meeting Participant/Lecturer
Nirit Rosenblum, M.D.
Nothing to disclose

Learning Objectives

At the conclusion of this educational
activity, you should be able to:
• Delineate the basic principles of

pelvic floor anatomy and how cer-
tain anatomic defects contribute
to prolapse

• Familiarize one with the varying
prolapse surgeries and the certain
types of pelvic floor defects they
correct

• Teach the basic principles of uro-
dynamic testing in women

• Introduce the latest concepts
regarding the pathophysiology and
surgical correction of stress uri-
nary incontinence

• Discuss the fundamentals of
examining women with prolapse
conditions

• Understand the aspects of estab-
lishing a female urology practice

Statement of Need

Incontinence in women is prevalent,
has a great impact on the quality of life

and is managed with behavioral, phar-
macologic and/or surgical therapy.
Pubovaginal sling procedures are one
of the most common surgical proce-
dures performed by urologists. More
than 30% of patients with urinary
incontinence have associated pelvic
organ prolapse, and so it is essential for
urologists to become familiar with the
clinical evaluation and management
of women with prolapse.

Target Audience

Urologists, urologists in training and
allied health care professionals
involved in urology.

Accreditation

Th e A m e r i c a n U r o l o g i c a l
A s s o c i a t i o n E d u c a t i o n a n d
Research, Inc. is accredited by
the Accreditation Council for
Continuing Medical Education
(ACCME) to provide continuing
medical education for physicians.

T h e A m e r i c a n U r o l o g i c a l
Association Education and Research,
Inc. takes responsibility for the con-
tent, quality and scientific integrity of
this CME activity.

Continuing Medical Education
Credits

The American Urological Association
Education and Research, Inc. desig-
nates this educational activity for a
m a x i mu m o f 1 . 5 A M A P R A
Category 1 Credits™. Physicians
should only claim credit commensu-
rate with the extent of their participa-
tion in the activity.

Commercial Support

This CME activity is supported
through an educational grant from
Astellas Pharma US Inc.

Statement of Evidence-Based
Content

As a provider of continuing medical
education accredited by the
ACCME, it is the policy of the
American Urological Association
Education and Research, Inc. to
review and certify that the content
contained in this CME activity is
based on acceptable scientific princi-
ples that are generally accepted as
valid by the profession and conclu-
sions or inferences about the evidence
that are accepted in the general med-
ical community as valid and sound.

Unlabeled/Unapproved Uses

It is the policy of the American
Urological Association Education
and Research, Inc. to require the
disclosure of all references to unla-
beled or unapproved uses of drugs
or devices prior to the presentation
of educational content. Please con-
sult the prescribing information for
full disclosure of approved uses.

The audience is advised that this
continuing medical education activ-
ity may contain references to unla-
beled or unapproved uses of drugs
or devices.

Copyright © 2007 by American
Urological Association

CME Information
▼ Continued from page 1

Meeting Highlights OAB  2007:Layout 1  10/2/07  12:07 PM  Page 2



AUANews AUA 2007 ANAHEIM ANNUAL MEETING HIGHLIGHTS 3

Urgency as the “Driver” of Symptoms

According to the International
Continence Society (ICS), urgency is
the primary driver of associated over-
active bladder (OAB) symptoms.1

Urgency is “a sudden compelling
desire to pass urine that is difficult to
deter, and is pathological.” This
should be differentiated from urge or
the desire to void, which is “the sensa-
tion experienced during the micturi-
tion process, and considered normal
because it does not affect an individ-
ual’s quality of life (QOL).” The nor-
mal micturition cycle “is character-
ized by the desire to void (urge) which
is intermittent and increases with blad-
der volume and terminates with a void
that may (or may not) be associated
with a strong sensation.” Patients with
OAB also experience a desire to void
similar to that of normal individuals.
However, during an urgency episode
the desire increases abruptly, the vol-
ume of urine stored is reduced and the
decrease in the ability to defer urina-
tion (warning time) impacts QOL.

Defining OAB Syndrome
and Warning Time

The definition of OAB has been sub-
ject to several revisions by the ICS.
The current definition is a symptom
syndrome suggestive of lower urinary
tract dysfunction, specifically
“urgency with or without urge incon-
tinence, usually with frequency and
nocturia.” This presumes that meta-
bolic or pathological conditions have
been excluded. The following ICS

definitions are relevant to understand-
ing OAB terminology. Urgency is the
complaint of a sudden compelling
desire to pass urine that is difficult to
defer. Frequency is a complaint
voiced by patients who believe they
void too often during the day. Normal
frequency is considered fewer than 8
times per 24 hours. Nocturia is the
complaint of voiding too often during
the night, and is considered a clinical
problem if frequency is greater than
twice a night. Urge urinary inconti-
nence (UUI) is the complaint of
involuntary leakage accompanied or
immediately preceded by urgency.
OAB “wet” is OAB with UUI, which
affects approximately a third of
patients. OAB “dry” is OAB without
UUI, which affects about two-thirds of
patients. Warning time is the time
from first sensation of urgency to void-
ing.2-4

The Pathophysiology of “Urgency”

The urothelium, which consists of 3
to 7 layers of cells that line the blad-
der, has recently been shown to pos-
sess substantial sensory properties.
The urothelium, interstitial cells,
myofibroblasts and suburothelial
innervation function as a unit to pro-
vide sensory information about the
state of bladder fullness. Chemical
transmitters such as acetylcholine,
adenosine triphosphate and
prostaglandins are synthesized in the
urothelium. During bladder filling
these transmitters are released from
the urothelium and activate sub-
urothelial afferent nerves. Up-regula-

tion of this mechanism might con-
tribute to the pathogenesis of urgency
and detrusor overactivity.5, 6

Applying the Definition and
Understanding the New Science

OAB is a descriptive phrase for a con-
dition/syndrome. It allows treatment
of the symptoms empirically—when
clearly the patients have heteroge-
neous etiologies and symptoms. The
natural history or whether the OAB
dry patient and the OAB wet patient
with urge or urgency have the same
etiology is unknown. Some patients
have urgency and are dry, while oth-
ers may experience “urge” not
“urgency.” However, if OAB dry or
OAB wet patients respond similarly to
anticholinergic therapy, the point
may be clinically moot. Clinical
research metrics have objectified the
symptom of urgency into all or none,
or the multiple methods for assessing
the degree or bother of urgency.

The afferent sensory arc may be
sensitive to anticholinergic blockade
by agents delivered to the site of
action via the serum or the urine. If
so, the treatment paradigm that limits
use of anticholinergic agents, due to
the concern that the primary mode of
action is on the efferent-contractility
limb, may need reevaluation. This
may impact on the use of specific anti-
cholinergic agents for “urgency” as
well as OAB symptoms in men, fol-
lowing analysis of the specific mode of
action of these agents and after con-
sidering their receptor specificity
(efferent/contractility, afferent/stor-

The Urge to Define Urgency: Expert Opinions on Urgency
Study Design and Outcomes in OAB
David R. Staskin, M.D., New York Presbyterian Hospital, New York, NY, Chair; Con Kelleher, M.D., MRCOG, Guy’s and St. Thomas’ Hospitals Trust,

London, UK; Scott A. MacDiarmid, M.D., Wake Forest University, Winston-Salem, NC; and Richard S. Pelman, M.D., University of Washington School of

Medicine, Seattle, WA
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▼ Continued on page 4
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age) and pharmacology (urine and/or
serum activity).

Clinical Application of Measurement
Instruments in Recent OAB Studies

There are disease specific and symp-
tom specific outcomes instruments
that have been used for urgency
symptoms (see Appendix).7-9

IUSS analysis (trospium).7 In a
12-week, placebo controlled registra-
tion study of trospium the validity of
the IUSS (Indevus Urgency Severity
Scale) questionnaire was tested in
patients with OAB associated with
urge incontinence. IUSS had a signif-
icant positive correlation with clinical
and QOL outcomes, and was highly
responsive to change in patients with
UUI. Trospium demonstrated a pro-
found improvement in urgency sever-
ity and in a composite score that
included urgency, frequency and
urgency incontinence.

VENUS, SUNRISE and VOLT
trials (solifenacin).10-13 The VENUS
trial was designed to assess changes in
urgency and warning time. Subjects
were assessed at 4 weeks and 8 weeks,
and given the option of remaining on
the 5 mg dose or escalating to 10 mg
vs placebo (dual point flexible dos-
ing). Solifenacin proved superior to
placebo in the primary efficacy end
point of mean reduction in urgency
episodes per 24 hours (3.91 vs 2.73, p
<0.001). VENUS was the first study
to demonstrate a significant increase
in warning time at the recommended
dosage of the medication (739
patients), a median increase of 31.5
seconds from baseline in warning
time compared to 12 seconds for
placebo (p=0.032).

SUNRISE was a dual flexible dos-
ing 16-week study evaluating the effi-
cacy of solifenacin compared to
placebo in the reduction of urgency
episodes and severity in patients with

symptoms for at least 3 months. A sig-
nificant reduction in urgency
episodes was demonstrated overall
and in patients with the most severe
urgency. There were also improve-
ments demonstrated in the patient
perception of intensity urgency scale,
patient perception of bladder condi-
tion (PPBC) scale and visual analog
scale (VAS).

VOLT was a 12-week dual point
flexible dosing trial. Significant
improvement (p <0.001) was assessed
with PPBC, VAS and OAB question-
naire. All subscales of health related
QOL significantly improved on the
OAB questionnaire score, and there
was significant reduction in the
degree of bother associated with
urgency, UUI, frequency and/or noc-
turia on the VAS.

Assessing the Results of Clinical
Trials

There are currently more questions
and questionnaires than answers
when it comes to selecting an out-

comes measure for urgency, and cur-
rently there seem to be no right or
wrong answers with different scales
measuring different degrees of sensa-
tion or QOL improvement. Of note,
solifenacin also has been shown to
improve urgency and quality of life
across an array of questionnaires in
multiple studies. Some of this effec-
tiveness is postulated to be secondary
to the flexible dosing option. The
dose can be increased to 10 mg for
patients started on a 5 mg dose with
only a modest increase in side effects.
In the studies presented more than
half of the patients treated with solife-
nacin requested a dose escalation,
and few who were given the higher
dose asked to go back to the lower
dose. The studies with solifenacin
were the first to show a positive
impact on warning time at the recom-
mended dosage. The additional
warning time at the therapeutic dose
may be sufficient for many people to
end a task without fear of inconti-
nence or discomfort.

Symposium
▼ Continued from page 3

APPENDIX: DISEASE SPECIFIC OUTCOMES INSTRUMENTS FOR URGENCY
Urgency Perception Score7

1. “I am usually not able to hold urine”
2. “I am usually able to hold urine until I reach the toilet if I go immediately”
3. “I am usually able to finish what I’m doing before going to the toilet”

Indevus Urgency Severity Scale8

0. None – no urgency
1. Mild – awareness of urgency but easily tolerated (can continue your usual

activity/tasks)
2. Moderate – enough urgency discomfort that it interferes with or shortens usual

activity/tasks
3. Severe – extreme urgency discomfort that abruptly stops all activity/tasks

Patient Perception of Intensity of Urgency Scale9

0. No urgency: I felt no need to empty my bladder but did so for other reasons
1. Mild urgency: I could postpone voiding as long as necessary without fear of wetting

myself
2. Moderate urgency: I could postpone voiding for a short while without fear of wetting

myself
3. Severe urgency: I could not postpone voiding but had to rush to the toilet in order

not to wet myself
4. Urge incontinence: I leaked before arriving at the toilet

▼ Continued on page 5
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Summary

Urgency is the sudden compelling
need to void that is difficult to defer.
This element of OAB often impacts
QOL. Studies have been conducted
to determine where the sensation of
urgency occurs as well as to establish
which receptors trigger the symptoms
of OAB. Despite this research, many
questions about the mechanism of
urgency remain unresolved. There is
a general lack of consistency in evalu-
ating outcomes in clinical trials on
OAB. Many of the trials vary in defini-
tion and assessment of urgency and
use different measurement instru-
ments, making it difficult to compare
results. Future urgency and warning
time studies are necessary to deter-
mine which outcomes measurement
instruments are the most effective for

quantifying symptom improvement
for patients being treated with
antimuscarinics for OAB.♦
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▼ Continued on page 6

Definitions

Overactive bladder (OAB) is defined as
frequency, urgency and/or urge urinary
incontinence (UUI). Stress urinary
incontinence (SUI) is defined as invol-
untary leakage with effort, exertion,
coughing or sneezing. Mixed urinary
incontinence (MUI) is defined as UUI
and SUI.1

Etiology

The etiology of UUI involves sensitiza-
tion of peripheral afferent terminals in
the bladder or damage to central
inhibiting pathways that can unmask
primitive voiding reflexes.2 This results
in a leak of acetylcholine (ACH) from
parasympathetic nerve terminals dur-
ing filling and storage with micromo-
tion of detrusor bundles and further

afferent activation (neurogenic-myo-
genic theory).3

Changes in the properties, struc-
ture and innervation of the detrusor
muscle can result in a change in affer-
ent receptors and nerves in the
urothelium and suburothelium with
an increased sensory urothelium
function and an increased release of
ACH, adenosine triphosphate, nitrous
oxide, urothelial inhibitory factor and
other factors that may activate afferent
nerves. Changes in the detrusor mus-
cle cells may cause an increased
excitability and impulse propagation
resulting in increased coordinated
myogenic contractions of the whole
detrusor muscle. This may result in
hypersensitivity to cholinergic stimu-
lation which results in OAB.4, 5 The
etiology of SUI is predominately asso-

ciated with vaginal childbirth and is
likely associated with deficient colla-
gen properties in targeted popula-
tions. Hypermobile urethra and poor
urethral closing pressures (intrinsic
sphincteric deficiency) are present.

Causes

Causes related to UUI and SUI
include bladder calculi, bladder can-
cer, increased post-void residual, inter-
stitial cystitis (IC)/painful bladder syn-
drome, urinary tract infection (UTI),
urethral diverticulum, pelvic organ
prolapse (POP), SUI, atrophic vagini-
tis, pelvic radiation, congestive heart
failure, diabetes mellitus, upper motor
lesions, impaired renal function, anxi-
ety and habitual fluid intake (exces-
sive/decreased intake).

Incontinence in Women: An Objective Look at the Options
Kristene E. Whitmore, M.D., Course Director; Judy Fried Siegel, M.D. and Raymond A. Bologna, M.D., Faculty
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Prevalence

UUI and SUI are likely unreported
secondary to results of aging and child-
birth, poor awareness of treatment
options, low expectations for efficacy
and treatment, embarrassment and
lack of coping mechanisms. The
prevalence of UUI among United
States women is 16.9% which increas-
es with age (2% to 19%) and has been
reported in up to 36% of survey respon-
ders.6 The prevalence of SUI is estimat-
ed at 29.5 million American women
with SUI and MUI, which is present in
12% to 52% of nulliparous women.
The EPINCONT (epidemiology of
urinary incontinence) study revealed
that 50% of women have SUI, with
UUI in 11% and MUI in 36%. SUI
was bothersome in 17% to 24% of
incontinent women.7

Quality of Life Impact

OAB is one of the 4 leading health
problems affecting the quality of life
(QOL) of senior citizens. Urinary
incontinence (UI) accounts for greater
than 50% of nursing home admissions.
Patients with UI complain of a signifi-
cant decrease in sexual function,
increase in sleep disturbances, a
decreased participation in normal
activities and an increased fear of
stigmatization.8 UUI is associated with
an increased risk of falls (26%), frac-
tures (34%), UTIs (21.7%) and skin
infarctions (7.57%). The social func-
tion 36 (SF-36) showed a significant
decrease in all physical and emotional
QOL domains.9

Economics

The total estimated direct and indirect
costs of UI are $12.6 billion with insti-
tutional costs being the majority of the
burden and, thus, Medicare mandates
an incontinence evaluation for all
institutionalized patients with inconti-

nence.10 Brown et al estimated a poten-
tial swing of $3 million to treated UTIs
and $300,000 for skin conditions if
OAB was treated before patients
entered a nursing home.9

Diagnostic Options

An assessment of pelvic floor dys-
function is pivotal. Hypotonic disor-
ders include SUI, POP and sphinc-
teric incompetence. Hypertonic dis-
orders include OAB, interstitial cysti-
tis, vulvodynia, chronic pelvic pain,
overactive bowel syndrome and sexu-
al dysfunction.11 Lower urinary tract
nervous innervation is altered in
patients with UUI in that unmyeli-
nated c-fibers become the predomi-
nant sensory innervation which caus-
es activation of a sustained guarding
reflex (overactive bladder and/or
high tone pelvic muscle floor dys-
function).

Assessment

History taking involves a medication
list (prescriptions and over-the-counter
drugs), duration of symptoms, type of
symptoms (SUI vs UUI vs pain) and
symptom bother. A validated question-
naire should be administered and
given during followup visits to monitor
progress. The Incontinence Quality of
Life Questionnaire is validated for
males and females with UI. A voiding
diary (validated) should also be admin-
istered.12

Physical examination involves
assessment of the external and inter-
nal pelvis, and urinalysis/culture.13, 14

Optional tests include urodynamics
and cystoscopy. Urine cytology and
renal ultrasound should also be per-
formed in patients with hematuria.
Digital pelvic floor muscle measure-
ment and electromyography (EMG)
or perineometry assess pelvic floor
muscle function.15-19 The pelvic organ
prolapse quantification exam assesses

POP. Sexual function can be deter-
mined using the female sexual func-
tion index and bowel function can be
monitored using a bowel diary.

Nonsurgical Treatment of SUI

Lifestyle interventions for behavioral
therapy include weight loss, smoking
cessation, fluid management and
cough prevention. Mechanical devices
comprise pessaries and urethral occlu-
sion devices. Pelvic floor muscle thera-
py (PFMT) is designed to increase
strength, coordination, speed and
endurance of the pelvic floor muscles
during 6 weeks to 6 months of therapy
assessed by digital assessment, EMG
and/or perineometry to achieve a cure
plus improvement rate of 41% to
100%.20 Adjunctive therapy with
biofeedback and/or functional electri-
cal stimulation or vaginal cones
increased QOL and decreased 24-hour
mean usage. Behavioral therapy does
not significantly prevent surgical pro-
cedures.

Nonsurgical Treatment of UUI

Behavioral modification predominantly
involves PFMT.21-24 The International
Consultation on Incontinence group
recommends PFMT as first line therapy
(grade A level of evidence) with a signif-
icant reduction in incontinence
episodes and an increase in voiding
intervals. Combining PFMT with phar-
macological therapy has shown no
added benefit.

Medical Therapy for OAB

Several head-to-head studies show rapid
results among the 6 popularly available
agents.24-27 Treatment with 10 mg oxy-
butynin XR daily was superior to 4 mg
tolterodine ER daily in mean change in
incontinent episodes per 24 hours and
the number of patients who became
continent.28 Solifenacin resulted in

Course 109EC
▼ Continued from page 5

▼ Continued on page 7
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fewer urgency episodes and fewer mic-
turitions per day than 4 mg tolterodine
ER daily. Antimuscarinic agents are
chosen based on dosing options, effica-
cy, tolerability and safety.26

Estrogen therapy for UI is not effi-
cacious for SUI, but may be useful for
urgency and frequency.27 Afferent
agents, capsaicin and resiniferatoxin,
used intravesically target unmyelinat-
ed c-fibers and result in increased
bladder capacity, decreased frequen-
cy and decreased incontinence
episodes.28, 29 Functional electrical
stimulation showed no apparent ben-
efit compared to PFMT which was
likely secondary to a variety of tech-
niques used and lack of consistency
in protocols.

Surgical Treatment of SUI

Periurethral bulking agents can be
administered with the patient under
local anesthesia and are minimally
invasive.30 Needle suspension proce-
dures for SUI are inferior to retropu-
bic colposuspension and slings.31

Laparoscopic Burch colposuspen-
sion is inferior to the mid urethral
sling. Tension-free vaginal tape and
tension-free obturator techniques
offer minimally invasive, low cost,
effective and safe alternatives to tradi-
tional sling procedures with an 88%
improvement in subjective symp-
toms.32,33

Surgical Treatment of UI

Intravesical botulinum toxin (BTX-A)
injections have resulted in increased
bladder capacity, decreased frequency,
increased bladder compliance and
increased QOL.34-36 BTX-A injections
into high tone pelvic floor muscle trig-
ger points have resulted in decreased
pelvic pain and decreased pelvic floor
muscle pressure.37,38 Sacral nerve stim-
ulation at S3 with InterStim® has

resulted in long-term (greater than 5
years) decreases in leakage episodes,
voids per 24 hours and increased
QOL.39-42 InterStim therapy has also
been shown to be effective in decreas-
ing frequency, urgency and pain, and
increasing QOL in patients with IC, as
well as decreasing fecal incontinence
episodes per week. Augmentation
cystoplasty is effective in most patients
with low bladder capacity but results in
a 70% self-catheterization rate.43, 44

Multimodal therapy is key in treating
UI, incorporating multiple forms of
behavioral and pharmacological thera-
peutic interventions and/or surgery.♦
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Approximately 50% of residents are
graduating from United States resi-
dency programs that do not have a spe-
cialist in female urology on the facul-
ty. Female urology has been identified
as one of the most requested areas of
continuing medical education by the
AUA membership. To address these
needs, this course on the basic funda-
mentals of female urology was devel-
oped. The goals of the course are to
present the basic concepts of female
pelvic anatomy, stress urinary inconti-
nence, urodynamics, periurethral
masses, and the surgical treatment of
these conditions. Also, time is devoted
to discuss the nuances of establishing a
female urology practice setting within
previously established urological prac-
tices. The course is typically held early
in the week of the AUA annual meet-
ing so participants can apply these
basic principles as they attend other
female urology sessions.

Dr. Nirit Rosenblum presented a
comprehensive review of anatomy
and pelvic floor support. She empha-
sized that pelvic floor support is a

complex interaction of levator ani
muscular function and connective
tissue attachments. The development
of pelvic organ prolapse is a complex
event associated with multiple predis-
posing factors. Dr. Rosenblum
reviewed the 3 levels of vaginal sup-
port popularized by Dr. John
Delancey and noted, “The most
important aspect for pelvic surgeons
to realize is apical support is critical
for the success of most prolapse
repairs. Urologists must become
adept at diagnosing apical support
defects, and how to correct them.”
She also outlined the anatomical
defects that cause cystocele, rectocele
and enterocele.

Dr. Winters then gave a lecture on
the surgical procedures to correct
these various defects. The role of ante-
rior, posterior, paravaginal and apical
repair operations was described, and
the use of abdominal, laparoscopic
and vaginal approaches was present-
ed. Once again, the importance of
apical support was emphasized.

Dr. Rosenblum provided an excel-

lent overview of the pathophysiology
and treatment of stress urinary incon-
tinence. The concepts of urethral
hypermobility and intrinsic sphinc-
teric deficiency contributing to the
development of stress incontinence
were outlined, and the implications
for treatment discussed. The contem-
porary surgical management of stress
incontinence was discussed, clarifying
the roles of retropubic suspensions,
pubovaginal slings and mid urethral
slings.

Dr. Stephen Kraus gave a lecture
entitled, “Urodynamics: All We Can
Fit Into 25 Minutes.” He focused on
the basic principles of urodynamic
testing, and then outlined the use of
abdominal leak point pressures and
urethral pressure profilometry in
women with stress incontinence.
Excellent examples of urodynamic
findings in women with pelvic organ
prolapse were provided, and partici-
pants learned about the technical
and interpretive nuances of urody-
namic testing in women. Dr. Kraus
noted that “pressure flow analysis in
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(Reprinted from J Urol, suppl., 2007:
177: 24)
Introduction and Objective: Direct
medical (non-pharmacy) costs attrib-
utable to overactive bladder (OAB)
in the community-dwelling elderly
were estimated at $4.5 billion in
2000 (Hu 2003). The financial
impact of OAB relative to other
chronic conditions is important for
decision makers allocating resources
from fixed budgets. However, OAB-
attributable costs in the Medicare
population have not yet been pub-
lished. The goal of this study is to
provide annual estimates for the diag-
nosed prevalence of, and direct non-
pharmacy costs attributable to OAB
in the Medicare population.

Methods: We extracted all med-
ical (non-pharmacy) claims for bene-
ficiaries over 65 with continuous cov-
erage for Medicare Parts A and B dur-
ing 2003- 2004. Coding inaccuracies
inherent in claims data made it
impossible to definitively identify
OAB claims. We therefore created
two OAB definitions to provide a
range of estimates for diagnosed OAB
prevalence and cost: (1) the base case
included diagnosis codes that more
narrowly defined OAB, and (2) the
sensitivity variant included additional
codes (ICD-9-CM 788.30, 788.34,
788.35, 788.36, 788.37, 788.39,
788.43) indicative of OAB. We
totaled Medicare expenditures for
individuals and used multiple regres-

sion techniques to estimate a range of
costs attributable to OAB after adjust-
ing for demographic characteristics
and comorbidities.

Results: The prevalence rate of
patients with an OAB diagnosis code
ranged from 8.8% to 13.6% for the
base and sensitivity definitions. These
estimates are within the ranges of
other common chronic diseases of
the elderly in the US (Figure 1).
While mean total annual expendi-
tures ranged from $9331 - $9655,
mean annual expenditures attributa-
ble to OAB, after adjusting for demo-
graphic and comorbidity differences,
ranged from $825 - $1184 per patient
(9 - 12% of total medical costs for
OAB patients), with an aggregate

Course 10EC
▼ Continued from page 8

women is different than that in men;
this is an important issue when eval-
uating women with lower urinary
tract symptoms.”

Dr. Winters completed the clinical
lectures with an update on the evalu-
ation and management of peri-
urethral masses which included
leiomyomas, caruncles and diverticu-
la among others. Dr. Kraus then
closed the session with a lecture on
establishing a female urology prac-

tice. Many urologists who specialize
in female urology join practices that
are not primarily focused on deliver-
ing care to women. He reviewed
practical issues such as atmosphere,
restroom facilities, examination set-
tings and techniques that make these
practices more comfortable for
women. In addition, Dr. Kraus
reviewed some of the billing and cod-
ing issues that are commonly
encountered as we provide care to

more female patients.
Overall, this session provided the

participants with a comprehensive
overview of the established basic prin-
ciples of female urology and practical
suggestions on how to establish a prac-
tice environment comfortable for
women. From this course it is expect-
ed that the urologist has the founda-
tions upon which to explore the many
emerging areas of the dynamic spe-
cialty of female urology.♦

ABSTRACT 70: THE IMPACT OF OVERACTIVE BLADDER IN
THE ELDERLY: A RETROSPECTIVE ANALYSIS OF
MEDICARE CLAIMS
Miriam G Cisternas, M.A., Aimee J Foreman, M.A., Thomas S Marshall, Ph.D., M Chris Runken, Ph.D., Kathleen C Kobashi, M.D., Raafat Seifeldin, Ph.D.

Ovation Research Group, San Francisco, CA; Astellas Pharma US, Inc., Deerfield, IL; GlaxoSmithKline, Research Triangle Park, NC; Virginia Mason Medical

Center, Seattle, WA
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Abstract 70
▼ Continued from page 9

total attributable cost of $1.8 to $3.9
billion per year.

Conclusions: The prevalence of
individuals seeking treatment for
OAB in the elderly Medicare popula-

tion is comparable to some common
chronic conditions in that popula-
tion, and the costs attributable to
OAB are considerable. A reanalysis of
Medicare data once Part D pharmacy

claims are available will provide a
more accurate picture of both OAB
prevalence and cost.♦

Source of Funding: Astellas Pharma
US, Inc. and GlaxoSmithKline, USA
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