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Understanding the cost of surgical care is an important 
step toward containing it. At its core, the deployment 
of health services is a question of making choices 

with underlying tradeoffs in mind. Urologists are regularly 
confronted by such questioning. One needs only to contem-
plate the surgical armamentarium of lasers, robots, and resec-
tive tools available for the treatment of lower urinary tract 
symptoms (LUTS) due to benign prostatic hyperplasia (BPH). 
When multiple alternatives exist, which one do we choose? 
At the practitioner-level, the efficacy of the modality, as well 
as the training and personal comfort with the technique, are 
unavoidable considerations. But at the healthcare-system 
level, it is imperative that allocation of funding and training 
of future surgeons also take into account the economic bur-
den of care. With this mindset, clinical performance of a tool 
must be weighed against its cost. Value, defined as the health 
outcomes achieved per dollar spent,1 should determine if we 
collectively adopt one intervention or another.

Masucci et al pursued such an endeavor in the context 
of LUTS due to BPH and evaluated the cost of three surgical 
approaches. Examining Greenlight photoselective vaporiza-
tion of the prostate (PVP), transurethral resection of the pros-
tate (TURP), and bipolar TURP, they conducted a descriptive 
costing analysis from the hospital’s point of view. The total 
cost of PVP was $3836 per patient compared to $4963 for 
TURP and $4978 for bipolar TURP. The savings were mainly 
attributed to the higher proportion of PVP performed as day 
surgery, avoiding costly inpatient hospitalizations.2

To hypothesize on the implications of their findings, 
we must first break down how the authors measured cost. 
The analysis was conducted from the perspective of a ter-
tiary academic medical centre. It excluded expenses such 
as the cost of training surgeons (burden on the system), 
out-of-pocket expenditure for travel to the medical centre 
(burden on the patient), and the environmental impacts of 

non-reusable equipment (burden on society), among others. 
The authors included costs beyond those of the operating 
room, such as expenses relating to readmissions at 30 and 
60 days, further strengthening their findings. Considering the 
variable definitions of cost in the literature, it is essential to 
appropriately contextualize these findings when comparing 
them to previous evidence.

When appreciating this paper by Masucci et al, the reader 
must acknowledge the implications of a two-year study peri-
od conducted at an academic centre. In fact, a significant 
conceptual hurdle is understanding the effect of volume 
and time on cost. For example, it has been noted that the 
high-volume use of robotic surgery absorbed the expensive 
initial purchase of the system and amounted to a lower cost 
than laparoscopy.3 It is also well-established that hospital 
case volume is directly correlated with better outcomes for 
surgical procedures,4 further reducing the potential compli-
cations leading to costly readmissions.

Within the scope of their analysis, PVP is a more finan-
cially sound option compared to TURP. In order to formulate 
a full economic comparison, which was out of the scope of 
this study, one must consider the effectiveness and the utility 
of each approach. Considering the growing body of evi-
dence supporting the non-inferiority of PVP to TURP when 
treating BPH,5-7 Masucci et al’s results further confirm the 
hypothesis that PVP provides more value than TURP from 
the perspective of the hospital. Whether or not this economic 
benefit can be translated to the healthcare system as a whole 
and the individual patient remains to be confirmed. Cost 
analyses of subgroups where PVP confers added value, such 
as in the growing population of men at high risk of bleeding 
on oral anticoagulants,8-10 should also be explored.

Furthermore, again outside the scope of this study, it 
would have been interesting to compare the cost of these 
procedures with that of holmium laser enucleation of the 
prostate (HoLEP) for BPH. Clinical outcomes for HoLEP, 
which are prostate volume-independent, are equivalent if 
not superior to TURP and PVP.11-16 Additionally, in con-
trast to PVP, all instrumentation (laser fiber and morcellator 
blades) are reusable.16
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Cost analysis of surgical options

Surgical care in Canada is budget-dependent; to maxi-
mize operating room resources while also maximizing the 
patient’s well-being, we must weigh the cost of a procedure 
against its benefits and utility. As guardians of the healthcare 
system, we must remain aware of the inherent economic 
burden of the procedures we decide to use and invest in. 
When spending additional resources on new interventions, 
we must first determine if the benefits, clinical or otherwise, 
outweigh the cost and other tradeoffs of reallocating limited 
funds. Following Masucci et al’s findings and the growing 
body of evidence on the surgical management of LUTS due 
to BPH, a strong case can be made for the higher value of 
PVP in comparison to TURP. 
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