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Reply by Authors: We appreciate the thoughtful comments by Joshi and Vasudevan. DMSA
renal scanning is currently the most appropriate method to assess renal deterioration. However,
there are few data to evaluate renal cortical loss through time. To elucidate a risk factor for
refractory renal cortical loss, it is necessary to compare renal cortical changes in infancy to those
in adolescence. We currently conduct early screening of renal scarring by DMSA for all infants
with spina bifida.

The role of urodynamic study in the followup of children with spina bifida is equivocal. Few
studies have produced urodynamic findings that correlate with cortical loss. We recently focused
on the association between bladder deformity on voiding cystourethrogram and renal cortical
loss. Bladder deformity was evaluated with a full bladder image and was classified into 3
groups—no deformity, vertically long deformity without definite trabeculation and deformity
with trabeculation. If the bladder deformity is correlated with DMSA findings, the classification
of bladder deformity might be a simple alternative urodynamic study to predict renal cortical
loss.

Re: An Easy Prediction of Urinary Incontinence Duration After
Retropubic Radical Prostatectomy Based on Urine Loss the First
Day After Catheter Withdrawal

M. Van Kampen, I. Geraerts, W. De Weerdt and H. Van Poppel

J Urol 2009; 181: 2641–2646.

To the Editor: The authors prospectively evaluated predictive factors for urinary incontinence
after radical prostatectomy. They showed that the amount of urine loss on day 1 after catheter
withdrawal is the most important predictive factor in terms of regaining urinary continence.
They state that only 2 reported studies mention urine loss on day 1 after catheter withdrawal as
a risk factor for longer persistence of incontinence. Unfortunately they missed our study pub-
lished in 2006.1 In that article we prospectively examined whether postoperative urinary func-
tion was predicted by 24-hour pad test just after catheter removal. We clearly demonstrated that
the amount of urine loss on day 1 after catheter removal was significantly associated with
postoperative urinary function as measured by the UCLA Prostate Cancer Index. Interestingly
there was a trend for the preoperative urinary function score to be lower in the group with high
volume urine loss than in the counterpart, although there was no statistical difference, probably
due to the small study population.

Our recent prospective, longitudinal, cross-cultural study confirmed that baseline urinary
function, measured by Prostate Cancer Index, is a powerful predictor of postoperative urinary
function.2 The etiology of post-prostatectomy incontinence is multifactorial in nature. Further
study is required to establish better predictors of incontinence, including preoperative factors.

Respectfully,

Yoichi Arai

Department of Urology
Tohoku University Graduate School of Medicine

1-1 Seiryo-machi, Aoba-ku
Sendai 980-8574, Japan
e-mail: yarai@uro.med.tohoku.ac.jp

mailto:yarai@uro.med.tohoku.ac.jp


LETTERS TO THE EDITOR/ERRATA400
Reply by Authors: Many authors have investigated the predictive factors for urinary inconti-
nence after radical prostatectomy. However, due to space limitations regarding number of
references, we were unable to include all articles. We confirm that the study by Saito et al
described the different predictive factors concerning post-radical urinary incontinence.1 The
study also measured urine loss the first day after catheter withdrawal with the 24-hour pad test,
which often is not investigated. Nevertheless, we could not find additive information for patients
regarding duration of urinary incontinence. The main aim of our study was to predict accurately
the duration of incontinence based on the different significant predictive factors. As mentioned in
our article, only Twiss3 and Ates4 et al reported on the prediction of duration of urinary
incontinence after radical prostatectomy by giving a continence index or a prediction equation.
However, we agree that reference to the article by Saito et al is relevant because it also mentions

urine loss on day 1 after catheter removal.1
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Re: Opposing Views

T. B. Boone and I. Perkash

J Urol 2009; 181: 1538–1540.

To the Editor: Today detrusor relaxation combined with intermittent catheterization is
regarded as standard treatment in patients with neurogenic detrusor overactivity due to
spinal cord injury (SCI).1 However, in a substantial percentage of patients intermittent
catheterization cannot be established. Therefore, decreasing the detrusor leak point pressure
still is a viable treatment option, especially in quadriplegic men.2 These 2 editorials, which
offer opposing views, present 2 methods for achieving this goal— external sphincterotomy
and external urethral stenting.

External sphincterotomy is currently regarded as the gold standard. Long-term followup has
demonstrated satisfying results in the majority of patients.2 External urethral stents provide a
potentially reversible option for treatment of detrusor external sphincter dyssynergia (DESD)
with success rates comparable to sphincterotomy.

Boone, a supporter of urethral stents, states that only a randomized prospective trial compar-
ing laser sphincterotomy and UroLume® stent placement will answer the debate. However,
treatment of DESD in patients with SCI is not as simple as that. First, there are other treatment
options that were not mentioned in this debate. Botulinum toxin A (BTX-A) injections in the
external sphincter offer another therapeutic option in this cohort of patients.3 Although the effect
is often less pronounced than with sphincterotomy, it offers a reversible treatment option without
insertion of a foreign body. Furthermore, there exist thermosensitive stents that can easily be
removed without surgical intervention. Results of temporary treatments with these stents are
favorable.4

Additionally randomization of patients with SCI and DESD to either stenting or sphinc-
terotomy is difficult, since several factors must be considered. Young patients may insist on
reversible treatment strategies. Whereas sphincterotomy reduces outlet resistance by inci-
sion, a stent is a foreign body that stays in the region of the external sphincter. Especially in
patients with autonomic dysreflexia we frequently observe a temporary or even permanent
increase in autonomic dysreflexia triggered by the stent. In patients with chronic urinary
tract infections BTX-A might be preferable, as chronic bacteriuria may promote incrustation
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