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ΡΙΖΙΚΗ ΠΡΟΣΤΑΤΕΚΤΟΜΗ

ΚΛΙΝΙΚΑ ΕΝΤΟΠΙΣΜΕΝΟΣ ΚΑΡΚΙΝΟΣ ΤΟΥ 
ΠΡΟΣΤΑΤΗ

ΡΟΛΟΣ

?

ΣΤΟΧΟΣ

Εκρίζωση της νόσου= 
ποιότητα ζωής



JAMA 1998 Sep 16;280(11):969-74.



• 1989-1999
• Low/intermediate risk
• RP (347) vs WW (348)
• FU 13.4 y
• Mean PSA:13
• Screen detected cancers 12%
• All cause mortality: 56.1% vs 68.9% 

(p<0.001)
• PCSM: 17.7% vs 28.7% (p 0.001)
• Mets: 26.1% vs 38.3% (p<0.001)
• ADT 42.5% vs 67.4%
• 12% screen detected cancers

N Engl J Med. 2018 Dec 13;379(24):2319-2329

Low risk subgroup: death from any cause and distant metastases but not death from prostate cancer  
significantly reduced



• 1994-2002
• Low/intermediate risk
• RP (364) vs observation (367)
• FU 19.5 yrs
• Mean PSA 7.8
• Screen detected cancers:50
• All cause mortality 61.3% vs 66.8%
• PCSM 7.4% vs 11.4%
• Progression 40.9% vs 68.4%
• ADT 21.7% vs 44.4%

N Engl J Med. 2017 Jul 13;377(2):132-142

Low risk subgroup: no benefit of treatment (RP did not significantly reduce all-cause mortality or death from Pca) 



Eur Urol 2017 Apr;71(4):511-514.



• 1999-2009
• Mainly low/intermediate risk
• RP (553) vs RT (545) vs active monitoring (545)
• FU 10
• PSA 4.6
• Screen detected cancer 76%
• All cause mortality 10.1 vs 10.3 vs 10.9 per 1000 

(p=.87)
• PCSM 0.9 vs0.7 vs 1.5 per 1000 (p=.48)
• Progression 8.9 vs 9 vs 22.9 per 1000 (p<0.001)
• Mets 2.4 vs 3 vs 6.3 per 1000 (p=.004) 

N Engl J Med. 2016 Oct 13;375(15):1415-1424



ΝΟΣΟ 
ΧΑΜΗΛΟΥ 
ΚΙΝΔΥΝΟΥ



intermediate risk subgroup: 
• Death from any cause RR: 0.71; 95% CI: 0.53-

0.95)
• death from PCa (RR: 0.38; 95% CI: 0.23-

0.62) 
• distant metastases (RR: 0.49; 95% CI: 0.32-

0.74) 

Significantly reduced



intermediate risk
• all-cause mortality (HR: 0.69 [95% CI: 0.49-

0.98])
• death from PCa (0.50; 95% CI: 0.21-1.21)

among men with intermediate-risk tumours, RP significantly reduced all-cause mortality (HR: 0.69 [95% CI: 
0.49-0.98]), but not death from PCa (0.50; 95% CI: 0.21-1.21) at ten year 

Only patients with serum PSA > 10 ng/mL or high-risk PCa had a significant OS benefit from RP, with 
a RR reduction in mortality of 33% and 31% 



ΝΟΣΟ 
ΕΝΔΙΑΜΕΣΟΥ 

ΚΙΝΔΥΝΟΥ



Eur Urol 2013 Jan;63(1):88-96.

At 15 yr after diagnosis, the cumulative risk of PCa death was 8.9% (95% confidence 
interval [CI], 7.4–10.5) for low-risk disease; 19.6% (95% CI, 18.0–21.2) for intermediate-
risk disease; 35.5% (95% CI, 34.2.2–36.8) for high-risk disease



Eur Urol. 2017 Mar;71(3):381-388.



Eur Urol. 2017 Jul;72(1):125-134.

Mortality rate ratio for death from prostate cancer (PCa) (orange) and all causes (blue) with 95% confidence interval in men with very high-risk 
(local clinical stage T4 and/or prostate-specific antigen [PSA] level 50–200 ng/ml, any N, and all M0) or locally advanced (local clinical stage T3 and 
PSA level 







Eur Urol. 2016 Jul;70(1):21-30.

The risk of overall (10 studies, aHR 1.63, 95% confidence 
interval 1.54–1.73, p < 0.00001; I2 = 0%) and prostate 
cancer-specific (15 studies, aHR 2.08, 95% confidence 
interval 1.76–2.47, p < 0.00001; I2 = 48%) mortality were 
higher for patients treated with radiotherapy compared with 
those treated with surgery.



ΝΟΣΟ 
ΥΨΗΛΟΥ 

ΚΙΝΔΥΝΟΥ









ΘΕΤΙΚΑ ΧΕΙΡΟΥΡΓΙΚΑ ΟΡΙΑ



J Urol 2007 Oct;178(4 Pt 1):1306-10.



Prostate Cancer and Prostatic Diseases (2010) 13, 28–33

men with CI had a higher likelihood of BCR than did
the men with pT2/SM– (Po0.0001), were
comparable with those with pT2/AM þ and
pT3a/SM– (P ¼ 0.614 and 0.318), but better than
those with pT3a/SM þ (P ¼ 0.044), after adjusting
for the pre-operative PSA and Gleason score on the
pathology



EUROPEAN UROLOGY 65 (2014) 303–313 



Urology 2010 Nov;76(5):1206-9

A strong association was noted between 
biochemical recurrence and the GS at the 
positive surgical margin (P = .007)



J Urol 2010 Jun;183(6):2213-8

PSM is associated with an increased risk of 
PCSM, although it only reached statistical 
significance in those with higher grade tumors 
(HR for PSM: 1.97, 95% CI 1.41 – 2.76); pT3a 
tumors (HR for PSM: 2.42, 95% CI 1.58 – 3.72) 
and for those tumors that are both pT3a and 
higher grade (HR for PSM: 2.72, 95% CI 1.62 –
4.54)



On multivariable analysis BCR was associated 
with an increasing length of +SM (<or=10 mm 
versus >10 mm; hazard ratio 2.15; 95% 
confidence interval 1.12, 4.15; P = 0.022).

Histopathology. 2010 Mar;56(4):464-71



J Urol 2010 Apr;183(4):1360-5.

The probability of a positive surgical margin was 40% for a 
surgeon with 10 prior cases, which decreased to 25% for a 
surgeon with 250 (absolute difference 15%, 95% CI 11 to 
18)



J Urol 2011 Aug;186(2):511-6.



Eur Urol 2012 Sep;62(3):382-404



• There were 170 cases (38.8%) of low-risk PCa and tumors 
were upgraded in 111 patients (65.3%). 

• Only prostate specific antigen (PSA) and the proportion of 
positive cores (P+) were independent predictors of 
tumor upgrading.

Curr Urol. 2017 Aug;10(3):118-125.



Urology 2003 Mar;61(3):589-95

example using the CPDR nomograms:
• 62-year-old man 
• PSA of 4.1 ng/mL 
• biopsy Gleason sum 6, with at least 60% of his biopsy cores 

positive (at least 6 of 10 total cores)
• Probability: 

• OC disease 52%
• Cap 39%
• SV 5%
• N 5%.



BJU 2017 May;119(5):676-683



Biochemical progression-free survival; total number of events 
(biochemical progression, clinical progression, or death) was 198 
of 502 patients who received immediate irradiation compared 
with 311 of 503 patients on the wait-and-see policy

Clinical progression-free survival; total number of 
events (clinical progression or death) was 157 of 502 
patients who received immediate irradiation 
compared with 181 of 503 patients on the wait-and-
see policy. 

Overall survival; total number of events (death) was 130 
of 502 patients who received immediate irradiation 
compared with 115 of 503 patients on the wait-and-see 
policy. HR=hazard ratio.

Lancet. 2012 Dec 8;380(9858):2018-27



J Clin Oncol. 2007 Sep 20;25(27):4178-86

• Margin status assessed by review pathology was the 
strongest predictor of prolonged biochemical disease-free 
survival with immediate postoperative radiotherapy 
(heterogeneity, P .01)

• by year 5, immediate postoperative irradiation could 
prevent 291 events/1,000 patients with positive margins 
versus 88 events/1,000 patients with negative margins. 

• The hazard ratio for immediate irradiation was 0.38 (95% CI, 
0.26 to 0.54) and 0.88 (95% CI, 0.53 to 1.46) in the groups 
with positive and negative margins, respectively



Eur Urol. 2013 Jul;64(1):19-25

• Ten-year Kaplan-Meier estimates for BCR-free 
survival were 82% for margin-negative patients, 72% 
for patients with sPSMs, and 59% for patients with 
mPSMs (p<0.0001). 

• Time to metastatic disease, CRPC, PCa-specific 
mortality (PCSM), or all-cause mortality did not differ 
significantly among the three groups (p=0.991, 
p=0.988, p=0.889, and p=0.218, respectively). 

• On multivariable analysis, sPSMs and mPSMs were 
associated with BCR (hazard ratio [HR]: 1.711; 
p=0.001 and HR: 2.075; p<0.0001), but sPSMs and 
mPSMs could not predict metastatic disease 
(p=0.705 and p=0.242), CRPC (p=0.705 and 
p=0.224), PCSM (p=0.972 and p=0.260), or all-cause 
death (p=0.102 and p=0.067).



Eur Urol 2014 Mar;65(3):546-51.

The 1- and 3-yr UC recovery was 51% and 
59% for patients submitted to aRT versus 
81% and 87% for patients not receiving aRT, 
respectively (p<0.001).

Patients treated with aRT had a 1.6-fold 
higher risk of incontinence



Continence definition after radical prostatectomy using 
urinary quality of life: evaluation of patient reported 
validated questionnaires. 

J Urol. 2010 Apr;183(4):1464-8



Eur Urol 2012 Sep;62(3):405-17.



Eur Urol. 2017 Jun;71(6):936-944.



Int J Urol 2013 Nov;20(11):1052-63.



Urinary incontinence after robot‐assisted radical prostatectomy: Pathophysiology and intraoperative techniques to 
improve surgical outcome

Int J Urol 2013 Nov;20(11):1052-63.



Curr Urol Rep. 2017 Sep;18(9):71



J Urol 2012 Apr;187(4):1346-51



Στυτική 
δυσλειτουργία 
μετά από ριζική 
προστατεκτομή



Unadjusted trajectory plots of sexual function (A to C) and urinary incontinence 
(D to F ) EPIC-26 domain scores as function of time stratified by degree of NS, age 
and baseline sexual function.

J Urol 2018 May;199(5):1202-1209



Eur Urol 2016 Aug;70(2):301-11



PatientsNerve sparing did not increase the risk 
of positive surgical margins in patients 
with pT2 (RR 0.92, 95% CI 0.75–1.13) 
or pT3 disease (RR 0.83, 95% CI 0.71–
0.96), potentially due to appropriate 
patient selection.

J Urol 2017 Oct;198(4):760-769



NERVE SPARING 
RADICAL 

PROSTATECTOMY



BJU Int 2017 May;119(5):676-683



Prostate Cancer and Prostatic Dis. 2005;8(2):133-9



Robotic assisted laparoscopic radical prostatectomy was changed to a more 
preservable neurovascular bundle sparing procedure in 53 patients (57%) and 
changed to a more aggressive neurovascular bundle resecting procedure in 40 
patients (43%). 
For the patients with a change to more conservative surgery, the appropriateness 
was 91%. 



PLoS One 2019 Jan 7;14(1):e0210194.



J Sex Med 2010 Jul;7(7):2521-31.



Eur Urol 2015 Oct;68(4):692-704

• avoiding damage to the nerves around the prostate 
improves urinary continence in the first 6 mo after surgery. 

• After this time, there is no difference in continence between 
men who had these nerves removed and those who had 
them saved



ΛΕΜΦΑΔΕΝΕΚΤΟΜΗ ΣΤΟΝ ΚΑΡΚΙΝΟ ΤΟΥ 
ΠΡΟΣΤΑΤΗ

Γιατί Πότε Πως



Eur Urol 2012 Jun;61(6):1132-8

Performance characteristics of computed tomography scan in predicting lymph 
node invasion in 1541 patients treated with radical prostatectomy and extended 
pelvic lymph node dissection at a single institution between 2003 and 2010y



Clinical Radiology (2008) 63, 387e395



Eur Urol. 2013 Jun;63(6):1040-8





πότε

EAU Using the Briganti nomogram, 
Memorial Sloan Kettering Cancer 
Center, or Roach Formula, a risk 
of nodal metastases of >5% is an 
indication to perform an 
extended PLND

AUA “Generally reserved for patients 
with higher risk of nodal 
involvement”

NCCN Recommends the Memorial Sloan 
Kettering Cancer Center 
nomogram with using 2% risk of 
positive nodes as a cutoff for 
performing a PLND



Eur Urol. 2012 Mar;61(3):480-7



PLND



πως

EAU Extended PLND including removal of 
the nodes overlying the external iliac 
artery and vein, the nodes within the 
obturator fossa located cranially and 
caudally to the obturator nerve and 
the nodes medial and lateral to the 
internal iliac artery

AUA No recommendations

NCCN Extended technique, including removal 
of all node-bearing tissue from an area 
bounded by the external iliac vein 
anteriorly, pelvic side wall laterally, 
bladder wall medially, floor of pelvis 
posteriorly, Cooper's ligament distally 
and internal iliac artery proximally



Έξω λαγόνιο 38% Έσω λαγόνιο 25% Προιερή 8% Παραορθικά 16% Παραορτικά 12%



Patients undergoing excision of at least 4 lymph nodes (node-positive and node-negative patients) or more than 10 
nodes (only node-negative patients) had a lower risk of prostate cancer-specific death at 10 years than did those who 
did not undergo lymphadenectomy Urology 2006;68:121–5



CONCLUSIONS:
Biochemical relapse is likely in 
patients with limited nodal disease 
after radical prostatectomy and pelvic 
lymph node dissection, but for 46% of 
patients this does not imply death from 
prostate cancer. Patients with 1 
positive node have a good (75%) 10-
year cancer specific survival 
probability and a 20% chance of 
remaining biochemical relapse-free 
even without immediate adjuvant 
therapy.

J Urol 2014;191: 1280–5.



By multivariable analyses, the number of RLNs independently predicted lower 
CSM rate (hazard ratio [HR]: 0.93; p = 0.02). Other predictors of CSM were 
Gleason score 8–10 (HR: 3.3), number of positive nodes (HR: 1.2), and aRT
treatment (HR: 0.26; all p 0.006). Eur Urol 2014;67:212–9.







J Clin Oncol 2014;32:3939–47

Conclusion The beneficial impact of aRT on survival in patients with pN1 prostate cancer is highly influenced by tumor characteristics. 
Men with low-volume nodal disease ( two PLNs) in the presence of intermediate- to high-grade, non–specimen-confined disease and 
those with intermediate-volume nodal disease (three to four PLNs) represent the ideal candidates for aRT after surgery



Lancet2016 Sep 10;388(10049):1057-1066.

• first controlled study comparing open radical prostatectomy and RARP
• RARP cases were performed by one surgeon having a 200-case experience as compared with 

1500-case experience for the open radical prostatectomy surgeon
• Primary endpoints: urinary function and sexual function assessed by the EPIC questionnaires 

nss
• robot-assisted laparoscopic prostatectomy showed a significantly lower crude rate of 

biochemical progression compared with open radical retropubic prostatectomy within 24 
months of the surgical procedure

• Secondary endopoints favoring RARP: operative time, mean blood loss, hospital stay, lower 
pain day 1 and day 6, higher physica quality of life

• no significant difference in radiological progression or use of further oncological treatments.
• conclusion: one surgeon doing RARP obtains good and similar functional outcomes 

compared with those obtained by another experienced open radical prostatectomy surgeon



Eur Urol. 2018 Apr;73(4):618-627

• prospective data collection of Swedish Pca pts- no randomization 
• 1792 pts RARP vs 753 RRP
• 50 surgeons from 14 centers (7 perform RARP -7 perform RRP)



OPEN VS LAP VS 
ROBOTIC 
SURGERY



Σας ευχαριστω πολύ



no good-quality evidence indicating that any form of PLND 
improves outcomes compared to no PLND

PLND was associated with significantly worse intraoperative 
and perioperative outcomes compared to no PLND i

PLND may in theory be curative for particular patients with 
limited nodal involvement that is entirely removed at the time 
of surgery (direct effect) only retrospective studies confirm this

PLND may represent a stratification tool for identification of 
patients who benefit from adjuvant treatments that improve 
survival outcomes



Eur Urol. 2012 Mar;61(3):480-7.

https://www.ncbi.nlm.nih.gov/pubmed/22078338






Health status 
screening test



Decision tree for 
health status 

screening (men 
> 70 years) 



Eur Urol. 2013 Jan;63(1):88-96.

https://www-ncbi-nlm-nih-gov.ezp-prod1.hul.harvard.edu/pubmed/22902040










ΣΚΟΠΟΣ ΤΗΣ ΛΕΜΦΑΔΕΝΕΚΤΟΜΗΣ

Διαγνωστικά

σταδιοποίηση

Πρόγνωση 

ενημέρωση

Θεραπευτικά

Άμεσα ?

έμμεσα



ΔΙΑΓΝΩΣΤΙΚΟΣ/ΣΤΑΔΙΟΠΟΙΗΣΗ

• Πρόγνωση
• Ενημέρωση ασθενούς
• Έναρξη άμεσης επικουρικής θεραπείας
• Σχεδιασμός επικουρικής θεραπείας













Eur Urol 2016 Aug;70(2):301-11



Eur Urol. 2013 Mar;63(3):450-8.

https://www-ncbi-nlm-nih-gov.ezp-prod1.hul.harvard.edu/pubmed/22795517










J Urol. 2009 Mar;181(3):956-62.

https://www-ncbi-nlm-nih-gov.ezp-prod1.hul.harvard.edu/pubmed/?term=J+Urol+2009;181:956%E2%80%9362.




BJU Int. 2013 Jul;112(1):60-7.

https://www-ncbi-nlm-nih-gov.ezp-prod1.hul.harvard.edu/pubmed/23759009


2012 BJU INTERNATIONAL | 110, 771–77





Eur Urol. 2017 Jun;71(6):936-944.

https://www-ncbi-nlm-nih-gov.ezp-prod1.hul.harvard.edu/pubmed/27720536






JAMA. 1997 May 14;277(18):1445-51.

https://www-ncbi-nlm-nih-gov.ezp-prod1.hul.harvard.edu/pubmed/9145716












Cancer. 2006 Jul 1;107(1):54–59

The ultimate goal of RP is
cancer control with little to no morbidity. The special-
ized training obtained during a urologic oncology fel-
lowship affords surgeons an opportunity to study in
depth the art and science of prostate cancer treatment
and thus achieve cancer control rates and surgical
outcomes similar to those of more experienced sur-
geons





Certainly the surgeon PROSTATE CANCER 831 performing these 
operations is very experienced and may have a “sixth sense” in 
combining his clinical knowledge with the results from imaging. 
Also, because the neurovascular bundle is posterior, MR 
imaging may be more accurate at this site. However, I have 
operated on a number of patients who underwent this imaging 
in both San Francisco and New York and did not find that it was 
particularly helpful to me. As the study by Dhingsa et al pointed 
out, I found more cases with false-positive findings than true 
positives. We have recently looked at 100 of my cases in which 
there was pathological evidence of extraprostatic extension in 
the area of the neurovascular bundle. Based on the findings at 
surgery, I preserved the neurovascular bundle on that side in 
84% of the patients; the margins were positive in only 6%. For 
this reason, I have relied upon the findings at surgery to guide 
my decision about preservation of the neurovascular bundles. 
There is no question that we need better imaging of prostate 
cancer. However, I question whether MR imaging and MR 
spectroscopy are achieving this goal at the present time. Patrick 
C. Walsh, M.D.

J Urol. 2005 Mar;173(3):831-2.

https://www-ncbi-nlm-nih-gov.ezp-prod1.hul.harvard.edu/pubmed/15711281




ΡΙΖΙΚΗ ΠΡΟΣΤΑΤΕΚΤΟΜΗ

• Χαμηλού κινδύνου Χειρουργική θεραπεία vs ενεργός 
παρακολούθηση

• Ενδιάμεσου κινδύνου
• Υψηλού κινδύνου



• 71 ετών,
• Ύψος 1,68
• Βάρος 92
• Καπνιστής
• Όγκος προστάτου 90 κεκ
• Υπέρταση,ΣΔ
• Χολοκυστεκτομή

• Βιοψία
• GS 3+3, Αρ 2/6, Δε 0/8, 
• Όχι περινευρική διήθηση
• Όγκος προστάτου 90 κεκ



Journal of Nursing Education and Practice, May 2012, Vol. 2, No. 2 





World J Urol. 2014 Dec;32(6):1401-9.

https://www-ncbi-nlm-nih-gov.ezp-prod1.hul.harvard.edu/pubmed/24362883










It is humbling to realize that even today basic anatomy 
may not be known or understood.

PATRICK C. WALSH, 1998
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