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Abstract: Introduction: Urinary incontinence after radical prostatectomy is a major complication with profound impact 

on the social life of the patients. we report inicial cases of patients treated with male sling implant. Methods: Eight patients 

with urinary incontinence after radical prostatectomy underwent to male sling (Argus-T
®
 - Promedon) implant. We ana-

lyzed the age, the number of transurethral resection previously of the implant, the degree of incontinence before the sling 

(by urodynamics) and the subjective satisfaction with the surgery by telephone. Results: The patients (08) were submitted 

to a radical retropubic prostatectomy for localized prostate cancer. All incontinent patients developed stenosis of vesico-

urethral anastomosis and were underwent transurethral resection of the anastomotic fibrosis (ranging from one to three 

procedures). Five patients had moderate to severe urinary incontinence before the procedures. After the implant, five pa-

tients had no improvement in the degree of incontinence, three patients had a subjective improvement, two of them were 

completely dry. These, previously, had the lowest degree of incontinence in the objective analysis (urodynamics). Conclu-

sion: The urinary incontinence after prostatectomy is a morbidity with challenging treatment. The male sling is a good 

method for mild cases and motivated patients, not being the first choice for more severe cases. 
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1. Introduction 

The urinary incontinence in men is most caused by iatro-

genic induced insufficiency of the external urethral sphinc-

ter injury by transurethral resection of the prostate or after 

radical prostatectomy (1).  As reported in the literature, the 

rate of urinary incontinence after radical prostatectomy, 

range from 1 to 90% (2-4). 

Definitions of continence are variable from total dryness 

to the use of multiple incontinence pads per day. The desire 

for social continence is strong, and many different thera-

peutic innovations have been designed for this purpose.  

An important step in the evaluation of incontinent men is 

active discussion between the physician and the patient. 

The initial option in the treatment of post-surgical inconti-

nence could be pelvic floor training and electrostimulation 

sometimes combined with biofeedback (5,6).  If primary 

conservative therapy fails and the findings of a further 

diagnostic evaluation (cistoscopy; urodynamic) warrant 

surgery, a variety of surgical procedures are avaiable to 

treat postoperative urinary incontinence, like sub-urethral 

male sling or artificial urethral sphincter, as many others (7).   

The artificial urinary sphincter (AUS) remains the gold 

standard of treatment for intractable urinary incontinence in 

men, despite its rather high complication rate, costs and the 

availability of newer and less invasive techniques like the 

male slings (8). 

2. Material and Methods 

This initial retrospective study was performed with the 

data of eight patients having significant urinary inconti-

nence, developed after radical prostatectomy. The patients 

were underwent to male sling (Argus-T
(R) 

– Promedon) 

implant, in 2011, range from two to five years after the 

initial prostate procedure.  

We analyzed the age, the number of transurethral resec-

tion of the anastomosis fibrosis (TURA) previously of the 

implant, the degree of incontinence before the sling (by 

urodynamics) and the subjective satisfaction with the sur-

gery by telefone six months later. 

Surgical technique: the surgery was performed under 
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spinal or general anaesthesia, and a 16-Fr Foley catheter is 

passed transurethral whilst the patient is placed in the 

standard lithotomy position. A 6-cm medial vertical 

perineal skin incision below the inferior border of the pubic 

symphysis was carried out in order to expose the 

bulbospongiosus muscle, than to expose the perineal 

aponeurosis at the top of the triangular space delimited 

laterally by each ischiocavernous muscle and medial to the 

bulbospongiosus. The crura of the cavernous bodies are 

clearly identified whilst ensuring that the central tendon 

and the bulbospongiosus muscle remain intact. A short 2 

mm incision through the pelvic fascia afforded access to the 

obturator muscle just under the ischiopubic ramus bone is 

done. A bilateral stab incision was made at the top of the 

thigh, 4 cm from the median line and 4 cm below the major 

adductor longus muscle. The transobturator puncture was 

an outside inside with a Hemet needle. The end point of the 

puncture was the opening in the pelvic fascia. After sling 

attachment to the needle, it was pulled back in order to 

correctly implant the sling. The same procedure was re-

peated on the other side. The sling was sutured to the 

bulbospongiosus muscle with non-absorbable sutures, and 

then pulled firmly from each side in order to obtain a 2 mm 

visible mark on the bulbospongiosus muscle. The perineal 

body was not dissected, but in cases of rolling of the inferi-

or edge of the sling on the bulb, the bulb was dissected just 

enough to apply in under the sling, then sutured to the sling. 

The presence of clear urine and cystoscopy confirm that the 

urethra and bladder are intact. To stablish the retrograde 

leak-point pressure (RLPP) a cystoscopic sheath is used. 

The Argus sling is progressively adjusted by tensioning the 

silicone columns through the washers to achieve a RLPP 

measurement ranging within 30-50 cmH2O and then subse-

quently the perianal incision is closed. Before closing the 

lateral incisions, the end of the columns are left in the sub-

cutaneous to facilitate postoperative adjustments if neces-

sary. The Foley catheter is generally left in situ for 2 days.  

3 Results 

All eight patients had previously undergone to radical 

retropubic prostatectomy for localized prostate cancer. 

(Table 1).  The patients developed stenosis of vesico-

urethral anastomosis and were underwent transurethral 

resection of the anastomotic fibrosis (ranging from one to 

three procedures). Five patients had moderate to severe 

urinary incontinence before the procedures. After the im-

plant, five patients had no improvement in the degree of 

incontinence. Three patients had a subjective improvement, 

two of them were completely dry.  

Table 1. Summary of the analyzed data and results. 

Patients Age(y)* 
Year of Radical Pros-

tatectomy 

Number of    

TURA*** 

LPP (before) Male 

Sling ** 

Pads per day 

(before) 

06 Months After Sling      (interview by 

telephone) 

Male Sling Satisfac-

tion 

Pads per day (after 

Sling) 

1 63 2009 1 34 5 = Before 5 

2 66 2009 1 32 4 = Before 4 

3 68 2009 1 68 3 DRY 0 

4 72 2008 1 62 4 DRY 0 

5 65 2008 2 56 7 Much better 2 

6 75 2007 3 21 8 = Before 7 

7 66 2007 3 25 7 = Before 6 

8 67 2006 3 29 6 = Before 6 

*Age in years (y) at time of the Male Sling procedure ;   **LPP – Leak Point Pressure      ***TURA – Transurethral resection of anastomosis fibrosis ; = 

Before (equal before)

These patients, previously, had the lowest degree of in-

continence in the objective analysis (urodynamics). Patients 

age was not correlated with the success rate of the proce-

dure however, the number of anastomosis fibrosis resec-

tions was inversely proportional to the good results.  The 

devices were removed from three patients who had no 

improvement in incontinence because of perineal pain (02) 

and urethral erosion (01).  The erosion of the urethra was 

treated conservatively with an indwelling silicone cateter. 

4. Discussion 

The treatment of male urinary incontinence (UI) after 

radical prostatectomy ramains a challenge. Some of current 

surgical therapies for UI in men include the artificial uri-

nary sphincter (AUS) as the gold standard for post-

prostatectomy UI (9-10); the minimally invasive adjustable 

balloons, the bulking agentes and the sub-urethral slings 

(adjustable or bone fixed) (8,11,12).   
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Recently (2012) Wang R, McGuire EJ, et al published a 

study (13) with 318 AUS implantation devices showing that 

more than half of paitents required additional procedures, 

like revision. Median time to first revision or explantation 

was (20 months) less than 2 years, and the most common 

indication was recurrent incontinence (57%). These failures, 

combined with the high costs are responsible for the de-

crease in AUS implantation noted after the 2003 introduc-

tion of male urethral slings. 

The 2012 European Association of Urology (EAU) 

guideline on surgical treatment of urinary incontinence 

shows that there is low-level evidence that male sling im-

plantation results in cure or improves post-prostatectomy 

incontinence at up to 3 years (14). Male slings appear to be 

less effective for men with severe incontinence, previous 

radiotherapy, or previous urethral stricture surgery. Possible 

harms include voiding disfunction, device erosion and 

chronic pain (15,16).  

This work has an main criticismo the small number of 

patients studied, but even then, there was an excelente 

correlation with the results found in literature. The adjusta-

ble suburethral sling is cheaper than the artificial urinary 

sphincter, 25% of patients were dry, 12.5% showed signifi-

cant improvement of the urinary incontinence, 62,5% of 

patients had no improvement and in 12,5% of cases there 

was a need for explantation of the device because of ure-

thral erosion. Patients undergoing to radiotherapy were not 

included in the study.  

Unlike female slings that are placed as a tension-free 

support under the mid-urethra, male slings need to generate 

a slight, permanent urethral resistance to achieve conti-

nence. To avoid overcorrection and obstruction and to ena-

ble the sling to adapt to developing functional or anatomi-

cal changes in the patients, adjustable systems are prefera-

ble(17).  

Compressing the bulbar urethra in an attempt to provide 

urinary continence was first suggested by Marshall et al. in 

1946(18); they proposed that with compression and eleva-

tion of the perineal area, sphincter support could be provid-

ed, thus improving its function. Very few authors had pre-

viously reported on the use of bulbourethral sling proce-

dures whereby the sling is transferred to the abdomen using 

needles (19-22) until Schaeffer et al. (23) in 1998 published 

a series of 64 patients.  They reported a 64% 

cure/improvement rate (0-2 pads per day) after a median 

follow-up of 18,1 months and a 75% success rate after 

adjustment-operations were made in 27%. However, longer 

term results were less satisfactory with 24 patients (42%) 

considered cured, 17 (30%) wearing 1-2 pads/day and 16 

patients (28%) requiring ≥ 2 pads/day after a mean follow-

up of 48 months. After the report from Schaeffer et al. (23), 

other centres considered bulbourethral sling procedures as a 

realistic alternative for the treatment of stress urinary in-

continence after radical prostatectomy. In addition, the sling 

is much less expensive than the AUS.  

Subsequently, various slings were marketed for post-

prostatectomy and autologous materials (24). A different 

technique based on the concept originally proposed by 

Kaufman et al. in 1970 (25), which compresses the bulbous 

urethra in the perineum without entering the abdomen, was 

later applied by Madjar et al. (26) in 2001 and subsequently 

by Comiter (27). This technique used bone anchors to fix a 

polypropylene mesh for urethral compression and produced 

very encouraging results in the short term, with a 90% 

cure/improvement rate after a mean follow-up of 12 months.  

After, Castle et al. (11) reported their medium-term experi-

ence in 38 patients treated with the bone-anchored Invance 

sling with a mean follow-up of 18 months and a success 

rate (defined as no more than 1 pad/day) of only 39,5%. 

The success of Invance seems to depend on the preopera-

tive incontinence grade as well as the duration of the fol-

low-up. Rehder and Gozzi introduced the Advance 

transobturator sling in 2007 (12), as a new non-obstructive 

tape for the treatment of SUI after radical prostatectomy. 

This first clinical series included 20 patients, with reports 

that 40% of the patients were cured and 30% had improved 

incontinence. However, their follow up was only 6 weeks. 

Gozzi et al. (28) recently published a further report on the 

Advance sling in a series of 67 patients with a follow-up of 

3 months. The cure rate was 52% with further 38% im-

proved. Their re-operation rate was 11%.  

Hubner et al in 2010 showed promising results in 101 pa-

tients after a median follow-up of 2.2 years despite the 

complicated presentation of patients, where 33.7% of pa-

tients had previous failed implantations with other devices 

for their SUI and a significant proportion had undergone a 

adjunctive procedures, i.e. radiation (21.8%), repeated 

bladder neck incisions or internal urethrotomy (29.7%) 

which tend to further complicate efforts to produce a satis-

factory outcome after any treatment for SUI.  

Despite  this difficulty, the Argus sling achieved high con-

tinence rates (79.2% dry, pad test 0-1 g) with relatively low 

complication rates (15.8% device removals). Dr. Hubner 

states that as shown in the comparison of different follow-

ups it appears that Argus sling result are durable. Neverthe-

less, in patients who have not previously undergone and 

failed other SUI surgeries, better results may be possible. 

As such, his learning curve was represented by the first 22 

cases, where accumulated experience established a suitable 

initial degree of tension to apply, based on an appropriate 

intraoperative adjustment of the RLPP during the initial 

implant procedure.  

As the data in the literature, our study showed that pa-

tients with more severe incontinence degree and those with 

more severe stenosis of anastomosis showed the worst 

results. 

5. Conclusion 

The urinary incontinence after prostatectomy is a mor-

bidity with challenging treatment.  The male sling is a good 

method for mild cases and motivated patients, not being the 

first choice for more severe cases. 
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