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What is an appropriate urodynamic bladder capacity in infants?
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oped a formula that is derived from urodynamic studies in

children that were suspected to have tethered cords.! The
authors concluded that this measure of urodynamic maximal
bladder capacity is a true bladder volume. Unfortunately this
assertion is flawed since they did not perform natural fill uro-
dynamics. We understand that the stresses of the procedure
can have a direct effect on maximal bladder volume and
sensation to void. The work that has been done by Derek
Griffiths and his group and Clare Fowler and her group
point to the frontal lobes playing a critical role in sensation
of bladder filling.2 These very areas of the brain are very
susceptible to the effects of stress. Exogenous stressors, a
catheter in the bladder and unnatural filling of the bladder
can render the bladder sensory apparatus to not function
the way it should in this unnatural situation thereby altering
the perception of filling. It does not make a difference that
these are not toilet-trained children, the threshold to trigger
a bladder contraction is lowered by these exogenous factors.
This would explain why the results obtained in this study
were all lower than in all other studies.

The authors should focus on the fact that they have
defined a very important and useful parameter that is lack-
ing in the literature — what is the normal urodynamic bladder
capacity? The other studies do not address this problem and
clearly we need a good way to estimate bladder capacity in
these children for clinical trials and other studies.

I n this issue of CUAJ, Costa and colleagues have devel-

The authors contention that their formula is better that the
Holmdahl,> Chung* or Fairhurst® studies is imperfect since
there is a difference in patients that have a catheter in the
bladder and are undergoing a strenuous procedure, such
as urodynamics and the non-invasive means used to mea-
sure bladder capacity in the other studies. Nonetheless we
need this data for future studies to have a good baseline to
calculate expected bladder capacity in children undergoing
urodynamics.
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