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P ostoperative urinary incontinence following radical
prostatectomy is an increasingly important health out-
come. In an era in which the burden of treatment for

prostate cancer is being closely examined in terms of harm
from potential overtreatment, it is important to study ways
to reduce the incidence of this complication. Incontinence
often results in significant stress and anxiety for patients
and their families, and a significant use of resources, includ-
ing incontinence products, further surgical intervention and
patient and surgeon time. For most individuals, inconti-
nence has a greater negative impact on quality of life than
even erectile dysfunction. Several prior publications have
looked at whether nerve sparing at radical prostatectomy
contributes to continence rates, albeit with inconsistent
results.1 Limitations of this literature include mostly retro-
spective data collection, the lack of an objective method
of measuring the quality of nerve preservation itself, vari-
able definitions of continence and its pathophysiology, lack
of baseline data and a lack of objective measures of ure-
thral and sphincter trauma intra-operatively.

In the current study, Toren and colleagues2 are to be
commended for the prospective use of a validated, patient-
reported tool for continence outcomes, including preoper-
ative baseline measures. However, the variable being inves-
tigated is whether nerve sparing was performed, unilateral
or bilateral, and the subsequent impact on patient conti-
nence. Key data points, including nerve sparing, were
obtained retrospectively based on the surgeon’s descrip-
tion in the patient record. The surgeon’s judgment may not
actually correlate well with actual nerve preservation. In a
study by Kaiho and colleagues,3 electrophysiological assess-
ment of macroscopically preserved nerves were reclassi-
fied as not intact in 20% of cases, and in a third of cases
the surgeon’s assessment of unilateral, bilateral or non-
nerve sparing was not supported by the electrophysiological
assessment. Therefore, just as we require patient-reported
outcomes measures, perhaps we should also require an
objective metric for whether nerve preservation, unilateral
or bilateral or non-nerve-sparing, was actually carried out.

Recent anatomic studies have resulted in a re-examination
of the “dorsolateral neurovascular bundle” concept, as topog-

raphy and nerve quantification studies confirm wide vari-
ability of periprostatic nerve distribution.4-6 Sievert and col-
leagues report that bilateral nerve-sparing prostatectomy
for localized prostate cancer provides the possibility of pre-
serving approximately 55% of periprostatic nerve fibres
focused on the posterolateral location and 80% to 90% at
the apex.6 Regardless of whether optical magnification,
intraoperative nerve stimulation, or adaptations to surgical
tissue handling/technique of nerve sparing are used, the
actual course of nerve fibres is difficult to identify and lim-
its optimizing clinical outcomes (both continence and erec-
tile function) that rely upon neuronal recovery post-injury
and intact nerve signaling to the sphincter or corpora.5 The
endogenous response and potential for exogenous neuro-
modulation of the injured nerves and the interface between
nerve and sphincter post-radical prostatectomy remains a
physiologic “black box.” While with further research we
will likely attain more detailed neuroanatomical under-
standing, all surgical approaches inherently result in tissue
disruption and patient outcomes will be best optimized by
minimizing collateral damage and the development of novel
neurotherapeutics. Current concepts of nerve sparing are
most likely inaccurate and remain difficult to quantify.
Therefore, studies relying upon a surgeon’s perception of
post-prostatectomy nerve status will continue to have these
limitations. In essence, we currently do not have the answer
to the question of whether nerve sparing or nerve sacrifice
plays a role in continence outcomes.

Where does this leave us in 2010 and how do we coun-
sel our patients? The “best” study of urinary and sexual out-
comes after radical prostatectomy is yet to be reported. The
ideal information would be surgeon- and patient-specific,
a lofty (and difficult-to-realize) goal, and take into account
prospective and accurate measures of continence status
pre- and post-prostatectomy using validated metrics.  This
information would allow us to identify patient and surgical
factors including quality and degree of nerve sparing. We
also need to differentiate between underlying causes of
incontinence, as anatomic and physiologic (overactive blad-
der) can occur separately or concurrently and likely do not
have the same etiologic factors. The same step-wise approach

See related article on page 465

471CUAJ • December 2009 • Volume 3, Issue 6
© 2009 Canadian Urological Association

COMMENTARY



Morash et al.

472 CUAJ • December 2009 • Volume 3, Issue 6

can be applied to post-prostatectomy erectile dysfunction.
We favour a multidisciplinary clinic approach incorporat-
ing the surgeon along with continence and erectile dys-
function specialists.

Given the contemporary knowledge gaps, and the uncer-
tainty of whether or not nerve-sparing status influences con-
tinence preservation, in our multi-specialist clinic we do
not directly address nerve preservation as it relates specifi-
cally to urine control with our patients. However, we do
espouse the concept of normal tissue preservation, in that
this allows for the best possible anatomic and neurophysio -
logic continuity. In this way, even if nerve preservation for
potency is not a patient priority, and by doing so cancer
control is not compromised, nerve-sparing approaches are
recommended until definitive data emerge. 
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