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SUMMARY 

The Authors performed urodynamIC examina­
tions on all patients affected by urinary incon­
tinence. This examination enabled them to clas­
sify incontinence precisely, from the etiopatho­
genetic point of view 

Incontinence may be due to an altered trans­
mission of the abdominal pressure, to sphincteral 
lesions or insufficiency, or to stimuli. 

This classification provides clear indications 
for the choice of the most suitable therapy 
(surgical, medical, instrumental). It thereby con­
tributes to improving the outcome and decreasing 
the number of relapses so far reported by all 
Authors using any of the suggested surgical 
techniques. 
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The urodynamic examination has proved 
to be a valid method to detect the causes 
of feminine urinary incontinence - a syn­
drome related to various etiopathogenetic 
moments - overcoming all uncertainties 
entailed by the examination of the mere 
anamnestic and morphologic data. 

A differential urodynamic diagnosis of 
the various forms of incontinence is there­
fore absolutely necessary to select patients 
accurately and choose the most suitable 
therapy. 

However, the reliability of this kind of 
examination is highly dependant on the 
instruments and methods that are used. 
The adequate instruments allow (fig. 1) 
the simultaneous evaluation of many pa­
rameters, three pressures at least (abdo­
minal, vesical and differential or detruso­
rial), the electric activity of the sphincter 
or the pelvic diaphragm, and the urinary 
flow. Fig. 2 shows the recorded values of 
all these parameters in a healthy person. 

The examination is divided into di血
rent phases. In the beginning, simple 
expedients, like cough (C), are resorted 
to verify th� l?erfec
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pressure and the sphincteral electric acti­
vity. 

During the following phase (filling 
cystometrogramme) the detrusor pressure 
(DP) slightly and constantly grows with 
a maximum increase of 4 cm of water, 
up to a volume of 280 ml in the examined 

. 
ase. This is the maximum vesicaI func­

tional capacity. In fact, immediately after­
wards (fig. 3), as miction can no longer 
be inhibited, the detrusor contracts leading 
pressure up to 75 cm of water, and the 
tracing of the mictional flow appears on 
the record. 

During this phase (mictional cistome­
trogramme) the relaxing of the urethral 
sphincter and floor, testified by the elec­
tric silence to EMG, shows the perfect 
synchronism of the detrusorial and sphinc­
teral activities. 

The last examination phase is the re­
cording of the urethral pressure profile 
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