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across Canada has increased from 3 per 100 000

in 1980/81, to 71 per 100 000 in 1998/99.! About
130 000 patients are living with or surviving prostate can-
cer. The number of new cases of prostate cancer across
Canada in 2006 was 22 480,% and the incidence across the
provinces is fairly similar.! The current guidelines, although
arising from Ontario, have important implications to uro-
logical practice nationally.

This guideline makes recommendations on the surgical
and pathological aspects of the management of prostate
cancer, and supports the multidisciplinary management of
prostate cancer.® This approach is not without its critics.*
It has been, however, recently shown that over a third of
patients undergo a change in treatment or diagnosis with
this approach.” It is certainly helpful for more complex cases;
dedicated uro-pathological input is invaluable.

There are several surgical aspects covered in these guide-
lines. The careful consideration suggested for high-risk patients
applies equally to low-risk patients, in whom active surveil-
lance should be prioritized. Furthermore, a multimodality
approach with primary RP and adjuvant or salvage radio-
therapy where appropriate, should be considered for high-
risk patients. Recent data® (including our own unpublished
data) suggest equivalent or better biochemical progression-
free and cancer-specific survival rates compared to the tra-
ditional approach of radiotherapy and androgen depriva-
tion therapy in these patients. High-risk patients undergoing
RP also experience comparable morbidity to RP for lower
risk disease, in addition to several other benefits.”

With regard to pelvic lymph node dissection (PLND),
risk-stratification will spare low-risk patients the potential
morbidity of PLND. Controversy surrounds the extent of
PLND in high-risk patients. The European Association of
Urology recommends that all high-risk patients should
undergo an extended PLND due to the fact that 15% to
40% of patients have positive lymph nodes. However, there
is an absence of modern data demonstrating a survival ben-
efit with this approach, therefore standard PLND is ade-
quate in these patients.

T he number of radical prostatectomies (RP) performed

In recent years there has been debate on the importance
of positive surgical margins (PSM). With the advent of
prostate-specific antigen testing and subsequent stage migra-
tion of prostate cancer, PSM-rates have fallen. Furthermore,
most patients with a PSM do not recur. As a result there is
some suggestion that the predictive value of a PSM has
decreased.® A PSM is an important surgical outcome which,
on univariate and multivariate analysis, is an independent
risk factor for biochemical recurrence? and as such should
be kept as low as possible. This underlines the importance
of detailed uro-pathological assessment of PSMs in terms
of location and size, information which is required if sub-
sequent decisions regarding adjuvant or salvage treatments
are to be made.

Improvements in surgical technique have meant that the
incidence of rectal injury and the need for blood transfu-
sion have fallen over the years. Furthermore a better under-
standing of the relevant anatomy means that nerve-sparing
techniques can and should be offered in appropriate patients.
However, constructing guidelines regarding functional out-
comes, such as incontinence and erectile dysfunction fol-
lowing RP, is more difficult. Published series vary widely
in their rates and have been criticized for not using vali-
dated assessment tools pre- and postoperatively.'® What is
important is the ability to counsel patients regarding their
likely functional outcome according to local data.

These are the first published guidelines regarding the
surgical and pathological outcomes following RP in Canada,
and reinforce what many in the field would consider cur-
rent best practice. If these guidelines are to ensure quality
in the provision of surgery for patients with prostate can-
cer, the prospective and accurate collection of local depart-
mental outcome data is essential. Many health-care sys-
tems have centralized cancer services according an arbitrary
minimum volume of patients required to achieve contin-
ued competency. Publishing minimum standards for out-
come as achieved in the present paper maybe a better method
to ensure competency. A difficult issue will be with a cen-
tre not achieving the set standards.
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