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Not So Radical ?



Improving Surgery Outcomes -6 Steps

* The Correct Choice

* Pre op Preparation

* Know your Results & Keep improving
e Perform the surgery well

* Post op Support & Rehab

* Keep checking Results



The Correct Choice

* Know all options

* No rush

e Understand all factors ( Tumour, Personal , Prostate , Personality)
 2nd opinions , MDT

* Develop Trust in team
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ProtecT 15-y clinical outcomes

Hamdy et al, NEJM 2023

3% disease-specific mortality
g ) X QK\
3 2 10% all-cause mortality
% < X N e e e —
17 T S
Oi\ T T T T T T T H_\-\-_
0 5 10 11 12 13 14 15 « @ |
Follow-up (years) % 50% red Uction in metastases
o{ | - With radical treatments
0 5 10 1 2
Follow-up (years) »%_
3
=
0 5 0 1 12 13 14 15 16 17

Follow-up (years)

NI H R | National Institute for
Health and Care Research



(B) EPIC Item: 21 Pad per Day Urina ry |eakage

100+
;\;‘
3 =
1]
o
o]
a
N
2 334 g
3 @
[ =
2
I e s S s
7 8 9 10 1" 12
Years since Randomisation
(C) HADS Anxiety HADS Anxiety
100
= @
£ 67 S
by B
(2]
o
&)
L)
2
2 -
§ % g
@
!fE:IﬂTk;; '\«I",;-:;—&"—L___&“ —= <
'v—w—-_f’_ ‘1{ - b 4 r X -
U_
0123456 7 8 9 10 i 12

Years since Randomisation

Patient-reported

outcomes
(PROMs)

AM = =
RP m—
RT

Donovan et al, NEJM
Evidence 2023

(A) EPIC Item: Erection Firmness
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(D) EPIC Item: Fecal Incontinence Bowel function
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Does Surgery Work ?

NEJM — 18 year follow-up
Best in Int Risk PC and age <65

Sx vs WW =40% vs 87% progression or death (
excluding low risk patients )

High Risk Patients were inadequately treated

NNT to prevent 1 death in study overall 8

he NEW ENGLAND JOURNAI f MEDICIN
‘ ORIGINAL ARTICLI ‘

Radical Prostatectomy or Watchful Waiting
in Early Prostate Cancer

2 . ,
® % StVincent’s
LS2) prostate cancer [
centre
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Side-effects from minimally invasive

prostatectomy over time- still an issue

Trends in functional
outcomes in Memorial
Sloan Kettering Cancer
Centre over time at 12
(blue) and 24 months
(orange)

Erectile Function
RECOVERY

Capogrosso et al,
European Urology,
2018
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RP vs RT - Quality of life

Quality of life in prostate cancer

Longitudinal assessment of quality of life after surgery, conformal

brachytherapy, and intensity-modulated radiation therapy
for prostate cancer

Michael ]J. Zelefsky **, Bing Ying Poon b James Eastham ¢, Andrew Vickers ”, Xin Pei?, Peter T. Scardino®

Prospective evaluation of quality of life state-of-the-art RP vs
RT

N =907; 3 - 48 months follow-up

Sign. higher incontinence with surgery

More irritative symptoms with RT (brachy and IMRT)
Bowel bother higher in IMRT than surgery

Sexual function better in brachy and EBRT than surgery



RP vs RT - Potential benefits RP

> LUTS improvement

» Salvage RT - Easier

> No radio-recurrent disease

> No 2" malignancy

» More pathological information
> Less long-term problems



Pre Op Preparation

* Counselling — Nurse , know all options , Partner, GP

e Support — Nurse, psychologist, Partner

 Correct expectations ( sexual, urinary, process, cancer, recovery)
 Sexual Preparation ( Sex therapist, Understand ED definitions)

e Urinary preparation ( Physio, PFE )

* Oncological Expectations ( Margins , Nodes , Adjuvant therapy)



Pre Op Team and Counselling




MDT Team



Patients are Willing To Trade off Survival (G Frta

Survival gains needed for localised prostate cancer
MT King et al

Mild fatigue |3 3.25
Severe impotence &= 4.00
Mild urinary leakage Emm——® 4.22
Mild urinary blockage 3% 4.91
Severe loss of libido |k 5.02
Mild bowel [y 6.22

Mild other hormonal effects » 9.69
Severe other hormonal effects | = 12.33
Severe fatigue i B 13.30 &
Severe urinary blockage f - 21.96
Severe bowel symptoms i = 25.31
Severe urinary leakage i = 27.69
0 5 10 15 20 25 30

Survival gains needed for each adverse effect singly (months)

British Journal of Cancer (2012) 106, 638645 MT King"'? R Viney?, DP Smith’, | Hossain™, D Street’, E Savage?, § Fowler?, MP Berry®, M Stockler®™*,
. 9 L 10 T 8
© 2012 Cancer Research UK Al rights reserved 0007 - 0920/12 P Cozzi, P Stricker™, ) Ward " and BK Armstrong

www.bjcancer.com



Know your Results

* Margins — pT2 & Overall

* Complication incidence

 Sexual recovery ( Timing, Patient specific, Definitions)
* Urinary recovery ( Timing, Patient specific, Definitions)
* Recovery (Timing)

* Aim to continue to improve




Radical prostatectomy —The Surgeon is still the key
factor
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Probability of urinary function at one year

80%

Cancer Control and Functional Outcomes After Radical
Prostatectomy as Markers of Surgical Quality: Analysis of
Heterogeneity Between Surgeons at a Single Cancer Center

Andrew Vickers!:", Caroline Savage', Fernando Bianco?, John Mulhall3, Jaspreet
Sandhu3, Bertrand Guillonneau3, Angel Cronin4, and Peter Scardino




Surgeon Report Card

pT2 PSM

Overall PSM

% of Gl 6 RPs

Major Complications ( 3,4 )

Continence (Early and Late — Valid QOL Questionnaire)
Potency (Early & Late — Valid QOL Questionnaire )
Recovery




My pT2 Positive Margin Rate - Stricker a(‘m

---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Figure 9a: Percentage of men with positive surgical margins and pT2 disease operated on'in a PRIVATE

% of men with positive surgical
margins and pT2 risk disease




My Positive Margin Rate -Stricker g‘);%

OF MEDICAL RESEARCH

. ) XTraprostatic extension
Margin involvement

Absent 85.5% 76.6%

Positive 3.6% 94%
Other involvement _

Seminal vesicle involvement 10.4% 10.3% Established -

Lymph node involvement 8.6% 30%

0 20 40 60 80 100

STAGING % of total cases

Stage 2 47.1% 429% o

Stage 3a 421% 460% O Margin involvement

Stage 3b 10.4% 99%
With margin involvement Absent [

Stage 2 1.0% 7.8%

Focal
Stage 3a 25.8% 32.1% -
Stage 3b 26.1% 422% Positive [

+Combined - All urologists sending to Douglass Hanly Moir Pathology 0 20 40 B0 20 100



My Continence Outcomes- »

Precautionary

Stricker Pads
6 weeks 78% 33%
3 months 95% 72%
6 months 98% 92%
12 months 99% 94%

Nopads
Nopads

No pads or 1 safety pad
No pads or 1 small liner
No leak

No pads

<1 pad

No pads

No pads




My Continence Outcomes on Validated QOL-Stricker Eﬂ&

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- B

Figure11b: Multi-dimensional representation of self-reported urinary function (irritation and/or obstruction)
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Potency after robotic radical prostatectomy

b) Functional outcome: erection

* These are the graphs you see in Nmberofpolen Mo sMe Mo 2o 100
studies reporting functional Uniatora NS 16200 (00 (40 40600 5
outcomes after su rgery Total 41(46.6) 64 (72.7) 74(84.1) 77 (87.5) 88

100 )
= Bilateral NS

-=- Unilateral NS

* Butwhat does potency
actually mean?

Potency rate (%)
3

* Forexample, this study does not <005
use avalidated scoring system “Pont
and instead, asks the patient o
whether sexual intercourse or ' * onths "
masturbation was pOSSi ble Maruo, M., Goto, Y., Miyazaki, K. etal. Novel nerve-sparing robot-assisted radical

prostatectomy with endopelvic fascia preservation and long-term outcomes for a single

d uring a follow u P visit. surgeon. SciRep 14, 926 (2024). https://doi.org/10.1038/541598-024-51598-3



Methods of Assessing Potency

* Various tools exist to quantify sexual function
* Sexual Health Inventory for Men (SHIM)
* International Index of Erectile Function (lIEF)
* Expanded Prostate Cancer Index Composite (EPIC)

* However, post-operative sexual function does not always correlate with sexual
bother?
* Sexual bother being whether the patient is happy with their current sexual function
* Mustconsiderthe patient’s pre-operative level of sexual bother and sexual function

1. Steinsvik, E. A. S., Axcrona, K., Dahl, A. A,, Eri, L. M., Stensvold, A., & Foss4, S. D. (2011). Can sexual bother after radical prostatectomy be
predicted preoperatively? Findings from a prospective national study of the relation between sexual function, activity and bother. BJU International,
109(9), 1366-1374. doi:10.1111/j.1464-410x.2011.10598.x



Commonly used definitions of ‘Potency’

SHIM score . . . .
>3 in these questions of the IIEF >3 in these questions of the EPIC
>21 or>17
0 Did not attempt intercourse
22-25 No ED D 0 When you attempted intercourse, how often were you 1 Almost never or never 25. Overall, how big a problem has your sexual function or lack of sexual
9 2 Afew times (less than half the time) . .
17-21 Mild ED able to penetrate (enter) your partner? 3 Sometimes (about halfthe time) function been for you during the last 4 weeks?
i 4 Most times (more than half the time)
12-16 Mild-to-moderate ED 5 Almost always or always NOPIODIM. ..ottt
) ) Very small problem............cco.oooovrcniciieccieens. 2
8-11 Moderate ED 0 Did not attempt intercourse
D Q4 During sexual intercourse, how often were you able to 1 Almost never or never Small problem .3
- i 3 3 2 Afew times (less than half the time)
5-7 Severe ED mamtal:]\ your erectlon”after you had penetrated 3 Sometimes (sbovt Tl the time) Moderate problemm...........ooooeovoreoesrrrrs 4
(entered) your partner? 4 Most times (more than half the time) Big problem 5
5 Almost always or always

- Out of 32 studies assessed in a 2012 systematic review?:
- 4usedSHIM >21
1 used SHIM >15, 1 used >16, 1 used >17, 1 used >18
5 used erections sufficient for intercourse identified by informalinterview
1 used presence of erections
21 studies used the IIEF or EPIC scores with varying score cutoffs

1. Ficarra, V. etal. (2012) ‘Systematic Review and meta-analysis of studies reporting potency rates after robot-assisted radical
prostatectomy’, European Urology, 62(3), pp. 418-430. doi:10.1016/j.eururo.2012.05.046.



My Potency Outcomes - Stricker

R R

40-50 92% 12-18 months
50-60 85% 12-18 months
60-70 72% 12-18 months

Table 3. Potency outcomes of representative studies

FL | Reference Num.ber o Age (y) Follow-up (mo) Overall potency {% stin manfhsH : m
e patients 3 6 12 1898
Menon et al. [50] 1,142 60 B - - 70 100
Zorn et al. [24] 300 59 24 47 58 74 77
Rocco et al. [13] 120 63 12 31 43 61 -
Finley et al. [51] 62 57 >18 32 57 77 90
Shikanov et al. [26] 380 58 24 57 63 82 -
Sooriakumaran et al. [15] 1,792 63 24 58 - 73 B
Coughlin et al. [29] 157 35-70 24 - 41 53 -

Patel et al. [27] 404 58 18 69 82 92 97




Sexual Outcomes on Validated QOL- Stricker g,

INSTITUTE
OF MEDICAL RESEARCH

""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""

Figure 13: Multi-dimensional representation of self-reported sexual function and sexual bother 12 months

opeg —

exual 'moderate/big bother'




Is there a learning Curve and can 1t be
shortened ?

e [t takes about 500 cases to achieve
satisfactory results but learning curve
continues till over 1000

* Fellowship Training shortens learning curve

e High Volume Units have better outcomes



Learning Curve — Sexual Function
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The Procedure

* Planning

* The Team ( Preop, Ward , Theatre)

e Continence ( Understanding, Technique, Individualise)

* Potency ( Understanding , Technique , Individualise)

* Minimise Complications ( Haemostasis, Anastamosis, Assistant)
* Oncological ( Margins , ? Nodes )

* Recovery ( Gentle and Meticulous)

* Potential New Developments ( Retzius,Precision,Single Port —CARE)



Operating Team




The Aim Of Surgery

. The Pentafecta | 5
(Cure,Continence,Potency, No
complications , Rapid recovery)

» Experience Counts “Surgical
outcomes more dependent on
skill and experience of
surgeon/team than whether open
or laparoscopic/robotic”

incent’s
state cancer

centre




Robot Prostatectomy- Is it really better




My experience after 2800 Robot RPs
2006-2024

Quicker recovery

Less Blood loss & Transfusion

Less complications

Better Cancer control

Earlier & more complete return of potency and continence

Some cases easier — Obese , Underslung , Mesh

twww.s
uuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuu

It’s easier to teach
Greater Future Potential

NO e ( iOld Standard Superior Biochemical Recurrence and Long-term Quality-of-life
‘ ‘ Outcomes Are Achievable with Robotic Radical Prostatectomy

After a Long Learning Curve—Updated Analysis of a Prospective
Single-surgeon Cohort of 2206 Consecutive Cases

Itema ¢, Phillip D. Stricker *"-




Preparation and Planning are Critical

Protocol that must be

X-Ra
without exception for all Il and X-Ray
“eancs that fnvolve a lost count

A oty s e o compinind QESE &
D S rimagrapis sl €t 38




MRI , PSMA and Biopsy help planning

U of approximately 26

umber of cores involved / lotal:

Perineural invasion: Present
Absent
Suspicious

ADENOCARCINOMA

ROSTATE BIOPSIES - \SUP | WHO GRADE GROUP 5

Reported by Prof. Warick Delprado (0298555155)




Can you spare nerves and still remove all the

cancer?

» The Impact of Nerve Sparing on
Incidence and Location of
Positive Surgical Margins in

Radical Prostatectomy
Moore, Stricker et al BJUI 2011




Nerve Preservation — Good but not perfect

>95%  75%  50% <50% 0%

Anatomic Grading of Nerve Sparing During Robot-Assisted Radical
Prostatectomy

Oscar Schatloff®, Sanket Chauhan “®?, Ananthakrishnan Sivaraman®, Darian Kameh®,
Kenneth J. Palmer ®®, Vipul R. Patel %>*




Understanding Potency- MR Tractography




Preserving Potency

v"NVB preservation
v Meticulous nerve dissection at apex
v’ Preserving accessory pudendal




Nerve Preservation
IntraFascial Extrafascial
57 >




NVB Preservation

Selective High Fascial Release




Vascular Supply

Preserve arterial supply.

Accessory Pudendal Artery. (In 30% op pts.
75% Apical and 25% Lateral).

Internal Iliac branches during ELND.




Vascular Supply




Preserving Continence

v’ Urethra dissection — Avoid denervation , Very gentle.
v Urethral suspension
v’ Bladder plication




Post Op Support

* The Ward

* Nurse

* GP

* Psychologist

* Physiotherapist —PFE
» Sexual Rehab( PDE5, VCD, Sex therapist)

e Outcome assessment ( Validated QOL )

* Oncological ( Followup, Adjuvant Rx, PSA Recurrence)



Keep Checking Results

Margin Rate

Validated Outcomes ( Sexual, Urinary, General, level &bother, Regret)
Cancer Institute NSW

My Research Team - Garvan




Precision Prostatectomy

Surgery in Motion

Description of Surgical Technique and Oncologic and
Functional

Outcomes of the Precision Prostatectomy Procedure
(IDEAL Stage 1-2b Study)

Akshay Sood 2,0y, *, Wooju Jeong ,y, Isaac Palma-Zamora », Firas Abdollah s,
Mohit Butaney s,

Nicholas Corsi -, Hallie Wurst 2, Sohrab Arora =, Naveen Kachroo =, Oudai
Hassan ¢, Nilesh Gupta ,

Michael A. Gorin d,e, Mani Menon ap,i, *

2 Vattikuti Urology Institute, Henry Ford Hospital, Detroit, MI, USA; s VCORE Vattikuti Urology Institute Center for
Outcomes Research, Analytics and Evaluation,

Henry Ford Hospital, Detroit, MI, USA; . Department of Pathology, Henry Ford Hospital, Detroit, MI, USA; 4« Urology
Associates and UPMC Western Maryland,

Cumberland, MD, USA; . Department of Urology, University of Pittsburgh School of Medicine, Pittsburgh, PA, USA; ¢
Department of Urology, Icahn School of

Medicine at Mount Sinai, New York, NY, USA




Prostatectomy— Standard Approach gﬁm

INSTITUTE
OF MEDICAL RESEARCH




Retzius Sparing- Posterior Approach K i




Garvan Institute
of Medical Research
oD

Retzius Sparing

Earlier Continence But increases Positive Margins



Intraop Tracer Guidance

1. Man diagnosed with PCa, ‘high risk’ of node

involvement
2.  PSMA scan is done which may show a ‘hot spot’

3. Injection of PSMA —Technetium given just before

surgery

4. Robotic removal of prostate

5. Lymph node removal guided by Radio-sensor probe




Single Port Surgery




Young Surgeons — Better Training

Improved Teaching

¢ better visualisation

© Simulation
© Supervision

© Video-based
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Conclusions & Lessons Learnt over 30 years

* Robot is better

* Never stop learning

* Preparation and Rehab are critical

* Need a great team ( Nurse , theatre, assistant, ward , ancillary )

* Need to know your true results

* Choose the Right Rx for the Right Pt at the Right Time to avoid regret
* Tailor the operation to the cancer & patient

* Be a prostate cancer specialist (embrace all treatments for PC)

* Be part of a PC team ( Med onc, RT onc, Radiologist, Nuclear Med,
Nurse , Researchers, Physio, Sexual , Psychol )
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