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Abstract

Introduction: Prostate cancer is a serious public health issue affecting more and more men. Using PSA and periodic 
urologic exams more and patients are diagnosed in an early stage and may benefit from a curative treatment.
Retropubic radical prostatectomy, external beam radiation therapy and brachytherapy are the curative options.
Materials and method: The experience of a single surgical team from Central Military Hospital representing 50 cases 
was analyzed in terms of PSA level at diagnose moment, preoperative and postoperative staging, preoperative and 
postoperative Gleason score, intraoperative complications and also precocious and late postoperative complications 
and oncologic outcomes. Besides those aspects, we have analysed surgery related parameters.
Results: Favorable outcomes were obtained in most cases with mild to moderate intraoperative complications (blood 
loss), early postoperative complications (hematuria, urinary tract infection, lymph drainage) or late postoperative 
complications (erectile dysfunction and urinary incontinence).
Conclusions: Radical prostatectomy remains the gold standard treatment for patient with localized prostate cancer 
and in some cases for local advanced prostate cancer. It provides good oncological outcome with manageable com-
plications.

Key words: complications, erectile dysfunction, incontinence, PSA, radical prostatectomy



nr. 1 / 2015 • vol 14 Revista Română de Urologie 29

C
lin

ic
al

 s
tu

d
ie

sIntroduction
Nowadays prostate cancer is one of the first three 

cancers, in terms of incidence, that occur among male 
population besides lung and colon cancer. [1, 4]

A steady and significant growth of newly diagnosed 
patients has been recorded during the last twenty 
years especially due to the more and more aggressive 
PSA usage as a diagnostic tool. General practitioners 
recommend a urological exam for every male patient 
over 50 years of age regardless of the presence or ab-
sence of symptoms. [1,4]

More and more patients are diagnosed in an early 
stage being eligible for a curative therapeutic solution. 
Radical prostatectomy alongside radiation therapy 
with its variants (eBRT, IMRT, brachytherapy, etc) are 
the prime options providing good oncological control 
and good outcome. Radical prostatectomy can still be 
considered gold standard when taking count of other 
significant aspects such as the cost or patient’s psychic 
status. [1]

Materials and method
We have analyzed the experience of a single surgi-

cal team from the Urology Clinic at the Central Military 
Hospital regarding radical prostatectomy between Jan-
uary 2009 and February 2015. Fifty radical prostatecto-
mies were carried on during this period for patients 
with localized or advanced prostate cancer. Those fifty 
patients were analysed in terms of PSA level at diag-
nose moment, preoperative and postoperative stag-
ing, preoperative and postoperative Gleason score, 
intraoperative complications and also early and late 
postoperative complications and oncologic outcomes. 
Besides those aspects we have analysed surgery relat-
ed parameters. [8,9]

Patients mean age was 63.09 years ranging be-
tween 51 to 78 years of age. We haven’t taken into 
consideration the general life expectancy for men in 
Romania which is 69 years, even though international 
recommendations impose a minimum ten years life ex-
pectancy as strict inclusion criteria. We had several cas-
es when severe pulmonary or cardiovascular comor-
bidities made surgery inapropiate. Another three cases 
had synchronous prostate adenocarcinoma with other 
neoplasia which made radical prostatectomy pointless 
in terms of a cancer free outcome. [1,4]

Major diagnosis criteria for prostate adenocarcino-
ma were: anamnesis, total PSA and free PSA levels, dig-
ital rectal exam and transrectal ultrasonography, which 

was usually performed when prostatic biopsies were 
obtained. [1,4]

41 patients (82%) were diagnosed trough of tran-
srectal prostatic biopsy while the other nine patients 
were diagnosed postoperative- eight after transure-
thral resection of the prostate and one after open 
transvesical adenomectomy which generated major 
surgical difficulties  when the bladder neck and the 
prostate were dissected. [4]

Prostate volume varied between 25 and 73 cc with a 
medium prostatic volume of 43 cc without taking into 
consideration patients that prior have benefited of en-
doscopic surgery. [4]

PSA levels between 0 and 4 ng/ml was recorded in 
seven cases, 28 cases had PSA levels in the gray zone 
between 4 and 10 ng/ml, 13 patients had PSA levels 
ranging between 10 and 20 ng/ml. Maximal level of 
PSA recorded at our patients was 23 ng/ml. There were 
two cases which have had PSA levels above 20 ng/ml. 
Those two patients were classified postoperative as 
pT3b - locally advanced. [1,4,8]

Mean Gleason score, which is an important prog-
nosis factor, was between 5-7 at 42 patients.  Low risk 
prostate adenocarcinoma which meant Glean 2-4 was 
recorded in three cases. Five patients were included in 
high risk and very high risk groups with Gleason score 
8. Patients diagnosed with Gleason 9 score were not 
considered suitable for surgery. [1,4]

Biopsy cores varied between six and 12 but we had 
patients with as much as 32 biopsy cores due to prior 
negative biopsies or PIN high grade with subsequent 
PSA level still growing regardless of antibiotic and an-
ti-inflammatory treatment. [4]

every patient with a PSA level grater than 10 ng/ml 
undergone a bone scan to prove the absence of bone 
metastasis. every patient regardless of PSA level had a 
pelvic CT scan or a pelvic MRI if PSA was greater than 
15 ng/ml in order to evaluate extra capsular extension 
of the disease.  This PSA level when we decided that 
MRI should be performed instead CT scan was arbitrary 
chosen. [3,6]

Surgery was performed at six to eight weeks after 
the transrectal biopsy and 12 weeks after the transure-
thral resection of the prostate in order to leave time for 
the prostatic inflamation  to reduce as much as possi-
ble. General anesthesia was chosen for all fifty patients. 
[4]

Pelvic lymph node dissection was performed at al-
most all patients. We used extended lymph node dis-
section when patients were included in high or very 
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s high risk groups. Initially we performed extemporane-
ous histopathological examination in order to confirm 
lack of lymph node involvement. We examined be-
tween 10 to 20 lymph nodes.

Nowadays we rarely perform extemporaneous ex-
amination as lymph node involvement doesn’t stop the 
procedure but shows the need for subsequent treat-
ment that influences the outcome. [1,2]

Walsh surgical technique was chosen with nero-
vascular bundle preservation when it was possible. 
Urethro-vesical anastomosis was realized using four to 
six resorbable sutures excepting three cases when no 
sutures could be placed due to the short urethra left af-
ter the prostatic excision. Those three cases were man-
aged by gentle traction of the urethro-vesical catheter 
and maintaining the catheter for 14 days compared to 
7 to 10 days as we did on the other cases. [4,10]

Results
Mean operating time was 130 minutes ranging be-

tween 100 minutes and 300 minutes for the patient 
diagnosed with prostate adenocarcinoma after open 
transvesical adenomectomy. Blood loss ranged be-
tween 400 milliliters and 2500 milliliters. 10 patients 
which represent 20% of all patients needed blood 
transfusion. [4]

75% (37) patients maintained preoperative TNM 
classification. 10 patients had a more aggressive dis-
ease than it was diagnosed before surgery and three 
patients had a lower Gleason score than previously af-
firmed. [8]

Urethro-vesical catheter was maintained between 7 
to 10 days accordingly to the quality and the technical 
difficulty of the urethro-vesical anastomosis. [4]

Most of the patients had a quick mobilization at 48 
hours postoperative. Pelvic drainage tube was extract-
ed when drainage became inefficient, usually at 48 
to 72 hours excepting few cases with lymph drainage 
when the tube was kept for five days. Our patients had 
oral antibiotic therapy beginning with the second days 
after the surgery excepting the few cases with wound 
infection. [8]

early complications were: gross hematuria (four 
cases) which spontaneously remitted in 24 to 48 hours, 
wound infection (three cases), prolonged lymphatic 
pelvic drainage  (eight cases), urinary tract infection (10 
patients), pulmonary embolism with subsequent death 
of the patient (one case). [8]

During the first year after the surgery nine patients 

developed moderate or severe LUTS caused by blader 
neck sclerosis or urethral stricture which were man-
aged trough endoscopical procedures.  Two cases de-
veloped urinary fistula during the first 72 hours after 
prostatectomy both needing surgery in order to per-
form a new urethro-vesical anastomosis. [4,8]

Late complications recorded were urinary inconti-
nence and erectile dysfunction. Following data were 
analysed at one year after the surgery, only 39 patients 
being included in the evaluation. Urinary incontinence 
was evaluated by the number of pads used by the pa-
tient.  79.48% (31 patients) affirm that they do not use 
any incontinence pads. Five patients (12,82%) use only 
one pad a day and lose urine only when changing posi-
tions or when sneezing or coughing. Three patients af-
firmed moderate urinary incontinence using 2-3 pads 
a days. [4,5,8]

Out of the eight patients with a degree of urinary 
incontinence five patients undergone surgery with 
placing a suburehtral transobturatory mesh similar to 
the technique used when treating female stress incon-
tinence, with very good results and lack of symptoms 
in four cases. [5]

erectile function was assessed using anamnesis 
and standardized questionnaires. 68.42% (13 out of 19 
patients) of the patients with surgical bilateral neuro-
vascular bundles preservation affirmed satisfactory 
erections while only 33% (four out of 12 patients) with 
unilateral bundle preservation affirmed satisfactory er-
rection. In eight cases due to oncological reasons or in-
traoperative bleeding neurovascular bundles were not 
preserved. All patients that benefited a nerve sparing 
surgery were set on 5 PDe inhibitors. [4,8]

Postoperative follow-up was performed by mea-
suring PSA at three months then six and 12 months 
after the surgery.  Out of the 39 patients that have over 
passed the one year follow-up 87.18% (34 patients) 
have PSA levels lower than 0,01 ng/ml. Five patients 
benefited of external beam radiation therapy or hor-
mone therapy that ensure PSA levels lower than  0,09 
ng/ml. [1,8,9]

Conclusions
Retropubic radical prostatectomy is the gold stan-

dard in treating localised and in some cases local ad-
vanced prostate cancer. Surgery provides a good out-
come and disease free survival if surgical indication 
and technique are correct.

Functional and oncologic outcomes depend also 
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son correct follow-up.
We consider that radical prostatectomy is an option 

even for older patients provided that the patient’s bio-
logical status is good and no severe comorbidities are 
associated.

Surgery may provide better psychic status com-
pared to active surveillance or other curative options.

Selection criteria are well known and strict but we 
consider that in particular cases criteria may be over-
looked if that is for the sake of the patient and not for 
the surgeon’s ego.

Follow-up period is short and patients need strict 
surveillance in order to evaluate surgical outcome and 
a correct complications management.
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