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How to avert a hidden trap: the severe obturator nerve reflex
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COMMENT

The obturator nerve is a mixed one, carrying motor and sensory fibers. It arises from the anterior 
primary rami of L2, L3, and L4 lumbar plexus and runs close to the bladder wall on its inferior/lateral 
portion, and exits the pelvis below the superior pubic rams, through the obturator canal, entering the 
adductor region of the thigh (1, 2).

Few nerves this size reach so much importance in one specific medical specialty as the obturator 
nerve. It plays a dramatic role in radical prostatectomies, pelvic lymphadenectomies and transurethral 
resections in one way or another and urologists have been trying to find ways to overcome the reflex 
caused by the obturator nerve stimulation of the adductor muscles of the leg when performing endosco-
pic resections of the bladder in lateral tumors for many years.

The prevention of the obturator’s “jerk” or reflex comprises many aspects. A 2018 review descri-
bed surgical (i.e. reducing diathermy current and bladder volume and intermittent or a staccato resection) 
and anesthetic techniques that can be executed to prevent this from happening (1) and in return, the 
surgeon may execute the resection thoroughly, without perforations and with more accuracy.

Anesthetic techniques involve neuromuscular blockade and selective blockade of the obturator 
nerve. While neuromuscular blockade involves general anesthesia, intubation, and many other aspects 
that make this choice more morbid, the selective blockade can be performed rather easily and with low 
rates of complications (3). 

First described in 1922 by Labat (4), the obturator nerve blockade (ONB) originally depended on 
multiple punctures and paresthesia feeling for its localization before the advent of nerve stimulation and 
ultrasound-guided approach (5). Wassef (6) described the inter-adductor approach in 1993 and Pladzyk 
et al. demonstrated the efficacy and safety (complication <2%) in a study where 542 ONB were performed 
with 94% of success (3).

Bolat et al. pioneering brought up an interesting discussion regarding which form of energy is 
safer concerning significant obturator nerve reflex and consequent bladder perforation in patients under 
obturator nerve blockade (ONB) (7). The main challenge is related to the tiny room for improvement once 
severe obturator jerk occurrence on ONB is <3% (8). Which means that such infrequent and variable 
event will need thousands of patients randomized to find a difference between groups and techniques 
studied. Therefore, the number of patients in the study, although restricted and very well selected, has 
reduced statistical importance. Among 80 patients under ONB randomized 1:1 to monopolar and bipolar 
energy, there was no bladder perforation, obturator jerk was detected in 2 patients only and the article 
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does not clarify whether the 3 patients who pre-
sented severe complications (Clavien >3) presen-
ted obturator jerk (7).

Unrelatedly to ONB, two metanalyses sho-
wed that bipolar resection, when compared to 
monopolar energy, tend to be more efficacious 
and safer, presenting better hemostasis, clearer 
working field that allows for better resection, 
muscle sampling, under lower temperatures with 
a trend for fewer artifacts (9, 10); however, more 
robust randomized controlled studies are needed.

ARTICLE INFO 

 Reis LO
 https://orcid.org/0000-0003-2092-414X 

Int Braz J Urol. 2021; 47: 594-5

_____________________
Submitted for publication:

January 15, 2021
_____________________

Accepted:
January 19, 2021

Leonardo O. Reis MD, MSc, PhD

Universidade Estadual de Campinas - Unicamp, 
Campinas, SP, Brasil

E-mail: reisleo@unicamp.br

FUNDING SUPPORT: 

Leonardo O. Reis: CNPq Research 
Productivity, Brazil (Grant: 304747/2018-1).

REFERENCES

1.	 Panagoda PI, Vasdev N, Gowrie-Mohan S. Avoiding the 
Obturator Jerk during TURBT. Curr Urol. 2018;12:1-5.

2.	 Herve Bouaziz. Obturator nerve block. NYSORA. Retrieved 
December, 18, 2020. Available at. <https://www.nysora.
com/regional-anesthesia-for-specific-surgical-procedures/
lower-extremity-regional-anesthesia-for-specific-surgical-
procedures/obturator-nerve-block/>

3.	 Pladzyk K, Jureczko L, Lazowski T. Over 500 obturator nerve 
blocks in the lithotomy position during transurethral resection 
of bladder tumor. Cent European J Urol. 2012;65:67-70.

4.	 Labat G. Regional anesthesia: its technic and clinical 
application. Philadelphia, WB Saunders Company, 1922.

5.	 Yoshida T, Nakamoto T, Kamibayashi T. Ultrasound-Guided 
Obturator Nerve Block: A Focused Review on Anatomy and 
Updated Techniques. Biomed Res Int. 2017;2017:7023750. 

6.	 Wassef MR. Interadductor approach to obturator nerve 
blockade for spastic conditions of adductor thigh muscles. 
Reg Anesth. 1993;18:13-7.

7.	 Bolat D, Yarimoglu S, Aydin ME. Monopolar versus bipolar 
transurethral resection of lateral wall-located bladder cancer 
under obturator nerve block: a single center prospective 
randomized study. Int Braz J Urol. 2021;47:584-93.

8.	 Bolat D, Aydogdu O, Tekgul ZT, Polat S, Yonguc T, Bozkurt IH, 
et al. Impact of nerve stimulator-guided obturator nerve block 
on the short-term outcomes and complications of transurethral 
resection of bladder tumour: A prospective randomized 
controlled study. Can Urol Assoc J. 2015;9:E780-4.

9.	 Zhao C, Tang K, Yang H, Xia D, Chen Z. Bipolar Versus 
Monopolar Transurethral Resection of Nonmuscle-Invasive 
Bladder Cancer: A Meta-Analysis. J Endourol. 2016;30:5-12.

TURBT is the foundation for decision 
making in BC and one of the first endoscopic 
procedures that trainees can perform, beyond 
best practices to optimize all aspects of TURBT, 
development of new instruments and techniques 
are warranted (11). The miniaturization and gas-
trointestinal endoscopy and laparoscopic surgery 
transference of technologies might contribute to 
the “endovesical surgery” in the future as a unique 
opportunity to the new surgeon-scientist genera-
tion to improve patient care.

10.	 Cui Y, Chen H, Liu L, Chen J, Qi L, Zu X. Comparing the 
Efficiency and Safety of Bipolar and Monopolar Transurethral 
Resection for Non-Muscle Invasive Bladder Tumors: A 
Systematic Review and Meta-Analysis. J Laparoendosc Adv 
Surg Tech A. 2016;26:196-202.

11.	 Mostafid H, Kamat AM, Daneshmand S, Palou J, Taylor JA 
3rd, McKiernan J, et al. Best Practices to Optimise Quality 
and Outcomes of Transurethral Resection of Bladder 
Tumours. Eur Urol Oncol. 2021;4:12-19.

CONFLICT OF INTEREST

None declared.


