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PSA Variability Versus Velocity 

TO THE EDITOR: 

The article “Variability of Repeated Serum Prostate-Spe- 
cific Antigen (PSA) Measurements Within Less than 90 
Days in a Well-Defined Patient Population” by Roehrborn 
et al. (Urology 47: 59-66, 1996) confirms our previous 
observations that PSA variability between measurements is 
substantial, and that the variability is similar regardless of 
the sampling interval.’ However, in the article, the authors 
confuse the concepts of variability and velocity. They state 
in the discussion that “it appears at least equally possible 
to have an increase of 0.75 ng/mL or more by chance alone 
when the two measurements are obtained 1 year apart 
compared with less than 90 days apart. Thus, using the 
rate of change concept, there is also a great risk of trig- 
gering a diagnostic procedure based on a random variation 
rather than on a true change.” The change or variability in 
PSA is not equivalent to the rate of change in PSA. Vari- 
ability is only one part of the rate of change concept. Rate 
of change or PSA velocity is the PSA variability corrected 
for the elapsed time between measurements. The authors 
are correct that a given change is as likely when the inter- 
val between measurements is 1 year, or less than 90 days. 
However, if the change is corrected for an elapsed time of 
1.5 years or more, less than 5% to 10% of men with benign 
prostatic hyperplasia will have a rate of change that ex- 
ceeds 0.75 ng/mL per year.1,2 

H. Ballentine Carter, M.D. 
Johns Hopkins School of Medicine 

600 North Wolfe Street 

Baltimore, Maryland 
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Reproducibility of Pressure-Flow 
Variables in Patients with 
Symptomatic Benign Prostatic 
Hyperplasia 

TO THE EDITOR: 

The authors performed “sequential” testing for repeated 
studies. Repeated studies without time to recover could be 
less reproducible, secondary to decreased resting activity 
of the contractile component of the detrusor muscle, 
which makes stretch receptors less sensitive to filling. 
Other factors, such as hysteresis, metabolic, and nerve 
changes, can contribute to changes in variability of results. 

I read with great interest the article by Madsen et al. A time interval has to be allowed before repeated uro- 
(Urology 46: 816-820, 1995) addressing important ques- dynamic studies are performed to have reproducible re- 
tions regarding use of pressure-flow studies in patients sults. We performed a total of 340 urodynamic studies to 
with benign prostatic hyperplasia (BPH). Based on a small address and show the effect of time interval and mild over- 

sample of the nonrandomized study of 25 patients (17 with 
suprapubic tube and 8 with urethral catheter) who had 
repeated testing, the authors concluded that while a single 
pressure-flow test is sufficient and reproducible for large 
clinical trials, it is of limited value in the individual patient 
for BPH diagnosis. This is because of a finding of consid- 
erable (within patient) variation of the test. 

Pressure-flow studies are performed in patients with 
BPH to decide if they are obstructed or not. Although the 
design of the present work is to study reproducibility, it 
did not answer the question. In fact, all patients were 
unobstructed according to the authors’ data, whether they 
were initial or repeated. The real question is what to do 
with these patients who fell in a borderline situation. 

Although this study is timely, it unfortunately has a 
small number of patients in each group that probably had 
different inclusion/exclusion criteria for medical BPH pro- 
tocol studies. For example, in the transurethral group, 
there was only 1 patient who, on repeated study, changed 
classification from obstructed to borderline. Even in this 
patient (see Fig. 4), an error of reading pressure of ~ 1 cm 
H&I or in reading Qmax of +0.5 mLfs, would have made 
him stay borderline. These minute variations in urody- 
namic numbers are certainly common, and clinical judg- 
ment should prevail. 

Using the same data of the transurethral group, can we 
conclude that transurethral urodynamic measurements in 
BPH are more accurate than suprapubic urodynamics? 
Certainly, it would be a welcomed conclusion decreasing 
cost, morbidity, time, and effort. Unfortunately, the small 
number of patients studied in this group (eight) precludes 
such a desired conclusion, and a larger study is needed. 

The authors did not tell us why they concluded that 
multiple consecutive tests are more appropriate. Does it 
mean that the third test on the suprapubic study or the 
second test on the transurethral study are the only reliable 
tests, and initial tests should be discarded, or should we 
base our classification on the average of all repeated tests? 

A contributing factor to variable urodynamics could be 
related to presence or absence of residual urine, as well as 
the volume at which the test was performed. These data 
are missing from the article. Another factor possible for 
different results and repeated testing would be the indi- 
vidual variability in responding to test environment. Pa- 
tient anxiety, inhibitory reflexes, and lack of complete re- 
laxation of external sphincter would produce artifacts. 
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distention of the bladder (+20% of cystometric capacity) 
on reproducibility of urodynamic parameters (capacity, 
filling pressure, compliance, and isometric detrusor con- 
traction) in a subhuman primate model.’ The parameters 
were reproducible after a 30-minute waiting period. In 
case of mild overdistention, 45 minutes were required. 

The exact waiting interval to repeat a human urody- 
namic study is not known, but necessary. A 20 to 30-min- 
ute waiting period before repeating a crucial study is, in 
our opinion, worthwhile. 

Gamal M. Ghoniem, M.D. 
Department of Urology 

Tulane University School of Medicine 
New Orleans, LA 70112 
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Transperineal Prostate Needle Biopsy 
Guided by Transurethral Ultrasound in 
Patients Without a Rectum 

TO THE EDITOR: 

We read with interest the article by Seaman et al. (Urology 
47: 353-355, 1996).’ We agree that using endoluminal ul- 
trasound to facilitate prostate biopsy in patients without rec- 
tums is a useful and promising technology. We also use this 
technique with some minor modifications.’ 

The use of a flexible cystoscope to place a 5F ultrasound 
probe within the prostatic fossa is far less invasive than 
utilizing a 26F resectoscope sheath as described by the 
authors. We also have found that biopsies can then be 
done under local anesthesia exclusively without the ne- 
cessity of intravenous sedation. Using less invasive tech- 
niques can modify endoluminal-guided biopsy so that it 
may also be used in the office setting in the same fashion 
transrectal ultrasound biopsies are currently performed. 

Kent A. Kirby, M.D. 
Department of Urology 

Cleveland Clinic Florida 
3000 West Cypress Creek Road 
Ft. Lauderdale, FL 33309-l 743 
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REPLY BY THE AUTHORS: 
We would like to thank Dr. Kirby for his comments. We agree 

that the use of flexible cystoscopy and small-sized ultrasound 
probes is a significant improvement on the technique replacing 
the 26F ACM1 resectoscope sheath. After submitting our man- 

uscript for publication, we had experience with the smaller-sized 
ultrasound as well as with local anesthesia. Our preliminary ex- 
perience with this has been very encouraging. We have recently 
performed two procedures under local anesthesia exclusively. 
These improvements further advance the concept of utilizing 
transurethral ultrasound for the imaging of the prostate as well 
as for guidance of needle biopsies. 

On behalf of the authors, 

Ridwan Shabsigh, M.D. 
Department of Urology 

Columbia University 
161 Fort Washington Avenue 

New York, NY 10032 

Diagnosis of Advanced or Noncurable 
Prostate Cancer Can Be Practically 
Eliminated by Prostate-Specific 
Antigen 

TO THE EDITOR: 

Labrie et al.’ state that the screen-detected prostate can- 
cer rate observed in their study of 12% is “not too different 
from” the 10% lifetime risk of developing prostate cancer 
in the absence of screening, suggesting the conclusion that 
little or no overdiagnosis occurs from screening. However, 
the comparisons cited may not be very meaningful. The 
12% detection rate is based on screening a population with 
an average age of 55 years at the beginning of screening 
and with 15 years of follow-up. Using the DEVCAN’ soft- 
ware program and SEER incidence data from 1981 to 1983 
(years when screening for prostate cancer was relatively 
low), we computed the probability that a 55-year-old man 
would develop prostate cancer in the next 15 years, the 
next 20 years, and in his remaining life expectancy. The 
answers are 2.9%, 4.9%, and 10.2%, respectively. The first 
estimate is probably too low to provide a valid comparison 
with the screen-detected rate because it does not count the 
clinically significant prostate cancer cases that would be 
detected early due to the lead time effect of screening. The 
second estimate allows for an average 5-year lead time for 
prostate cancer screening. In this case, the 12% detection 
rate reported by Labrie et al. is about 2.5-fold greater than 
the cumulative incidence of prostate cancer expected in 
the unscreened population. We conclude that the com- 
parisons offered by Labrie et al. do not provide persuasive 
evidence that overdiagnosis is absent. 

The most definitive way for evaluating the potential 
of overdiagnosis from screening is to compare the cu- 
mulative incidence of cancer in a screened and compa- 
rable unscreened population (from a controlled trial if 
possible), with follow-up after the termination of 
screening.3,4 Therefore, it would be of great interest for 
Labrie et al. to report the cumulative incidence of pros- 
tate cancer in both the screened group and the control 
group of their study. 

Martin Brown, Ph.D. 
Eric Feuer, Ph.D. 

National Institutes ojHealth 
National Cancer Institute 

Bethesda, MD 20892 
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REPLY BY THE AUTHORS 
Our randomized screening study for prostate cancer (the 

first to be performed) included more than 8000 men at the 
time of last analysis.’ It should be mentioned that the 0.8% 
annual incidence rate leading to a 12% detection rate over a 
15year period (15 x 0.8%) is not calculated from incidence 
data obtained only in 55 to 70-year-old men but over the 
whole 45 to 80-year-old range, thus including the highest in- 
cidence rate found in 70 to 80-year-old men. The results re- 
cently published’ are the actual data obtained from these pa- 
tients, and they do not suffer from any assumption related to 
any model. It seems somewhat difficult to compare such ac- 
tual experimental data with the estimate derived from a model 
having its intrinsic assumptions. It should be added that, with 
a lead time of 5 years, screening for 15 years starting at the 
age of 55 years should cover prostate cancers diagnosed in 
the absence of screening up to 75 years of age, or up to 5 years 
after last screening. 

It should also be mentioned that the estimates of Brown 
and Feuer are based upon 1981 to 1983 data. Despite this 
limitation, they come up to the estimate of a 10.2% probability 
of developing prostate cancer during the remaining lifetime 
expectancy. This conclusion by Brown and Feuer that a 55- 
year-old man has 10.2% risk of being diagnosed with prostate 
cancer during his lifetime expectancy is certainly close to our 
calculation of 12%.’ In other words, their modeling supports 
our conclusion that overdiagnosis did not occur with screen- 
ing performed as described in our study.le3 

It is clear, however, that the final answer will come from 
the incidence of prostate cancer found in both the screened 
and control groups. Such a randomized study started at our 
Prostate Cancer Research Clinic in November 1988, as well 
as others more recently started, should be able to provide this 
much-needed answer. 

On behalf of the authors, 

Femand Labrie, M.D., Ph.D. 
Bernard Candas, Ph.D. 

Lionel Cusan, M.D., Ph.D. 
Jos&Luis Gomez, M.D. 

Pierre Diamond, M.D., Ph.D. 
Martin Lemay, M.D. 

Laval University Medical Research Center 
2 705 Laurier Boulevard 

Sainte-Foy, Qutbec 
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The Scrotal Hitch for Hemostasis and 
Edema Prevention and Scrotal Surgery 

TO THE EDITOR: 

The article by Drs. Griffin and Canning (Urology 47: 
918, 1996) is of extreme interest to me. 

Since the original publication by Dr. Mandler, in the 
Journal of Urology in 1966, I have been using this method, 
both as a resident and a practicing urologist, for almost 30 
years. 

I have found it an extremely helpful method of control- 
ling hemostasis and edema following scrotal surgery for 
hydrocelectomy. I do not use it for simple orchiectomy 
since I have never had a problem with hemostasis or edema 
following this procedure. I think it is a major advance in 
minimizing problems usually encountered with hydrocele 
surgery. 

Rudolph D. Talarico, M.D. 
Ocean Medical Park 

224 Jack Martin Boulevard 
Brick, NJ 08724 

REPLY BY THE AUTHORS 
I appreciate the insightful comments and endorsement of 

the scrotal hitch from a surgeon with almost 30 years of ex- 
perience, Dr. Rudolph Talarico. Dr. Talarico commented that 
for simple orchiectomy he has never had a problem with he- 
mostasis or edema. Although this may very well be the case, 
we opted to perform the scrotal hitch on orchiectomies. The 
reason being, our orchiectomies were performed in a subcap- 
sular fashion, requiring more dissection and potential for 
complication. It is our belief, since the morbidity from the 
scrotal hitch is negligible, that it can be used for most any 
scrotal surgery. 

On behalf of the authors, 

James H. Griffin, M.D. 
Department of Urology 

Loyola University Medical Center 
Building 54, Room 237A 
2160 South First Avenue 

Maywood, IL 60153 
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