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Should all men having a radical prostatectomy have a pelvic lymph

node dissection? No
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been performed at the time of radical prostatectomy

(RP) as a lymph node (LN) staging procedure in pros-
tate cancer (PCa) patients. However, growing evidence sug-
gests that PLND might not be an accurate tool for predicting
lymph node invasion (LNI). Recently, Mattei and colleagues
examined the primary prostate lymphatic drainage sites in
PCa patients.! In their report, they defined “limited PLND”
as the removal of LNs along the external iliac vein and
obturator nerve; they reported that this dissection missed up
to 62% of the primary LNs. Similarly, the extended PLND
area, which also included LNs medial and lateral to the
internal iliac vein, missed up to 37% of the primary LNs.
The authors suggested a new “super extended” PLND area,
which additionally includes the LNs along the common iliac
vessels up to the ureteric crossing. However, the authors
found that even this “super extended” PLND missed 25%
of the primary LNs." Consequently, the authors concluded
that the removal of all primary LNs is not feasible in all or
even most patients because of cost, time, extent of surgery
and risk of complications. It is noteworthy that the complica-
tion rate after PLND may be up to 51%;* the complication
rate appears to be associated with increasing the extent of
the dissection.’* These findings question the usefulness of
PLND as a staging procedure in PCa patients. Moreover,
these findings indicate the need to develop more accurate
and, possibly less invasive, staging tools.

Even if we accept PLND as a LN staging procedure, its
use in all patients is unjustifiable. Today, many preopera-
tive staging tools may help to predict the presence of LN
invasion. Nomograms represent the most commonly used
tools in this field.> Recent nomograms are up to 97.8%
accurate.®” Most nomograms are based on simple and rou-
tinely available clinical and/or pathological predictors.®'°
The advantages of these tools are their applicability to all
patients regardless of their perioperative risk. Moreover, they
do not contribute to additional operating time, additional
cost and, most importantly, they do not contribute to mor-
bidity. Since these tools can indicate in whom the PLND
may be omitted, they may help to decrease the number of

For decades, pelvic lymph node dissection (PLND) has

PLNDs by limiting their indication to patients with high risk
of LNI. For example, the National Comprehensive Cancer
Network practice guidelines recommend PLND in patients
with >2% risk of LNI, according to the nomogram proposed
by Cagiannos and colleagues.'®"

Several studies could not find a link between PLND
and cancer control outcomes.'>'* However, some authors
suggested that PLND has a therapeutic benefit in PCa
patients;'>'® they argue that this benefit may be touted as a
recommendation to use PLND. Masterson and colleagues
found that in patients with negative LNs, the removal of
more LNs was associated with a more favourable biochemi-
cal recurrence-free rate (hazard ratio: 0.91, p = 0.01)."® They
speculated that this could be due to the removal of micro-
metastatic nodal disease. Similar results were reported by
Joslyn and colleagues, who observed better cancer control
outcomes when more LNs were removed.'> These results
should be interpreted with caution. The retrospective nature
of these studies indicates that the recorded benefit may be
entirely due to reclassification bias, also known as the Will
Rogers phenomenon.'” According to this theory, more exten-
sive PLNDs, as opposed to limited PLNDs, result in more
accurate staging and more accurately confirm the absence of
nodal metastases. Accordingly, the more favourable cancer
control outcomes in more extended PLNDs are not related
to any form of therapeutic effect, but are attributed to a
better staging.

The lack of randomized trials that address the effect of
PLND (if any) on various cancer control outcomes pre-
clude the possibility of a consensus on the value of PLND.
However, even if we assume that PLND does have a ben-
eficial cancer control effect, the very low LNI rate in con-
temporary patients may eliminate any meaningful benefit.
Kawakami and colleagues' examined the CaPSURE data-
base; according to the D’Amico risk classification,' they
reported LNI rates of 0.8, 2.0 and 7.1% for low, interme-
diate and high-risk PCa patients, respectively. Based on a
10% biochemical-free survival reported by Masterson and
colleagues,'® the “number needed to treat” to achieve this
beneficial effect in 1 individual is 1250, 500 and 140 PLNDs
for low, intermediate, and high-risk patients, respectively. It
may be hard to defend performing 1250, 500 or even 140
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PLNDs to improve the biochemical recurrence-free rate by
10% in 1 individual. In that light, omitting the PLND appears
to represent a much better option. The use of accurate pre-
operative non-invasive predictive tools, such as nomograms,
should guide our medical decision and help us determine
the patients who need PLND.
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