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URINARY CONTINENCE AFTER RADICAL RETROPUBIC
PROSTATECTOMY : A MODIFICATION IN THE
TECHNIQUE OF APICAL DISSECTION
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Urinary incontinence impairs the quality of life for patients following radical prostatectomy. We
retrospectively reviewed the records of 36 patients who underwent radical retropubic prostatectomy
between 1987 and 2002, and achieved the time from operation until urinary continence. A
modification in the technique of apical dissection was introduced in 1999 and applied in 12 cases of
consecutive radical prostatectomy. The principles for this technique were based on sharp division of
the dorsal vein complex, continuous suturing cut edges of lateral pelvic fascia, and anterior anastomotic
sutures including lateral pelvic fascia as well as urethra and bladder neck. None of the patients
undergoing the new technique used pads at 6 months. With introduction of this technique, the rate of
continence at 12 months increased from 58.3 to 100.0%. Our results suggest that the surgical
technique of apical dissection is an important factor associated with postprostatectomy incontinence.

(Acta Urol. Jpn. 49: 503-507, 2003)
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Fig. 1. Using a sponge stick to push the pros-
tate posteriorly, a 3-0 Vicryl suture is
placed superficially though the dorsal
vein complex. The dorsal vein com-
plex is divided sharply distal to apex
of the prostate. In order to prevent
bleeding, the dorsal vein complex is
held with DeBakey atraumatic forceps.

Fig. 2. Cut edges of lateral pelvic fascia are
closed vertically with continuous su-
ture.
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Fig. 3. The edge of lateral pelvic fascia is in-
cised along line A to spare the ipsilat-
eral nerve vascular bundle. Incision
of the fascia on the lateral surface of
the rectum along line B permits entry
between Denonvillier’ fascia and the
rectum. The neurovascular bundle is
then easily excised.
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Fig. 4. Anastomotic

. sutures  are
through urethra and lateral pelvic fas-
cia at 2, 5, 7 and 10 o’clock positions.
A suture at 6 o’clock is placed through
divided edge of Deonovillier’s fascia
and urethra.
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Table 2. Clinical outcome

Coomal New
(Oct 1987- (Apr 1999-  P-value
Mar 1999) Mar 2002)
No. patients 24 12
(perating  fime 3377 (5.0) 3.6-62 (45) NS*
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Pathological NS**
stage
TO 1
Tl 0 0
T2 16 8
T3 6 2
T4 1
Surgical margin Pos (%)
Apex 8.3 8.3
Bn 8.3 16.6

Pos, positive; Bn, bladder neck. Numbers in paren-
theses are the mean. * Student’s t-test. ** 1Xm con-
tingency table.
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Fig. 5. Probability of incontinence in the
group using the new technique is sig-
nificantly lower than that in the group
using the conventional technique.

Table 3. Rates of recovery from urinary in-
continence after radical prosta-
tectomy

Months after operation

1 2 3 6 12 24

Conventional
(%) (n=24) 83 208 250 292 583 625

?2?”(96)(“=: 417 750 917 1000 100.0 100.0
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Fig. 6. T2 weighted MR imaging shows that
the external urethral sphincter muscle
(S) enters the prostatic urethra (ar-
rows) in coronal view. Sagittal inset
for orientation.
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