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Discussion
The American Cancer Society estimates there will be 192,280
newly diagnosed prostate cancers and 27,360 prostate 
cancer deaths in the United States in 2009. This makes
prostate cancer the most common non-skin cancer and the
second-highest cause of cancer deaths in men in the United
States. More than one in six men will develop prostate 
cancer in their lifetime, and one in 35 will die from it.1

The main goal of radical prostatectomy (RP) is to cure the
cancer and prevent death and morbidity from the disease.
The fact that many more men will die from concurrent 
disease than from prostate cancer is well understood, so
selection of men who will benefit from surgery is 
paramount. Preservation of quality of life with regards to
side effects is critical, as quality of life can be seriously
affected by RP.

Abstract:
Although there is a paucity of prospective studies comparing surgical treatment of prostate cancer to other 
treatments, surgical treatment is usually recommended for men with a good chance for cure who have ten or more
years life expectancy. Proper selection of men undergoing surgery is critical to achieve cures and minimize side
effects. Laparoscopic and robotic prostatectomy have become the predominant approach for surgery despite a very
slow learning curve, greater expense, and higher dissatisfaction rates compared to more traditional approaches.
Outcomes using a laparoscopic or robotic approach are equivalent to open methods only after 250 to 1000 
procedures. In this era of increasing medical costs, utilization of robotic and laparoscopic approaches to prostatic
cancer surgery needs to be critically examined.
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All treatments for prostate cancer adversely affect sexual
function. Nerve-sparing RP has been shown in age-adjusted
studies to have no statistical difference compared to 
external beam radiation (ERB) or brachytherapy. Sexual
function tends to remain stable after RP but can continue
to deteriorate after ERB over time.2 It remains controversial
whether nerve-sparing RP is associated with increased cancer
at the surgical margins compared to non-nerve-sparing RP.
Some studies show no statistical increased margin rates
while others do. In my own personal experience, I have had
many individuals who were found to have tumor in the neu-
rovascular bundle without any other evidence of capsular
penetration or local spread. Nerve-sparing procedures tend
to be most successful in young men with good sexual func-
tion prior to the surgery. Preservation of erectile function in
older men or in men who have poor pre-operative erections
has had limited success at best.

Urinary incontinence has been reported in 14 percent to 18
percent of men undergoing RP, though there is no uniform
definition of incontinence.3 Incontinence is worst immedi-
ately after surgery and will improve up to one year after the
procedure, with severe incontinence commonly reported at
less than 5 percent for RP.

RP provides more accurate staging than needle biopsy with
the latter understaging up to 30 percent of the time.
Patients on active surveillance have a 52 percent to 60 
percent chance of initiating treatment within five years and
have the risk of disease progression, consequently increasing
the potential risk of poorer outcomes. Improved staging
with RP identifies patients at higher risk with more
advanced disease who will need more aggressive treatment.

There are no prospective studies that definitively show a
difference in active treatments. However, at least one study
shows survival benefit of RP over watchful waiting.4

Retrospective studies have shown radical prostatectomy to
have superior ten-year cancer specific survival and superior
overall mortality when compared to EBR and hormone
deprivation therapy (HDT). Data from the Prostate
Strategic Urologic Research Endeavor (CaPSURE) looked
at 8,321 men with localized prostate cancer. Survival 
analysis was adjusted for age, comorbidities and Cancer of
the Prostate Risk Assessment score. In the study, 1,466 men
died during follow-up, with 261 from prostate cancer with
mean time to death at 6.8 years. Compared to RP, the risk
of cancer-specific mortality for EBR was almost two times
higher and more than three times higher for HDT. These
differences were more pronounced with high-risk men.
Outcomes for all-cause mortality showed the RP group
superior to ERB and HDT.5

There is no specific age cut-off for performing RP. Life
expectancy of eight years or less shows no advantage with

RP, EBR or brachytherapy. Urologists traditionally have
recommended RP when life expectancy is greater than ten
years, due to the theoretical risk of recurrence with EBT or
brachytherapy. However, long-term data is lacking. 

Although there is a paucity of long-term prospective studies
comparing different treatment modalities, most urologists
believe that surgical removal of the prostate affords the best
survival in men who have ten or more years of life
expectancy. Recent trends have shifted toward “minimally
invasive” laparoscopic or robotic methods (LP) from the
traditional radical retropubic prostatectomy (RRP) and
lesser performed radical perineal prostatectomy (RPP). Up
to 85 percent of radical prostatectomies are estimated to be
done using minimally invasive approaches.

One assumes that with such a significant shift in surgical
approaches, there must be significant benefits in survival,
side effects or cost. Data comparing the three approaches
shows that in experienced hands, LP is at best equivalent
and does not provide improved outcomes in cures or com-
plications and does so at increased cost.6-9 There is also a
steep learning curve, requiring at least 250 and up to 1,000
cases before the curve levels off.10,11 Intuitive Surgical, who
markets robotic systems, requires a physician to have done
only 20 cases in order to proctor other physicians learning
this approach. It has been suggested that this is far from
ideal for ensuring trainee competency.12

The radical perineal prostatectomy was first described by
Hugh Hampton Young in 1905. It is also currently the least
performed approach, having fallen out of favor with the 
utilization of pelvic lymph node dissection, which favors
the retropubic or LP approach.

Pelvic lymphadenectomy should be performed in men at
high risk for nodal disease and has been shown to offer a 
survival benefit.13 Whether pelvic lymph node dissection 
in men with low risk has benefit remains controversial.
Lymph node dissection is associated with increased cost and
risks of lymphocele formation, deep venous thrombosis,
scrotal and distal extremity edema. Omitting pelvic 
lymphadenectomy has been suggested in patients with a less
than 3 percent to 5 percent chance of nodal disease.14 With
the trend toward lower stage/grade cancers, the majority of
men presenting with prostate cancer would not need pelvic
lymph node dissection, eliminating that disadvantage of the
RPP.

RPP has equivalent outcomes and complications to RRP
and LP. RPP has the advantages of a minimally invasive
procedure with respect to blood loss, complications, hospi-
talization and time to full activity. It does it at substantially
less cost than LP.9,15-18 This difference is even more pronounced
if one factors in the cost of pelvic lymphadenectomy.

47Special Issue 2010

THE BURDEN OF SOUTH DAKOTA’S FOUR MAJOR CANCERS



48

THE BURDEN OF SOUTH DAKOTA’S FOUR MAJOR CANCERS

In this era of increasing costs and the need for cost contain-
ment, utilization of limited resources must be critically
examined. Assuming equivalence in outcomes and 
complications of the various surgical approaches, we must
be sure we are getting the most for our health care dollar. LP
has at best equivalent outcomes to RRP and RPP at signif-
icantly higher costs and has 4.4 times the dissatisfaction
rate of RRP.19 LP also has a very steep learning curve. LP

still does not have improved outcomes when the learning
curve has been met. Can we financially justify LP over the
more traditional approaches?

In determining who will benefit from any surgical approach
and which approach to use, one must consider the plethora
of incomplete and conflicting data. Until better served, we
must practice the art more so than the science of medicine. 
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