
E U R O P E A N U R O L O G Y O P E N S C I E N C E 4 4 ( 2 0 2 2 ) 1 3 – 1 4
avai lable at www.sciencedirect .com

journal homepage: www.eu-openscience.europeanurology.com
Open to Debate: For

Pelvic Lymph Node Dissection at the Time of Radical Prostatectomy:
Extended, of Course
Giorgio Gandaglia *, Francesco Barletta, Francesco Montorsi, Alberto Briganti

Unit of Urology/Division of Oncology, Gianfranco Soldera Prostate Cancer Lab, IRCCS San Raffaele Scientific Institute, Milan, Italy; Vita-Salute San Raffaele
University, Milan, Italy
Article info

Article history:
Accepted May 26, 2022

Associate Editor:
Guillaume Ploussard

Clinical guidelines recommend performing an extended pel-
vic lymph node dissection (ePLND) at the time of radical
prostatectomy (RP) in patients with prostate cancer (PCa)
at higher risk of lymph node invasion (LNI) according to
preoperative stratification tools [1]. Of note, ePLND is asso-
ciated with a longer operative time and the risk of compli-
cations associated with this procedure can be as high as
15% [2]. The likelihood of experiencing adverse periopera-
tive outcomes varies according to the extent of the proce-
dure itself [2]. That being said, an anatomically defined
ePLND that includes removal of at least the external iliac,
obturator, and internal iliac nodes plays a key part in the
surgical management of selected PCa patients for the fol-
lowing reasons.

First, ePLND represents the only available procedure that
allows for reliable nodal staging. Despite the great enthusi-
asm for the use of prostate-specific membrane antigen
(PSMA) positron emission tomography/computed tomogra-
phy (PET/CT) as an upfront staging procedure, this imaging
modality has low sensitivity for detection of microscopic
nodal metastases [3]. This is key, since in approximately
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60% of all contemporary patients with pN1 disease treated
at our institution the maximum diameter of nodal metas-
tases is �5 mm. Therefore, negative PSMA PET/CT imaging
cannot replace ePLND, especially in men with higher-risk
disease, since the accuracy of PSMA PET/CT decreases as
the risk of LNI increases [4]. PSMA PET/CT can instead be
used in addition to LNI risk tools to further optimize candi-
date selection and the anatomical extent of ePLND [5].
Moreover, PSMA radioguided ePLND has also shown subop-
timal sensitivity in detecting all micrometastatic nodal dis-
ease [6]. For all these reasons, there is no imaging-based
approach that can currently replace ePLND as far as nodal
staging is concerned.

Second, exact knowledge of the true nodal status and of
the number of positive lymph nodes gleaned from ePLND
has crucial implications for the selection of patients who
should be considered for additional therapies [1,7,8]. Men
with pN1 disease represent a heterogeneous patient group
who may undergo different postoperative approaches, pro-
vided reliable and accurate nodal staging is obtained at the
time of surgery. In this context, it should be highlighted that
results from the RADICALS, GETUG-AFU 17, and RAVES trials
testing the role of adjuvant versus early salvage radiother-
apy (RT) cannot be extrapolated to men with pN1 disease
since this population was almost not represented in these
studies [9–11]. Therefore, for optimal use of RT in these
patients we need to mainly rely on retrospective evidence,
which invariably involved heterogeneous outcomes. For
example, while some of these men can be initially observed
after surgery (namely, those with a limited burden of nodal
invasion and undetectable postoperative prostate-specific
antigen), as also recommended by current guidelines, in
others (namely, those with higher nodal burden) a ‘‘wait
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and see’’ protocol, even if followed by timely administration
of early salvage RT, is associated with a detrimental effect
on survival [12]. Similarly, the use of androgen deprivation
therapy immediately after surgery improves patient out-
comes, especially in those with more adverse features [8].
Therefore, the exact knowledge of the true nodal status
and of the extent of nodal dissemination given by ePLND
is essential for tailoring the optimal management for these
men [13].

Third, it has been hypothesized that ePLND might even
have oncological benefits [14]. However, two randomized
controlled trials (RCTs) failed to prove a significant impact
of ePLND over limited PLND on early oncological outcomes
[15,16]. Despite the scientific validity of both studies, issues
related to significant variability in the anatomical extent of
PLND, relatively short follow-up, and the inclusion of a high
proportion of men with low probability of experiencing LNI
and adverse outcomes could have undermined the effect of
ePLND over a limited approach. To support this hypothesis,
it is worth reporting that Lestingi et al. [15] observed better
oncological control in the ePLND arm for patients with pre-
operative biopsy grade group 3–5, with a 52% reduction in
the risk of biochemical recurrence. This is also indirectly
confirmed by the POP-RT trial, in which RT treatment of
nodal areas in men with LNI risk �20% and adequate fol-
low-up was associated with significantly better biochemi-
cal- and metastases-free survival rates [17]. Moreover,
previous retrospective studies demonstrated that removal
of a higher number of nodes was associated with better dis-
ease control among patients with pN1 disease [14]. Thus, it
is plausible that the benefit from ePLND may mainly be
experienced by patients with a higher risk of LNI. Finally,
it has been suggested that more extensive dissection at
the time of RP reduces the risk of salvage RT failure for
men with biochemical recurrence, thus supporting the
importance of maximizing pelvic disease control to improve
outcomes [18].

In conclusion, although available RCTs failed to show an
oncological benefit associated with ePLND at the time of RP
in PCa patients, this procedure still represents the only stag-
ing procedure able to accurately identify LNI. The accurate
knowledge of the real number of positive lymph nodes that
can be obtained only by performing an anatomically defined
ePLND has important implications for postoperative man-
agement and patient counseling. Indeed, information
gained via staging may ultimately translate to better patient
outcomes because of timely administration of postoperative
treatments. Similarly, in men with more favorable charac-
teristics, ePLND might also play a therapeutic role by max-
imizing local disease control while decreasing postoperative
treatment intensification at the same time.
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