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Authors’ reply
Gary Christian and colleagues raise 
various concerns in reference to our 
paper that showed a 35% reduction in 
overdose mortality within the vicinity 
of Vancouver’s supervised injecting 
facility. They refer to publicly available 
data from the British Columbia Vital 
Statistics Agency to argue that overdose 
deaths increased rather than decreased 
in the geo graphic area of interest 
between 2001 and 2005. This apparent 
discrepancy can be explained by several 
problem atic assumptions that underlie 
Christian and colleagues’ critique.

First, our study focused on an 
a-priori-defi ned area in close proximity 
to the supervised injecting facility that 
included 41 city blocks, the centroid of 
each being within 500 m of the facility. 
The data considered by Christian 
and colleagues refer to a much larger 
region (ie, the entire local health area) 
that includes about 400 city blocks 
(fi gure). As shown clearly in fi gure 3 of 
our paper,1 the reduction in overdose 
mortality was only noted in close 
proximity to the supervised injecting 
facility, with the eff ect diminishing 
strikingly beyond this area.

Second, although we restricted 
our analysis to deaths deemed by the 
coroner to be caused by an accidental 
illicit drug overdose, the data referred 
to by Christian and colleagues include 
all drug-induced deaths (eg, suicides 
and adverse eff ects of drugs in 
therapeutic use).2 Finally, we examined 
mortality rates as opposed to absolute 
death counts to account for changes 
in the population at risk.

Christian and colleagues further 
claim that the noted reduction in over-
dose mortality was due to increased 
heroin availability in 2001; however, 
we have previously published data to 
show that daily heroin use remained 
stable between 2001 and 2005.3,4 
These data were referenced in our 
original report. Additionally, publicly 
available assessments of the police 
crackdown to which Christian and 
colleagues refer show that this 
operation ended within weeks of the 

opening of the supervised injecting 
facility and was not ongoing as they 
claim;5 therefore, any brief displace-
ment of drug users would have 
probably resulted in a conservative 
bias by diff erentially reducing overdose 
mortality in the area of interest before 
the facility’s opening.

Finally, regarding mode of drug 
use, we note that coroners’ records 
do not indicate whether deaths were 
injection-related or not. However, if 
we restrict our analysis to records in 
which injection drug use was indirectly 
suggested, including for example 
discarded injection paraphernalia 
surrounding the decedent (ie, 85% 
of the original 89 deaths occurring 
within 500 m of the supervised 
injecting facility), our estimate for 
the reduction in overdose mortality is 
slightly greater at 36%.

The results of our study show that 
Vancouver’s supervised injecting facility 
had a localised yet signifi cant eff ect on 
overdose mortality. These facilities can 
and should be a central component of 
evidence-based responses to reducing 
drug-related harms in communities 

with a high burden of overdose related 
to injection drug use.
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(region referenced by Christian and colleagues)
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Figure: Comparison of geographic regions defi ned as the area of interest in our paper versus that 
referred to by Christian and colleagues
Figure modifi ed and reproduced from publicly available documentation maintained by BC Stats. For this 
documentation see http://www.bcstats.gov.bc.ca/data/pop/maps/LHApdf/hamap162.pdf.
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Pelvic fl oor muscle 
training after prostate 
surgery

The conclusion of the scientifi cally 
robust study by Cathryn Glazener 
and colleagues (July 23, p 328),1 that 
pelvic-fl oor muscle exercise taught 
by a continence health professional 
after prostate surgery is unlikely to be 
eff ective or cost eff ective, is misleading 
and possibly erroneous. 

Glazener and colleagues should 
have considered that their intervention 
was not eff ective and provided a 
more critical appraisal of its failure. 
The intervention was weak on several 
counts but particularly lacked a 
plausible biological rationale, since 
it did not address the importance of 
control of the urethral sphincter, which 
did not rate a mention anywhere. 
Men were only—and repeatedly—
instructed to “contract the pelvic fl oor 
as if holding on to wind” and assessed 
at each of four visits per anum. This 
not only provided inappropriate 
sensory feedback but also taught 
and reinforced inappropriate motor 
control.

Lacking was the action of fl ow-
stopping, which produces an antero-
cranial movement of the urethra at 
the bladder base, owing to activation 
of the puboperineales, and activation 
of the external urethral sphincter.2 
The ability to lift the urethra more 
than 2 mm with this action has 
been correlated with early recovery 
of urinary control.2  Examination 

per anum might be a reproducible 
test of pelvic fl oor muscle function 
in men,3 but that does not make 
it a valid test of urethral sphincter 
function. Information from the 
internet4 might have reinforced such 
erroneous concepts for the 50% 
of men in the control group doing 
exercises, contributing to the lack of 
between-group diff erence and poor 
results overall.
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randomis ation effi  cacy of the two 
groups. Additionally, the hetero-
geneity of a Cochrane meta-analysis, 
to which Glazener and colleagues 
suggest that our trial added, is due to 
variability in several features, such as 
patient selection, surgeon technique 
and volume, defi nition of urinary 
incontinence, duration and frequency 
of training, and choice of control.

Second, in our trial, long-term 
physician-guided pelvic-fl oor muscle 
training until urinary continence was 
achieved or for up to 12 months proved 
to be more eff ective than no training. 
This eff ect is supported by the results 
of a randomised trial by Overgård 
and colleagues,3 which showed that 
patients who received long-term 
physiotherapist-guided pelvic-fl oor 
muscle training compared with those 
training on their own had a signifi cantly 
lower incontinence rate at 12 months 
(3 of 36 vs 11 of 39), despite a similar 
continence rate at 3 months.

Third, although in the MAPS trial1 
a pad test was not used because of 
practical diffi  culties and the apparently 
more important role of subjective 
incontinence measures, we consider it 
important to discriminate the degree 
of in continence, since in our2 and 
others’4 experience pelvic-fl oor muscle 
training seems to be more eff ective for 
mild and moderate incontinence.
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In the MAPS trial, Cathryn Glazener 
and colleagues1 noted similar high 
rates of incontinence at 12 months 
after radical prostatectomy or trans-
urethral re section of the prostate in 
patients randomised to therapist-
guided pelvic-fl oor muscle training 
or to standard care. We did a similar 
trial after radical prostatectomy,2 
which Glazener and colleagues state 
had unexplained diff erential dropout 
from the control group. We wish to 
add some comments on this matter 
as well as on other aspects of Glazener 
and colleagues’ Article.

First, the relatively high dropout 
rate (13 of 53) in the control group 
of our trial2 did not jeopardise the 
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