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Overactive bladder (OAB), which is characterized by symptoms 
of frequency, urgency and urge incontinence (UI) (either alone or in 
combination), is a common and distressing condition that has a 
profound effect on daily living of affected individuals (Jackson, 
1997; Johannesson et al., 1997; Kobelt et al., 1999). In the USA, 
OAB affects at least 17 million individuals, while in Europe 17% of 
the population aged over 40 years experience this debilitating 
condition (Wein and Rovner, 1999). 

According to the International Continence Society (ICS), OAB 
disorder is characterized by involuntary detrusor contractions that 
may occur spontaneously or may be provoked (by rapid filling, 
alterations of posture, coughing, walking and jumping (Hampel et 
al., 1997). An OAB of neurogenic origin usually has been referred 
to as a hyperflexic disorder, whereas one that is nonneurogenic is 
referred to as an unstable disorder (Hampel et al., 1997). 

This disorder is treated predominantly with antimuscarinic drugs 
(Andersson, 1988; Andersson, 1997). Prior to the introduction of 
tolterodine, the most commonly used antimuscarinic agent was 
oxybutynin. This drug, while effective in many instances, has 
limited clinical utility due to tolerability problems, particularly 
bothersome dry mouth (Yarker et al., 1995; Drutz et al., 1999). 
Furthermore, unwanted cognitive effects are of concern. These 
tolerability concerns have negative implications for the treatment of 
OAB, especially since this condition normally requires prolonged 
therapy to maintain symptomatic relief (Katz, 1998). 

Tolterodine is an antimuscarinic agent developed specifically for 
the treatment of the OAB. Unlike oxybutynin, tolterodine shows 
selectivity for the bladder over the salivary glands both in vitro and 
in vivo, a profile that seems to translate into a more pronounced and 
longer-lasting effect on the bladder than on salivation (Nilvebrant 
et al., 1997; Nilvebrant et al., 1997; Stahl et al., 1995). In clinical 
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studies, significantly fewer patients on tolterodine 2 mg twice daily 
experienced dry mouth at therapeutically equivalent dosages when 
compared with oxybutynin 5 mg three times daily (Drutz et al., 
1999; Appell, 1997; Abrams et al., 1998). Tolterodine therefore 
overcomes many of the limitations of present pharmacological 
options for the treatment of OAB. Indeed, follow-up studies 
confirmed that the therapeutic effect of tolterodine is maintained 
during long-term treatment, with high rates of patient compliance 
(Atan et al., 1999; Wein et al., 1999). 

OAB is manifested by a complex of interrelated symptoms, all of 
which significantly impact on patients’ lives. Therefore, any therapy 
for this condition needs to address this complex of symptoms and 
not merely decrease one symptom with increases in other 
associated symptoms. Ultimately, however, the way in which 
patients perceive treatment is central to determining the impact of 
therapy (Chancellor et al., 2000). 


