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We read with great interest the article by Levasseur-
Fortin et al, which provides a snapshot of exposure 
to open simple prostatectomy (OSP) in Canadian 

residency programs and valuable insight accordingly.1 In 
the U.K., residents are required to have carried out at least 
120 transurethral resection of prostate (TURP) procedures 
by the end of training in order to satisfy certification require-
ments. However, OSP, like many other open procedures, is 
no longer specified. 

In the U.K., a national audit commenced this year by the 
British Association of Urological Surgeons (BAUS), collecting 
data on interventions for bladder outflow obstruction (BOO). 
We anticipate the results for OSP will mirror those outlined 
by our Canadian colleagues.

Like many operations that have served as the cornerstone 
treatment for so many decades, OSP does so because of its 
efficacy.2 OSP still delivers improvements in both subjec-
tive and objective outcome measures that match robotic 
simple prostatectomy (RSP) or holmium laser enucleation 
of the prostate (HoLEP), albeit the evidence favors the lat-
ter, minimally invasive surgery in regards to blood loss and 
length of stay.3 

However, we argue the value for resident exposure is also 
paramount for learning management of severe bleeding post-
endoscopic procedures, which in extreme circumstances, 

may warrant open enucleating of residual adenoma and 
packing of the prostate bed. Furthermore, in the case of a 
large benign prostate with multiple bladder stones, it can 
be a much quicker and simpler procedure. Indeed, many 
residents in the U.K. who sit the final viva exam for the 
Fellowship of the Royal College of Surgeons (FRCS) may have 
to rely on theoretical knowledge when questioned on this 
scenario and do not have the benefit of previous experience. 

We feel that OSP remains a valuable tool in the manage-
ment of benign prostatic hyperplasia in this group of patients 
and shouldn’t be ignored in urological training. 
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Letter: Resident exposure to open simple prostatectomy

We thank Jones et al et al for their kind comments 
and interest in our work. Based on the findings 
from our survey sent to all Canadian urology pro-

gram directors, we reported that Canadian urology residents’ 
2018 exposure to open simple prostatectomy (OSP) was 
extremely limited, likely a result of a marked decrease in 
volumes of OSP at academic centers, as minimally invasive 
approaches demonstrate their value.1,2 Similar to our find-
ings, the authors report in their letter that there seems to 
be a decreasing trend in the use of OSP in the U.K., with a 
minimum number of OSPs that trainees must complete in 
order to graduate no longer specified. 

Jones et al make inferences on the changing landscape 
of the surgical management of benign prostatic obstruc-
tion (BPO) based on publication trends. In Canada, a more 
direct assessment of contemporary BPO trends was recent-
ly published in CUAJ. LaBossiere et al observed that from 
2002–2014, there was an increase in the use of endoscopic 
laser approaches with a corresponding decrease in the use 
of transurethral resection of the prostate (TURP), open pros-
tatectomy, and other BPO treatments.3 Similarly, Hueber et 
al studied the national trends of benign prostatic hyperpla-
sia (BPH) management using Canadian Institute for Health 
Information data from 2007–2012 and identified an uptake 
in endoscopic laser approaches despite holmium laser and 
greenlight approaches remaining relatively rare compared to 
the U.S.4 TURP, however, remains the most common proce-
dure for BPO.3,4 As the surgical management of BPO evolves 
with the introduction of novel techniques and approaches, it 
is only natural that medical education and resident training 
follow suit. A caveat to this statement is the diffusion of said 
novel techniques and approaches. Indeed, important con-
siderations must be made regarding novel modalities used at 
academic centers and potentially taught to residents vs. what 
is available in the community where the majority of residents 
will end up practicing.

In their letter, the authors highlight the educational value 
of providing residents with exposure to OSP for BPO. We 
would also add that OSP plays an important role in the 
community setting, where there is more limited access to 
novel modalities. While we agree that some exposure to 
OSP is important, similarly to nearly half of Canadian urol-
ogy training faculty,5 we believe that it is necessary to reas-
sess the “Category A” designation to OSP as provided by 
the Royal College of Physicians and Surgeons of Canada, 
especially in light of the plethora of new treatment options 
available to men with BPH, as approved by the CUA and 
other national guidelines.
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