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SUMMARY

This phase III randomized, multicentric, double-blind,
placebo-controlled, study[1] in Japanese men has shown
the clinical efficacy of silodosin, a new α

1A
 -

adrenoceptor-selective antagonist for treating lower
urinary tract symptoms (LUTS) associated with benign
prostatic hyperplasia (BPH). The change in the total
International prostatic symptom score (IPSS) from
baseline in the silodosin, tamsulosin and placebo groups
was -8.3, -6.8 and -5.3, respectively. There was a
significant decrease in the IPSS vs. placebo in the
silodosin group from one week. In the early-stage
comparison, silodosin showed a significant decrease in
IPSS vs. tamsulosin at two weeks. The change in QoL
from baseline was -1.7, -1.4 and -1.1 in the silodosin,
tamsulosin and placebo groups, respectively. Silodosin
showed a significant improvement in the QoL score vs.
placebo. In the subgroup of patients with severe
symptoms (IPSS ≥ 20) silodosin also gave a significantly
better improvement than placebo (-12.4 vs. -8.7). The
incidence rates of adverse events and drug-related
adverse events were, respectively, 88.6%, 82.3% and
71.6% and 69.7%, 47.4% and 36.4%, respectively. The
most common adverse event in the silodosin group was
abnormal ejaculation, which occurred more often in
the silodosin than in the tamsulosin group (22.3% vs.
1.6%).

COMMENTS

It is well established that all α
1
 -adrenoceptor blockers

currently recommended for treating LUTS (alfuzosin,
doxazosin, tamsulosin, terazosin) have equal clinical
effectiveness, producing a mean 4-6 point improvement
in the IPSS.[2] However, they differ in side-effect profiles
due to difference in the affinity of these blockers on α-
adrenoceptor. In the AUA meta-analysis,[2] while the

four α1 -adrenoceptor blockers showed incidences of
decreased libido (1-3%) and erectile dysfunction (3-5%)
closely similar to placebo (3 and 4% respectively), tamsulosin
was associated with higher incidence of ejaculatory
dysfunction (10%) than other α

1
 -adrenoceptor blockers (0-

1%) and placebo (1%).The incidence of ejaculatory
dysfunction with tamsulosin not only increases with dose[3]

but also increases with time.[4]

To date several α
1
 -adrenoceptor blockers with very high α

1

-adrenoceptor selectivity have been developed, but their
efficacy and safety profiles have not been confirmed clinically
in patients with BPH. This study[1] has shown better efficacy
of silodosin over tamsulosin (0.2 mg) with more incidence of
ejaculatory dysfunction (22.3% vs. 1.6%) but only 2.9%
discontinuation rate. Better efficacy might elicit improvement
even in patients who could be candidates for surgical therapy
but at the cost of more side-effects. Better effect of silodosin
could be due to high selectivity for α

1a
 -adrenoceptor or due

to suboptimal does of tamsulosin (0.2 mg) even in the
apparently ‘α blocker- ultrasensitive’ Japanese population.

When treating LUTS associated with BPH it is necessary to
focus not just on symptoms generated by bladder outlet
obstruction (voiding symptoms mediated by α

1a
-

adrenoceptor) but also on symptoms generated by bladder
dysfunction (storage symptoms mediated by α

1d
-

adrenoceptor). Both silodosin and tamsulosin have more
affinity for α

1a
 -adrenoceptor hence are more effective in

relieving voiding symptoms. Drugs alleviating both storage
and voiding symptoms have been discovered like naftopidil
which has high affinity for α

1d

[5] in comparison to α
1a

-
adrenoceptor. Naftopidil has been found more effective than
tamsulosin in alleviating storage symptoms with equal
efficacy on voiding symptoms.[6] Hence search for potent
and selective α1- adrenoceptor blockers with minimal side-
effects for treatment of LUTS associated with BPH is still
continuing.
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SUMMARY

This is a retrospective study in 198 patients who underwent
radical cystectomy in carcinoma urinary bladder from July
1997 to July 2003. Eighty-six patients underwent Bricker
ureterointestinal anastomosis (UIA) and 112 underwent
Wallace UIA. Bricker UIA was considered two anastomotic
units while Wallace UIA was considered a single unit.
Therefore, there were 162 (59%) total Bricker UIA compared
to 112 (41%) Wallace UIA. There were three strictures
(1.85%) in the Bricker group and five strictures (4.46%) in
the Wallace group (statistically insignificant). A total of 33
patients (17%) in the study received neoadjuvant radiation,
salvage radiation or prior radiation. Of the 33 radiated cases
(48 anastamosis) there were three strictures. Although the
stricture rate between radiated (6.25%) and nonradiated
(2.21%) anastomosis was considerable, this was not statistically
significant. There was no statistically significant difference
between stricture rates in small bowel vs. large bowel
diversions or in the groups comparing 5Fr feeding tubes to
7Fr single J stents.

COMMENTS

The choice between a Bricker anastomosis and Wallace
anastamosis is mostly based on surgeon preference. Criticism
of Wallace anastamosis is due to the rare recurrence at the
UIA or the possibility of a stone which may obstruct both
systems. A recurrence at this junction may affect both
collecting systems and can cause bilateral ureteral obstruction
and subsequent renal failure. Also, the subsequent need for a

nephroureterectomy involving a Wallace anastomosis can be
complex and requires reimplanting in a Bricker fashion.
Bricker anastomosis, on the other hand, has been criticized
on the basis of an increased risk of stricture formation and
increased operative time required, despite any published
evidence to support these claims.

Although commonly performed, these procedures have not
been properly studied in randomized fashion, except a few
small observational studies.[1,2] The limitations of this study[3]

are retrospectivity, selection bias-each surgeon had his or her
preferred technique (several different surgeons performed
the Bricker anastomosis while the majority of the Wallace
anastomosis were performed by a single surgeon) and mean
follow-up less than two years, likely suboptimal for a study of
this nature and the possibility that the study may have been
underpowered to establish a clinically relevant difference. In
spite of all this there was no statistically significant difference
between the stricture rates in these two groups. This in turn
suggests that the final decision about the technique of UIA
should remain within the realm of surgeon preference. The
authors are to be commended for presenting important data
on this issue, which has puzzled the surgeons for the last few
generations. The overall stricture rate was 2.9%, in line with
stricture rates from other series in the literature.[4] There was
a trend for higher stricture rate in previously radiated cases
(6.25% vs. 2.21%). It seems likely this finding would have
reached statistical significance with a larger sample size. The
early mean time for appearance of stricture (8.8 months)
reflects that most are due to ureteral ischemia. The finding
that only 25% of strictures responded to endoscopic treatment
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