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Aggressive Urologic Malignancy in Heart Transplant Recipients
Abhijith D. Mally, Bruce L. Jacobs, Jeffrey Tomaszewski, Jeffrey Teuteberg,
Yoshiya Toyoda, Diana Zaldonis, Stephen V. Jackman
University of Pittsburgh, Pittsburgh, PA, USA
Background: Urologic malignancies are common after heart transplanta-
tion, with prostate cancer (CaP) being the most common solid tumor. To
date, there are no studies comparing the aggressiveness of urologic malig-
nancies in heart transplant recipients (HTR).
Methods: We retrospectively reviewed our institution’s transplant data-
base to identify patients diagnosed with urologic malignancies following
heart transplantation between January 1980 and January 2010. Prostate
cancer was detected after routine screening with both digital rectal exam
(DRE) and prostate-specific antigen (PSA), whereas renal cell carcinoma
(RCC) and bladder cancer (CaB) were diagnosed either incidentally on
imaging or upon evaluation for hematuria. Data was analyzed using descrip-
tive statistics.
Results: Among 1250 HTR, 12 patients were found and treated based on
elevated PSA levels. One additional CaP case was incidentally discov-
ered on transurethral prostate resection and not treated. Of the 12 CaP
patients that were treated, 5 underwent prostatectomy, 6 had radiation,
and 1 received both radiation and hormone ablation therapy. The mean
time between transplantation and CaP diagnosis was 65 ± 33 months.
Nine patients (75%) were biochemically free of recurrence at a mean of
49 months. Three (25%) are alive with disease. No patients died from
CaP at a mean follow up of 45 ± 30 months. Four patients were diag-
nosed with CaB. Three (75%) are dead with disease: 2 after cystectomy
were aborted due to metastatic disease and 1 after chemotherapy and
radiation. Mean interval between transplantation and CaB diagnosis was
54 ± 33 months. At a mean follow up of 42 ± 46 months, 3 mortalities
were attributed to CaB. Two patients were diagnosed with RCC and sur-
gically treated. The mean interval between transplantation and RCC diag-
nosis was 66 ± 29 months. At a mean follow up of 54 ± 15 months, there
was 1 mortality (Table 1).
Conclusion: As in the generalized population, routine PSA testing and
DRE appear to be beneficial as screening for CaP in HTR. In our experi-
ence, both CaB and RCC appear to be uncommon, but aggressive in HTR.
Given the limited number of patients in this cohort, no definitive conclu-
sions can be made. However, patients with signs or symptoms of CaB or
RCC should be evaluated in a timely fashion.

P50
Risk of Secondary Malignancy in Patients with Testicular Cancer
is Increased with Radiotherapy
Dan Lewinshtein, Christopher Porter
Virginia Mason Medical Center, Seattle, WA, USA
Background: Patients with testicular cancer undergo therapeutic regimens
that are known to have deleterious long-term effects. We hypothesized
that these patients may have an increased baseline risk for secondary
malignancies, and that radiotherapy may further increase their risk of
developing certain cancers. We explored the rates of secondary bladder
cancer, leukemia and lymphoma, due to their association with ionizing
radiation, in testicular cancer patients.
Methods: We retrospectively searched the SEER database for all patients
diagnosed with primary testicular cancer between 1973 and 2006. Within

this cohort, we calculated rates of secondary leukemia, lymphoma and
bladder cancer via International Code diagnostique-oncology-3 (ICD-O-3)
codes. Secondary malignancies were included only if they were diagnosed
after the testicular cancer. We calculated overall cohort rates, and cancer
rates specifically in those patients that received radiotherapy.
Results: Between 1973 and 2006, there were 20 300 patients diagnosed
with a testicular cancer. The median age of diagnosis was 33 years. They
were followed for a total of 285 077 person-years, and their median fol-
low up was 13.0 years. Of all patients with testicular cancer, 8590 (43%)
received some form of radiation therapy. They were followed for a total
of 124 684 years, and their median follow up was 14 years. Of all patients,
139 developed lymphoma or leukemia, and 99 developed bladder can-
cer. Of those patients who received radiotherapy, 76 developed lym-
phoma or leukemia, and 56 developed bladder cancer. The calculated
rates of lymphoma-leukemia were 48.9 and 61.01 cases per 100 000 per-
sons per year, for all testicular cancer patients and those that received
radiotherapy, respectively. These rates were 15.3% and 44% higher than
national cancer institute published rates. The calculated rates of bladder
cancer were 34.7 and 44.0 cases per 100 000 persons per year, for all
testicular cancer patients and those that received radiotherapy, respec-
tively. These rates were 6.5% lower and 19% higher than national aver-
ages.
Conclusions: We acknowledge that the limitation of this study was that
we were unable to discern who received chemotherapy. However, in our
analysis patients with testicular cancer had an increased rate of leukemia
and lymphoma, which was augmented by radiotherapy. Thus, patients
should counselled accordingly as to the risks of radiotherapy, and should
be closely followed for life given the potential development of secondary
malignancy.
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Stage Specific Population-based Trends of RPLND Use
Daniel Liberman,1 Lars Badaus,2 Giovanni Lughezzani,3 Ala Abdo,1 Maxine
Sun,1 Monica Morgan,1 Rodolphe Thuret,4 Salima Ismail,1 Wassim Kassouf,5
Hugues Widmer,1 Francesco Montorsi,3 Paul Perrotte,1 Shahrokh F. Shariat,1
Pierre I. Karakiewicz1

1University of Montréal Health Center, Montréal, QC, Canada; 2Martini
Clinic Prostate Cancer Center, Hamburg-Eppendorf, Germany; 3Vita-Salute
San Raffaele, Milan, Italy; 4Centre Hospitalier Universitaire de Montpellier,
Montpellier, France; 5McGill University, Montréal, QC, Canada
Introduction: No data are available regarding the use of retroperitoneal
lymph node dissection (RPLND) across all stages of non-seminomatous
germ cell testicular tumors (NSGCTT) in the community. We examined
the rates of RPLND use in this patient subset in a large population-based
cohort.
Materials and Methods: Between 1988 and 2006, 9633 patients with
NSGCTT were treated with or without an RPLND within 17 Surveillance,
Epidemiology and End Results (SEER) registries. Analyses focused on annual
trends (1988-1992, 1993-1997, 1998-2002, 2003-2006) and univariable
and multivariable logistic regression models, stratified according to dis-
ease stage. Analyses were adjusted for patient age, race (white, black,
other), socio-economic status (low vs. high) and SEER region.
Results: Overall 2620 (27.2%) of 9633 NSGCTT patients underwent an
RPLND (1988-1992: 34.7%, 1993-1997: 29.5%, 1998-2002: 27.6%, 2003-
2006: 22.2%; X2 trend p < 0.001). In patients with stage I NSGCTT, the
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overall rate of RPLND was 22.4% (1988-1992: 18.4%, 1993-1997: 23.5%,
1998-2002: 32.4%, 2003-2006: 25.7%; X2 trend p < 0.001). In patients
with stage II NSGCTT the rate of RPLND was 50.1% (1988-1992: 20.9%,
1993-1997: 18.5%, 1998-2002: 31.8%, 2003-2006: 28.8%; X2 trend
p = 0.003). Finally in patients with stage III NSGCTT the overall rate of
RPLND was 13.1% (1988-1992: 15.0%, 1993-1997: 19.0%, 1998-2002:
32.3%, 2003-2006: 33.6%; X2 trend p = 0.983). In multivariable logis-
tic regression models that focused on stage I patients, year of surgery 
(p < 0.001) and SEER registry (p < 0.001) represented independent pre-
dictors of RPLND. In patients with stage II, year of surgery (p = 0.01)

remained an independent predictor of RPLND.
Conclusion: Population based trends indicate a decreasing rate of RPLND
use. This decrease is most apparent in stage I patients where a 55.1%
drop was recorded. It may be attributable to wider use of surveillance
and/or chemotherapy. Less pronounced decrease was also recorded in
stage II patients (19.1% drop) and is attributable to the wider use of
chemotherapy as monotherapy. The RPLND rates did not change for
stage III patients.
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Table 1. P49. Urologic Malignancy in Heart Transplant Recipients 

Cancer type Clinical Stage
Gleason Score/

or Grade1 Treatment Outcome

Transplant-
cancer interval

(months)

Follow-up
after cancer

(months)

1 Prostate T2bNxMx 3+4=7 RRP2 Alive, NED5 104 60

2 Prostate T1cNxMx 3+4=7 Radiation Dead, NED5 55 42

3 Prostate T2bNxMx 3+4=7 RRP2 Alive, NED5 67 111

4 Prostate T2bNxMx 3+4=7 RAP3 Alive, NED5 91 29

5 Prostate T1cNxMx 3+4=7 Radiation Dead, NED5 61 61

6 Prostate T2aNxMx 4+4=8 Radiation Alive, with tumor 23 59

7 Prostate T1cNxMx 3+4=7 Radiation Alive, NED5 110 14

8 Prostate T1cNxMx 3+4=7 RRP2 Dead, NED5 18 51

9 Prostate T2bNxMx 4+5=9 XRT + Hormone Tx4 Alive, with tumor 50 11

10 Prostate T1cNxMx 3+4=7 Radiation Dead, NED5 43 71

11 Prostate T1aNxMx 2+3=5 No Tx4 Alive 47 61

12 Prostate T1cNxMx 3+3=6 RRP2 Alive, NED5 125 3

13 Prostate T1cNxMx 3+3=6 Radiation Alive, with tumor 47 13

14 Bladder T2bNxMx High Grade Chemo & radiation Dead, with disease 97 40

15 Bladder T1NxMx Low Grade TURBT, intavesical
BCG

Alive, NED5 52 107

16 Bladder T3aNxM0 High grade attempted radical
cystoprostatectomy

(unresectable)

Dead, with disease 50 17

17 Bladder T4aNxM1 High Grade attempted radical
cystoprostatectomy

(metastatic)

Dead, with disease 16 4

18 Renal T1aNxMx Intermediate
Grade

partial nephrectomy Alive, NED5 86 64

19 Renal T2NxMx High Grade radical nephrectomy -
-> chemo/ XRT

Dead, recurrance 45 43

1. Grade (Fuhrman grade for RCC)
2. RRP (radical retropubic prostatectomy)
3. RAP (robotic assisted prostatectomy)
4. Tx (treatment)
5. NED (No evidence of disease)
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Decreased Survival of Black Americans with Testicular Cancer:
A Contemporary Population-based Analysis
Daniel Liberman,1 Lars Badaus,2 Monica Morgan,1 Rupinder Johal,1
Maxine Sun,1 Ala Abdo,1 Giovanni Lughezzani,3 Rodolphe Thuret,4 Wassim
Kassouf,5 Hugues Widmer,1 Francesco Montorsi,3 Shahrokh F. Shariat,1
Paul Perrotte,1 Pierre I. Karakiewicz1

1University of Montréal Health Center, Montréal, QC, Canada; 2Martini
Clinic Prostate Cancer Center, Hamburg-Eppendorf, Germany; 3Vita-Salute
San Raffaele, Milan, Italy; 4Centre Hospitalier Universitaire de Montpellier,
Montpellier, France; 5McGill University, Montréal, QC, Canada
Purpose: A previous report (Journal Urology; Bridges P, Sharif R, Razzaq
A, Guinan P; 1998) indicated that Black Americans have worse survival
after the diagnosis of testicular cancer (TC) than their White counter-
parts. We re-examined the association between race and survival in a
large population-based dataset.
Materials and Methods: Between 1998 and 2006, 2221 men were diag-
nosed and treated for metastatic Testicular Germ Cell Tumors (TGCT)
(Seminoma and Non-Seminoma). Analyses focused on the association
between Black American race and overall mortality (OVM) and con-
sisted of univariable and multivariable Cox Regression models. Analyses
were adjusted for age, year of diagnosis (1988-1995, 1996-2000, 2001-
2003, 2004-2006), affluence level (low, high), income level (low, high),
education level (low, high), histological subtype (Seminoma, Non-semi-
noma,) type of intervention (orchiectomy ± RPLND, no surgical inter-
vention) and SEER registry.
Results: Of 2221 patients with metastatic TGCT, 80 (3.6%) were Black
Americans, 2019 (90.9%) were White Americans and 122 (5.3%) were
from other ethnicities. The 5-year OVM was 38.0%, 25.0% and 27.8%
for respective Black Americans, White Americans and Other Ethnicities
(Black vs. White; p = 0.018, Other vs. White; p = 0.3, Black vs. Other
p = 0.3). Black American race was associated with a 1.6-fold and 1.5-
fold higher overall mortality when compared to White Americans in
univariable and multivariable analyses respectively.
Conclusions: Overall mortality rate is 1.6 and 1.5-fold higher in Black
American patients with metastatic TGCT relative to White Americans.
This disparity in overall mortality rate relative to White American patients
with TGCT deserves attention.
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Toremifene 80 mg Demonstrates Reduction in Fracture Risk in
Men who are Less Than 80 Years of Age on Androgen Deprivation
Therapy
Philip J. Aliotta,1 Ronald Kaufman,2 Michael Brawer,3 Ronald A. Morton,4
Mark D. Chazen,1 John V. Pinski1
1Main Urology Associates P.C., Buffalo, NY, USA; 2Community Care,
Albany, NY, USA; 3GTx, Inc., Memphis, TN, USA; 4GTx, Inc, Memphis,
TN, USA
Background: The use of androgen deprivation therapy (ADT) in prostate
cancer is associated with increased fracture risk. Previously we demon-
strated in a Phase III trial that toremifene, a selective estrogen receptor
modulator (SERM), significantly decreased fracture incidence in men
receiving ADT. Similar to other SERMs, there was an increase in venous
thromboembolic events (VTEs). This risk appeared to stratify to men ≥80
years of age. VTEs occurred in 1.5% and 2.5% of men <80, ≥80 respec-
tively. To identify a patient population with the greatest benefit/risk pro-
file we assessed the effect of toremifene in men <80 years.
Methods: In this analysis of men <80 years of age receiving ADT for
prostate cancer, 430 men received toremifene 80 mg and 417 received
placebo (orally daily). All subjects were on ADT for ≥6 months, had a
serum PSA ≤4 ng/mL, were ≥70 years of age or were at or below WHO
thresholds for spine or hip (BMD). The primary endpoint was new ver-
tebral fractures. Secondary endpoints included fragility fractures and
bone mineral density (BMD).
Results: Toremifene 80 mg demonstrated a 79.5% relative risk reduc-
tion in the incidence of new vertebral fractures (CI0.95: 29.8%-94.0%;
p < 0.005). The absolute reduction was 3.8% (4.8% placebo, 1.0%
toremifene). Toremifene 80 mg significantly increased BMD at all sites

measured (p < 0.001 for all comparisons). There was a concomitant
decrease in markers of bone turnover (p < 0.001 for all comparisons).
Venous thromboembolic events occurred in 2.1% of the toremifene
patients compared to 1.0% (p = 0.26) of the placebo patients. Other
adverse events were similar between groups. 
Conclusions: In men <80 years receiving ADT for prostate cancer,
toremifene significantly decreased the incidence of new vertebral frac-
tures. Toremifene also significantly improved BMD, bone turnover mark-
ers, and breast pain and tenderness. The risk of VTE was lower than in
the overall study population. These results suggest an improved benefit/risk
profile in men <80 years receiving ADT. 
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Effect of Posterior Reconstruction of the Rhabdosphincter on
Early Postoperative Continence Following Robotic Assisted
Radical Prostatectomy: A Comparison of Two Matched Groups
Ahmed Ghazi, Granville Lloyd, Mathew Lux, Hitendra Patel, Jean Joseph 
University of Rochester, Rochester, NY, USA
Background: Predicting the time to recovery of urinary continence after
radical prostatectomy (RP) remains an impossible task. The causes for
the challenge are the multifactorial nature of incontinence, some of
which have been studied at length and others not studied thoroughly.
Patient’s age, urinary function & the degree of neurovascular bundle
preservation have been shown as independent predictors of post-RP uri-
nary continence. To evaluate the role of reconstructing the posterior
aspects of the rhabdosphincter (RS) for a more rapid recovery of conti-
nence after robotic assisted radical prostatectomy (RARP); two age matched
groups were compared at 90 and 180 days after catheter removal.
Methods: 110 patients were matched from two consecutive series, one
with RARP reconstruction of the RS & one without. The patients were
matched regarding age, nerve sparing and baseline continence. The
patients were evaluated using a QOL questionnaire score for conti-
nence. At 3 and 6 months after catheter removal mean QOL scores and
number of pads/day of both sets were compared. The procedure involved
restoring the continuity of the severed ends of the Denonvillers’ fascia.The
preserved reflection of the Denonvilliers’ fascia dorsal to the bladder
neck was sutured to the distal end at the urethral stump, attached to the
posterior rhabdosphincter.
Results: No significant difference in age, preoperative quality of life
(QOL) scores & nerve preservation between both sets was found between
both sets of patients (p-value 0.99, 0.84 & 0.65 respectively). However
a significant difference between both sets was observed in the mean
QOL scores and number of pads used at 3 and 6 months (p values <0.001).
Fisher’s exact also showed a significant difference between the frequency
of pad use among both sets at 3 months and 6 months (p-values are
<0.0001).Regression analysis of all the variables on QOL scores recorded
that reconstruction of the RS, time & their interaction had a significant
positive impact on postoperative continence, (p-values <0.0001, <0.0001
and 0.028, respectively).
Conclusions: With elimination of other variables affecting postoperative
continence, posterior reconstruction of the RS could be considered an
effective technique for early continence recovery after RARP.
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Integrated Safety Results from 4 Randomized, Double-Blind,
Placebo-Controlled Studies of Sipuleucel-T
Neal D. Shore,1 Simon J. Hall,2 Paul F. Schellhammer,3 Celestia S. Higano,4
John M. Corman,5 Tomasz M. Beer,6 Eric J. Small,7 Allan J. Pantuck,8
Vahan S. Kassabian,9 Frances P. Stewart,10 Robert B. Sims10

1Grand Strand Urology, Myrtle Beach, SC, USA; 2Mount Sinai School
of Medicine, New York, NY, USA; 3Eastern Virginia Medical School,
Norfolk, VA, USA; 4University of Washington, Seattle, WA, USA; 5Virginia
Mason Medical Center, Seattle, WA, USA; 6Oregon Health and Sciences
University, Portland, OR, USA; 7University of California, San Francisco,
San Francisco, CA, USA; 8University of California, Los Angeles, Los
Angeles, CA, USA; 9Georgia Urology, Marietta, GA, USA; 10Dendreon
Corporation, Seattle, WA, USA
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Background: Sipuleucel-T is an investigational autologous active cellu-
lar immunotherapy. Three Phase 3 studies in metastatic castration-resist-
ant prostate cancer (CRPC) provided evidence of survival prolongation,
and a randomized trial in androgen dependent prostate cancer (ADPC)
demonstrated an increase in PSA doubling time. We now describe the
safety profile of sipuleucel-T across these 4 studies.
Methods: Patients were randomized (2:1) to receive 3 intravenous (IV)
doses of sipuleucel-T or placebo in the outpatient setting at 2-week
intervals at medical oncology and urology sites. Patients on the ADPC
trial were eligible for a single booster infusion following PSA ≥3.0 ng/mL.
The safety population included 904 patients (601 sipuleucel-T: 303
placebo) who underwent at least 1 leukapheresis.
Results: The majority of patients were Caucasian (90.6%) and had a
baseline ECOG performance status of 0 (83.4%); the median age was
70. 93% of patients in the safety population received all 3 infusions.
Adverse events (AEs) seen more commonly in sipuleucel-T patients were
chills (53.1%), pyrexia (31.3%), headache (18.1%), myalgia (11.8%),
influenza-like illness (9.7%), and hyperhidrosis (5.0%). The majority of
these AEs occurred ≤1 day following infusion, were mild or moderate,
and resolved in ≤2 days. AEs following booster infusion were compara-
ble to the initial infusions. Grade 3 acute infusion reactions (AIRs), includ-
ing chills, pyrexia, fatigue, asthenia, dyspnea, hypoxia, bronchospasm,
dizziness, headache, hypertension, myalgia, nausea, and vomiting,
occurred in 3.5% of sipuleucel-T and 0% of placebo patients. The inci-
dence of Grade 3 AIRs was 0.8%, 2.1%, and 1.3% following the 1st,
2nd, and 3rd infusions of sipuleucel-T, respectively. AIRs were treated
with acetaminophen, IV H1 and H2 blockers, and IV meperidine. No
Grade 4 or 5 AIRs were observed. There was no evidence of an increased
incidence of autoimmune events or secondary malignancies.
Cerebrovascular events (CVEs) occurred in 3.5% of sipuleucel-T and
2.6% of placebo patients or 2.010 (95% CI: 1.25, 3.08) and 1.50 (95%
CI: 0.65, 2.96) per 100 person-years, respectively (P = 0.48). No evi-
dence of a difference in the time to onset of CVEs or in the incidence
of non-neurologic arterial or venous vascular events was observed.
Conclusions: Sipuleucel-T is well tolerated in both the CRPC and ADPC
settings. Acute infusion reactions can be managed in the outpatient setting.
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Therapeutic Value of Lymph Node Dissection at Radical
Prostatectomy: A Population-based Retrospective Study
D. Robert Siemens, Diana Withrow, Julie De Groot, Patti Groome
Queen’s University, Kingston, ON, Canada
Background: The therapeutic benefit of pelvic lymph node dissection
(PLND) at radical prostatectomy is still under debate. The overall effect
of standard or extended node dissection on prostate cancer survival out-
comes are complicated by variation in patient populations and study
outcomes in most retrospective reviews. We report our findings of ther-
apeutic effect of PLND for Ontario patients after radical prostatectomy.
Methods: The information sources for the study included electronic clin-
ical data such as the Ontario Cancer Registry (OCR) and supplemented
through an extensive chart review conducted by trained abstractors
according to a standardized protocol. We used a retrospective case-
cohort approach to assess the effect of lymph node removal on prostate
cancer-specific mortality. A parent study population included a random
sample of 1703 patients treated for cure in Ontario between 1990 and
1998, as well as 591 cases selected based on death from their prostate
cancer within 10 years of diagnosis. From this group 313 patients meet-
ing inclusion criteria for this study were identified. A Cox-proportional
hazards model was used to determine the association between number
of lymph nodes removed and risk of prostate cancer death, considering
baseline disease characteristics, treatment and age as potential con-
founders. In a secondary analysis, the results were stratified based on
nodal status.
Results: The crude hazard ratio (HR) showed a marginally statistically
significant reduced risk of prostate cancer mortality as the number of
LN removed via PLND increased (HR: 0.92, 95% CI: 0.84-1.01). None
of the variables considered as confounders caused a change in the LN
hazard ratio of greater than 10% and therefore were not included in the

adjusted model. Stratification based on pathological nodal status did
not significantly (>10%) change the HR.
Conclusion: These results seem to confirm a trend to therapeutic bene-
fit of greater node removal with reduced prostate cancer mortality although
the study was slightly underpowered. In this case-control study design
of mostly low-to-intermediate risk patients in Ontario, the possible ther-
apeutic benefit of PLND was found to be independent of pathological
nodal status.
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Trans-rectal Ultrasound Volume Estimation: How Much Can it
be Trusted when Choosing the Best Treatment for Localized
Prostate Cancer?
Murilo Luz, Simone Chevalier, Armen Aprikian, Alan Dal Pra, Eleonora
Scarlata, Lucie Hamel, Fabio Cury 
McGill University, Montréal, QC, Canada
Background: There are many novel techniques to treat localized prostate
cancer. Almost all use prostate volume as a cut-point to obtain better
results. Imaging methods (computed tomography, magnetic resonance,
ultrasound) may have a wide measurement variability between each
other. We have compared reports of trans-rectal ultrasound (TRUS) and
digital rectal examinations (DRE) with the actual dimensions and weight
of prostate specimens after radical prostatectomy; other than the usual
“ellipsoid shaped formula,” we also used a new “bullet shaped formula”
for validation. 
Methods: During 18 months, three dimensions (height, width and length)
were obtained from 150 fresh specimens after radical prostatectomy
and before formalin fixation. The prostate gland was also weighted. In
this study, those values were compared with transrectal ultrasound meas-
urements. Each TRUS measurement was compared to fresh specimen
dimensions to evaluate which were more susceptible to errors. Clinical
patterns were analyzed to verify the main reasons of error. 
Results: Median age was 61 years old. Gleason score 6 or 7 was observed
in 44.7% and 42.0%, respectively. Clinical stage T1c or T2a was pres-
ent in 88.7% of cases. Laparoscopic or open radical prostatectomy was
done in 64% and 34% of cases, respectively. When evaluating the DRE
data, there was a clear tendency by the clinician to overestimate small
(<40 g) and underestimate big prostates (>60 g). The overall rate of pre-
cise measurements (error less than 10%) was 21.3%, 22.0% and 31.3%
for DRE, TRUS (ellipsoid shaped formula) and TRUS (bullet shaped for-
mula). The “bullet shaped formula” got results closer to the actual vol-
ume when compared to “ellipsoid shaped formula” and DRE. The dimen-
sion with fewer errors was width. When correlating subgroups with error
or not and clinical-pathological features (PSA, Gleason score, margins,
extracapsular extension, clinical stage), no predictor for inaccuracy dur-
ing TRUS could be identified. 
Conclusion: The prostate measurements obtained using TRUS are often
inaccurate. However, the bullet-shaped formula demonstrated better
volume measurement accuracy. The height and length dimensions have
a larger degree of error. The DRE tend to aggregate the cases between
30 and 60 g, under or overestimating the others. In light of the findings,
further caution is necessary when using prostate volume as main crite-
ria to include or exclude non-surgical treatments as therapeutic choice
for localized prostate cancer.

P58
The Natural History and Cause of Death of Men in Whom
Metastatic Prostate Cancer Developed Following Radical
Prostatectomy
Dan Lewinshtein, Christopher Porter 
Virginia Mason Medical Center, Seattle, WA, USA
Background: Recently authors in the breast cancer domain have shown
that in patients with metastases, primary tumor pathological character-
istics do not predict outcomes as well as previously thought. Thus, we
analyzed classical predictors of disease progression in a mets-only cohort
from time of distant recurrence after prostatectomy. Moreover, we report
the chronologic history of progression from RP to metastatic disease to
death, and assess competing risks of death in this unique group of patients.
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Methods: Between 1954 and 1997, 1004 consecutive patients under-
went radical prostatectomy at Virginia Mason Medical Center in Seattle,
Washington. Kaplan Meier survival analysis were used to analyze time
to metastases (METS) and death. Univariate and multivariate Cox regres-
sion models addressed the prognostic significance of METS on death
and PC-specific death. Washington State death certificates were obtained
to assess cause of death.
Results: Of all patients, 99 (9.9%) had METS. The actuarial METS-free
survival for all 1004 men was 81% (95% confidence interval [CI], 78-
84%) 20 years after surgery. Median time to METS after surgery was not
reached for the entire cohort. Of all patients, METS were predictive of
PC-specific death on univariate (HR=27.3, p<0.001) and multivariate
(HR=10.0, p < 0.001) Cox Regression. Of those with documented bio-
chemical recurrence (BCR), median time from BCR to METS was 2.7
years (95% CI, 2.5-3.0). Of those with METS, median time from surgery
to METS was 6.7 years (95% CI, 5.6-7.7), and mean time from METS to
death was 5.0 years (95% CI, 4-5.9). Of those with METS, only pre-op
PSA was predictive (HR=1.1, p < 0.05) of PC-specific death on Cox
regression. On multivariate analysis, PSA was no longer significant
(p = 0.05). However, PSA was predictive of overall death on adjusted
analyses, but pathological Gleason was not. Of all patients with METS,
77 (77.7%) died. Of those, 71% were PC-specific, 10.4% cardiovascu-
lar, 5.2% pulmonary, 4% lung cancer, and 12% other.
Conclusions: The minority of men will develop metastatic disease. The
risk of metastases was predicted by classical pathological predictors.
However, once men develop metastases, their risk of dying of their dis-
ease is unrelated to their initial grade and stage. In addition, the median
time from mets to death in our study was shorter than reported in previ-
ous studies and maybe due to later time of diagnosis of mets for some
in the pre-PSA era. Finally, a third of patients will die of competing risks,
which is important to recognize when planning treatment for these men.

P59 
Is Post chemotherapy Retroperitoneal Lymphadenectomy
Necessary after Complete Response
Michael Jewett, Jeremy Sturgeon, Lynn Anson-Cartwright, Padraig R.
Warde, Mary Gospodarowicz, Malcolm J. Moore
Princess Margaret Hospital, Toronto, ON, Canada
Background: Post chemotherapy retroperitoneal lymph node dissection
(pcRPLND) for residual retroperitoneal disease is the standard of care for
non-seminomatous germ cell tumours. The management of men whose
retroperitoneal disease completely responds(CR) by imaging to chemother-
apy is more controversial. Some centres recommend RPLND to remove
microscopic disease that may progress to late relapse. We have retro-
spectively evaluated our experience with the management of patients
who presented with retroperitoneal(RP) metastases and who underwent
initial chemotherapy.Methods: The charts of the 305 consecutive patients
from the Princess Margaret Hospital Testis Tumor Clinic who presented
to the clinic with RP adenopathy and received initial chemotherapy were
reviewed. Results: Of these 305 men, 131(42.9%) achieved a CR in the
RP as assessed by imaging(defined as residual adenopathy <1 cm in max-
imal axial dimension) and were observed. Nine(6.8%) later relapsed and
all were salvaged(6 RPLND only, 2 salvage chemotherapy+RPLND, 1
RPLND+chemotherapy). Full bilateral pcRPLND with postganglionic sym-
pathetic nerve preservation where possible was done in 144 men with
residual RP disease. Thirty(30) did not achieve an initial response of
whom 50% died of disease. Conclusions: Our experience in unique in
that we report the outcomes of all men who present with RP adenopa-
thy managed by initial chemotherapy and not just those who either undergo
RPLND or are managed expectantly. In our total experience, 42.9%
achieved a CR in the RP. Without further therapy (pcRPLND), only 6.8%
of these patients relapsed and all were salvaged. Our experience strongly
supports continuing surveillance as opposed to surgery in this popula-
tion of CR after chemotherapy.
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Yasser A. Jamalalail 
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Introduction and Objectives: Surgery and radiation are both standard treat-
ment options in the management of localized or locally extensive prostate
cancer. Few direct comparisons of these 2 modalities have been performed.
Coinciding with the opening of the Ottawa Prostate Cancer Assessment
Center the aim of this study is to analyze the surgical outcomes of patients
treated at the Ottawa Hospital. A parallel analysis will be performed by
radiation oncology in patients treated with radiotherapy.
Methods: Between April 1995 and October 2007, 570 patients under-
went open radical prostatectomy (RP) at the Ottawa Hospital - Civic
Campus. Of these, 434 did not receive pre-operative androgen ablation,
had complete clinical data, and thus were included in analysis. Two def-
inition of biochemical recurrence (BCR) were considered, PSA >0.2 ng/mL
and PSA >0.4 ng/mL. Additionally, patients receiving post-operative radio-
therapy or hormones were considered primary treatment failures.
Results: Five and Ten year recurrence free survival was 79% (95% CI
73-84%) and 72% (95% CI 62-80%) with BCR >0.2 ng/mL compared
to 82% (95% CI 77-87%) and 80% (95% CI 73-86%) with BCR >0.4.
Clinical stage, pre-treatment PSA and biopsy Gleason sum were signifi-
cant predictors of disease recurrence.
Conclusion: These results provide local validation of the effectiveness
of Radical Prostatectomy in the management of men with localized
prostate cancer. We await the results of men treated with radiotherapy
during this time period. This information can be used to counsel patients
being evaluated in the Prostate Cancer Assessment Center.
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Background: Radical prostatectomy accounts for approximately one-
half of the $1.7 billion cost of prostate cancer treatment. Utilization of
robotic-assisted laparoscopic prostatectomy (RALP) has increased rap-
idly. The cost efficacy of RALP remains undetermined.
Objective: To perform a comparative cost-analysis of RALP and open
radical prostatectomy (RRP).
Methods: We retrospectively reviewed all patients undergoing RALP
(n = 25) or RRP (n = 55) by one of four surgeons at a single institution
over a 3 month period. Hospital length of stay (LOS), operative time,
hospital charges, reimbursement, and direct and indirect hospital costs
were analyzed and compared. Ratio of costs-to-charges (RCC) rates was
applied to each charge amount to calculate costs. Detailed cost infor-
mation was obtained according to charge origin.
Results: Mean LOS between patients undergoing RALP (1.2 ± 0.5 days)
and RRP (1.6 ± 0.6 days) was comparable (p > 0.05). Mean OR time
was 48% longer in patients undergoing RALP (277.5 ± 97 minutes) com-
pared to RRP (187 ± 86 minutes). Mean total costs for RALP exceeded
the total costs for RRP by 71% ($13,992 vs. $8,180; p < 0.05). Most of
the difference was due to surgical supply and operating room costs
($11,425 RALP vs. $4,054 RRP; p < 0.05). Total nursing costs were sig-
nificantly greater for RRP than for RALP ($2,240 vs. $834; p < 0.05).
36% of the total costs associated with robotic prostatectomy were related
to the robotic technique ($2000 direct, $3000 indirect). The ancillary,
cardiology, imaging, administrative, laboratory and pharmacy costs were
not significantly different.
Conclusions: In this single institution analysis, total actual costs associ-
ated with RALP were significantly greater than costs for RRP. Higher
operating room costs account for the increased cost of RALP. These data
require validation among a larger cohort.




