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ANATOMICAL PARTICULARITIES OF RADICAL RETROPUBIC PROSTATECTOMY WITH 
SUBURETHRAL DEFERENT SLING (Abstract): Introduction. Radical prostatectomy is the 
intervention of choice in prostate adenocarcinoma. With still a few drawbacks that over time per-
sonalities of urological surgery tried to diminish. Among the possible postoperative side effects 
there are two main remember: loss of sexual function and presence of urinary incontinence. 
Objectives. In this study, we tried to implement a new method that would assist and benefit the 
patient in fighting urinary incontinence after radical prostatectomy. Materials and methods. We 
conducted a prospective study of 12 patients with localized stage prostate adenocarcinoma nomi-
nated for practicing radical surgery (radical retropubic prostatectomy) treated at Oradea Urology 
Clinic between January 2016 - February 2017 to which a suburethral suspension made of duct 
deferens (male sling ) was mounted, labor practiced at the same operative time with basic surgical 
intervention. Results. Postoperative information has been collected during hospitalization and 
controls at 1-3-6 months. Foley type urethro-vesical catheter was suppressed approx. at 2-3 weeks 
after surgery. The number of pads used daily, a week after the urethro-vesical catheter suppression 
(1 month after surgery) was reduced to 0-1 in 9 patients (75%) and 2-3 in 3 patients (25%). Con-
clusions. Practicing in the same operative time the radical retropubic prostatectomy / “native” 
tissue suburethral suspension made up of duct deferens anchored to pubic bone, as it is success-
fully practiced in the Oradea Urology Clinic seems to be a beneficial surgical procedure in com-
bating postoperative urinary incontinence at men. Key words : RADICAL PROSTATECTOMY, 
MALE URINAR INCONTINENCE, MALE SLING, DEFERENT DUCTS

INTRODUCTION

Urinary incontinence caused by urethral 
sphincter deficiency secondary to prostate sur-
gery is a well-known problem in global urol-
ogy as well as distinct pathological entity for 
urologic surgeon as so its appearance may en-
croach the results of a prostate surgery manda-
tory in many cases. The incidence varies wide-
ly from 1% after a transurethral resection of 
the prostate (TUR-P) up to 84% after radical 
prostatectomy in widely varying percentages 

opposite to the definition used in the evaluation 
of post radical prostatectomy incontinence. How-
ever, the quality of life of the patient is often 
deeply affected by this side effect of radical 
intervention on prostatic adenocarcinoma. It is 
well known that although prostate cancer is a 
pathological entity with unique “personality” 
across the spectrum of malignancies known to 
be aggressive at young age (age group 50-60 
years), surgical excision with curative regard 
represented by radical prostatectomy in its 
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various variants (perineal, retropubic, lapa-
roscopic, robotic) is one of the most successful 
interventions in the field of oncological surgery, 
with rates of cure for a localized clinical stage 
of 85-90% and a survival rate of 83% for 10 
years (Merglen from Geneva peretrospective 
study on 844 patients with localized prostate 
cancer). Once Patrick Walsh described nerve-
sparing technique of strippreservation we start-
ed practicing this technique in feasible patients 
with very good results regards erectile function 
recovery in 6-12 months after surgery. This leaves 
open the second topic of long-term complica-
tions of radical prostatectomy, respectively uri-
nary stress incontinence after intervention. Tri-
ple goal of radical prostatectomy is oncologic 
safety, preservation of sexual function and main-
tenance / recovery of urinary continence.

EAU guidelines recommend as an elective 
intervention in post radical prostatectomy uri-
nary incontinence mounting of artificial urinary 
sphincter. However,the drawbacks of this inter-
vention are so numerous that one must ask 
whether performing this operation complicates 
rather status and quality of life of the patient 
in addition to the idea of being operated for 
cancer he will also have to live with lack of 
continence complicated by mounting a device 

that you have to act whenever he feels the need 
to make a purely physiological act - urinating 
- evidently transformed into a mechanical and 
artificial act.

CONTENT
In this study, we attempted to implement a 

new method that would assist and benefit the 
patient in fighting urinary incontinence after 
radical prostatectomy.We decided to conduct a 
new surgical technique continuously following 
patients postoperative, to look at things from 
simple to complex and begin with what appears 
to be the least traumatic surgery for the patient.

PATHOLOGICAL ANATOMY
Prostate cancer can spread by local, lym-

phatic and haematogenous way. Most often, 
local extension precedes quite some time on the 
remote one. Local, prostate cancer tends to 
invade the prostatic capsule, bladder base and 
seminal vesicles while the extension to the rec-
tum or urethra is late.

1. Radical prostatectomy
Radical prostatectomy is the “gold standard” 

fundamental therapeutic option for patients in 
curative stage, with long life expectancy and 
good biological status. For a long time un-
popular because of increased risk of bleeding, 
impotence and incontinence, operation is expe-
riencing a revival in the curative therapy of 
prostate cancer through the efforts of Walsh, 
who by performing a thorough study of surgical 
anatomy of the pelvis allows this operation to 
regain its position in world of urological sur-
gery. Radical prostatectomy indication finds its 
place in curable clinical stages, in patients with 
life expectancy over 10 years, as follows:
•	 T1a	–	when	life	expectancy	exceeds	15	years	

or a high degree of anaplasia
•	 T1b	–	T2	
•	 T3	–	limited	to	unilateral	extracapsular	ex-

tension, Gleason score less than 8 and PSA 
below 20 ng / ml

2. Urinary incontinence after radical 
prostatectomy
Urinary incontinence is the involuntary loss 

of urine urethra.
Urinary incontinence occurred after radical 

prostatectomy is one of the most redoubtable 
complications, representing a disappointment 
for both patient and surgeon, requiring special 

Fig. 1. Preparation and isolation 
of deferential ducts
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attention in prevention, diagnosis and treat-
ment.While the percentage data of urinary in-
continence after radical prostatectomy varies 
widely in the literature as a result of differ-
ences arising as to the characteristics of studies, 
location and definitions used, the population 
included in the study, recent analysis of broad 
cohort multicenter studies suggest that a per-
centage of 5-11% of patients undergoing radical 
prostatectomy will present a degree of inconti-
nence that will determine to seek professional 
help to resolve this condition.There are still 
many controversies in the literature on elements 
of surgical technique favoring respectively 
causing urinary incontinence. Although over 
time there have been devised many methods of 
treatment of this pathology implemented with 
varying degrees of success (Foley artificial 
sphincter 1947,Vincent device 1960, fixed 
compression devices - Barry 1961, bulbar ure-
thra compression - Kaufmann, Joriontechnique 
by mounting a strip made of the rectus ab-
dominis muscle; dacron grafts - Schaefer 
1998) nowadays emerge three viable methods 
in the management of the disease: conservative 
management, artificial urinary sphincter and 
various technical variants of suburethral sus-
pension (male slings).

MATERIAL AND METHOD
We conducted a prospective study of 12 pa-

tients with located adenocarcinoma of the pros-
tate elected for practicing radical surgery (rad-
ical retropubic prostatectomy) treated in Oradea 
Urology	Clinic	from	January	2016	–	February	
2017 to whom was mounted suburethral suspen-
sion made of duct deferens (male sling). During 
the period mentioned in Oradea Urology Clin-
ic were performed a total of 32 radical retro-
pubic prostatectomies.Patient age ranged from 
53-76 years with an average of 61.9 years. Pro-
posed follow-up period of patients was 6 
months. Urinary incontinence in these patients 
were categorized based on the number of pads 
used within 24 hours:
•	 light	urinary	incontinence	(1-2	using	buffers	

/ day)
•	 moderate	 urinary	 incontinence	 (3-5	 using	

buffers / day)
•	 severe	 urinary	 incontinence	 (more	 than	 5	

pads / day)
Informed consent was obtained from all pa-

tients prior to study entry and surgery perform.
Criteria for study inclusion:

•	 patients	proposedfor	radical	surgery	in	local-
ized prostate cancer (radical retropubic pros-
tatectomy).

Fig. 2. Deferent duct cutting Fig. 3. Mounting of the ductus deferens sling
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Criteria for the exclusion from the study:
•	 advanced	adenocarcinomas	of	the	prostate	or	

patients who had received neoadjuvant ther-
apy (radio-, chemo- or hormone therapy).

Surgical Technique
The operative technique has mainly focused 

on the installation of a suspension made from 
deferent ducts performed after its insulation, 
cutting and separate preparation of one or both 
of the deferent ducts (Fig. 1), mounted in the 
same operation with the basic surgery (radical 
retropubic prostatectomy). It has been practiced 
in all cases in the radical retropubic prostatec-
tomy manner with nerve sparing, where the 
casesincluded into this study were selected, 
stage localized, respecting radical oncologic 
outlines. The last part of the surgical procedure, 
after the realization of the urethro-bladder anas-
tomosis, deferent duct is prepared (Fig. 2) over 
a length of about 7-8 cm. (realized if it will be 
sufficient to isolate a single duct or both def-
erens ducts that will make an anastomosis be-
tween them to create a “sling” sufficient in 
terms of length) which is passed under the 
posterior urethra (Fig. 3), the free ends of the 
deferens ductus then will cross each other and 
fixed above the pubis.

RESULTS AND DISCUSSIONS

Postoperative information were collected 
during hospitalization and then postoperative 
evaluationsat 1-3-6 months. Urethro-bladder 
Foley type catheter was suppressed approx. 3 
weeks after surgery. The number of pads used 
each day, a week after the removal of the ure-
thro-vesical catheter (approx. 1 month after sur-
gery) was reduced to 0-1 in 9 patients (75%) 
2-3 in 3 patients (25%). Patients at six months 
who stoped using / used a buffer a day were 
considered cured. Those who used 2-3 pads 
were declared improved. Visual recording at 1, 
3 and 6 months with the possibility of the urine 
flow interruption and recovery of voluntary 
micturition act in heal registered patients, how-
ever, confirmed the nonobstructive character 
suburethral deferent duct suspension. Patients 
were considered healed if the general physical 
status was favorable, post micturition residue 
at 6 months was <50 ml, the number of pads 
used / day was between 0-1 and the question 
“if you have to choose again this intervention, 

you do it?” the answer was “yes”. At the end 
of the study patients were declared cured in 
88% and 12% improved.

The main advantages of this surgical maneu-
verof “strip” urethral suspension made of vas 
deferent we remember:
•	 protection	 and	 support	 offered	 to	 urethro-

bladder anastomosis,
•	 labor	surgery	 involves	using	native	patient	

material and the risk of body rejection of 
the used material practically absents,

•	 fibrosis	caused	by	this	deferent	suspension	
creates the necessary support to the urethra,

CONCLUSIONS
1. Prostate cancer is today recognized as one 

of the major health problems facing the male 
population. This prostatic neoplasia com-
monly affects older men, so that became a 
real public health problem in developed coun-
tries where 15% of cancers are represented 
by prostate cancer, in contrast with develop-
ing countries where only 4% of tumors are 
represented by prostate carcinoma.

2. Radical prostatectomy is fundamental treat-
ment option for patients in curativestage with 
long life expectancy and good biological 
status. Late complications are represented 
by urinary incontinence and erectile dys-
function.

3. Practicing at the same operativetime radical 
retropubic prostatectomy / suburethral sus-
pension with “native” tissue made of an-
chored vas deferentducts anchored to pubic 
bone, as is successfully performed in the 
Urology Clinic of Oradea seems to be a 
beneficial surgical procedure in combating 
manpostoperative urinary incontinence, also 
carried out with the patient’s own tissue thus 
eliminating all the possible adverse effects 
of synthetic suspension.

4. Urinary incontinence occurred after radical 
prostatectomy is one of the most redoubtable 
complications, representing a disappointment 
for both patient and surgeon, requiring spe-
cial attention in prevention, diagnosis and 
treatment.

5. Urology Clinic of Oradea presents an in-
novative technique which means modern 
management of man postoperative urinary 
incontinence or urogenital prolapse, with 
multiple successful interventions for this 
purpose. As modern means of therapy for 
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urinary stress incontinence in women, prin-
ceps indication is now clearly represented 
by suburethral strip in transobturator man-

ner mounting with success rates between 
85-90% in 5 years in our clinic in retrospec-
tive studies.
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