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CI S present increased over the yearsfrom 33% in the eightiesto 52% in period from 2001 to 2003. The majority
of patients had grade 3 tumors (82.5%) and/or pT2 and pT3 disease (60.8%). Roughly, half of the patients had
lymphovascular invasion, one-fourth (24.9%) had lymph node metastases. Accordingly, after 5 years, half of the
patients with concomitant CIS had recurrences and half of the patients with concomitant CIS had died from
bladder cancer. Patients without concomitant CIS fared better than those with concomitant CIS (7-year recur-
rence-free survival 58.1% and 41.5%, respectively). Interestingly, the incidence of concomitant CIS was high-
est in patients with organ-confined disease (pTa excluded) and higher in lower-stage and higher grade disease.
Involvement of the urethra was more common in CIS patients.

The authors state correctly, that presence of concomitant CIS worsens the outcome significantly. In
practical terms, early radical treatment should be considered if CISis present.
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Aim: A prospective study was performed to determinetheincidence of significant bacteriuriaand to identify the
risk factorsfor bacteriuriaafter urodynamic studies (UDSs) in women with urodynamic stressurinary incontinence
(Sul).

Methods: A total of 225 women with urodynamic SUI were evaluated. All women were negative on double-
screened urine cultures, in clean-catch midstream urine (M SU) specimens, before UDS. Another urine specimen
was obtained for urinalysisand culture at 3-7 days after UDS. Urinary culture with 10(5) CFU/ml or more was
regarded as significant bacteriuria. To identify therisk factorsfor significant bacteriuria, theclinical characteristics
of al patientsincluding age, BMI, parity, medical and operation history, degree of pelvic organ prolapse, results
of urinalysis, and UDS were evaluated.

Results: The prevalence of significant bacteriuriawas 6.2%. The most common identified microorganism was
Escherichia coli (57.1%). Univariate analysis demonstrated that a history of recurrent urinary tract infection
(UTI; P =0.002) and urologica surgery or procedure (P = 0.02) were significant predictors of significant
bacteriuria. On multiple logistic regression analysis the past history of recurrent UTI was the only significant
independent risk factor (OR = 28.5, 95% CI = 4.309-188.488, P = 0.009).

Conclusions: This study suggests that for most women with SUI it may be unnecessary to use preventive
prophylactic antibioticsin UDS. However, our results suggest that in patientswith aprevious history of recurrent
UTI or urologic surgery therisk for significant bacteriuriaisincreased and use of prophylactic antibiotics should
be considered. Neurourol. Urodynam. 26:847-851, 2007. (c) 2007 Wiley-Liss, Inc.
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Editorial Comment

Investigators performed a prospective study examining the prevalence of significant bacteriuria after
urodynamic studies and to identify risk factors for same. It was noted that recurrent cystitis and previous
urologic instrumentation or procedures were significant risk factors of bacteriuria. The authors obtained urine
approximately oneweek before the urodynamics, at thetime of the urodynamic studies, aswell as 3-7 days after
urodynamic studies were done. These investigators concluded that because the cultures were sterile for the
procedure that all acquired infections within the week after the urodynamic studies were most likely due to the
urodynamic studies. Of noteisthat the bacteriuriaafter the urodynamic studieswas most likely non-nosocomial.
It would have been or great interest if the authors had been able to query the patients on the frequency and
intensity of coitus for the period immediately after the urodynamic studies to the time that the post-procedure
urine studieswere obtained. The existence of “honeymoon cystitis’” iswell known evenin the mature or infirmed
population.
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Purpose: We evaluated outcomes of the repeat mid urethral sling to treat recurrent or persistent stress urinary
incontinence after failure of aninitial mid urethral ding.

Materials and Methods. We retrospectively analyzed data on patients who underwent the repeat mid urethral
dling procedure due to persistent or recurrent stress urinary incontinence. Repeat dings were placed without
removal of the previous sling. All patients were followed at least 1 year after the second mid urethral sling.
Results: Of the 31 female patientswith arepeat mid urethral ding 29 werefollowed, including 13 with aretropubic
and 16 with atransobturator sling. For thefirst mid urethral sling 17 patientsreceived aretropubic sling (tension-
free vaginal tape) and 12 received a transobturator sling (6 inside out and 6 outside in procedures). Cure and
improvement ratesirrespective of the approach were 75.9% (22 of 29 patients) and 6.9% (2 of 29), respectively.
Cure rates for the retropubic and transobturator slings were 92.3% (12 of 13 patients) and 62.5% (10 of 16),
respectively, adifferencethat did not quite attain statistical significance (p = 0.089).

Conclusions: The repeat mid urethral sling for persistent or recurrent stress urinary incontinence has a lower
cure rate than the initial sling. However, the retropubic approach tends to have a higher cure rate than the
transobturator approach in repeat sling cases.

Editorial Comment

The authors review their very large experience with suburethral slings and report on patients who
underwent a repeat suburethral sling. The study group included retropubic suburethral slings as well as the
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transobturator approaches. The surgeons noted that their repeat suburethral sling procedure that was a re-do
operation had a lower success rate than the initial operation success rate. This has been noted as well for
patients undergoing re-do pubovaginal dings using autologousfasciafor operativefailures(1). Thetrend towards
a lesser cure rate with a repeat transobturator procedure versus a retropubic approach could potentially be
explained by both the urethral angletheory asdiscussed by the authorsaswell asthelevel of suburethral support
that can be provided by the different techniques. The diminished efficacy of transobturator slingsin patientswith
lower Valsalvaleak point pressuresis currently being explored in the literature (2).
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Purpose: Thisrandomized blinded clinical study was designed to compare the efficacy of tolterodine treatment
combined with behavioral maodification, behavioral maodification a one and behavioral modification plus placebo
in children with nonneurogenic, nonanatomical voiding dysfunction.

Materials and Methods: A total of 72 children meeting inclusion criteria were randomly allocated to 1 of 3
groups. One group received tolterodine (1 mg twice daily) aong with behavioral modification, 1 received behav-
ioral modification only and 1 received placebo with behavioral modification. A dysfunctional voiding scoring
system questionnaire was completed for all patients at the beginning of the study, and at 1 and 3 months of
treatment.

Results: A total of 71 patients were evaluated. The groups did not differ with respect to age, gender and symp-
tom score before study enroliment (p >0.05). Repeated calculations of symptom scores at 1 month of the
treatment revealed a significant decrease in symptomsin all 3 groups, with a significant decrease in patients
receiving tolterodine. In addition, at month 3 the symptom score of the tolterodine group was significantly lower
compared to month 1, while scores remained steady in the behavioral modification and behavioral modification
plus placebo groups.

Conclusions: Tolterodine combined with behavioral modification for voiding dysfunction in children without neu-
rological or anatomical abnormality can be recommended as afirst line treatment before invasive evaluation.
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