
BPH Therapy

The speed of light
just got faster.

GreenLight XPS™

A powerful new innovation in BPH therapy 
delivering safety, effi ciency, fi ber longevity 
and improved coagulation.

1. AMS internal in vitro testing on bovine prostatic tissue.

All surgical treatments have inherent and associated risks. The most common risks associated with 
Photoselective Vaporization of the Prostate (PVP) are hematuria, short-term dysuria and UTI. See the 
GreenLight Operator’s Manual or Surgical Guide CD for a complete listing of risks and complications.
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For more information about how the GreenLight XPS and 
MoXy™ Liquid Cooled Fiber can offer 2X the speed of HPS1, 
contact AMS Canada Inc. at 1-800-265-2611
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Every urologist wants to be able to tell their patient they had negative margins after 
a prostatectomy, and every patient wants to hear it. However, as a quality of care 
indicator, surgical margin status represents a significant dilemma. The variation 

in rate of margin positivity in different surgical series is remarkable, most obviously if 
it reflects surgeon experience from a centre of excellence or from a population-based 
study.1 Furthermore, using margin status as an indicator of quality is confusing as it is 
often as much a reflection of case mix or pathological expertise as it is surgical tech-
nique. Most of us would accept that a positive margin has a negative impact on disease 
outcomes after radical prostatectomy. The strength of its prognostic value, however, 
may vary depending on postoperative risk status and is uncommonly demonstrated to 
be predictive of clinical progression, cancer-specific or overall mortality.2,3 Still, the 
psychological burden of a positive margin should assure our individual commitment 
to improving this outcome.

Yet how should we use margin status to measure quality of care in the population? 
Quality of care research evaluates the “degree to which health services for individuals 
and populations increase the likelihood of desired health outcomes and are consistent 
with current professional knowledge.”4 Efforts to better understand, measure and influ-
ence surgical quality are often impeded by a lack of reliable and valid measurements 
and a failure to control for patient characteristics.5 Expert panels organized by the RAND 
group and by Cancer Care Ontario have recommended several different quality indica-
tors for prostate cancer surgery.6,7 However, there is very little evidence of their feasibil-
ity, reliability and validity, undermining their application to the quality of care process. 

Lawrentschuk and colleagues present a contemporary population-based cohort in 
Ontario showing a worrisome positive margin rate in organ-confined disease of 33%.8

However, the authors were unable to demonstrate convergent construct validity with 
surgical volume, a fairly well-described and often used indicator of prostate cancer 
outcomes. This is not the first report that has failed to demonstrate an association of 
margin status with other indicators of surgical care in a population study. Chan and 
colleagues previously reported a lack of construct validity for surgical margin status 
in an earlier Canadian cohort, whereas other indicators, such as length of stay and 
transfusion rates, were more informative.1 There are likely many reasons for the poor 
performance of surgical margins as a quality indicator in such studies, most especially 
the lack of central pathology review.  

So what do we do with this information? Very appropriate consensus statements on 
optimal surgical and pathologic performance and quality initiatives have been instituted. 
Ultimately, the goal of the entire quality of care process is to improve patient outcomes 
through feedback to surgeons, institutions and quality councils. However, we need to 
proceed with caution if we are to use any such indicators to inform structure and pro-
cess of care decisions until we have more fully established their reliability and validity.  
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EDITORIAL “We got it all”




