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Study Need and Importance: Previous clinical
practice guidelines have recommended pelvic lymph
node dissection (PLND) as an integral part of
radical prostatectomy (RP) in intermediate-risk and
high-risk prostate cancer (PCa) to facilitate reliable
staging and guide treatment after prostatectomy.
With the availability of prostate-specific membrane
antigen positron emission tomography scans, it is
controversial whether PLND at the time of RP is
still the most reliable and accurate staging modality
for lymph node assessment. Furthermore, the
oncological benefit of PLND remains unclear.

What We Found: In this longitudinal multicenter
cohort study, we reviewed data of 2346 consecutive
patients with PCa (of whom 70% underwent a PLND
at the time of RP) and found out that extended lymph
node dissection was significantly associated with a
lower risk of a metastatic event in patients with
National Comprehensive Cancer Network/D’Amico
intermediate-risk (HR, 0.48, 95% CI, 0.25-0.90,
P = .023) and high-risk (HR, 0.57, 95% CI, 0.36-0.91,
P = .02) PCa and should therefore be consid-
ered in men undergoing RP. Our multivariable Cox
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proportional hazards regression demonstrated that
PSA, International Society of Urological Pathology
grade group, and pathological T-stage are further sig-
nificant prognostic variables for metastasis-free sur-
vival. However, there was no difference in recurrence-
free survival between men who had a PLND and those
who did not (HR, 1.07, 95% CI, 0.87-1.32, P = .52).
Limitations: Limitations of this study include lack
of randomization, its retrospective design, potential
for unmeasured confounding, and low number of
patients not having undergone PLND, especially in
high-risk cases.

Interpretation for Patient Care: Our study suggests
that there is a therapeutic benefit to be gained by
performing an extended PLND at the time of RP in
patients with National Comprehensive Cancer
Network/D’Amico intermediate-risk and high-risk
PCa. This is important for patient counseling when
deciding whether a PLND should be performed at the
time of RP. However, further research with more
uniform standardization to PLND and long-term
oncological data derived from randomized controlled
trials are required to substantiate these findings.

https://doi.org/10.1097/JU.0000000000004587
Vol. 214, 188-196, August 2025
Printed in U.S.A.

Copyright © 2025 American Urological Association Education and Research, Inc. Unauthorized reproduction of this article is prohibited.


mailto:marcalain.furrer@outlook.com
http://dx.doi.org/10.1097/JU.0000000000004587
http://www.auajournals.org/journal/juro
https://doi.org/10.1097/JU.0000000000004587
http://www.auajournals.org/jurology
http://crossmark.crossref.org/dialog/?doi=10.1097%2FJU.0000000000004587&domain=pdf&date_stamp=2025-04-28
https://www.auajournals.org/servlet/linkout?type=rightslink&url=startPage%3D188%26pageCount%3D9%26copyright%3D%26author%3DMarc%2BA.%2BFurrer%252C%2BNiranjan%2BJ.%2BSathianathen%252C%2BClancy%2BJ.%2BMulholland%252C%2Bet%2Bal%26orderBeanReset%3Dtrue%26imprint%3DWoltersKluwer%26volumeNum%3D214%26issueNum%3D2%26contentID%3D10.1097%252FJU.0000000000004587%26title%3DPelvic%2BLymph%2BNode%2BDissection%2Bin%2BProstate%2BCancer%253A%2BIs%2BIt%2BReally%2BNecessary%253F%2BA%2BMulticentric%2BLongitudinal%2BStudy%2BAssessing%2BOncological%2BOutcomes%2Bin%2BPatients%2BWith%2BProstate%2BCancer%2BUndergoing%2BPelvic%2BLymph%2BNode%2BDissection%2Bvs%2BRadical%2BProstatectomy%2BOnly%26numPages%3D9%26pa%3D%26oa%3D%26issn%3D0022-5347%26publisherName%3DWoltersKluwer%26publication%3Djuro%26rpt%3Dn%26endPage%3D196%26publicationDate%3D04%252F28%252F2025

,ATHE JOURNAL
"UROLOGY'

www.auajournals.org/journal/juro

Pelvic Lymph Node Dissection in Prostate Cancer: Is It
Really Necessary? A Multicentric Longitudinal Study
Assessing Oncological Outcomes in Patients

With Prostate Cancer Undergoing Pelvic Lymph Node
Dissection vs Radical Prostatectomy Only

Marc A. Furrer,"?3% Niranjan J. Sathianathen,’ Clancy J. Mulholland,’* Nathan Papa,®
Andreas Katsios,? Christopher Soliman,’® Nathan Lawrentschuk,'® Justin S. Peters,’3
Homi Zargar,1'3 Anthony J. Costello,"*® Christopher M. Hovens,*® Peter Liodakis,®
Conrad Bishop,®’ Ranjit Rao,"® Raymond Tong,’® Daniel Steiner,®> Declan G. Murphy,®®
Daniel Moon,®® Benjamin C. Thomas,'*® Philip Dundee,’*® Jeremy Goad,®®°

Jose Antonio Rodriguez Calero,' Bernhard Kiss,?> George N. Thalmann,? and Niall Corcoran

"Department of Urology, The University of Melbourne, The Royal Melbourne Hospital, Parkville, Victoria, Australia
2Department of Urology, University of Bern, Bern, Switzerland

SEpworth Healthcare, Melbourne, Victoria, Australia

“Department of Urology, Solothurner Spitéler AG, Kantonsspital Olten, and Buirgerspital Solothurn, Solothurn, Switzerland
®Department of Surgery, University of Melbourne, Parkville, Victoria, Australia

SAustralian Prostate Centre, North Melbourne, Victoria, Australia

7 Department of Urology, Western Health, Footscray, Victoria, Australia

8Genitourinary Oncology, Peter MacCallum Cancer Centre, Melbourne, Victoria, Australia

98t Vincent's Public Hospital, Victoria, Australia

"%lnstitute of Pathology, University of Bern, Bern, Switzerland

"ictorian Comprehensive Cancer Centre, Parkville, Victoria, Australia

Purpose: With the availability of prostate-specific membrane antigen positron
emission tomography scans, it is controversial whether pelvic lymph node
dissection (PLND) at the time of radical prostatectomy (RP) is still the most reliable
and accurate staging modality for lymph node assessment. Furthermore, the onco-
logical benefit of PLND remains unclear. The aim of this study was to assess whether
omitting PLND in patients undergoing RP for prostate cancer (PCa) is associated with
the risk of tumor recurrence and progression to metastasis.
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Materials and Methods: In this longitudinal multicenter cohort study, we reviewed data of 2346 consecutive
patients with PCa who underwent RP with (n = 1650) and without (n = 696) extended PLND between
January 1996 and December 2021. Recurrence-free survival and metastasis-free survival (MFS) were
analyzed as a time-to-event outcome using Kaplan-Meier analyses with log-rank tests. To assess the effect of
PLND, we created multivariable Cox proportional hazards models adjusting for relevant clinical and de-
mographic characteristics.

Results: Median follow-up was 44 months. There was no difference in recurrence-free survival between men
who had a PLND and those who did not (HR, 1.07, 95% CI, 0.87-1.32, P = .52). Patients with D’Amico high-
risk disease (PSA >20 pg/L and/or International Society of Urological Pathology grade group >4) demon-
strated a significantly prolonged MFS if they underwent PLND (HR, 0.57, 95% CI, 0.36-0.91, P = .02). PLND
also improved MFS in patients with intermediate-risk disease (HR, 0.48, 95% CI, 0.25-0.90, P = .023).
Further significant prognostic variables for MF'S on multivariable Cox proportional hazards regression were
PSA, International Society of Urological Pathology grade group, and pathological T-stage.

Conclusions: PLND improves MFS in patients with D’Amico intermediate-risk and high-risk PCa and may
therefore be considered in men undergoing RP.

Key Words: pelvic lymph node dissection, radical prostatectomy, metastatic-free survival, recurrence-
free survival, oncological outcomes, staging modalities

PreviOUS clinical practice guidelines have recom-
mended pelvic lymph node dissection (PLND) as an
integral part of radical prostatectomy (RP) in
intermediate-risk and high-risk prostate cancer
(PCa) to facilitate reliable staging and guide treat-
ment after prostatectomy. This may also improve
cancer control by eradicating micrometastases.!
Several studies have recently shown a decrease in
the use of PLND at the time of RP,? raising un-
certainties regarding the extent of current surgical
treatment of PCa. According to the National Cancer
Database, the reported rate of PLND (of any extent)
in patients undergoing RP for intermediate-risk/
high-risk PCa was approximately 70%, with only
25% undergoing an extended PLND.? A certain de-
gree of reluctance among surgeons in adopting
extended PLND seems to be supported by the find-
ings of a randomized controlled trial conducted in the
United States revealing only a marginal difference in
nodal yields between limited PLND and extended
PLND, with counts of 12 and 14, respectively.*

To underline this observation and despite clear
recommendations of current guidelines to perform
extended PLND in intermediate-risk and high-risk
patients, the practice of any PLND during RP and
the extent of dissection even in high-risk patients are
largely dependent on individual surgeon preference. A
recent study of patients with high-risk localized PCa
undergoing RP reported that extended and limited
PLND were performed in 36% and 28%, respectively,
whereas PLND was even omitted in 33%.°

With improvement in staging ability, for example,
using prostate-specific membrane antigen (PSMA)
positron emission tomography (PET)/CT, it is currently
unclear whether PLND at the time of RP is still the
most reliable and accurate staging modality for lymph
node (LN) assessment and whether it should be
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routinely recommended in men undergoing RP.36 To
date, some guidelines still recommend performing a
PLND depending on the patient’s risk of LN metastasis
at the time of RP; however, this is not consistent. For
example, the European Association of Urology’ advo-
cates for anatomically extended PLND for
intermediate-risk PCa if the estimated risk of positive
LNs exceeds 5%, as well as for high-risk cases, whereas
the National Comprehensive Cancer Network clinical
guidelines recommend PLND only in patients with a
nomogram-calculated LN involvement risk > 298
Although recent studies have concluded that there
was no significant difference in oncologic outcomes in
patients with D’Amico high-risk or intermediate-risk
PCa in whom PLND was or was not performed at RP,
others indicate a possible therapeutic benefit of LN
removal in node-negative patients with more extensive
PLND at RP being associated with lower cancer-specific
mortality in patients with D’Amico intermediate-risk
and high-risk PCa without evidence of LN invasion.’
As such, the therapeutic value of PLND remains
controversial. Furthermore, there is considerable debate
over extent of PLND. This is because the impact of the
extent of the lymph node dissection on the pattern of
nodal recurrence is not known.'® However, advocates of
PLND claim that extended dissection improves the
diagnostic yield and prognostic utility after surgery.™
The aim of this study was therefore to assess
whether omitting PLND (any extent) in patients
undergoing RP for PCa has an impact on tumor
recurrence and progression to metastasis.

MATERIALS AND METHODS

Patient Population

In this longitudinal multicenter cohort study, we reviewed
data of 2346 consecutive patients with PCa who under-
went open (n = 1264) and robotic (n = 956) RP with (n =
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1650) and without (n = 696) extended PLND at a total of
5 institutions, including the University Hospital of Bern,
The Royal Melbourne Hospital, Epworth Health Care,
Peter MacCallum Cancer Centre, and St Vincent’s Hos-
pital between January 1996 and December 2021. We
excluded patients who received adjuvant therapy (n = 21
who received adjuvant radiotherapy [RT]) to maintain a
uniform cohort and be able to assess the impact of PLND
on outcomes. Baseline clinical and pathological data are
presented in Table 1.

The study was conducted in accordance with the
Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE) statement and approved by the
Ethics Committee of Canton Bern, Switzerland (KEKBE
2016-00156), and Melbourne Health (QA2020180).

Template of Lymph Node Dissection

Every patient received an extended PLND once the indi-
cation for RP was given. In the period from 1996 to 2008,
the template included LNs located along the external iliac
vein up to the common iliac bifurcation as well as those in
the obturator fossa and along the internal iliac artery.
Later than that, the template additionally included LNs
located up to the midcommon iliac region where the ureter
crosses the iliac vessels, as well as those located dorso-
lateral to the external iliac vessels and bifurcation of the
common iliac vessels, in the fossa of Marcille and on the
medial aspect of the internal iliac vessels.

Risk Group Stratification

Patients were classified into low-risk, intermediate-risk,
and high-risk groups using pretreatment PSA level, bi-
opsy Gleason score, and pathological (pT) rather than
clinical tumor (cT) stage. As such, our inclusion criteria
are not completely in agreement with the preoperative
clinical assessment according to the D’Amico risk group
classification criteria. However, this was on purpose given
clinical staging (and preoperative risk assessment) using
D’Amico criteria may underestimate potentially aggres-
sive PCa in up to 37.5% of patients.'? Consequently,
caution is recommended when D’Amico criteria are solely
used for preoperative decision-making. Therefore, to,
firstly, more accurately reflect and, secondly, not under-
estimate the oncological risk of the underlying PCa, we

Table 1. Demographics and Clinical Characteristics

No PLND PLND P value
No. 696 1650
Age, median (IQR), y 64 (59-68) 64 (59-69) 093
PSA, median (IQR), ng/mL 6 (59) 9 (6-15) < .001
ISUP grade, No. (%) < .001

1 34 (49 529 (32)

2 366 (53 513 (31)

3 183 (26) 276 (17)

4 35 (5.0) 156 (9.5)

5 7 (1) 170 (10
pT 3-4, No. (%) 68 (9.8) 303 (19 < .001
Tumor volume, median (IQR), cc 3 (27 10 (5-20) < .001
PSM, No. (%) 185  (27) 568  (35) < .001
No. of LNs removed, median (IQR) NA 23 (15-32)
pN+, No. (%) NA 298 (22)

Abbreviations: ISUP, International Society of Urological Pathology; LN, lymph node; NA,
not applicable; PLND, pelvic lymph node dissection; PSM, positive surgical margins.
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decided to use the identical pathological rather than
clinical parameters to categorize patients.

Oncological Outcomes

PSM was defined as malignant cells at the inked margin
of the prostatectomy specimen. Biochemical recurrence
(BCR) was defined as PSA > 0.2 ng/mL in 2 consecutive
measurements.'® Local recurrence was defined as tumor
recurrence in the prostatic bed including the areas adja-
cent to the vesicourethral anastomosis, rectovesical space,
and within seminal vesicle remnants or seminal vesicle
bed.

We used a broad definition of metastasis to include
recurrence in pelvic regional LNs in addition to LN me-
tastases outside of the pelvis as well as bony and visceral
metastases. In this study, metastases were identified by
conventional imaging after prostatectomy.

Surgical Procedure

In essence, a standardized surgical technique was per-
formed by using either an open retropubic or robot-assisted
laparoscopic approach. The decision regarding the preop-
erative administration of the anticoagulant agents was
made on an individual patient basis.!* All patients in whom
PLND was performed underwent extended template
removal of nodal tissue (from the external iliac, hypogas-
tric, and obturator areas).!® Limited or superextended
PLND has not been performed in any of the centers.

Statistical Analysis

Continuous variables are reported as medians if not nor-
mally distributed and compared with Wilcoxon rank sum
tests. Continuous variables that were normally distributed
were reported as means and compared using ¢ tests. Cat-
egorical variables were reported as counts and percentages
and compared using a 2 test. Recurrence-free survival
(RFS) and metastasis-free survival (MF'S) were analyzed as
a time-to-event outcomes. Start time was the time of RP,
and patients without the event were censored at the last
time they were known to be free from recurrence or
metastasis. To assess the effect of PLND, we created
multivariable Cox proportional hazards models adjusting
for relevant clinical and demographic characteristics,
including age, PSA, Gleason grade group, local tumor
stage, tumor volume, and the presence of a positive surgical
margin. We also performed subgroup analyses for all out-
comes based on D’Amico/National Comprehensive Cancer
Network (NCCN) risk groups. Statistical significance was
set at P < .05, and all tests were 2-sided. Data analysis was
performed in R. For detailed description of the methods, see
Supplementary File 1 (https://www.jurology.com).

RESULTS

A total of 2346 patients were included in this
multicenter analysis of whom 1650 (70%) under-
went a PLND. The clinical and pathological char-
acteristics of the cohort are outlined in Table 1.
There were significant baseline differences between
the 2 groups, with those who underwent a PLND
having higher risk disease. This group also had
larger tumor volumes and a higher incidence of
extraprostatic disease. Of those who had a PLND,
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the median number of LNs removed was 23 (IQR,
15-32), and 22% (n = 298) had pathologically posi-
tive nodes. The median follow-up was 44 months
(IQR, 16-91).

Disease recurrence was seen in 844 of the cohort.
There was no statistically significant difference in
RFS between men who had a PLND and those who
did not (HR, 1.07, 95% CI, 0.87-1.32, P = .52). PSA,
International Society of Urological Pathology
(ISUP) grade, pathological T-stage, and positive
surgical margin status were all significant variables
in affecting RF'S. We did not observe that PLND was
associated with lower risk of tumor recurrence in
any of the D’Amico subgroups (Table 2).

The incidence of metastases was 341. Undergoing a
PLND had no statistically significant association with
MFS in the overall cohort (HR, 0.72, 95% CI, 0.50-
1.06, P = .09). The only significant prognostic vari-
ables for MFS on multivariable Cox proportional
hazard regression were PSA, ISUP grade group, and
pathological T-stage. However, patients with D’Amico
high-risk disease (PSA >20 and/or ISUP GG >4)
demonstrated a statistically significantly lower risk of
a metastatic event if they underwent a PLND (HR,
0.57, 95% CI, 0.36-0.91, P = .02). Patients with
intermediate-risk disease also had a lower risk of a
metastatic event when undergoing a PLND (HR, 0.48,
95% CI, 0.25-0.90, P = .023). Subgroup analysis was
not possible for patients with low-risk disease because
of the low incidence of metastatic events in this sub-
cohort (n = 6). The full multivariable model results
are provided in Supplementary Appendix Table 1
(https://www.jurology.com).

DISCUSSION

Our study suggests that there is a therapeutic
benefit to be gained by performing a PLND at the
time of RP because we found a significantly pro-
longed MFS in patients with NCCN/D’Amico
intermediate-risk and high-risk PCa who underwent
PLND. This is one of the largest studies in the

Table 2. Multivariable Cox Proportional Hazard Ratios for Pelvic
Lymph Node Dissection

HR 95% Cl P value

Recurrence-free survival

All patients 1.07 0.87-1.32 .52

High-risk 0.82 0.61-1.10 18

Intermediate-risk 0.90 0.67-1.22 51
Metastasis-free survival

All patients 0.72 0.50-1.06 .09

High-risk 0.57 0.36-0.91 .02

Intermediate-risk 0.48 0.25-0.90 .023

For the results of the full multivariable model, see Supplementary Appendix Table 1
(https://www.jurology.com). Recurrence-free and metastasis-free survival in patients
with high-risk and intermediate-risk prostate cancer undergoing radical prostatec-
tomy with or without pelvic lymph node dissection—full multivariable model results.
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literature to demonstrate a long-term oncological
benefit with PLND. However, we did not observe a
difference in RF'S between men who had a PLND and
those who did not. As expected, PSA, ISUP grade,
and pathological T-stage were significant prognostic
variables for MFS and RFS on multivariable Cox
proportional hazards regression. Furthermore, PSM
was a significant prognostic variable for RFS but not
MFS.

In line with our findings, several authors pub-
lished data indicating improved oncological outcomes
in patients with limited LN metastasis who under-
went PLND at the time of RP. These recent studies
reported beneficial association with improvement of
the prognosis of long-term oncological outcomes by
reducing occurrence of metastasis.'®'” Furthermore,
Heidenreich reported that extended PLND could
significantly reduce the cancer-specific mortality of
PCa, with a 15% reduction in node-negative and 23%
reduction in node-positive disease.'® Preisser et al®
showed that more extensive PLND at the time of RP
is associated with lower cancer-specific mortality in
D’Amico intermediate-risk and high-risk patients
without evidence of LN disease. These findings may
be explained by removal of nodal micrometastasis at
the time of RP.1®

The literature is inconsistent regarding whether
PLND improves outcomes. A recent phase 3 random-
ized controlled trial by Lestingi et al comparing
extended vs limited PLND during RP for intermediate-
risk and high-risk PCa showed that extended PLND
provides better pathological staging, but differences in
early oncological outcomes were not demonstrated.
Furthermore, a subgroup analysis suggested a poten-
tial benefit in BCR-free survival in patients with ISUP
grade group 3 to 5 PCa. The authors concluded that
further RCTs with larger cohorts and longer follow-up
are necessary to better define the role of extended
PLND during RP.2° Conversely, other published
studies did not show any benefit of extended PLND.?!
Preisser et al*! showed that omitting PLND was not
associated with higher risk of occurrence of distant
metastasis and cancer-specific mortality in a multi-
institutional cohort of 9742 patients with D’Amico
high-risk or intermediate-risk disease and concluded
that the therapeutic value of PLND in these patients
remains unclear. However, the LN count in this study
was lower than ours (median 14 LNs) and may suggest
that an extended lymph node dissection is required for
an oncological benefit. Furthermore, only 7% of the
cohort in the study by Preisser et al did not undergo
PLND, and therefore, there may not be sufficient
power to detect a difference. Other recent studies
concluded that PLND can be avoided in some of those
patients with an unneglectable risk of nodal disease.??
However, one of the issues when interpreting these
studies is that there are significant variations with
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regard to the extent and technique of PLND. Owing to
this shortcoming and the presence of discrepant results
of retrospective studies, the evidence for the benefit of
PLND is uncertain.

Surgeons omitting PLND even in high-risk PCa
argue that patients can be treated with post-
operative radiation (whole-pelvis RT) if needed.
Tilki et al®® described the possibility of a significant
reduction in all-cause mortality risk in patients
with nodal-positive disease or pathological Gleason
score 8 to 10 and pT3/4 undergoing adjuvant radi-
ation therapy after RP. Furthermore, those sur-
geons doubt oncological significance in patients at
high risk of node-positive disease as they postulate
that high-risk disease is a systemic disease, and
therefore, the benefit of PLND remains uncertain
while adjuvant and salvage treatment may still be
offered in patients with LN metastases. Therefore,
in their view, PLND should not be used in the sur-
gical management of PCa as its risks (including
lymphocele, lymphorrhea, lower limb lymphedema,
and thromboembolism) outweigh any potential
staging benefit.?*

The role of PLND for staging was well estab-
lished compared with conventional imaging but is
now being questioned again in the era of novel im-
aging. Clinicians have been reliant on conventional
staging modalities with CT and bone scan to assess
for disease spread, but PSMA-PET/CT has been
shown to be significantly more sensitive than the
aforementioned tests.?? As evident in the literature,
PSMA-PET/CT is more sensitive for nodal staging
compared with other modalities; however, small
LN metastases, under the spatial resolution of PET
(~5 mm), may still be missed. As such, LN missing
nodal disease may lead to suboptimal treatment
decisions. A prospective phase 3 multicenter imag-
ing trial involving patients with intermediate-risk
and high-risk PCa undergoing RP and PLND
showed a sensitivity and specificity of 68Ga-PSMA-
11-PET of 0.40 and 0.95, respectively.2®

Although there has been level 1 evidence demon-
strating that adjuvant RT is not superior to early
salvage therapy; these trials had only a small pro-
portion of node-positive patients and more recent
data suggest that pN+ patients do benefit with
adjuvant RT.?®> In addition, STAMPEDE demon-
strated improved oncological outcomes with systemic
treatment in patients with high-risk, nonmetastatic
disease, including those that were node positive.2”
Thus, contrary to the line of thought that accurate
nodal staging would not change management and
that postoperative PSA would guide decision-
making, there is new evidence suggesting otherwise
and emphasizes the need for accurate nodal staging.

Interestingly, the effect of PLND on BCR and
consequently RFS remains unclear. The wider
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literature is variable with studies that show no ef-
fect of PLND on BCR,?! whereas others found lower
BCR rates in patients undergoing PLND.?® We did
not find a statistically significant difference in RFS
with vs without PLND. This is somewhat surprising
because it would be assumed that the “debulking
effect” of the removal of the pelvic LNs would reduce
the occurrence of micrometastases in LNs and hence
decrease BCR. BCR is driven by multiple factors,
such as positive surgical margin, which is more
common in intermediate-risk and high-risk disease,
and therefore PLND may not be associated with this
outcome as much as disease dissemination (metas-
tasis). A study of PSMA-PET/CT in the secondary
staging setting after RP demonstrated PSMA up-
take in the prostatic vascular pedicle and ves-
icourethral anastomosis, and these sites of local
recurrence may be more important in RFS.%? It is
possible that at least in some patients metastasis
occurs by hierarchical spread, so disruption of
lymphatic channels as they exit in the pelvis may
limit wider dissemination, without affecting recur-
rence in the pelvic regions not included in an
extended template. This, however, is purely specu-
lative, although ongoing lineage tracing studies of
LN and bony metastasis may offer some insights. It
is pertinent to note, however, that BCR per se has
been found to be a poor surrogate for long-term
oncological outcomes after primary treatment.°

This study did have some limitations. First, there
was no randomization and this was a retrospective
analysis of prospectively collected data. The number
of patients not having undergone PLND, especially
in high-risk cases, was lower, and there may be
confounding factors that could have a negative in-
fluence on our findings. PLND templates of the
various institutions involved in this study may vary
to a certain degree. Furthermore, nodal retrieval
rates are associated with several factors including
handling of specimens and pathological processing.
Certain surgeons may still have been in the RP
learning curve, which could have resulted in a lower
number of LNs removed in less experienced sur-
geons. We also included all surgical modalities (ro-
botic and open). In addition, given that the majority
of the patients underwent surgery before the PSMA-
PET/CT era, we cannot comment on its conse-
quences on accuracy in preoperative and post-
operative N and M-staging. This is because PSMA-
PET with 18F-PSMA has only been authorized in
Switzerland in October 2019, and only since the
start of 2021, a [68Ga] Ga-PSMA-11 radiolabeling
kit has been approved for clinical use by the
Australian Therapeutic Goods Administration. In
both countries, it has not been routinely used in
preoperative staging but only in a small number of
patients.
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However, although PSMA-PET/CT is more accu-
rate for staging than CT and bone scan for high-risk
disease, no outcome data exist to date to inform sub-
sequent management. As such, the most recent EAU
guidelines recommend that treatment should not be
changed based on PSMA-PET/CT findings in any risk
group staging, in view of current available data.

To the best of our knowledge, other than the work
of Preisser et al,2! this is the only multicenter study
assessing the association of PLND on metastasis-
free survival outcomes after RP and challenges
their findings. The data provided are not only useful
for surgeons decision-making and indication but

also patient counseling and management. However,
long-term data obtained from randomized controlled
trials®® are needed.

CONCLUSIONS

PLND is significantly associated with a lower risk of
a metastatic event in patients with NCCN/D’Amico
intermediate-risk and high-risk PCa and should
therefore be considered in men undergoing RP.
However, more uniform standardization to PLND
and long-term oncological data derived from RCTs
are required to substantiate these findings.
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EDITORIAL COMMENTS

Extended pelvic lymph node dissection (ePLND)
during radical prostatectomy has been endorsed
by both the AUA and the National Comprehensive
Cancer Network, particularly for patients with un-
favorable intermediate-risk and high-risk prostate
cancer.’? This recommendation primarily stems from
its utility as a staging tool, offering valuable prog-
nostic information. However, ePLND has not consis-
tently demonstrated improvements in metastasis-free
survival, cancer-specific survival, or overall survival.
Yet, there are incontrovertible data that a well-done
ePLND is better at nodal staging than imaging
including prostate-specific membrane antigen posi-
tron emission tomography scans, and a low-volume
pN1 can be cured with surgery alone. In addition,
data exist suggesting molecular involvement of nodes
especially in high-grade disease that is negative in
traditional histopathology (pNO).

In this multicenter cohort study, the authors
assessed the role of pelvic lymph node dissection
(PLND) at the time of radical prostatectomy in pa-
tients with prostate cancer.? In comparison with no
PLND, they found that ePLND was significantly
associated with a lower risk of metastatic progression
in both intermediate-risk and high-risk groups, as
defined by National Comprehensive Cancer Network/
D’Amico criteria, with hazard ratios of 0.48 and 0.57,

respectively. However, no significant difference was
observed in biochemical recurrence between those
who underwent PLND and those who did not.

These findings contribute to the growing body of
evidence, complementing a recently reported ran-
domized trial by Touijer et al* comparing limited vs
ePLND, and suggest a potential role for ePLND in
reducing metastatic progression. However, interpre-
tation of these findings must be cautious. The
absence of biochemical recurrence differences be-
tween groups raises concerns about selection bias in
imaging decision. Furthermore, the lack of data on
subsequent management strategies for patients with
pN1 introduces potential confounding factors. In the
absence of robust prospective data, the decision to
perform PLND should be individualized, balancing
potential oncologic benefit with procedural risks.

We commend the authors for their thoughtful
and informative study, which perhaps strengthens
our understanding of the value of ePLND and sup-
ports clinicians in guiding patients through complex
treatment decisions with greater confidence and
clarity.

Mohamed E. Ahmed" and R. Jeffrey Karnes'
"Department of Urology, Mayo Clinic, Rochester, Minnesota
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et al. Pelvic lymph node dissection in prostate
cancer: is it really necessary? A multicentric

longitudinal study assessing oncological out-
comes in patients with prostate cancer under-
going pelvic lymph node dissection vs radical
prostatectomy only. J Urol. 2025;214(2):188-196.
doi:10.1097/JU.0000000000004587

4. Touijer KA, Vertosick EA, Sjoberg DD, et al. Pelvic
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Furrer et al' report a multi-institutional analysis
investigating the potential benefits of performing
lymphadenectomy at the time of radical prostatectomy.
They find that the performance of lymphadenectomy
did not affect recurrence-free survival rates but did
seem to improve metastasis-free survival in
intermediate-risk and high-risk patients. The authors
are to be commended for their contribution to the
literature on this long-standing and controversial topic.

However, a key factor not addressed in the
manuscript is the potential impact of adjuvant or
salvage therapies administered postoperatively. It
is plausible that a greater proportion of patients in
the lymphadenectomy group received such thera-
pies, either because lymph nodes were positive or

because they were higher-risk patients more likely
to have advanced stage disease, positive margins,
etc. If this is the case, the improved metastasis-free
survival observed in the lymphadenectomy group
may be attributable to the adjuvant or salvage
therapies, rather than to lymphadenectomy itself.
Clarifying the use and timing of adjuvant or salvage
therapies would strengthen the interpretation of
these findings and help delineate the independent
impact of lymphadenectomy in this setting.

Adam C. Reese’

"Fox Chase— Temple Urologic Institute

Temple University Lewis Katz School of Medicine
Philadelphia, Pennsylvania
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