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Background and Objective: Urinary incontinence after prostate treatment is associated with significant 
morbidity and impact on quality of life. Stress urinary incontinence can be treated by insertion of a urethral 
sling or artificial urinary sphincter. Persistent or recurrent urinary incontinence after such treatment can be 
frustrating and require specific evaluation and approach to management to optimize chance of successful 
outcomes and patient satisfaction whilst avoiding further patient morbidity. The aim of this review is to 
outline the evaluation and management of persistent and recurrent urinary incontinence in men after 
previous surgical treatment for stress urinary incontinence by way of narrative review.
Methods: A literature review was performed using PubMed, MEDLINE, and Google Scholar between 
2010 to 2023. The search strategy included the following MeSH terms: device, men, urinary incontinence, 
persistence, recurrence, and revision. A total of 140 English-language articles were identified and reviewed; 
68 articles were considered relevant to the aims and the findings have been outlined in this narrative review. 
Key Content and Findings: There are many approaches currently practiced by surgeons in continence 
revision surgery. There is not clear consensus regarding optimum revision strategy for persistent 
and recurrent incontinence post urethral sling and artificial urinary sphincter insertion. Whilst small 
observational studies have reviewed different surgical approaches, there is a paucity of high volume 
comparative data from which to draw conclusions. However, there have been recent studies enabling a 
paradigm shift in the understanding of incontinence post artificial urinary sphincter insertion that may lead 
to improved revision strategies in future.
Conclusions: There are various surgical modalities used to manage incontinence following urethral sling 
and artificial urinary sphincter insertion. There is currently no clear consensus on the optimal surgical 
technique for persistent or recurrent urinary incontinence after surgery. Further comparative studies would 
be beneficial to help guide surgeons as to which revision approaches would be suitable for select patients.
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Introduction

Urinary incontinence after prostate treatment (IPT) can 
be a devastating complication of radical prostatectomy or 
cavitating prostate surgery that has long-term ramifications 
on patient quality of life. Surgical treatments performed 
most commonly for IPT include insertion of a urethral sling 
or artificial urinary sphincter (AUS).

IPT prevalence following radical prostatectomy varies 
widely within the literature from 0.8–87%, partially due 
to definition variation as to what was considered urinary 
incontinence for the purposes of the studies (1-4). The 
American Urology Association (AUA) within their 2018 
treatment guideline used a definition of continence as not 
requiring a pad to stay dry (1,5), however other definitions 
are commonly used in the literature, leading to wide 
heterogeneity between publications (2). It is generally 
understood that most men will have a degree of urinary 
incontinence on removal of their in-dwelling catheter 
after a radical prostatectomy, but the majority of men 
will regain continence by 12 months as described by the 
ProtecT trial reporting only 17% of men 6-year post radical 
prostatectomy were using continence pads (2,6). Guidelines 
recommend surgeons discuss options for operative treatment 
with patients if bothersome urinary incontinence persists 
beyond 6–12 months despite conservative measures (5,7,8). 

Approximately 1–10% of patients with IPT proceed 
to surgical intervention (8). Quality of life outcomes are 
generally excellent after urethral sling and AUS insertion. 
However, revision surgery for persistent or recurrent 
urinary incontinence, device failure or less commonly 
device infection can occur and management thereafter in 
some cases may be quite complex. There is a paucity of 
high-level evidence in the literature to guide surgeons in 
reconstructive approaches (9-12). 

In this narrative review, we outline recent evidence 
on the management of persistent and recurrent urinary 
incontinence following urethral sling or AUS insertion 
for men with IPT. We present this article in accordance 
with the Narrative Review reporting checklist (available at 
https://tau.amegroups.com/article/view/10.21037/tau-22-
759/rc).

Methods

A comprehensive search of the literature was undertaken 
using online databases PubMed, MEDLINE, and Google 
Scholar to create this narrative review (Table 1). Publications 

from peer-reviewed journals written in English from 
years 2010–2023 were reviewed. The search strategy 
included the following MeSH terms: device, men, urinary 
incontinence, persistence, recurrence, and revision. A total 
of 140 articles were identified and 68 were included in 
this review. Abstracts were reviewed by the corresponding 
author for relevance, and summarised following peer-review 
performed by the authorship group. 

Incontinence post prostate treatment

IPT in males can be caused by bladder dysfunction, 
sphincter deficiency, or a combination of the two (7). 
Pre-operative risk factors for IPT include advanced age, 
increased body mass index, pre-existing lower urinary tract 
symptoms, increased prostate volume, oncological factors, 
and surgical factors (13,14). Surgical techniques used to 
help avoid risk of IPT following radical prostatectomy 
include preserving membranous urethral length, avoiding 
extensive dissection, and restoring pelvic anatomy (13).

Men presenting with IPT should undergo thorough 
clinical evaluation to determine the aetiology of their 
symptoms. IPT is due to external sphincter deficiency 
in over two thirds of patients, whereas isolated bladder 
dysfunction caused by detrusor overactivity/underactivity or 
poor compliance is found in less than 10% of cases (15). If 
IPT is due to stress urinary incontinence, the most common 
operative interventions performed include insertion of a 
urethral sling or placement of an AUS, the choice of which 
is determined by clinical factors in conjunction with patient 
preference. Whilst the AUS is well regarded as the gold-
standard in management of IPT, the recently published 
MASTER trial completed by Abrams et al. identified similar 
continence outcomes for the AUS compared with male 
urethral slings (12). There are however circumstances in 
which one approach may be favoured over another. Within 
our center, an AUS insertion is preferred in men with 24-hour  
pad weights over 300 g and history of either pelvic 
radiotherapy or urethroplasty, whereas urethral slings 
are favoured for patients with lower volume leakage and/
or manual dexterity that prohibits the use of a manually 
operated device.

Slings 

Insertion of a sling is a surgical treatment option for mild-
moderate stress urinary incontinence (5,7,8). Slings can be 
categorised as either fixed or adjustable. 

https://tau.amegroups.com/article/view/10.21037/tau-22-759/rc
https://tau.amegroups.com/article/view/10.21037/tau-22-759/rc
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Fixed slings can be further classified as repositioning 
(AdVancetm and AdVanceXP®) or compressive (Virtue® and 
iStop TOMStm) slings according to mechanism of action. 

The synthetic transobturator sling is a repositioning sling 
that aims to relocate the urethral bulb 2–4 cm proximally 
into the pelvis allowing for dynamic compression as 

opposed to urethral obstruction (see Figure 1), which has 
been appreciated on ultrasound (16,17). As hypothesised by 
Rehder et al. support of the urethral bulb may also indirectly 
contribute to continence following sling insertion (18). 
The AdVanceXP® is the newer product brought to market 
(Boston Scientific, Marlborough, USA) with additional 
features including a chevron tissue anchoring mechanism 
aimed at improving tissue fixation and preventing sling 
migration and longer mesh arms for ease of use in larger 
patients (19,20). A prospective, multicenter study by 
Grabbert et al. with extended follow-up beyond 4 years of 
115 patients identified a cure rate of 71.7%, and only 13.3% 
reported no improvement post sling insertion (21). 

Urethral sling placement in the context of previous 
pelvic radiotherapy is associated with decreased efficacy and 
increased rates of complication compared to sling insertion 
in patients without prior history of pelvic radiotherapy (17).  
Patients within our center that have received pelvic 
radiotherapy are counselled accordingly and encouraged 
to consider alternative options such as an AUS, which is 
advised by the AUA and EAU guidelines (5,8), unless there 
are factors that preclude the AUS as a suitable option. 

Adjustable slings (Argus®, Remix®, and ATOMS®) 
provide patients and surgeons the theoretical benefit of 
altering the degree of urethral compression to rectify 
persisting or recurrent urinary incontinence post insertion 
(see Figure 2). Each of the above listed sling devices is 
unique with varying insertion procedures and mechanisms 
of action—as such, whilst they are each marketed as an 
adjustable sling, they should not be viewed as the same 
product. At this time, adjustable slings are not associated 
with a strong level of evidence due to a smaller volume of 
observational studies and as such, they are not currently 
recommended in AUA or EAU guidelines (5,8).

Table 1 Literature search summary

Items Specification

Date of search 26/01/2022

Databases and other sources searched PubMed, MEDLINE, Google Scholar

Search terms used Device, men, urinary incontinence, persistence, recurrence, and revision

Timeframe 2010–2023

Inclusion criteria Meta-analysis, systematic reviews, randomised controlled trials, observational studies, narrative 
reviews. English language articles

Selection process Search conducted by primary author independently with abstracts reviewed for relevance, 
followed by summary via consensus opinion amongst authorship group

Figure 1 AdVance XP® Male Urethral Sling. Image courtesy of 
Boston Scientific.

Figure 2 ATOMS® male urethral sling. Image courtesy of 
Endotherapeutics. 
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Only a single, small volume RCT has been completed 
on adjustable slings during which the Argus® device was 
randomised against the AdVancetm sling (22). Cure rates 
were similar between the two groups, however pad volume 
was significantly reduced within the Argus® arm (22). 
Systematic review of the ATOMS® involving 1,393 patients 
from 20 studies (13 retrospective and 7 prospective) has 
been conducted by Esquinas et al. and identified a mean 
dryness rate of 67% for patients (23). Complication rates 
within this meta-analysis identified an overall complication 
rate of 16% and a major complication rate of 3% (23). 
Whilst studies have demonstrated safety and efficacy with 
the ATOMS® device in the post-radiotherapy population, 
efficacy remains decreased within this patient subgroup (23). 

A recently published systematic review and meta-
analysis by Choiniere et al. identified 20 trials of fixed and 
adjustable male urethral slings including 1,956 patients, 
which identified an overall cure rate (defined as using  
<1 pad per day) of 58.6% (24). These results are similar to a 
review by Meisterhofer et al. comparing fixed and adjustable 
slings, which identified that whilst adjustable slings may 
yield a higher cure rate, they may be associated with higher 
rates of complication and explantation (25).

Overall, current AUA and EAU guidelines recommend 
fixed male urethral slings in the management of mild-
moderate stress urinary incontinence (5,8). Slings are a 
viable option for patients with reasonable efficacy and safety 
profile, and at this stage no fixed sling is recommended in 
favour over another. For appropriately selected patients that 
are seeking to gain more durable results than those provided 
by urethral bulking agents, but do not wish or are unable to 

operate the scrotal pump of an AUS, the urethral sling may 
be a suitable management choice. 

Artificial urinary sphincter

The AUS remains the standard of treatment in men with 
moderate-severe SUI (5,8). Originally suggested by Foley 
in 1947 (26), the first commercially available AUS, the 
AMS 721 (American Medical Systems, subsidiary of Boston 
Scientific), came to market in the 1970s (26). Continued 
refinement led towards production of the AMS 800, which 
is a three-component system of inflatable cuff, pressure 
regulating balloon (PRB), and control pump (see Figure 3). 
The AMS 800 remains the most commonly used AUS, 
has high volume, long-term observational data, and has 
only had minimal design change over the past few decades 
(26,27). One such innovation has been InhibiZone (Boston 
Scientific), which is a combination of minocycline and 
rifampin, being impregnated into the device components. 
However, unlike the penile prosthesis, evidence to date for 
decreased device infection has not been found (28).

Systematic review performed by Chen et al. identified  
8 observational studies assessing AUS insertion for SUI and 
found a cure rate of 29–90.9% (29). Whilst continence rates 
vary widely across studies due to the heterogeneity of study 
protocol, outcome definition and data collection techniques, 
patient reported outcomes of satisfaction are consistently 
high (5). 

Alternative options for AUS device exist including 
the two component ZSI 375 (Zephyr Surgical Implants, 
Geneva, Switzerland), which does not include a reservoir 
balloon (8,30). Limited publications are available within the 
literature to date for the ZSI 375, with a retrospective review 
reporting a cure rate (0–1 pads/day) of 84.4% (30). There 
are no randomised trials within the literature comparing 
different AUS devices. 

The AUS is the gold standard surgical treatment for 
moderate to severe IPT with excellent continence and 
patient satisfaction rates. However, surgical revision rates 
are not low, due to potential for mechanical failure and 
longer term complications, particularly in patients who have 
had previous pelvic radiotherapy.

Urinary incontinence after previous sling or AUS 
surgery

Urinary incontinence following sling or AUS surgery 
can be classified as persistent (early) or recurrent (late). 

Figure 3 AMS800 Artificial Urinary Sphincter. Image includes 
urethral cuff, scrotal pump, and pressure regulating balloon. Image 
courtesy of Boston Scientific.
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If persistent, the clinician should consider whether the 
cause is due to either undertreated SUI, mechanical device 
failure, post-operative complication, or storage issues such 
as detrusor overactivity.

Clinical evaluation includes history to differentiate 
between stress and urgency symptoms, urine microscopy 
and culture, imaging, and consideration of urodynamics 
and cystourethroscopy. Imaging for incontinence after 
sling insertion can include dynamic ultrasound to exclude 
sling migration (16,17), and following AUS can include 
ultrasound or computed tomography imaging to assess PRB 
and cuff volume. Some surgeons also elect to use contrast 
solution when inflating AUS components, in which case 
plain radiographs can also be used to assess device fluid 
volume. Cystourethroscopy can be performed to assess 
coaptation of the urethra and exclude device erosion. 

Following evaluation, if urgency urinary incontinence 
is suspected, management should follow guidelines for 
overactive bladder (31), with the caveat of care regarding the 
use of intradetrusor botulinum toxin injection in patients 
with an AUS. Urethral instrumentation is a risk factor for 
urethral erosion in patients with an AUS, and we would 
suggest that if botulinum toxin injections are considered, 
they should be carried out with the AUS deactivated with as 
small a calibre cystoscope as possible. The authorship group 
would suggest use of flexible cystoscopy in this setting.

Urinary incontinence after urethral sling 
insertion

Persistent or recurrent urinary incontinence after sling 
insertion occurs in 20–65% of men in observational studies 
(12,32). 

Urine microscopy and culture should be performed to 
exclude urinary tract infection. Urodynamics assessment 
should be considered for evaluation of UUI to assess for 
possibility of detrusor overactivity or poor compliance 
and cystourethroscopic evaluation should be performed to 
exclude urethral erosion, which has rarely been reported 
post male urethral sling insertion (17).

The management of SUI incontinence after sling 
placement is dependent on degree of incontinence, timing of 
device failure, and patient factors. If only mild incontinence 
is diagnosed, then consideration can be given to conservative 
strategies as well as periurethral bulking agents or insertion 
of the ProACT balloon device, for which there are small 
observational studies within the literature (17,33-35). 
Otherwise moderate to severe urinary incontinence would be 

better treated with either repeat sling or insertion of AUS. 
There are no randomised controlled studies or systematic 

reviews providing consensus on treatment of incontinence 
after sling failure; observational studies provide data on 
a range of treatments which may be used (36-40). Some 
studies report significant benefit of AUS insertion (36), and 
AUS insertion is considered the gold standard treatment for 
severe SUI. Whereas other studies report similar outcomes 
can be achieved between repeat sling insertion and AUS 
in carefully selected patients. Patients who are more likely 
to have similar outcomes with repeat sling compared with 
AUS are patients with a mild to moderate degree of SUI, 
and patients who had initial success with sling, but later 
deterioration in sling efficacy, in comparison to patients who 
never had success or had early failure post sling insertion 
(37-40). 

Urinary incontinence after artificial urinary 
sphincter insertion

Persistent incontinence after AUS insertion is most 
often associated with improper device use or accidental 
deactivation of the cuff (41), which may lead to overflow 
incontinence or inadequate coaptation of the urethra. 
Whilst this can be managed with patient re-education, if the 
patient is using the device appropriately other causes must 
be sought. 

Procedural complications including insufficient 
device fluid volume and oversized cuff placement require 
consideration. Intraoperative flexible cystoscopy after 
AUS insertion to ensure appropriate coaptation of the 
urethra on device cycling can assist in preventing such 
issues. Persistent incontinence secondary to the cuff size 
being too large can be treated by downsizing the cuff and/
or repositioning the cuff. Inadvertent placement of a cuff 
size too large for the diameter of the urethra has decreased 
significantly in the advent of the 3.5 cm cuff in 2010 (42). 
The pressure regulating balloon (PRB) will occasionally 
provide insufficient pressure to cause adequate urethral 
coaptation, which may occur if it is underfilled, and this can 
be assessed by imaging of the PRB to assess fluid volume or 
less commonly by pressure profilometry (43). 

De novo detrusor overactivity is possible following radical 
prostatectomy (15). However prevalence of de novo overactive 
bladder following AUS insertion is not well documented in 
the literature. If overactive bladder is considered following 
clinical evaluation, pharmacotherapy can be trialed and if 
ongoing concern a urodynamics study can be performed to 
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evaluate for UUI. 
Urethral erosion at the AUS cuff site is a complication 

which can present as persistent or recurrent urinary 
incontinence; when it occurs early causing persistent 
incontinence, it is usually as a result of inadvertent urethral 
trauma during cuff placement (41,43). Urethral trauma 
should be suspected post-operatively if there is haematuria 
or blood emerging from the urethral meatus. Diagnosis of 
urethral trauma is made by urethroscopy, following which 
device explantation is required with urethral repair, and a 
period of urethral healing with an IDC.

Recurrent incontinence post artificial urinary 
sphincter

Device malfunction is the most common cause of recurrent 
incontinence post AUS insertion. Whilst in the past fluid 
leak from the system was the most common cause of device 
failure, the advent of kink-resistant tubing and a fluoro-
silicone layer around the cuff leaflet has led to decreased 
rates of system leak (43). In modern cohorts, material 
fatigue of the pressure regulating balloon has become a 
topic of interest and further research (44-48). Bergeson et al.  
evaluated PRB fatigue and identified that during revision 
surgery, 66% of PRBs did not maintain manufacturer 
pressure ratings for appropriate fluid volumes, which may 
subsequently lead to decreased urethral coaptation (48). 
In a small observational study of 50 patients, Bugeja et al.  
identified an 85.7% continence rate following PRB 
exchange alone (47). 

Urethral atrophy has been a well recognised cause of 
recurrent incontinence following AUS insertion (41,42,49), 
however some authors in more recent studies have 
challenged this theory (46-48). Bugeja et al. performed 
the first described capsulectomies of fibrous tissue that 
had formed under the urethral cuff (47). Following 
capsulectomy, the urethra expanded toward its original 
circumference. This approach has also been evaluated 
by Pearlman et al. (50) with a modified capsulotomy 
technique with similar results (see Figure 4). In the past, 
circumferential narrowing of the urethral tissue under the 
AUS cuff was thought to occur secondary to ischaemic 
change with subsequent fibrosis of urethral tissue, however 
these newer studies, whilst of small case volume, may 
change our understanding of the processes that underpin 
recurrent incontinence following AUS insertion. 

Urethral erosion can cause recurrent incontinence, but 
may also present with haematuria, irritative voiding, or 
urinary retention, as well as device infection or cellulitis 
(41,43,51,52). Risk factors include pelvic radiotherapy, 
revision surgery, a smaller cuff, and placement of in-
dwelling catheters or endourology procedures, particularly 
if the cuff had not been adequately deactivated prior 
to urethral instrumentation (43,52). Once diagnosis is 
confirmed, antibiotic therapy and explantation of the device 
should be performed, with urethral repair and insertion 
of IDC for urethral healing. Reinsertion of a new AUS 
should be staged for at least 3 months after explanation; 
with cystoscopic examination performed prior to ensure no 
urethral stricture development at the site of the previous 

Figure 4 Urethral capsulotomy during AUS revision. Credit Springer Nature. AUS, artificial urinary sphincter.
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cuff erosion and repair. 

Revision surgery for incontinence post artificial 
urinary sphincter

Surgical approaches for recurrent incontinence post 
AUS include: urethral cuff resizing (43,49), urethral 
cuff repositioning (46,53), tandem urethral cuff (54-57), 
transcorporal urethral cuff (57-59), PRB exchange (47,60-62), 
and the seldom reported urethral wrap approach (49,63). 
There are no systematic reviews that assess best surgical 
technique for this scenario. 

Urethral cuff downsizing is a commonly performed 
treatment strategy for recurrent incontinence. Development 
of the 3.5 cm urethral cuff was followed by decreased rates 
of incontinence (42,64), but also increased risk of cuff 
erosion and mechanical failure over time (65,66). Following 
the discovery of Bugeja et al. of fibrous urethral capsules (47), 
urethral cuff downsizing may become less common with 
further experience and adoption of the newer capsulotomy 
technique. Both cuff downsizing and the capsulotomy 
technique avert the need to mobilise a further segment of 
urethra. Repositioning the cuff requires mobilisation of a 
further segment of the urethra, and if performed is more 
favourably completed proximal to the original cuff site if 

possible, otherwise more distal, noting that more distally 
the corpus spongiosum is thinner. 

O’Connor et al. (67) described the tandem urethral cuff 
technique, which involves an additional cuff being placed 
at time of AUS insertion or revision surgery. Whilst when 
first introduced the tandem cuff technique demonstrated 
comparative or favourable results compared with other 
approaches (53,67), more contemporary works report higher 
rates of complications compared to single cuff techniques 
(54-56). The tandem cuff requires two circumferential 
dissections around the urethra, and therefore can decrease 
corpus spongiosum vascularity in the intervening segment.

In our practice, for patients whereby urethral vascularity 
may be compromised and there is high risk of urethral 
erosion, such as in in patients that have had prior urethral 
reconstruction, significantly poor corpus spongiosum tissue 
quality in the context of pelvic irradiation and previous 
urethral erosion, the insertion of a transcorporally placed 
cuff is favoured. The transcorporal technique uses the 
segment of tunica albuginea immediately dorsal to the 
corpus spongiosum as a tissue bolster in a region in which 
the urethra is at its thinnest (see Figure 5). Whilst there is 
support within the literature from observational studies, 
high quality evidence is lacking and the approach carries of 
risk of decreased sexual function (56-58). Additionally there 
may be increased risk of urethral erosion at the ventral 
aspect of the corpus spongiosum rather than the dorsal 
aspect.

Replacement of the PRB can be performed as a revision 
method (60-62). There is no reported benefit of overfilling 
the PRB above manufacturer recommended standards 
at time of initial AUS insertion (47). PRB replacement 
for revision surgery has demonstrated improved post-
operative continence as the initial PRB may have suffered 
material fatigue (47,60-62). Pearlman et al. in a small review 
including only seven patients that underwent capsulotomy, 
identified that four of six PRBs assessed during revision had 
pressures below the recommended manufacturer rating (50). 
Bergeson et al. also identified a 34.3% PRB failure rate in 
177 AUS revision cases, with two-thirds of PRBs having 
decreased pressure (48). During AUS revision surgery 
for the treatment of recurrent urinary incontinence, we 
advocate the concomitant replacement of PRB due to the 
risk that material fatigue may have occurred regardless 
of SUI aetiology; as well as replacement of other device 
components. Single component exchange for devices 
older than 3 years is not recommended due to the risk of 
mechanical failure of older device components (46).

Skin

Cuff

Urethra

Cuff 
including 

dorsal aspect 
of tunica 
albuginea

Figure 5 Illustrative example of transcorporal urethral cuff 
technique. Credit Springer Nature.
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Revision due to urethral erosion

Once urethral erosion has been diagnosed, expeditious 
explantation of the device is important to minimise infectious 
sequelae. If the urethral defect is small, we proceed with 
primary urethral closure, which has been demonstrated to 
reduce risk of urethral stricture, using a 4–0 Vicryl suture 
in transverse orientation (to reduce stricture risk) followed 
by a 3-week period of urethral rest with an in-dwelling 
catheter. However if tissue loss from the erosion is large or 
circumferential, urethroplasty with substitution graft (such 
as buccal mucosa graft) may be performed. Following a 
minimum of 3 months, and exclusion of possible urethral 
stricture as a complication of urethral trauma, AUS re-
insertion can be performed. There is no consensus 
within the literature as to whether standard placement or 
transcorporal cuff placement provides better efficacy and 
safety profile.

Surgical treatment options for a devastated 
urethra

For a devastated urethra, where urethral surgery is not 
feasible, urinary diversion is an option to consider to provide 
improved quality of life in severe urinary incontinence. This 
may be achieved by offering SPC urinary diversion or ileal 
conduit urinary diversion techniques.

Limitations and future research

Studies about management of persistent and recurrent 
urinary incontinence after previous surgery for IPT 
have largely been observational in nature with no RCT 
data. Future research directions may include higher case 
volume studies comparing surgical techniques, and the 
role of adjunct investigations and treatments addressing 
corpus spongiosum vascularity, such as the role of doppler 
ultrasound evaluation, or treatments such as hyperbaric 
oxygen therapy (HBOT) pre or post AUS revision surgery. 
The use of medications such as tadalafil to improve corpus 
spongiosum vascularity is also a topic of potential research. 
AUS devices with dynamic cuff pressure is an interesting 
area of surgical device innovation that may see decreased 
rates of revision surgery required in the future.

Conclusions

IPT is a bothersome condition that adversely impacts 
patient quality of life. Surgical management of IPT 

leads to marked improvement in quality of life, however 
persistent or recurrent urinary incontinence can occur 
leading to patient frustration and functional morbidity. 
Studies reporting surgical treatment revision strategies for 
persistent and recurrent incontinence lack large volume 
cohort numbers and randomised quality design. Whilst this 
makes providing an evidence based consensus treatment 
algorithm difficult, the authors have provided a considered 
appropriate approach to management. Further high quality, 
and higher volume studies using comparative data can 
improve our current understanding of surgical treatments 
for persistent and recurrent urinary incontinence.
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