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Background and Objective: Male stress urinary incontinence (SUI) and erectile dysfunction (ED) 
are well established diagnoses within Men’s Health, often more specifically within the prostate cancer 
survivorship cohort. Taken individually, well defined treatment algorithms exist with which many surgeons 
are comfortable; however, treatment of both in a single setting or staged fashion introduces complexity. 
Emerging treatment options also exist, and there is immature or minimal data when these are combined with 
inflatable penile prosthesis (IPP) insertion, radiation history, and/or variable degrees of incontinence. Our 
objective was to describe and summarize the currently available treatment options for SUI particularly at the 
time of IPP insertion.
Methods: A literature review was performed to summarize contemporary treatment of SUI at time of 
IPP placement. Anecdotal experience was added from high volume, subspecialty trained Men’s Health and 
Reconstructive Urologists. 
Key Content and Findings: Non-invasive approaches such as pelvic floor muscle training (PFMT), 
behavioral modification, and external compression devices play some limited role in treatment and/or 
management of SUI, particularly in the early post operative period, or for those unwilling or unable to 
undergo more definitive intervention. More invasive options such as artificial urinary sphincter (AUS) 
implantation, male sling, or other implantable devices are more appropriate for good surgical candidates with 
higher bother and/or more severe incontinence. These options can be concomitant or staged relative to IPP 
placement. Climacturia, particularly with mild or no bothersome SUI, can successfully be addressed at the 
time of penile prosthesis placement with the utilization of the Mini-Jupette suburethral sling. 
Conclusions: A variety of treatment options exist for concomitant treatment of SUI at time of IPP, and 
both safety and efficacy have been demonstrated for many in the same operative setting. As with treatment 
of ED or SUI in isolation, patient selection, careful counseling, and management of expectations can lead to 
high patient satisfaction.
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Introduction

Male stress urinary incontinence (SUI) and erectile 
dysfunction (ED) are debilitating conditions that can 
greatly reduce the quality of life of elderly men. SUI occurs 
most often in men who have undergone prostate treatment 
and have suffered damage to both the internal and external 
urethral sphincters. Such damage can occur after surgical 
intervention or radiation therapy for prostate cancer, or after 
surgical treatment of benign prostatic hyperplasia (BPH) (1). 
Despite recent advances in robotic radical prostatectomy 
and continuous refinement in technique, about 8–21% of 
patients suffer from SUI after prostatectomy at 1 year post 
operatively (2). This morbidity can be significantly higher in 
patients who undergo salvage prostatectomy after radiation 
therapy (42–70%) or trans-urethral resection of the prostate 
in men who have previously received brachytherapy (25%) 
(3-5). Similarly, potency can be negatively affected by 
prostate treatment. In the general population, ED has been 
reported to be affecting about 20% of men of any age above 
20 years. However, in men above 75 years old, ED can be as 
high as 77.5% (6). After radical prostatectomy, about 85% 
of patients suffer from some degree of ED (7). Radiation 
therapy usually exerts a negative effect on erectile function 
in a progressive manner over an extended time period due 
to the progressive obliterative endarteritis affecting both 
nerves and vasculature of the penis. About 70% of men in 
one study who underwent stereotactic body radiotherapy 
or external beam radiotherapy reported ED at 2 years 
follow up. Similar observations have been reported with 
brachytherapy. The percentage of ED was noted to be 
progressively higher with longer follow up at 5 years (8). 

Surgical management of ED with inflatable penile 
prostheses (IPP) has been increasing since it was first 
introduced in 1973, with the vast majority (85%) being 
placed in the United States (9). With increasing numbers of 
patients suffering from both SUI and ED following prostate 
treatment, a significant portion of those patients will 
desire to undergo treatment of both issues simultaneously. 
Taken individually, well defined treatment algorithms 
exist with which many surgeons are comfortable; however, 
treatment of both in a single setting or staged fashion 
introduces complexity. The current literature review seeks 
to summarize the current treatment options for SUI as 
they relate to a combined surgical approach at time of IPP 
insertion, and a general summary is provided in Table 1. We 
present this article in accordance with the Narrative Review 
reporting checklist (available at https://tau.amegroups.com/

article/view/10.21037/tau-23-137/rc).

Methods

Using PubMed, a thorough literature review was performed 
to identify studies addressing contemporary treatment of 
SUI at time of IPP placement (Table 2). There were no 
strict inclusion or exclusion criteria used during literature 
review. English language research studies published prior 
to February 2023 were considered eligible for review and 
inclusion. Our attention was focused on the five major 
modalities used for treatment of male SUI: conservative 
management (specifically PFMT), urethral bulking agents, 
adjustable periurethral balloon, urethra slings/“mini” slings, 
and artificial urethral sphincters. We included landmark 
papers with an emphasis on more recent studies. In 
addition, anecdotal experience was added from high volume, 
subspecialty trained Men’s Health and Reconstructive 
Urologists.

Patient evaluation

Thorough assessment including detailed focused history 
and physical examination are crucial at the initial patient 
evaluation. One of the main objectives during initial and 
follow up evaluation is to assess the severity and the degree 
of bother due to SUI. Often these are patients with whom 
multiple visits are required for workup, counseling, and 
working through a treatment plan. Identifying the type 
of incontinence and confirming that the patient is having 
SUI rather than urgency incontinence is very important 
before proceeding with any intervention, particularly in 
the post radiation setting. Urinary leakage with activities 
that increase intraabdominal pressure, such as physical 
exertion, laughing, coughing, etc., is suggestive of SUI and 
will most often be in the setting of prior prostate surgery 
or radiation. In patients with mixed symptoms, identifying 
the degree of bother of each component can help direct 
the treatment plan. Urgency and urge incontinence should 
be thoroughly worked up and treated if present. Detailed 
history of prostate treatment(s) should be obtained, 
including radiation therapy, which will guide options and 
counseling. Information regarding the time since treatment, 
the evolution of incontinence since treatment, the severity 
of current symptoms and the degree of bother should be 
collected. 

Physical examination should be performed during 
initial evaluation with emphasis on redemonstration of the 
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incontinence and evaluation of genital skin and scars of 
previous surgeries (1). The 24 hours pad weight test can 
be used to evaluate the severity of SUI. However, standing 
cough test such as the Male Stress Incontinence Grading 
Scale (MSIGS) was found to be more accurate in stratifying 
incontinence severity and is easier and more convenient 
to perform (10,11). Although not routinely indicated, 
urodynamic study can be useful in some situations such 
as patients with mixed incontinence. Exclusion of any 

anatomical abnormalities is necessary prior to any surgical 
interventions by performing cystourethroscopy to identify 
any post-prostatectomy urethrovesical anastomotic stricture, 
post-BPH treatment bladder neck contracture, or post-
radiation urethral stricture or stenosis. Presence of any of 
any of these conditions will warrant adequate treatment with 
confirmation of durability of the treatment at an adequate 
follow up interval to diminish recurrence of obstruction (1). 
Extensive patient counseling regarding treatment options, 

Table 1 General summary of the literature and considerations for use of various SUI treatments

Treatments Mild Incontinence
Moderate 
incontinence

Severe 
incontinence

Post-radiation
Safe at time of 
IPP

Safe to stage 
after IPP

Improve climacturia

PFPT Yes Yes Yes Less effective NA NA Yes

External clamp/
tension loops/
catheters

Yes Yes Yes Yes*—pressure 
injury and infections 
may be increased

NA No—pressure 
injury and 
infections may 
be increased

Debatable, perhaps 
small improvement 
with tension loop

Urethral bulking 
agent

Consider only if 
unwilling/unable to 
undergo alternatives

No No Unclear but likely 
ineffective

Unclear, avoid 
after placing 
IPP

No Unclear, poor overall 
efficacy

Male sling Yes Yes No No Yes Yes Yes

Mini-Jupette Yes Yes** Yes** Yes Yes No Yes, very good

Adjustable 
periurethral 
balloon

Yes Yes No Unclear, known 
risk of decreased 
efficacy

Yes, avoid  
after placing 
IPP

No Unclear

Artificial urinary 
sphincter

Yes Yes Yes Yes Yes Yes Yes, very good

*, conditional—may increase complexity and/or complications; **, anecdotal—may improve but is not a primary indication for the 
procedure at this time. SUI, stress urinary incontinence; IPP, inflatable penile prosthesis; PFPT, pelvic floor physical therapy; NA, not 
applicable.

Table 2 The search strategy summary

Items Specification

Date of search February 2023

Databases and other sources searched PubMed

Search terms used Stress Urinary Incontinence and Penile Prosthesis, SUI, IPP, AUS, ProAct, urethral bulking agent, 
Male Urethral Sling, Mini-Jupette

Timeframe Any studies published prior to the date of search

Inclusion criteria Inclusion was limited to English language articles including meta-analyses, prospective, and 
retrospective clinical studies related to treatment of SUI at time of IPP

Selection process Selection was performed independently by the primary/corresponding author and was reviewed 
by all authors. Source information was only included with unanimous consensus among the 
authors after independent review

SUI, stress urinary incontinence; IPP, inflatable penile prosthesis; AUS, artificial urinary sphincter.
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expected outcomes and possible complications is essential to 
reach a shared decision that aligns with patient’s priorities. 

Management 

Pelvic floor muscle training (PFMT) and conservative 
measures

PFMT has been implemented in patient care both before 
and after radical prostatectomy to promote recovery 
of continence in the immediate postoperative period. 
Although PFMT was found to enhance continence recovery 
by decreasing time to continence after prostatectomy, it was 
found that patients who did not receive PFMT achieved 
delayed but similar continence rates and there was no 
benefit regarding overall continence rate at 12 months 
(12,13). New studies are suggesting different approaches 
to PFMT in male SUI than the ones used for female SUI, 
giving the different continence mechanisms. The more 
contemporary proposed protocols focus on strengthening 
the striated external urethral sphincter and maintaining 
tonic activation of bulbocavernosus and puborectalis 
muscles. They also include reeducation and retraining of 
those muscle groups to increase activity in response to 
predictable and unpredictable increase in intraabdominal 
pressure (14). While PFMT has an overall limited role 
in treatment of male SUI outside of early postoperative 
continence rehabilitation, it can be offered to our cohort of 
patients with mild SUI who are not willing to undergo any 
of the more invasive surgical intervention in conjunction 
with IPP. This can be offered in addition to other 
conservative measures such as penile clamp or external 
urinary catheter. This shared decision must be made after 
extensive counselling and understanding patient’s priorities. 
The patient must understand the limited efficacy of the 
mentioned conservative measures and the role of each of 
these measures. Penile compression clamp or occlusion 
band can be used intermittently for 2–3 hours periods 
to provide social continence and to provide comfort and 
confidence during physical activities. These devices are not 
without complications, as it may lead to edema, urethra 
pain, or urethral erosion (15). Although the relative risk is 
not widely reported, these complications may be of a higher 
risk when using a compressive device or external catheter 
with penile prosthesis in place. Urethral complications 
and risk of prosthesis erosion/infection are of particular 
concern, and patients should largely be counseled to avoid 
these options unless unwilling or unable to undergo more 

durable treatment.

Urethral bulking agents

Interestingly, one of the more widely used surgical 
interventions for the treatment of post-prostatectomy 
incontinence is urethral bulking agents. This technique 
was originally described in women suffering from stress 
incontinence, where various materials were endoscopically 
injected into the urethra in a circumferential matter to 
improve coaptation (16). Materials used today for men with 
post-prostatectomy incontinence include collagen, carbon 
coated zirconium beads, and silicone (1). Compared with 
other surgical therapies for post-prostatectomy urinary 
incontinence, urethral bulking agents provide the lowest cure 
rate. According to a systematic review by Choinière et al., 
the cure rate was found to be around 26% (17). Despite the 
known low efficacy, bulking agents are still one of the most 
used incontinence therapies utilized by urologists (18). This 
is likely attributed to the minimally invasive nature and low 
complication risk of the procedure (19).

Urethral bulking injections are relatively safe when 
performed by skilled hands in the setting of existing penile 
prosthesis, but extra care must be taken to avoid damaging 
the prosthesis with a misplaced injection needle (20). In 
addition, the use of indwelling foley catheter for greater 
than 48 hours must be avoided in the event of urinary 
retention, as this may result in a significant increase in 
implant infection and urethral erosion (21,22). Overall, 
the very low efficacy and potentially higher complication 
profile make urethral bulking agents a poor option for SUI 
treatment at time of IPP. If attempted, the injection should 
precede cylinder implantation and catheter dwell times 
should be limited as much as possible.

Adjustable periurethral balloon

Another therapy available for men experiencing SUI is 
an adjustable periurethral balloon, also known as the 
ProACT™ Adjustable Continence Therapy device 
(UroMedica, Plymouth, MN, USA). ProACT™ was Food 
and Drug Administration (FDA) approved in 2015 for 
treatment of SUI due to intrinsic sphincter deficiency (ISD) 
after prostatectomy failing conservative measures. Two 
ProACT™ devices are placed on either side of the urethra 
at the level of the bladder neck, with the injection ports 
placed in the subcutaneous tissue of the posterior scrotum. 
Through these palpable ports, a hypodermic needle is 
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introduced directly through to skin to allow for sequential 
balloon volume adjustment, with maximum volume of 
8 cc per balloon, often requiring 2–4 outpatient volume 
adjustments to achieve desired continence. One of the 
earlier prospective studies was conducted by Rouprêt et al.,  
where 128 men suffering from urinary incontinence after 
prostate treatment underwent ProACT™ implantation (23).  
After a median follow-up of 56.3 months, they found that 
the mean number of incontinence pads had decreased to 
1.46 from 4.2 at baseline. In addition, they found that those 
patients treated with radiotherapy had a lower success 
rate and higher rate of urethral erosion. Several updated 
studies and systematic reviews have replicated these results 
(17,24,25). Based on the available data, the American 
Urological Association (AUA) guidelines state that men 
with mild incontinence after prostate treatment can be 
offered adjustable balloon device; however, artificial urinary 
sphincter (AUS) is preferred in patients who underwent 
radiotherapy (1). 

Yiou et al.  evaluated the feasibility of combined 
ProACT™ and penile prosthesis implantation for treatment 
of post-radical prostatectomy ED and SUI (26). After mean 
follow-up of 22.7 months, they found that patients had 
significant improvement in urinary incontinence symptoms 
as well as decrease in mean pad use (2.8 to 0.3; P<0.001). 
With regards to penile prosthesis, patients were satisfied 
(n=4) or very satisfied (n=6) with their implant. As the 
ProACT™ device is implanted via transperineal approach, 
patients with 3-piece IPP may not be ideal candidates given 
significant risk of injury to corporal cylinders (20). While 
the dual implantation has been described, it should be 
noted that the adjustable balloon device requires passage 
of a metal trocar through the perineum; therefore, the 
ProACT™ should be implanted before the IPP as a clinical 
principle. Additionally, in-office adjustments of volume 
of the ProACT™ device would require special care in 
experienced hands to ensure no needlestick injury to the 
components of the IPP.

Male sling/mini-sling

Male suburethral sling is an alternative surgical option for 
treatment of mild to moderate SUI. It is recommended 
to avoid sling procedures in severe incontinence and in 
patients with history of pelvic radiation due to increased 
complications and decreased efficacy (1). There are two 
trans-obturator slings available in the US market for 
male SUI treatment: AdVance XP (Boston Scientific, 

Marlborough, MA, USA) and Virtue slings (Coloplast, 
North Minneapolis, MN, USA). The AdVance sling is 
a two-arm polypropylene mesh sling that was initially 
introduced in 2007 and the second-generation AdVance XP 
was introduced in 2010. The mechanism of action of the 
AdVance sling is by proximally relocating the bulbar urethra, 
leading to lengthening of the membranous urethra (27,28). 
Long-term success rate of AdVance sling was reported to be 
62% and 64% for mild and moderate SUI (28). 

The second available sling is the Virtue male sling, has four 
arms, two trans-obturator arms and two prepubic arms. This 
sling provides proximal relocation of the bulbar urethra like 
AdVance sling, and the two prepubic arms provide external 
compression to the bulbar urethra. Comiter et al. reported 
subjective success rate of 70% and objective success rate of 
79% (29). However, other studies reported high failure rate 
with 68% failing to reduce the pad usage (30). A recent study 
with a 15-month follow-up period, reported objective success 
rate of 78% and subjective success rate of 85% in a cohort of 
56 men (31). Rhee described the concomitant implantation 
of penile prosthesis and male sling in four patients with 
SUI and ED after radical prostatectomy. He reported no 
complications, and a 100% satisfaction rate with continence 
and sexual function (32). Another study by Gorbatiy et al. 
showed decrease pad usage to 1 pad per day (range, 0–2) 
in eight men who underwent dual implantation of IPP and 
sling (33). Technical considerations include the avoidance 
of components of the IPP during dual implantation 
particularly during passage of the prepubic components of 
the sling. Some experienced implanters advocate upfront 
IPP placement, then leaving the penoscrotal or infrapubic 
incision open to avoid tubing during tunneling of the 
prepubic arms of the Virtue sling; however initial placement 
of the sling followed by IPP has also been described. 
The transobturator arms of both AdVance and Virtue 
are typically well away from the components of the IPP. 
Overall, the dual implantation of AdVance/Virtue and IPP 
is a technically challenging endeavor that should likely be 
limited to high volume centers; however, it has been shown 
to be safe and effective.

The “Andrianne Mini-Jupette” is a contemporary mini-
sling that was developed by Robert Andrianne in 2005, and 
Yafi et al. (34) described the technique for the procedure 
and reported the initial outcomes in a cohort of 38 patients. 
It was described primarily for treatment of climacturia and/
or mild SUI with no more than 2 pads used per day. In 
this procedure, a graft material, usually either macropore 
monofilament mesh (i.e., Restorelle, Coloplast, North 
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Minneapolis, MN, USA) or biologic auto- or allograft is 
used as a mini sling and sutured to the medial edges of 
the corpectomies during the implantation of IPP. The 
Mini-Jupette applies some tension and compression of the 
urethra when the IPP cylinders are inflated which prevents 
climacturia and can improve mild urinary incontinence. 

The main technical considerations are (Figure 1): 
(I) Corporotomies should be extended to at least 3 cm 

in length to allow for sufficient sling surface area to 
have the desired effect. 

(II) T h e  m e s h  s h o u l d  b e  s u t u r e d  t o  m e d i a l 
corporotomies in a running fashion with enough 
“slack” to allow passage of a right angle or 
Metzenbaum so as not to overtighten. Keep in 
mind that IPP placement will stretch the sling to 

a variable degree and placing too much tension 
initially can result in retention or having to take 
down the whole sling and redo it. 

(III) IPP is then placed and surrogate reservoir test 
performed to confirm compression of the urethra 
at inflation. If the sling does not compress the 
urethra, then additional plicating sutures can fix the 
sling further. 

(IV) Corporotomies should be closed in a running 
fashion as a stay suture closure will bunch the sling 
causing malfunction. 

(V) The IPP is not left partially inflated as this can lead 
to urinary retention. 

(VI) Early cycling is avoided to allow for incorporation 
of the mesh prior to activation.

A B

C D

Figure 1 Critical steps in surgical placement of Mini-Jupette. (A) Longitudinal corporotomies of at least 3 cm are marked. (B) Width 
between medial corporotomies is marked to determine the mesh/graft dimensions. (C) The graft is sutured to medial corporotomies, and 
an instrument is easily passed under the mesh prior to IPP insertion. (D) After IPP insertion, a surrogate reservoir test shows excellent 
compression of the urethra when the device is inflated. IPP, inflatable penile prosthesis.
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Initial studies reported improvement from 1.6 pad per 
day to 0.3 pad per day, with 89% objective improvement. 
Complete resolution of SUI was reported in 75% of the 
patients with 0 pad used. Climacturia was also improved 
with 78% reporting improvement and 67% compete 
resolution. Complications were reported in 13% of the 
patients, including one urethra-corporal fistula which 
was likely related to graft suturing (34). Valenzuela et al. 
reported their preliminary outcome of a modified mini-
sling combined with IPP in 36 patients. In their technique, 
they used the Virtue sling instead of a graft. Climacturia 
was resolved in 93% of patients and SUI was improved 
in 85%. They reported one case of urethral erosion that 
required urethral repair and explanation of the mesh (35). 
Overall, the Mini-Jupette has been gaining favor as a 
reliable, efficient, and effective solution for the treatment of 
climacturia and mild SUI at time of IPP insertion. Patient 
satisfaction has been excellent and it is a relatively easy to 
reproduce adjunct to a standard penoscrotal IPP.

AUS 

AUS insertion is considered the gold standard treatment of 
male SUI after prostate treatment (1). A multi-component 
AUS was originally introduced in 1973 by Scott et al. (36). 
The cuff was then modified to be antibiotic coated in 1983 
and to be designed with a narrow back in 1987, and the 
design has been largely stable since then (37). The device 
has three components, a cuff that is typically placed around 
the bulbar urethra, a control pump that is placed in the 
scrotum and pressure-regulating balloon (PRB) that is 
placed in the retropubic space (38). AUS was extensively 
studied in the last 4 decades and was found to have 
durable long-term results with a continence rate of about 
of 80–90% on long-term follow up and reported patient 
satisfaction up to 90% (39-41). In addition, AUS has been 
found to be more cost-effective when compared with male 
urethral slings (42). It is considered the preferred surgical 
treatment option for men with moderate to severe SUI and 
in men with history of pelvic radiation therapy suffering 
from any degree of SUI (1). 

Dual implantation of AUS and IPP has been an 
established practice since it was first reported by Parulkar 
and Barrett in 1989. In the original report by Parulkar and 
Barrett, they used a two-incision approach for simultaneous 
implantation in 65 patients. They employed an infrapubic 
incision for the IPP components and the AUS pump and 
PRB, and a midline perineal incision for the AUS cuff (43). 

Since then, two approaches were reported, including 
single-stage or synchronous implantation in a single 
operation, and staged or asynchronous approach. Although 
multiple studies proved the feasibility of synchronous, 
there has been variable data regarding risk of infection 
and complications rate (43-50). Segal et al. retrospectively 
compared synchronous vs. asynchronous dual implantation 
and showed significant increase of operative time with 
synchronous implantation, but no difference between 
the two groups regarding infection, erosion, or device 
malfunction (47). The other studies reported results of 
retrospective evaluation of synchronous dual implantation 
in limited number of patients without a control group. The 
overall complication rate in those studies ranged between 
6% to 30%. Those complications included urethral erosion, 
distal corporal extrusion, reservoir migration, device 
infection and UTI. The need for revision or removal of one 
or both implants was ranging from 6% to 41%. Functional 
outcome regarding continence was reported to be excellent 
with average of pad usage to be 1 or less pad per day (43-
46,48,49). Sweigert et al. performed a retrospective analysis 
of claims databases from the two states of California and 
Florida to identify men who underwent implantation of IPP 
or AUS. They compared synchronous dual implantation 
to implantation of IPP or AUS alone and found that 
synchronous dual implantation had a higher risk of  
90 days readmission. However, there were no differences in 
major complications. There was no similar data regarding 
asynchronous dual implantation (50). Based on a systematic 
review by Pyrgidis et al., the rate of reoperation rate was 
double for patient’s undergoing synchronous placement 
of IPP with AUS when compared with placement of only 
IPP or AUS alone (51). Despite the increased complexity 
and risk for reoperation, there are benefits to synchronous 
placement. They reported higher satisfaction rates with 
significant improvement of both ED and SUI (51). It is also 
well known that treatment of ED can be expensive, so the 
cost-effectiveness of treatments needs to be considered (52). 
In a single center study by Sellers et al., the authors found 
that concurrent placement of IPP with AUS decreased 
operative time and was associated with approximately 
$7,000 in cost savings when compared with asynchronous 
placement (53).

Additionally, various approaches were reported regarding 
the incision used during synchronous dual impanation (41). 
Two incisions approach was reported in the original series 
by Parulkar and Barrett as mentioned above (43). In 2006, 
Kendirci et al. published their technique of synchronous 
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dual prosthetic implantation via a single transverse scrotal 
incision. In this approach, all the components of both 
devices are placed via the scrotal incision with adjustment 
of the retractor position towards the perinium for urethral 
dissection and cuff placement, and cephalad for the 
reservoir and PRB placement. In their series of 22 patient 
via single incision approach, no postoperative infection was 
reported (44). 

Giving the complexity of operating both devices, careful 
patients’ selection should be considered to ensure intact 
cognitive function and manual dexterity (41). Patients 
should also be counseled regarding the likelihood of 
needing revision or replacement of the device in the 
future. Patel et al. found that patients who underwent dual 
implantation had a higher likelihood of undergoing IPP 
reoperation at 1 and 3 years when compared to patients 
who received IPP only. However, there was no difference 
when compared to patients who received AUS alone (54). 
Overall, dual implantation of IPP and AUS has been shown 
to be safe and effective. Whether performed synchronously 
or in a staged fashion, dual implantation is regarded as the 
gold standard for severe SUI and severe ED or in patients 
with SUI associated with radiation and severe ED.

Conclusions

Concomitant treatment of SUI at the time of IPP insertion 
is safe and effective; however, careful attention to patient 
selection, counseling, managing expectations, and technical 
execution are essential to ensure good objective outcomes 
and patient satisfaction. For mild to moderate incontinence 
with or without bothersome climacturia, male sling or 
mini-slings are safe and effective options at time of IPP 
insertion, particularly in a non-radiated setting. Data 
regarding periurethral balloon implants is not yet mature 
in this cohort despite some high-volume centers reporting 
success. For bothersome post-radiation or severe SUI, 
the dual AUS/IPP implantation is an excellent option and 
can be safely and effectively employed in either staged or 
synchronous fashion.
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