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In this issue of European Urology, [2_TD$IF]Lardas and colleagues [1]
present results of a systematic review of the literature on
quality of life (QOL) outcomes following treatment for
localized prostate cancer. The findings should surprise no
one. Surgery is associated with greater sexual and urinary
dysfunction when compared to active surveillance (AS) or
external-beam radiotherapy (EBRT). Conversely, EBRT is
associated with greater bowel dysfunction when compared
to surgery or AS. Finally, and perhaps most importantly, AS
had the least negative impact on QOL outcomes of all the
therapeutic options. Importantly, while there were subtle
minor differences between studies included in the review
that were probably related to sample size and/or study
design issues, the general findings were relatively consistent across all 18 studies included in the analysis. Simply
put, surgery and radiation each negatively affect QOL, albeit
differently, and patients who can be safely managed with AS
should be strongly encouraged to choose this therapeutic
strategy. While these key messages are not surprising and
are generally well known, the review also raises several
other new points that should be considered.
First, despite numerous purported technical advances in
surgical and radiation techniques over the past 25 yr, the
findings of the various studies remain remarkably consistent over time. For example, QOL findings following surgery
noted in the PCOS study [2], which accrued patients in
1994–1995, are strikingly similar to those from the CEASAR
study [3], which has a very similar study design but enrolled
patients during 2011–2012. These studies, and others [1],
demonstrate that overall estimates of post-surgical erectile
dysfunction and urinary incontinence have remained

basically unchanged despite a better understanding of
surgical anatomy and technique and the introduction and
rapid updating of robotic technology. Unfortunately, it is
difficult to draw definitive conclusions from the systematic
review regarding temporal improvements in EBRT because
of the authors’ decision to categorize isolated EBRT,
brachytherapy with EBRT boost, and EBRT in combination
with androgen deprivation into a single heterogeneous
‘‘EBRT’’ group. Acknowledging this, the study notes that
modern ‘‘EBRT’’ appears to be associated with less bowel
dysfunction, probably because of advances in radiation
techniques. This improvement in bowel dysfunction,
however, is incremental at best and does not really
represent a major therapeutic breakthrough. To this end,
we must accept that we have probably reached the limit of
our ability to improve outcomes via technical changes in
surgical or radiation methods. Short of a paradigmchanging new approach to treatment, the results presented
here are probably the best we can expect.
The systematic review raises a second relatively new and
important point. The QOL outcomes noted in the 18 studies
included tend to be considerably worse than those noted in
prior reports from single-center, high-volume academic
medical centers. Many of the studies in the current report
are multicenter in design or are population-based, making
them more representative of the general population. For
example, for patients undergoing surgery in the ProtecT
trial the impotence rate (defined as erections insufficient for
intercourse) was 81% at 2 yr following randomization
[4]. Contrast this to the single-center study by Rodriguez
and colleagues [5] with a potency rate of 89% (based on
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positive responses to two items from the EPIC instrument).
How do we explain these two almost diametrically opposed
findings? Superior outcomes at high-volume centers may be
due to: (1) a better surgical technique; (2) better selection of
patients; (3) differences in study methodology; or (4) a
combination of these factors. Regardless of the cause of the
differences, it is clear that the average urologist who does not
collect his or her own outcomes data must counsel patients
with data from studies like the systematic review by [2_TD$IF]Lardas
and colleagues [1] as opposed to those from the high-volume,
single-center series. The findings presented in the systematic
review represent the ‘‘average’’ outcomes delivered by the
‘‘average’’ urologist or radiation oncologist, and therefore
must be shared with the ‘‘average’’ patient. Given that studies
in the [2_TD$IF]Lardas et al report [1] imply that most urologists cannot
achieve the outcomes reported in the high-volume, singlecenter series, it would be wrong to quote the superior
outcomes seen in these single-center reports to patients
(unless, of course, you happen to be a surgeon at one of the
high-volume centers that published its outcomes).
Building on the last point, this systematic review
underscores the need to use these data for developing
new and standardized ways to help patients make truly
informed decisions around treatment for localized prostate
cancer. When one considers the heterogeneity of the
literature on QOL outcomes following treatment for
localized prostate cancer, it becomes abundantly clear
how difficult it is to discuss the risks and benefits of each
treatment in the relatively short time afforded during a
regular office visit. We must identify novel ways to
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disseminate the information presented in this study in a
way that patients can understand and use. Rather than try
to push the envelope with minor technical changes in
surgery or radiation that are likely, at best, to result in only
small improvements in QOL outcomes, it is time we devoted
our efforts to identifying better ways to help patients
understand what will really happen to them after treatment
so that they can make the most informed decision possible.
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