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Hypothesis / aims of study
Since we adopted a non invasive urodynamic technique (1) before and after surgical treatment of bladder outlet obstruction (BOO) in order to check the feasibility of the
procedure and to find a predictive value for the outcome of the surgery, we found that shortly after surgery for prostatic obstruction the flow rate significantly improved but
the detrusor contraction only slightly decreased. We now want to check what is happening after at least one year from the operation when many variants as inflammation or
slow adaptation of the bladder to the new situation no more interfere with the results of these studies.

Study design, materials and methods
Patients waiting in our clinic for surgical intervention for Lower Urinary Tract Symptoms and prostatic enlargement were evaluated with a non-invasive pressure/flow
measurement using a uroflowmeter and a penile cuff before surgery and 3 months and 1 year after the operation. We excluded from the study patients with indwelling
catheter, bladder stones, high volume diverticula or reflux. We asked patients to fill in an International Prostatic Symptom Score (IPSS) questionnaire on the occasion of the
examinations. We also took account of prostate volume before surgery (with abdominal or transrectal ultrasound) and the amount of tissue removed during surgery.
The cuff was placed around the penis and the subject asked to void without straining into the uroflowmeter connected to the cuff machine. Once voiding commenced the
cuff was automatically inflated at 10 cm H20O/sec until flow was interrupted or a safety cut off of 200 cmH20 was reached. The cuff pressure (Pcuff) at which flow was
Interrupted provides a valid and reproducible estimate of isovolumetric bladder pressure, that is a measure of detrusor contraction strength. The cuff then automatically
rapidly defleated with resumption of flow, allowing the process to be repeated until voiding was complete. Maximum values of Pcuff and maximum urinary urine flow rate
(Qmax) were read from the continuous plot of flow rate and cuff pressure obtained for each void (1). The test together with IPSS (from which we extrapolated the question
about quality of life QOL) and postvoiding residue (PVR) evaluations were repeated 3 months and at least 1 year after surgery in order to check the change of clinical and
non invasive urodynamic parameters on short and long term using the pressure-flow nomogram
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Concluding message
Non-invasive urodynamic evaluation of BOO has been shown to improve outcome prediction for men undergoing prostatic adenomectomy (2). Our study also shows that
traditional clinical outcome of BOO surgery Is in agreement with the changes of the non-invasive urodynamic evaluation. Among these changes, we observed major and
more rapid improvement of Qmax while the bladder pressure reduced significantly only after a follow up of at least 1 year. Therefore the slope of the equivocal area
distinguishing obstructed from unobstructed patients using the ICS plot for definition of obstruction should be thinner and steeper when using Pcuff or isovolumetric bladder
pressure.
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