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Pelvic Lymph Node Dissection at the Time of Radical Prostatectomy:
Extended? Of Course Not!
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The European Association of Urology (EAU) guidelines rec-
ommend performing extended pelvic lymph node dissec-
tion (e-PLND) in patients with high- and intermediate-risk
prostate cancer patients when the estimated risk of positive
lymph nodes exceeds 5% [1]. However, there is little evi-
dence for any oncological benefit from e-PLND during radi-
cal prostatectomy (RP), while there is clear evidence of
greater surgical complications including lymphocele, lym-
phorrhoea, lower limb lymphoedema, thromboembolism,
and obturator nerve or ureteral injury [2]. Although the role
of e-PLND during RP is well defined by EAU guidelines,
many surgical experts do not adhere to these guidelines.

Here we discuss why the practice of e-PLND during RP is
unnecessary, with no oncological benefit on the one hand
and significant operative risk on the other. We critically
appraise the available data.

Despite EAU guidelines giving strict indications for e-
PLND, the practice of any PLND during RP and the extent
of dissection are largely dependent on individual surgeon
preference. An audit of the British Association of Urological
Surgeons national database on patients with high-risk loca-
lised prostate cancer who underwent RP in 2014-2015

(n = 3196) showed that e-PLND was performed in only a
minority (36.3%), limited templates were used almost as
frequently (27.7%), and no nodal dissection performed in
almost one-third of cases (32.7%) [3]. Even when e-PLND
was performed, the median nodal counts were compara-
tively low (12 for open, 15 for laparoscopic, and 12 for
robotic RP), suggesting a reluctance among surgeons to per-
form a true extended dissection. This surgical hesitancy was
confirmed in a US randomised controlled trial (RCT) that
showed little difference in nodal yields between limited
PLND and e-PLND (12 vs 14) [4]. While lymph counts are
a poor surrogate for the extent of PLND, the lack of signifi-
cant difference in counts suggest that an extended template
is not commonly performed by RP surgeons, even in the
USA.

The apparent lack of adherence to guidelines in real-
world practice may be because of a lack of clinical benefit
and the known risks of e-PLND. A Korean study showed that
e-PLND did not alter biochemical recurrence rates com-
pared to limited PLND, although the median follow-up
was only 36 mo and the analysis was subject to retrospec-
tive biases [5]. However, a recent, large, multi-institutional,
multinational study in patients with intermediate- and
high-risk prostate cancer failed to demonstrate improve-
ments in biochemical recurrence-free, metastasis-free,
and cancer-specific mortality-free survival rates among
patients who underwent e-PLND, even at 10 yr after RP
[6]. Many other studies have also failed to establish any
oncological benefit of e-PLND in RP, although they are lim-
ited by the lack of true extended template dissections being
performed. Hence, most studies that compare e-PLND to
either no or limited PLND may be comparing slightly more
PLND with slightly less or no PLND, making it difficult to
assess any true oncological benefit.
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What we do know from RCTs is that e-PLND is associated
with significant increases in operative time, intraoperative
complications, bleeding, and hospital stay. Lymphocele
development occurred significantly more often after e-
PLND compared to limited PLND (17% vs 8%), and clearly
omitting PLND altogether would result in no increased
operative time and, more importantly, no risk of lympho-
cele development [7]. In a well-conducted systematic
review, five studies showed higher perioperative complica-
tion rates in the e-PLND group compared to the limited
PLND group, while five other studies did not find any signif-
icant differences [8]. Similarly, the rate of lymphocele was
significantly higher in the e-PLND group in four studies,
while no differences were observed in four others. Lack of
difference in complication rates between e-PLND and lim-
ited PLND is again most likely because of the lack of true
extended dissection during e-PLND, with the resulting com-
parison of slightly more PLND with slightly less PLND. What
is clear is that any PLND, regardless of dissection template,
is associated with complications, with no evidence of any
therapeutic benefit. The question is therefore not how
extended should we go with our PLND but rather should
we do it at all?

While some would argue that PLND during RP provides
useful staging information, new imaging modalities such
as prostate-specific membrane antigen (PSMA) positron
emission tomography (PET) can identify small lymph nodes
of a few millimetres that were previously not detectable via
conventional imaging. While some lymphatic micrometas-
tases are “missed” by PSMA PET (sensitivity 40%), patients
can be treated with postoperative radiation (whole-pelvis
radiotherapy) if or when these nodes become PSMA PET-
positive without long-term consequences [9]. Ongoing
studies are evaluating whether PSMA PET can therefore
replace PLND for primary nodal staging given its detection
of all but the smallest lymphatic metastases [10].

In conclusion, e-PLND in RP provides pathological nodal
staging in RP patients, but whether this has any oncological
significance has yet to be demonstrated. Patients at high
risk of N1 disease are increasingly being offered novel imag-
ing with PSMA PET, which is currently under investigation
as a modality for primary nodal staging. While any postu-
lated benefit therefore of e-PLND remains uncertain, what
is apparent is its higher complication rates, including lym-

phocele, lymphorrhoea, lower limb lymphoedema, and
thromboembolism. Therefore, PLND should not be used in
the surgical management of prostate cancer as its risks out-
weigh any potential staging benefit.
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