Oxybutynin Misuse
Purpose: To inform healthcare professionals in Saskatchewan about increases in oxybutynin
misuse, to review appropriate prescribing practices of oxybutynin and to briefly describe the
manifestations and management of oxybutynin toxicity.
Background: During the past few years, oxybutynin has been gaining popularity as a treatment
for hyperhidrosis (excessive sweating). A randomized, placebo-controlled trial published in
2015 demonstrated that low-dose oxybutynin is effective in reducing symptoms of
hyperhidrosis in generalized or localized forms,10 and several other observational studies have
also determined that oxybutynin is effective in this application.11-14 Hyperhidrosis is a common
adverse effect experienced by patients using methadone as opioid replacement therapy;
research has suggested the rate may be as high as 45%.15,16 Due to this adverse effect, a
seemingly increasing number of methadone patients have been requesting oxybutynin as a
treatment to combat hyperhidrosis. However, there has been growing concern among
members of the medical community that because oxybutynin has the potential to be misused,
some patients are requesting prescriptions when no clinical indications are actually present.
This potential problem is compounded by reports that oxybutynin can now be sold on the
street for as much as $5 per tablet, making it an attractive source of revenue. In addition, at
least one death is reported to have occurred as a result of a patient injecting crushed
oxybutynin.17
Though no statistics are currently available, anecdotal reports suggest that oxybutynin misuse
may be on the rise in Saskatchewan. Anticholinergic drugs are not commonly perceived as
having misuse potential; however, there is a long history of such misuse which was first
reported with frequency among psychiatric patients.1 More potent anticholinergics such as
trihexyphenidyl, procyclidine and benztropine were the typical agents of misuse among these
patients,2 but despite the relatively low anticholinergic effects of oxybutynin, its popularity as a
drug of misuse has increased dramatically in recent years. Multiple case reports have been
published regarding oxybutynin misuse or dependence,3-5 often originating from Turkey where
it has been readily available without a prescription. Some patients reported taking as many as
80-100 tablets (400-500mg) per day.6,7 It has also been noted as a medication at high risk for
diversion and abuse in correctional facilities.8,9 Reasons provided in reports for using oxybutynin
include to overcome depression and social anxiety or to reduce withdrawal symptoms of
alcohol and other substances.5,6

Reducing Misuse Potential through Appropriate Prescribing
Evidence-Based Use of Oxybutynin18
- Overactive Bladder
- Immediate release: 5 mg BID-TID; maximum: 5 mg QID
- Extended release: Initial: 5 to 10 mg once daily, adjust dose in 5 mg increments
at weekly intervals; maximum: 30 mg once daily
- Also available as topical gel and transdermal patch
- This medication is on the Beers list and should be avoided where possible for
elderly patients.19 If prescribing for an elderly patient, it is suggested to initiate
immediate release 2.5 mg BID to TID and to ↑ cautiously
Limited Evidence Use of Oxybutynin10,14
- Primary Hyperhidrosis: off-label use - data from randomized, placebo-controlled
trials with limited numbers of patients and of short duration suggest that oxybutynin
may be beneficial for treatment of primary hyperhidrosis
- Immediate release: Initial: 2.5 mg once daily; gradually titrate per effect and
tolerance. Target doses of 7.5 to 10 mg/day in two divided doses have been
studied
Tips for Prescribers and Pharmacists
 PIP all patients requesting a prescription or presenting a prescription for oxybutynin to
identify multiple and/or recent fills
 For patients taking methadone or Suboxone®, only fill prescriptions for oxybutynin that
have been written by an Opioid Substitution Therapy prescriber
 Watch for patients requesting new prescriptions of the drug by name, rather than
requesting help with symptom management
 Monitor for behaviours of substance misuse disorder (e.g. CAGE-AID tool)
 Counsel patients to store securely
 Keep oral daily doses ≤ 20 mg for OAB, ≤ 10mg for hyperhidrosis; be wary of early refill
requests
 Consider topical gel or transdermal patch options for OAB (though neither are currently
on the Saskatchewan nor Non-Insured Health Benefits formularies)
 Start with lower doses in elderly patients (if no suitable alternative available)
 Maximum daily doses are lower for pediatric patients with overactive or neurogenic
bladder
Possible Alternative to Treat Methadone-Induced Hyperhidrosis
One case report from the United Kingdom proposed that a non-sedating antihistamine
may control methadone-induced hyperhidrosis, owing to the capacity of opioids to act

as potent stimulators of mast cell degranulation and thereby trigger a diaphoretic effect.
The authors treated two methadone maintenance patients who were suffering from
excessive sweating with desloratadine 5mg per day; both patients reported that the
excessive sweating ceased within 1 day of treatment initiation.20 Though this is very
poor-quality evidence, it offers a potential treatment alternative with no recognized
misuse potential.
Oxybutynin Toxicity
Mild to Moderate Toxicity21
Characteristic symptoms are somnolence, mydriasis, flushing, fever, dry mouth,
decreased bowel sounds and tachycardia. Mild hypertension, nausea and vomiting may
occur. Moderate poisoning may result in agitation, confusion and hallucinations.
Severe Toxicity21
Manifestations may include agitated delirium, psychosis, hallucinations, seizures,
hyperthermia and coma.
Overdose
Information regarding oxybutynin overdose is scarce, but a few case reports on the
topic have been published. One report described a patient as, after ingesting 100mg of
oxybutynin, experiencing “anticholinergic effects, including stupor, followed by
disorientation and agitation on awakening, dilated pupils, dry skin and retention of
urine. She had a sinus tachycardia which resolved 3 h after admission, and in addition
ventricular ectopics and bigeminy which continued for a further 30 h.”22 Another
report described a patient who had been ingesting as much as 350mg per day as
experiencing symptoms including “psychosis, constipation, fainting, severe
palpitations and dry mouth.”23 These reports are in accordance with expected
responses to oxybutynin toxicity as noted above.
Management21,24
Symptomatic / Supportive
- Airway management; protect airway early in patients with severe intoxication (i.e.
seizures, severe delirium or hyperthermia), may require orotracheal intubation
- Treat seizures with intravenous benzodiazepines; add propofol or barbiturates if
seizures persist or recur
- Treat agitation and/or delirium with benzodiazepines as necessary; large doses may be
required
- For hyperthermia, initiate aggressive external cooling measures (i.e., remove patient's
clothing, cover with a damp sheet or spray skin with water and direct fan at the
patient's skin to enhance evaporation)

Decontamination
- Activated charcoal may be administered if recent, substantial ingestion has occurred
and airway is protected
- Gastric lavage is not necessary after small-to-moderate ingestions if activated charcoal
can be given promptly. Because of slowed GI motility, gut decontamination procedures
may be helpful, even in late-presenting patients
For more information, as well as for support in the management of individual patient cases,
please consult PADIS 1-866-454-1212
Prepared by Clarke Cousins, Pharmacy Intern
Reviewed by Karen Jensen BSP, MSc and Carmen Bell BSP
medSask, April 2018
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