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To the Editor:

Penetrating ureteral injuries from external
violence is rare, as evidenced by this report of 20
reported injuries over an 8 year period from Sao Paulo
by Fraga et al. This article is another in a long line of
papers, emphasizing that a high index of suspicion is
needed to reliably diagnose ureteral injuries. Again,
the majority of penetrating ureteral injuries are
diagnosed intra-operatively, with direct exploration
the most accurate method. Ureteral peristalsis is not
a reliable indication of viability or of adequate
vascularity. The most reliable way to determine
ureteral viability is by incision and monitoring for a
bleeding edge. Intravenous indigo carmine is also
helpful in identifying ureteral injury by extravasation
of blue dye from the injury site. Another method to
test ureteral integrity is by cystotomy and retrograde
injection of blue dye by pediatric feeding tube.

Although none of the patients studied here
underwent imaging prior to surgical exploration,
intravenous urography is often the primary imaging
study employed to evaluate ureteral integrity, yet
results can be very variable. IVU findings suggestive
of ureteral injury are incomplete visualization of the
entire ureter, ureteral deviation or dilatation, urinary
extravasation, hydronephrosis, and delayed or non-
visualization of the injured renal unit. One-shot IVU,
however, has little value for assessing ureteral
integrity. (1)

For the unstable patient, the method of
“damage control” was not employed or mentioned in
this article on ureteral injuries.  Typically, when the
patient is too unstable to undergo lengthy ureteral
reconstruction, a “damage control” approach of
temporary cutaneous ureterostomy over a single “J”
ureteral stent or pediatric feeding tube should be
performed (2).  An alternative method of last resort is
ureteral ligation, proximal to the injury, followed by
a percutaneous nephrostomy tube when stable.
Intraoperative placement of a nephrostomy tube is
time consuming and more difficult then one
appreciates – it should be avoided.  Definitive
reconstruction is delayed until the patient has
stabilized from his other injuries.
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To the Editor:

The paper by Antunes et al. is an excellent
contribution to a controversial issue: the importance
of perineural invasion as a prognostic factor for blad-
der cancer after radical cystectomy. The relationship
between perineural invasion and prognosis has been
demonstrated to be poor in a number of malignan-
cies. Particularly in the prostate, perineural invasion
may have importance as a predictor of extraprostatic
extension. In the bladder, controversy exists on
whether the pathologic features of vascular (blood
and/or lymphatic), and perineural invasion have any
role as prognostic indicators. In a study cited by
Antunes et al., on univariate analysis lymphatic, blood
vessel and perinerual tumor invasion showed strong
prognostic significance. However, on multivariate
analysis only blood vessel invasion, invasion depth
and regional lymph node status were independent
prognostic factors (1). In another paper also cited by
Antunes et al., univariate analysis revealed that vas-

cular invasion, lymphatic invasion, and perineural
invasion were significant prognostic predictors of
overall survival. However, only the tumor stage and
vascular invasion proved to be independent prognos-
tic predictors of disease-specific survival on multi-
variate analysis (2). Independent of the controversy,
in my opinion vascular and perineural invasion in
vesical cancer should be commented on the pathol-
ogy report.
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To the Editor:

In this review of 43 patients with long anterior
urethral stricture, the authors evaluated urethral
reconstruction using dorsal onlay buccal mucosa graft
with very high success rate.

I agree that ventral graft revascularization
seems less reliable then dorsally securing a graft with
quilting stitches to the corpora cavernosa. From a
personal experience, dorsal onlay provides better
visualization and less bleeding, especially for bulbar
urethral part.

However, there are some issues that should
be point out. It is unusual that idiopathic stenosis was
the most frequent cause of stricture in their series; I
suppose that most of these are uncovered lichen
sclerosis and infectious etiology. I think that “simple
technique” could be applied before for ventral
grafting; dorsal onlay grafting, especially in very long
strictures is a very sophisticated method, which
requires great experience and dexterity to ensure
successful outcome without serious complications.
Despite great experience, the authors mentioned the
need for blood transfusion in two patients, which
proves that in the hands of less experienced surgeons
this can be a very dangerous procedure. The authors
mentioned 16 cases of panurethral strictures and the
stricture length ranged from 3-9 cm; I wonder are these
cases of very short penises or the stricture did not
involve whole anterior urethra. In panurethral
stenoses, the graft should be as long as the penis in
erect state, otherwise, postoperative ventral penile

curvature as well as penile shrinkage could occur.
Thus, inlaying should be in stretched or even better
in erect penis.

Normal urethral stricture limits, which are
determined during surgical reconstruction based on
macroscopic aspect only, are not always sufficient to
determine normal urethral part. Microscopic studies
on presumed healthy urethral ends showed structural
changes, fibrosis, which is probably the cause of
residual anastomotic stenoses.

Also, we use postoperative suprapubic
urinary drainage in all of our patients. Repaired
urethral part is stenting by 10F fenestrated stent for 7
days for two reasons: postoperative graft wetting as
well as to enable evacuation of sperm in young
patients due to nocturnal ejaculations. Since the sperm
is the main reason for infection, we advise to all of
our patients to void once after ejaculation in order to
clean urethra.

Despite these few criticism and comments, I
nevertheless congratulate the authors for their
experience with dorsal onlay buccal mucosa graft
urethroplasty in long anterior urethral strictures.
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sive-dose salvage chemotherapy regimes including
ifosfamide, carboplatin and etoposide, as well as au-
tologous hematopoietic stem-cell rescue (3).

Further improvement in adjuvant therapy re-
gimes can also be obtained by neoadjuvant chemo-
therapy, that concomitantly enables a technically easier
and safer surgical removal of the tumor, without the
risks and hazards of tumor spilage (4,5).

The aim of clinical trials nowadays is to re-
duce chemotherapy for children with low-risk tu-
mors, therefore reducing its side effects, and to im-
prove it in patients with high-risk Wilms’ tumor, in-
cluding those with anaplastic, bilateral and recurrent
tumors (1,6).
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To the Editor:

Multimodality treatment, including chemo-
therapy, has resulted in a significant improvement in
the survival of children with Wilms’ tumor (WT),
from approximately 30% in the 1930s to more than
85% in the modern era (1). This excellent work by
Tucci and associates shows the results of treatment
of 53 children with WT, that were treated according
to protocols of the Brazilian Wilms’ Tumor Study
Group, exception made to16 cases with stage I tu-
mor, who received a short duration postoperative
treatment with vincristine. This group of patients
showed a disease-free survival rate of 100% in a
median time of 101 months. On the other hand, the
overall and disease-free survival of 10 patients with
recurrent WT at 5 years was only 42.8%.

The results of this report are comparable to
others in the literature, that support the use of less-
aggressive adjuvant chemotherapy for patients with
low stage disease (1,2) . As most children in this group
had favorable histology, no conclusion can be ob-
tained regarding the influence of this important as-
pect, since favorable histology seems to be another
factor that enables stratification of patients for a re-
duced chemotherapy in all stages of the disease, in-
cluding stage-1 (2).

The authors also describe unsuccessful re-
sults of re-treatment of children who relapse after
initial treatment. More recent works, however, show
a significant improvement of long term survival (up
to 60%) in such patients who are treated with inten-
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To the Editor:

In this article, the authors aimed to determine
the prevalence and associated factors of enuresis in
Turkish children and tried to identify common meth-
ods of enuresis management. The sample was drawn
using a short but detailed and clear questionnaire dis-
tributed to the parents of 1,500 school children aged
6-12 years, covering five schools selected randomly,
with a high response rate (89%).

Although their overall prevalence of noctur-
nal enuresis is apparently comparable with previously
published epidemiological surveys, the importance
of the study is that it demonstrates that enuresis is a
frequent disorder in childhood, also in Turkey, al-
though many medical doctors and parents still under-

estimate this issue. The traditional concept is that most
cases of enuresis are caused by a developmental im-
maturity of voiding control, and most enuretic chil-
dren will ultimately acquire normal control with in-
creasing age.

The authors stated that the prevalence of en-
uresis decreased with age; of the 6-year-old chil-
dren, 30.8% still wetted their beds, while none of
those aged 12 years did so. These results might sug-
gest a very high spontaneous resolution rate but the
figures have to be interpreted with caution since only
a small number of children in the age group 6 and
12 (n = 13 and 34 respectively) are a major limita-
tion of this study.
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The authors refer to the classical study of
Forsythe et al. which dates from 1974 showing a spon-
taneous cure rate of 14% annually between the ages
of 5 and 9, and 16% between 10 and 19 years (1).
Recently however, Yeung et al. reported no signifi-
cant drop in prevalence after the age of 10 (2). As age
increases there are an increasing proportion of
enuretic patients with more severe bedwetting.
Enuretic children aged more than 10 years and ado-
lescents, have significantly more daytime urinary
symptoms and incontinence compared to younger
children (3). Patients with severe symptoms are much
more likely to have persistent problems into adult-
hood. Consequently, it seems that spontaneous cure
only applies to patients with rather mild enuretic
symptoms. This argues against an expectant and con-
servative approach towards enuresis. Therefore we
are convinced that these recent findings have major
clinical implications for both primary and secondary
care centers. First of all, enuresis in children aged

more than 10 years and adolescents is complex in
nature and also in treatment, and therefore these pa-
tients should be referred instantly. Second, children
with severe or not monosymptomatic nocturnal en-
uresis have a much lower spontaneous cure rate than
generally accepted, making a policy of waiting with
appropriate treatment not longer defendable.

References
1. Forsythe WI, Redmond A: Enuresis and spontaneous

cure rate. Study of 1129 enuretis. Arch Dis Child. 1974;
49: 259-63.

2. Yeung CK, Sihoe JD, Sit FK, Bower W, Sreedhar B,
Lau J: Characteristics of primary nocturnal enuresis in
adults: an epidemiological study. BJU Int. 2004; 93:
341-5.

3. Yeung CK, Sreedhar B, Sihoe JD, Sit FK, Lau J: Dif-
ferences in characteristics of nocturnal enuresis be-
tween children and adolescents: a critical appraisal
from a large epidemiological study. BJU Int. 2006; 97:
1069-73.

Dr. Jo L. Dehoorne
Pediatric Nephrology & Urology Department

University Hospital Gent
Gent, Belgium

E-mail: joke.dehoorne@uzgent.be

REPLY BY THE AUTHORS

Previous studies demonstrated that the preva-
lence of enuresis tends to decrease with increasing
age, and it was more common in boys than in girls.
Similarly, in the present study, 30.8% of the children
were wetting their beds at 6-years-old whereas none
of them was wetting their beds at 12-years-old. How-
ever, as outlined in the discussion section, a small
number of children in the groups of 6-years-old (n =
13) and 12-years-old (n = 34) was the limitation of
our study.

Dr JL Dehoorne states that enuresis preva-
lence did not decrease after 10-years-old and with
the increasing age the prevalence of severe enuresis
increases, referring to the study of Yeung et al. On
the other hand, in our study, severe enuresis
(bedwetting everyday) rate was 33%, nevertheless,
enuresis prevalence decreased with increasing age.
Similarly, Serel et al. (1) reported severe enuresis
prevalence as 26% and enuresis prevalence at age 7
and 12, as 15.1% and 4% respectively. Kanaheswari
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et al. (2) demonstrated that the prevalence of
bedwetting 2 or more times a week was 54.4%. In
their study, they concluded that the rate of enuretic
children decreased significantly with increasing age.

We believe that enuresis prevalence decreases
as the child grows, however, severe enuresis is a dif-
ferent situation that could be managed separately.

Re: Prevalence and Associated Factors of Enuresis in Turkish Children
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To the Editor:

Authors investigated the prevalence of
nocturnal enuresis and associated factors of enuresis
in Turkish children. The response rate was 89% and
overall prevalence of nocturnal enuresis and diurnal
enuresis were 17.5% and 1.9%, respectively. Some
factors were associated with enuresis. They concluded
that the prevalence of nocturnal enuresis in Turkish
children was not different form others and that
families do not have sufficient attention about
enuresis.

First of all, it is hopeful to follow the
standardization of terminology of lower urinary tract
function in children and adolescents 1, to make it
easier to compare studies and decrease confusion
among researchers. The report 1 recommended that
the ambiguous term diurnal enuresis should be
avoided. Second, when conducting a questionnaire
survey, it must be important to use a validated and
reliable questionnaire. The major problem, here, is

whether the questionnaire was a validated and reliable
one or not, to evaluate lower urinary tract symptoms
in children. Most of the questionnaire surveys have
the same drawbacks as this one: the use of un-
validated questionnaires and no comparative data.
Sureshkumar et al. reported the validity and reliability
of a questionnaire 2.

Third, there is no consensus about a simple
question that should complete the questionnaire;
parents, children or both? In general, it is not so
straightforward to evaluate nocturnal enuresis and
overactive bladder symptoms accurately in children.
For children, it is too difficult to assess the presence
of urgency and to count the episodes of nocturnal
enuresis and the frequency of daytime voiding. On
the other hand, as authors concluded, parents may be
unable to report their child’s frequency of daytime
voiding, presence of urgency and incontinence, and
even episodes of nighttime urinary incontinence until
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they have a chance to observe the child at home and
complete a bladder diary. A bladder diary could be an
important adjunctive measure to objectively assess
these and other parameters.

In conclusion, terminology and a bladder
diary could be a useful tool when a questionnaire
survey about lower urinary tract symptoms in children
was conducted.
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To the Editor:

The publication of this article follows the
recent increase in interest for new minimally inva-
sive solutions in the treatment of post-prostatectomy
incontinence (PPI). The authors present a new tech-
nique to treat PPI using a polypropylene monofila-
ment mesh via a transobturator approach. The surgi-
cal technique is described in detail and so far, 4 pa-
tients have been treated. There is no information about
postoperative outcomes.

Patient selection was restricted to mild to
moderate PPI, using 3 pads/day on average. Although

the artificial urinary sphincter (AUS) is considered
the gold standard in the treatment of PPI, there is a
need for more minimally invasive treatment options
for two reasons. First, many patients do not want to
undergo a surgical intervention associated with a
reoperation rate up to 37% within 10 years (1). Sec-
ond, many patients suffer from a mild to moderate
incontinence due to an intrinsic sphincter deficiency
(ISD) which can be well treated with a less invasive
treatment and lower morbidity. Furthermore, if treat-
ment fails an AUS can be implanted in a second stage.
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Minimally invasive procedures for PPI con-
sist of bulking agents, readjustable periurethrally im-
planted balloons (ProAct®), perineal bone-anchored
male slings (Invance®), readjustable retropubic slings
(Argus®) and the newly presented transobturator sling
(Advance®). Except the AUS all minimally invasive
procedures have the limitation that compression can
only be exerted in one direction which has to be simi-
larly appropriate for continence and micturition (2-
5). This limitation applies also to the transobturator
sling.

After radical retropubic prostatectomy the
Retzius’ space is scarred due to dissection of the pros-
tate. One major advantage of the transobturator ap-
proach is that bladder perforation can be avoided
which is more likely using the retropubic approach.

The most important issue in male slings seems
to be finding the force of compression on the urethra
to develop continence and to enable micturition. In
this context the transobturator sling shifts the bulbar
urethra cranially and serves more as a suspension
rather than a compression. The idea behind this sling
is to mimic the rectourethralis muscle. Interestingly,
after placing the sling a minimal gap remains between
the sling and the bulbar urethra giving the impres-
sion that the urethra is less or not compressed. A so-
phisticated tensioning of the sling is not necessary
during the procedure.

It should be considered that the transobturator
sling is not readjustable. Further studies are needed
to determine whether there is a need for a readjust-
able sling to maintain continence in the course of sev-
eral months.

Despite these limitations, the transobturator
sling poses a promising option in the field of mini-
mal invasive treatment of post-prostatectomy incon-
tinence.
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