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Rationale



Overactive Bladder

Overactive bladder (OAB) is a chronic condition.

Defined by urinary urgency, usually accompanied by urinary 
frequency and nocturia, and can occur with or without 
urgency incontinence (International Continence Society, 
2015).

Affects ~15% of Canadians, with prevalence increasing to 

~> 30% over the age of 65 (Herschorn et al. 2008). 



Treating OAB

Several lines of treatment: 
1. Behavioral modification
2. Pharmaceuticals 
3. Surgical intervention 

Effective care requires resources: diagnostics, supportive care, 
education, follow-up.

In Alberta, most patients presenting to primary care with OAB 
symptoms are referred to urologists or gynecologists (Nguyen, Hunter, & 
Wagg, 2013).



Treating OAB 

The number of patients with OAB far outstrips the number of available 
urologist & gynecologists.

Urologists & gynecologists are surgeons:
Most of these patients will never require surgery. 
Consequently, few are motivated to see patients with OAB. 
Patients are triaged lower than those with more pressing issues

Current model leads to long wait-times, frustrated patients and doctors, 
poor outcomes.



Typical Urology Practice

Surgeon sees every type of patient first

Referred Patient

Non surgical

Surgeon sees every 
referred patient

Surgical 



Multidisciplinary Model

Became evident that a well-trained nurse or GP 

could better manage these patients.

Multidisciplinary teams have been well-studied in 

primary care, but could it work in a secondary 

setting? 



Multidisciplinary Model

Create a team of people that can share in patient care

Referred Patient

Non-surgical patients to 
the team

Surgical patients to the 
surgeons



Objectives

To compare the effect of a multidisciplinary delivery 
model on:

1) volume of care for OAB, 

2) direct costs to the health care system, and 

3) number of cystoscopies



Context 



vesia [Alberta Bladder Centre]

Dedicated referral centre for diagnosis, treatment, and education of 
patients with:

Å OAB

Å UTIs

Å LUTS 

Å Dysfunctional Voiding and Urologic Pain

Å Incontinence and Prolapse

Å Fistula

Å Neurogenic Bladder

Å Urethral stricture disease



Cornerstones of vesia Model

Central intake for referrals

Single EMR

Clinical care pathways

Multiple providers

Patient-reported outcomes

Patient education 





A Unique Model

Only centre in Calgary that treats the full range of patients:

Å Both male and female patients

Å Neuro-urology conditions (eg: MS, SCI)

Only centre in Canada with expertise in:

Å Male and female reconstructive surgery

Å Neurogenic bladder expertise

Å On-site Pelvic Floor Physiotherapy

Å On-site Urodynamics

Å Pessary fitting



Methods



Pre / Post Study Design

Two cohorts of OAB patients were defined for this study. 

2010 – all OAB patients treated by two urologists in the year prior to establishing vesia

2012 – all OAB patients treated in the year after vesia was established. 

Health records for both cohorts were linked to administrative data sources.

Used vesia’s electronic medical record to identify patients with OAB.

Alberta Health Services linked these to:
1. Discharge Abstract Database 
2. National Ambulatory Care Reporting System



Codes Used to Identify Visits
ICD-10 Code Description

N02 Recurrent and persistent haematuria

N13 Obstructive and reflux uropathy

N17 Acute renal failure

N18 Chronic kidney disease

N19 Unspecified renal failure

N30 Cystitis

N31 Neuromuscular dysfunction of bladder

N32 Other disorders of bladder

N33 Bladder disorders in diseases classified elsewhere

N34 Urethritis and urethral syndrome

N35 Urethral stricture

N36 Other disorders of urethra

N37 Urethral disorders in diseases classified elsewhere

N39 Other disorders of urinary systems

N99 Other disorders of the genitourinary system



Outcomes 

Compared pre/post changes in: 

1. The number patients treated and types of visits.

2. Costs – as measured by the proportional number of visits to:
ambulatory clinics 
emergency rooms
hospitals

3. Unnecessary surgical interventions – as measured by the 
proportional number of patients treated with cystoscopies.



Results



Patients Treated and Visit Types

2010 2012

Number of unique patients

Age
Median years 
Min-max
Inter-quartile range 
Standard deviation

Gender
Male
Female

Type of visit
New
Follow-up
Cystoscopy

150

54.2
20.3 - 88.7 

27 
17.2

84 (56%)
66 (44%)

45 (26%)
37 (21%)
91 (53%)

1,035

58.1
16.7 - 97.4 

24 
16.7

270 (26%)
765 (74%)

632 (35%)
831 (47%)
313 (18%)

t = 2.32
p = 0.02

Fisherôs exact
p < 0.0001

Chi2 = 120.0
p < 0.0001



Patients Treated and Visit Types

There were a total of 173 visits in 2010 and 1,495 visits 
in 2012. 

The average number of visits per patient increased 50% 
between 2010 and 2012, from 1.15 to 1.73.



The proportional distribution of patients accessing 
ambulatory care services significantly decreased 
Chi2 = 160.3, p < 0.0001

Costs – Ambulatory Care Visits

Vesia patients with ambulatory care visits 
(%)

Yes No Total
2010

2012

122 
(81.3)
295 

(28.5)

28 
(18.7)
740 

(71.5)

150

1,035



Costs – Emergency Room Visits

Vesia patients with emergency room visits
(%)

Yes No Total
2010

2012

56
(37.3)

61
(5.9)

94
(62.7)
974

(94.1)

150

1,035

The proportional distribution of patients using the 
emergency room significantly decreased 
Chi2 = 6.0, p = 0.014



Costs – Hospital Discharges

Vesia patients with inpatient hospitalizations
(%)

Yes No Total
2010

2012

9
(6.0%)

25
(2.4)

141
(94.0)
1,010
(97.6)

150

1,035

The proportional distribution of patients discharged from 
hospitals significantly decreased 
Chi2 = 160.3, p < 0.0001



Number of Cystoscopies

The proportional number of cystoscopies decreased:

2010 = 91 (53%) 

2012 = 313 (18%)



Conclusions



Developing a multidisciplinary care team for OAB: 

1. improves access to care

2. reduces healthcare costs, and 

3. reduces need for costly procedures such as 
cystoscopy



Limitations:

Could be contextual. 

Could be only applicable to OAB. 

More long-term observations are needed.

This is a promising delivery model for treating chronic 
conditions in secondary care. 
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