
Volume 5 
Number 3,4 

Medical Journal of the 

Islamic Republic of Iran 

Payiz & Zemestan 1370 
Fall & Winter 1991 

EXPERIENCE WITH BLADDER NECK INCISION 

TO RELIEVE BLADDER OUTLET 

OBSTRUCTION VERSUS TRANSURETHRAL 

RESECTION OF THE PROST ATE IN SHIRAZ 

F. MANAHEJI, M.D. AND A.A. KHEZRI, M.D., M.S. 
From the Dept. of Urology, Shiraz University of Medical Sciences, Shiraz, Islamic Republic of Iran. 

ABSTRACT 

TUR is cited as the treatment of choice for relief of bladder outflow tract 
obstruction in the male, but bladder neck incision (BNI) is an acceptable 
alternative when the gland is smalI.1,2,3 Sixty cases of BNIfTUR have been 
reviewed (BNI=35, TUR=25) from March, 1986 to April, 1988. 

BNI was done when the glands were less than 30 gr , and when there was 
no clinical suspicion of malignancy the operative technique of our single 
incision is given.4 In BNI the catheter stay was shorter, and there was less 
infection, a significantly reduced need for blood transfusion, and satisfactory 
outcome in terms of control and need forfurther surgery. BNI is a technically 
simpler procedure than TUR and is easy to teach and learn.s Our results 
show it is safe and effective for patients in acute retention as well as those 
treated electively and is the operation of choice for a small benign prostate. In 
larger glands BNI may not be desirable. In matched cases this method 
provided better results and fewer complications than the standard trans­
urethral resection. 
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INTRODUCTION 

TUR is generally accepted as the best treatment for 
symptomatic BPH in all but the largest glands.6 

However, TUR is a technically demanding procedure 
and inexperienced operators may be unable to match 
the good results and low complication rate reported 
from specialist urological units. 7,8 

Bladder neck iI)cision (BNI) originally described by 
Bottini in 1887 and recently advocated by Ewards and 
Powell (1982), and Turner Warwick (1973) is a simple, 
quick and safe procedure for relieving outflow obstruc­
tion when the prostate is small and benign. 2,9 

Thirty five patients underwent BNI between 
March, 1985 and April, 1987. The results andcomplica­
tions of these procedures are compared with those in 
the 25 patients wiht larger benign glands treated by 
TUR over the same period of time. 
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MATERIAL AND METHODS 

Sixty males with ouflow obstruction due to BPH 
were treated by endoscopic surgery in this center 
between March, 1985 and April, 1988. All patients 
underwent clinical examination, a complete blood 
count, urea and electrolyte examinations, urinalysis, 
urine culture and IVP as well as measuring residual 
urine and uroflowmetry .'0 The choice of surgical proc­
edure was made after cystocopy and bimanual ex­
amination under anesthesia. The criteria for perform­
ing bladder neck incision were a small prostate (30g or 
less) and a relatively short prostatic urethra. Patients 
with large prostates or a long prostatic urethra were 
treated by TUR. Where there was any clinical suspi­
cion of malignancy the initial procedure was limited to 
cystoscopy and prostatic biopsy. Thirty five men were 
treated by BNI and 25 by TUR. The BNI patients were 
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younger (mean age 57 years, range 30-75) than those in 
the TUR group (mean age 70, range 51-85). 

Bladder neck incision was done under epidural or 
spinal anesthesia. Patients were placed in the lithotomy 
position and examined bimanually and endoscopically. 
The decision to perform BNI or TUR was made on the 
findings of this examination. Urethrotomy to 27 F. was 
performed with an Otis urethrotome. A resectoscope 
was passed (sheath No.27 F), and using Storz diather­
my knife (27040 F), a cut was made along the sulcus· in 
the 7 o'clock position from the right urethric orifice to 
the level of the verumontanum (left handed person can 
do this incision in the 5 o'clock position from left 
urethric orifice to the level of the verumontanum more 
easily). The cut was deepened to fat along whole 
length. Only minimal h'emostasis was required in most 
cases. Then two chips of prostatic tissue were taken by 
loop and sent for pathology. The resectoscope wa. 
withdrawn and a three-way 22 F Foley catheter was 
inserted into the bladder through the urethra for 
irrigation. In TUR group anesthesia was similar to that 
used for BNI. The instrument was similar to that used 
for BNI except that a cutting loop was fitted instead of a 
knife. The technique used was that described by 
Blandy.7 After the resection of the glands, a three way 
Foley 22 F was inserted and irrigation continued until 
the urine became rose colored, usually 24 hours. 

After TUR, the catheter was removed when the 
urine had become clear, usually on the second or third 
post-operative day. The urine usually cleared rapidly 
after BNI, and the catheter was removed as soon as 
possible post-operatively, frequently on the first post­
operative day. Results of cultures from midstream 
urine samples taken before operation and after remov­
al of the catheter was recorded. Preoperative broad­
spectrum antibiotics were givento patients with pn,ex­
isting urinary infections or patients coming to theater 
with an indwelling catheter. Blood transfusions were 
given in theater"at the discretion of the anesthetist and 

Table I. Complications 

No. of patients 35 
Post-operative deaths 0 
Clot retention requiring 
return to theater 0 
Perforation and extravasation 
requiring return to theater 0 
Septicemia 1 
Incontinence after 1 year 1 
Further procedure 0 
Orchitis 1 
Stricture 0 
Pneumonia 1 

Total 3(6.28%) 

25 

1 
2 
o 
3 
o 
o 
o 

8(32%) 
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post-operatively if the patient's hemoglobin was less 
than 10 gldl. The major complications are recorded in 
Table I. 

All patients were reviewed 8 weeks after discharge 
from hospital. Continence was assessed at this time and 
at snbsequent follow-up when necessary. Our defini­
tion of incontinence included minor degrees of urge 
incontinence and dampness. The number and nature of 
further procedures undertaken were recorded. Urof­
lowmetry was done 8 weeks after operation and re­
sidual urine was measured at this time. 

RESULTS 

Preoperative urinary infection rates were rather 
similar in the two groups (BNI 14.3%, TUR 16%). 
Post-operatively, there was a small difference (BNI 
17.1%, TUR 24.2%). No patient who had BNI re­
quired blood transfusion. Three patients were trans­
fused during TUR, there was one post-operative death 
followingTUR, due to acute myocardial infarction one 
day post-operatively (Table I). No patient died after 
BNI. 

The details of the number of days of post-operative 
catheterization and hospital stay in each group are 
given in Table II. 

Up to present time, no patient initially treated by 
BNI required further procedure. Three patients initial­
ly treated by TUR required further surgery, one had a 
BNI for stenosis of bladder neck and two had a further 
TUR for regrowth or incomplete resection. 

DISCUSSION 

This series can not be a randomized study, as criteria 
for admission to the two groups were entirely 

Table II. Clinical Details 

No. of patients 35 25 
Age range, 30-75 51-85 
(mean), years (75) (70) 
Post -operative catheter 
stay (mean days) 2 5 
Transfusion 0 3 
UTI pre-op. 5(14.3&) 4(16%) 
UTI post-op. 6(17.1%) 5(20%) 
Uroflowmetry pre-op. 
(mean Max. flow rate) 7 mIls 8 mIls 
Uroflowmetry post-op. 
(mean Max. flow rate) 18 mIls 15 mIls 
Mean residual urine 
Pre-op. 150c 200e 
Mean residual urine 
Post-op. 50ee 80ee 
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differentl It does, however, set the results and com­
plications of bladder neck incision against those of 
transurethral resection, the latter done on patients with 
larger prostates in the same unit and during the same 
period. The results of TUR are comparable with those 
of the two large series from the London Hospital.7,8 
Bladder neck incision is a technically simpler proce­
dure than TUR and is easy to teach and learn. We feel 
that the results show that it is a safe and effective 
treatment for outflow obstruction in patients with small 
benign prostatic hypertrophy . .In this series BNI 
proved equally satisfactory for patients in acute reten­
tion and for patients treated electively.11 We employed 
a single incision technique in contrast to the double 
incision advocated by Turner-Warwick and Delaere, et 
al. 9.12The importance of the single incision technique is 
a long deep cut extending to perivesical fat along the 
whole length. 13 Removal of the urethral catheter was 
done as soon as possible, usually one day post­
operatively. Stay in hospital for BNI patients was 
significantly shorter than that of TUR. 

No sexual dysfunction appeared in our patients after 
BNI, comparable with the results of Blandy and 
Orandi,,14in a series of 40patientstreated by unilateral 
BNI. However, our overall figures suggest that BNI 
appears comparable with TUR in the relief of obstruc­
tion due to a small benign prostate, provided that case 
selection is correct and the procedure is undertaken as 
described. 

REFERENCES 

1. Orandi A: Transurethral incision of the prostate. Journal of 

103 

Urology 110:229·231, 1973. 
2. Edwards L, Powell C: An objective comparison of transurethral 

resection and bladder neck incision in the treatment of prostatic 
hypertrophy. Journal of Urology 128:325-327, 1982. 

3. Jenkins ID, Allen NH: Bladder neck incision a treatment for 
retention with overflow in the absence of adenoma. British 
Journal of Urology 50:395-397, 1978. 

4. Edwars L: A method of treating prostatic cancer. Post-graduate 
Doctor 7:223-230, 1984. 

5. Jonas U, Petri E, Hohenfellner R: Indication and value of bladder 
neck incision. Urologic Internationalis 34:260-265; 1979. 

6- Blandy JP: Transurethral Resection. Second edition. London, 
Pitman Medical, 1978. 

7- Singh M, Tresidder GC, Blandy JP: The evaluation of trans­
urethral resection for benign enlargement of the prostate. British 
Journal of Urology 45:93-102, 1973. 

8- Chilton CP, Morgan RJ, England HE, Paris AMI, Blandy JP: A 
critical evaluation of the results of transurethral resection of the 
prostate. British Journal of Urology 50; 542-546, 1978. 

9- Turner-Warwick RT: A urodynamic review of bladder outlet 
obstruction in the male and its clinical implications. Urologic 
Clinics of North America 6: 171-192, 1979. 

10- Moisey CU, Stephenson TP, Evas C: A subjective and urodyna­
mic assessment of unilateral bladder neck incision for bladder 
neck obstruction. British Journal of Urology 54, 114-117, 1982. 

11- Bates CP, Arnold EP, Griffiths DJ: The nature of the abnormal­
ity in bladder neck obstruction. British Journal of Urology 47, 

651-656,1975. 

12- Delaere KPJ, Debruyne FMJ, Moonen WA: Extended bladder 
neck incision from outflow obstruction in male patients. British 
Journal of Urology 55, 225-228, 1983. 

13- Keitzer WA, Tandon B, Allen J, Bernreuter F, Amador J: 
Urethrotomy visualized for bladder neck contracture in male 
patients. Journal of Urology 102, 577-580, 1969. 

14- Blandy JP: Male infertility and impotence. In Scientific Founda­
tions of Urology, Chisholm, G.D, and Williams, D.1. (eds), 
Second edition, P .562, London: Heinemann, 1982. 


