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T PR R NZ P EY, R BT B BRSO
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59 6 BOoE82 172 Neoadjuvant #1731 18 /5 57415 <0 8 BT 2842 &
60-6om 36 27.9%15.9 2 & 18 ARELWEOTEMEIRE LT, FHICASME
70i% - 27 33.9+£12.2 33.5 65 14
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RSNz, Penson © IdRIF IR 7 IRHE O F R
DIGEB IR W OERE L adjuvant therapy H %2
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Table 6. First-year treatment costs stratified by age at treatment

Group 1 I 111
BRI DR -59 60-69 70~ p value (ANOVA)
BEH 6 36 27
ook
P Hy R 492,402 22,062 54,567 0.16
TSGR 39,463 38,593 58,600 0.65
TIghL R R A F 227,552 181,036 241,349 0.36
A B
EHTFH - FRERE 413,385 445,541 470,535 0.10*
RPN gl 381,440 506, 304 567,445 0.177
AR RAAR 961,293 1,196,212 1,326,068 0.197
FIEE R " 1,188,845 1,377,248 1,489,859 0.12%

HA7 % Ip<0.05vs 111, T T p<0.01 vs II1, # T p<0.05 vs II1.

Table 7. First-year treatment costs stratified by the length of hospital stay

Group 1 II 11
ke (H) <20 20-30 >30 p value (ANOVA)
BER 26 18 25

s E R 142,095 251,186 246,160 0.041%*
A B

TFT - FRE 420,136 450,725 480,780 0.00487

RREPN i 385,465 469,118 700,460 <0.0001%

P AR HEE 954,707 1,143,184 1,573,655 <0.0001%
FigREkingE 1,096,802 1,394,371 1,819,815 <0.0001°

B, * 1p<0.05vs IIT, T 1 p<0.01 vs 11T, ¥ T p<0.01 vs II, T p<<0.0001 vs 111, IT p<

0.001 vs 111, ¥ T p<<0.0001 vs LI/II1, 11 p<<0.01 vs IT1.
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Fig. 1. Radical prostatectomy care path.
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Original Article

Recovery of health related quality of life after radical
prostatectomy in Japanese men: A longitudinal study
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Background:. We performed a longitudinal survey of health related quality of life (HRQOL) after
radical retropubic prostatectomy (RP) in Japanese men with localized prostate cancer.

Methods: The present study started with self-reported HRQOL assessments provided by 72 patients
who received only RP. The RAND 36-Item Health Survey and the University of California, Los
Angeles Prostate Cancer Index were administered before and 3, 6 and 12 months after RP.
Results: Patients who underwent RP showed problems in some domains of general HRQOL, but
these problems diminished over time. Urinary function declined substantially at 3 months and
continued to recover at 6 and 12 months, but scored lower than the baseline. Urinary bother at 3
months had a significant decrease, but at six months it turned out to be the same as the baseline.
The data of sexual function and bother showed a substantially lower score after RP. The sexual bother
score of the younger men was significantly worse than that of the older men. Those who underwent
nerve sparing procedures experienced significantly better recovery of urinary and sexual functions
than the non-nerve sparing group.

Conclusion: Despite reports of problems with sexuality and urinary continence, general HRQOL
was mostly unaffected by RP after 6 months. Although there was a substantial decrease in urinary
function, recovery from urinary bother was rapid. Deterioration of the sexual domain was remarkable
throughout the postoperative period. Therefore, careful attention should be given to preoperative
counseling, especially for younger patients.

Japanese men, longitudinal study, prostate cancer, quality of life, radical retropubic prostatectomy.

Some management options are available for patients
with localized prostate cancer, including radical surgery,

Prostate cancer has recently received considerable atten-
tion because its incidence and mortality rate have sig-
nificantly increased in developed countries, which may
reflect the widespread use of serum prostate specific
antigen (PSA) screening.’
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external-beam irradiation, brachytherapy and expectant
management for selected patients. Radical rertopubic
prostatectomy (RP) particularly has gained popularity
among Japanese urologists over the last decade? As
prostate cancer is increasingly diagnosed at early stages
and, therefore, with more favorable survival outcomes,
the basis on which patients select primary therapy has
shifted toward considerations of health-related quality
of life (HRQOL).>* Accordingly, HRQOL assessment
has become an important form of outcome-based
research that may weigh heavily on the justification for
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health care expenditures and treatment selection by
patients.

Several authors have reported longitudinal HRQOL
data after prostate cancer therapy, suggesting that
patients undergoing RP have low HRQOL scores just
after treatment in almost all general and disease specific
areas, but at one year, most HRQOL domains recover
except for urinary and sexual domains.® Because the
patients of these HRQOL studies were predominantly
white men, the results may not likely be extrapolated to
those of other ethnic background, such as Japanese
men.

Previously, we detailed HRQOL after RP in Japanese
men with localized prostate cancer.”® However, there are
few studies with longitudinal data in which HRQOL is
measured before treatment and at periodic intervals after
treatment. Longitudinal HRQOL data collection facili-
tates the assessment of changes with time by comparing
each patient to his own individual baseline. We now
report how HRQOL changes in Japanese men undergo-
ing RP followed for one year. To our knowledge, this is
the first report that documents the feasibility of longitu-
dinal HRQOL with established validated instruments in
Japanese men undergoing RP.

Patients and methods
Patient population and data collection

Between November 2000 and August 2002, men who
underwent RP with localized prostate cancer (T1-
T3NOMO) were enrolled at Tohoku University Hospital,
two affiliated hospitals and Kurashiki Central Hospital.
Radical prostatectomy was performed using essentially
the same technique as originally described by Walsh and
all procedures were carried out by staff urologists at
each institute.”

All patients were informed of their cancer diagnosis
before being asked to fill out the HRQOL question-
naires. Every patient who agreed to participate in this
study received a questionnaire from their urologists with
an informed consent form and a prepaid envelope for
returning the questionnaire. The questionnaires were
administered at four terms in time. The baseline inter-
view was conducted after the diagnosis. Follow-up
interviews were conducted in person at scheduled study
visits of 3, 6 and 12 months after RP.

Quality of life methodology

We measured the general and prostate specific HRQOL
using two types of instruments. The general HRQOL
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was assessed with the RAND 36-Item Health Survey
version 1.2 (SF-36).'%"! The general scale covers eight
domains, four physical and four emotional. The eight
scales are scored separately from 0 to 100 with a higher
score representing a better quality of life. The prostate
specific HRQOL was assessed with University of Cali-
fornia, Los Angeles Prostate Cancer Index (PCI), devel-
oped by Litwin and colleages.'” The disease-specific
items encompass urinary, bowel and sexual problems
and the extent of bother from problems in each area.
Both questionnaires have already been translated into
Japanese and their validity and reliability have been
previously tested.'>™

Statistics

Quality of life scores for the various domains are
shown as mean * SD in 0-100 scales with a higher
score always representing better HRQOL. Because we
collected baseline pretreatment HRQOL data before
surgery, the patients served as their own controls. The
analysis focused on comparing each HRQOL score of
the postoperative groups with the baseline scores.
The inspection value was shown by using average +
SD deviation and statistical analysis made P <0.05
significant by using the %’ test and the Mann—
Whitney U-test.

Results
Background characteristics of the study group

While 104 patients were asked to participate in the
study, a total of 32 patients dropped out for various
reasons; two patients had no interest in the study before
baseline. Some dropped out at the postoperative period
because of a lack of motivation (n = 4), one patient was
treated at another hospital after RP and 25 patients who
received hormonal ablation, postoperative radiotherapy
or both were found to be ineligible because the addi-
tional therapy could possibly affect HRQOL change.
Thus, we analyzed 72 eligible patients (Tohoku Univer-
sity Hospital, 14 patients; Miyagi Cancer Center, 13
patients; Sendai Shakaihoken Hospital, 7 patients;
Kurashiki Central Hospital, 38 patients) who received
only RP and none of them showed PSA and/or clinical
recurrence after 12 months.

Table 1 lists the distributions of patients with pros-
tate cancer according to selected demographic and
clinical characteristics. The mean patient age was
66.6 £ 5.1 years (median, 67; range, 55-76). In detail,
9.7% (n="7) of the patients were younger than 60
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Table 1 Demographic and clinical characteristics of study
population

Characteristic Number of patients

Age at survey (years)

55-59 7
60-64 15
65-69 26
70-74 21
75-79 3
PSA at diagnosis (ng/mL)
<4.0 1
4.1-10.0 61
10.1-20.0 10
Pretreatment tumor stage
T1 49
T2 20
T3 3
Gleason score
<6 44
=7 28
Nerve sparing
Bilateral 12
Unilateral 49
None 11
Working status
Full-time worker 30
Part-time worker 6
Retired/no job 36
Marital status
Married 70
Unmarried 2
Selected conditions
Diabetes 5
Cardiovascular disease 7
Other cancer 4
Hypertension 19
Gastrointestinal disease 13

years, 56.9% (n=41) were between 60 and 69 years
old and 33.3% (n=24) were older than 69 years. At
the time of the survey, 95.8% of the men were mar-
ried or lived with a partner and 48.6% were
employed.

The respondents showed a median preoperative PSA
of 6.71 ng/mL (range, 3.3-17.6). Histopathologically
organ-confined disease was found in 83.3% (n = 60) of
the surgical specimens. Most patients (84.7%) experi-
enced comorbidities, most common of which were
hypertension (26.3%), diabetes (6.9%), gastrointestinal
(18.0%) or cardiovascular (9.7%) disease and other
kinds of carcinoma (5.6%), but these comorbidities have
been well controlled. Of the 72 patients, 11 (15%)
patients did not undergo nerve preservation and the
remaining 61 (85%) patients underwent either unilateral
(49 [68%)] patients) or bilateral (12 [17%] patients)
nerve-sparing surgery.

SF-36 and the University of California,
Los Angeles Prostate Cancer Index

The questionnaire submission rates among these
patients were 86% (1 =62) 3 months, 85% (n=61) 6
months and 86% (n = 62) 12 months after baseline. The
mean HRQOL scores are shown in Table 2 (general
scales) and Table 3 (disease specific scales) at pretreat-
ment (baseline) and 3, 6 and 12 months after RP with
higher scores representing better quality of life. At the
baseline, men treated with RP had similar SF-36 scores
to an age-matched sample of men without disease (data
not shown)." Of the eight SF-36 domains, role limita-
tions due to physical problems, bodily pain and role
limitations due to emotional problems significantly
decreased at 3 months (P =0.008, P=0.027 and
P =0.019, respectively), but at 6 months these domains
recovered to the baseline. Mental health scored statisti-
cally higher after the postoperative period (P = 0.029 at
3 months, P=0.002 at 6 months and P=0.017 at 12
months). Other domains, including physical function,
vitality, social function and general health perception
showed no significant difference between baseline and
any of the observation periods.

According to PCI scores, which represent disease-
specific  HRQOL, wurinary function substantially
declined at 3 months and continued to recover at 6
and 12 months but scored lower than the baseline
(P <0.001). Urinary bother had a significantly worse
score than that of baseline at 3 months (P =0.018).
However, at six months after surgery it returned to the
baseline. No significant difference was observed in
bowel function or bowel bother between the baseline
and any of the postoperative time groups. The data
regarding sexual function showed a substantially lower
score at 3 months and remained at a deteriorated level
at 6 months and 12 months (P < 0.001). Similarly, sex-
ual bother scored significantly lower at each postopera-
tive time point (P < 0.001 at 3 months, P = 0.023 at 6
months and P = 0.008 at 12 months).

The mean disease-specific HRQOL scores stratified
by age are shown in Table 4. At baseline, sexual function
was higher in younger patients (65-years-old or
younger) than in older patients (older than 65 years,
P <0.001), but there was no difference in other
domains. Both groups had substantial impairment in
sexual function throughout the follow-up time. After 12
months, younger men demonstrated significantly higher
sexual function than older men (P =0.023). In contrast
to sexual function, the scores of sexual bother of older
men were considerably better than those of younger men
throughout the postoperative time (P <0.05). With
regard to urinary function the scores of younger men

_32_



Quality of life after radical prostatectomy 745

Table 2 SF-36 scores of patients treated with radical prostatectomy

Mean *+ SD P-value vs baseline Mean x SD P-value vs baseline
Physical function Mental health

Baseline 91.0+8S5 - 71.0+213 -
3 months 87.9+12.7 0.193 78.5+20.4 0.029
6 months 87.8 1438 0.657 824 £ 155 0.002
12 months 87.9+19.8 0.262 79.1 £17.5 0.017

Role limitation physical Role limitation emotional

Baseline 88.5+20.6 - 86.9+19.9 -
3 months 77.8%£27.5 0.008 77.7 £26.7 0.019
6 months 85.5+£214 0.436 88.0 £ 184 0.316
12 months 88.0+24.3 0.436 873 +235 0.425

Bodily pain Social function

Baseline 85.5+17.4 - 8431234 -
3 months 78.1+£19.9 0.027 82.9 +24.1 0.558
6 months 82.9+£199 0.569 90.4 £18.0 0.096
12 months 80.7£21.8 0.682 879 £15.8 0.082

General health perception Vitality

Baseline 62.2+13.1 - 70.0 £19.9 -
3 months 64.1 +16.9 0.317 69.7+21.4 0.905
6 months 61.5+14.2 0.222 75.5+16.6 0.106
12 months 67.1£17.2 0.215 71.9 £20.7 0.546

Each domain is scored from 0 to 100 with higher scores representing better quality of life.

Table 3 University of California, Los Angeles Prostate Cancer Index scores of patients treated with radical prostatectomy

Mean = SD P-value vs baseline Mean + SD P-value vs baseline
Urinary function Urinary bother
Baseline 95.5+12.6 — 87.1+£22.0 —
3 months 71.1+22.7 <0.001 79.8 £26.3 0.018
6 months 83.2+£214 <0.001 88.9+229 0.545
12 months 80.8+22.9 <0.001 85.1 £25.0 0.798
Bowel function Bowel bother
Baseline 90.3%11.6 - 93.6%154 -
3 months 86.7+17.8 0.493 91.5+18.1 0.622
6 months 89.5+12.5 0.849 93.4+14.9 0.862
12 months 87.4+15.1 0.634 903174 0.370
Sexual function Sexual bother
Baseline 36.7%£24.1 - 73.5+259 -
3 months 6.0+£8.7 <0.001 55.6 £31.5 <0.001
6 months 9.9+13.0 <0.001 61.1 +£30.9 0.023
12 months 8.6+10.6 <0.001 58.6 +£35.0 0.008

Each domain is scored from 0 to 100 with higher scores representing better quality of life.

were better than those of older men at 6 months after
the operation (P = 0.039). At 12 months, however, there
were no significant differences between each postoper-
ative group. In detail, the patients under 60 years old
reached the baseline level within six months (98.0 at
baseline, 77.1 at 3 months, 94.3 at 6 months and 90.6
at 12 months). On the other hand, the patients over 69
years old did not recover from the baseline urinary
incontinence (90.6 at baseline, 70.1 at 3 months, 69.9 at

6 months and 72.9 at 12 months). No significant differ-
ence was found in the bowel domains between the
younger and older groups at any time point.

Impact of nerve sparing procedure
Figure 1 shows PCI scores stratified by nerve sparing

(NS group) and non-nerve sparing surgery (NNS
group). The mean age of the NNS group was 2.3 years
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Table 4 University of California, Los Angeles Prostate a) 100 ¢
Cancer Index scores of patients in the age groups 5
54-65 years 6677 years P-value § |
o, 15
Number of patients 25 47 - 5
Urinary function 5
Baseline 96.0£134 934£13.1 0.171
3 months 73.1+£240 67.9+£273 0.498 50 '
6 months 87.7+20.5 7554252 0.039 baseline 3 8 12
12 months 85.1+173 79.1+247 0.122 b) roo *
Urinary bother
Baseline 90.5+£20.5 83.9£20.1 0.063 8
3 months 80.8+23.8 69.2+336 0.169 3
6 months 9424147 86.2+26.5 0.195 ‘; 15
12 months 882+19.3 839+27.0 0.351 g
Bowel function £
Baseline 920+11.0 8781125 0.773
3 months 85.6+226 856+£153 0.514
6 months 86.5+13.5 883+163  0.119 50 _ ‘
12 months 88.7+104 869+167 0812 baseline S 6 'z
Bowel bother ©) 100 |
Baseline 948+169 90.6+17.1 0.792 |
3 months 952+142 924+17.7 0.454 &
6 months 9334181 92.6%14.7 0.741 g
12 months 90.§ £19.0 90.1X£16.9 0.778 2 75
Sexual function 2
Baseline 43.5+233 23.7£21.0 <0.001 2
3 months 7.1+10.6 6.0£89 0.303
6 months 101 £11.8 8.7+11.0 0.259 50
12 months 16.0+16.9 791112 0.023 baseline 3 6 .
Sexual bother
Baseline 77.6£253  72.2+273 0414 droo g [ SR
3 months 46.2 £358 63.4+30.5 0.034 e N - g
6 months 51.0+29.6 66.5+30.5 0.031 a
12 months 48.7+282 68.6x31.7 0.037 3
=2 75 ¢
Data are presented as mean * SD. Each domain is scored %
from 0 to 100 with higher scores representing better quality @
of life.
50
baseline 3 6§ 12
e) 50
higher than that of the NS group (65.7 compared to c
68.0, P = 0.26). At baseline, there was no difference in 2
any QOL scores between the two groups. Both groups 5
had low scores of urinary function just after treatment. | 29
However, at 6 months the scores of the NS group were 3
better than those of the NNS group (86.5 compared to @
0
baseline 3 6 12
fy 100
Fig.1 Longitudinal changes in mean University of Cali- T
fornia, Los Angeles Prostate Cancer Index (UCLA PCI) 2
scores of the six scales (urinary function, urinary bother, 8 _
bowel function, bowel bother, sexual function, sexual E 50
bother) between the nerve sparing (8, NS) group and the %
non-nerve sparing (@, NNS) group. The Y axis shows the w25
UCLA PCI scores, with higher scores representing better
outcomes. Asterisks indicate statistically significant differ- 0
ences (P < 0.05). baseline 3 6 £2
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69.8, P <0.05). No differences were observed in the
bowel domain at any of the postoperative periods. Both
groups had low scores of sexual function after RP. At
12 months after surgery, the NS group had signifi-
cantly improved sexual function compared to the NNS
group (16.9 compared to 5.9, P < 0.05). Furthermore,
there was a tendency for the sexual function scores of
the younger patients (60 years old or younger) in the
NS group to continue to recover more rapidly over the
following the year following treatment (50.2 at base-
line, 7.7 at 3 months, 11.4 at 6 months and 19.6 at 12
months).

Discussion

In contrast to earlier studies that evaluated QOL after
treatment in cross-sectional analyses, we followed up
patients prospectively for up to a year after diagnosis
and treatment.'>'® The tendencies we observed indicated
that, in several domains, most patients had a rapid recov-
ery to the preoperative baseline of general HRQOL by
6 months postoperatively. In particular, patients under-
going RP had significant declines in physical domains,
such as role limitations due to physical problems and
bodily pain, but had significant improvements in these
scores in the following 6 months, with values returning
almost to pretreatment levels. Furthermore, mental
health, classified as the mental domain of SF-36,
revealed that some postoperative groups had higher
scores than the preoperative group. According to Talcott
et al., SF-36 scores initially decreased during the post-
operative stage, but recovered to baseline by 12
months.® Braslis ef al. stated that tension levels prior to
RP are likely to be elevated by the anticipation of major
surgery, the recent diagnosis of malignancy and fear of
surgical outcome.'” They found that, after surgery, with
the relief accompanying the perceived cure, the tension
level was reduced and a reduction in tension was corre-
lated with a reduction in feelings of confusion, depres-
sion and anger - a finding similar to ours.

Urinary incontinence after RP is multifactorial in
nature. Since definitions vary widely, it is difficult to
evaluate the true rate of post-prostatectomy urinary
incontinence. In one national sample from the USA,
incontinence requiring the use of pads was found in
39% of men after perineal prostatectomy and 56% of
men after RP."® Catalona and Bigg defined continence
as the absence of the need to wear pads to keep outer
garments dry and included in this definition ‘men with
occasional leakage of one or two drops of urine with
severe abdominal straining’.'” In their series, inconti-
nence was observed in 6% of patients. In a contempo-
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rary series of 156 patients undergoing RP, Leach ef al.
reported that 3 months after surgery, 72% of men
required no or only a single protective pad and 87%
indicated that they experienced no bother or only
slight bother from incontinence.”® According to the
present survey, depending on the information reported
by patients, it appears to be difficult for patients
treated with RP to return to the baseline. However,
younger patients noted sufficient improvement in uri-
nary function after one year. Interestingly, the recov-
ery from urinary bother was observed early at 3
months and in the remaining postoperative periods,
showing that postoperative incontinence, if any, was
minimal in the majority of the patients and their prob-
lems were not so severe. Recent longitudinal
investigations have shown that, while declines in uri-
nary function are quite common in the first few
months following RP, this function improves substan-
tially one year after treatment.”’** In the longitudinal
study by Litwin efal, 61% of men treated with RP
had reportedly recovered pretreatment urinary function
one year after treatment.”

Regarding pelvic symptoms, no differences in bowel
dysfunction and its associated bother were observed
between the preoperative groups and any of the post-
operative groups. This finding is not surprising, since
RP is unlikely to have a great effect on rectal function.

Although the majority of postoperative patients
reported good general HRQOL, significant deterioration
of sexual function and sexual bother were observed
throughout the postoperative periods. The present study,
using the SF-36 and the PCI, both of which are used
worldwide, could provide various kinds of useful
information for patient-centered outcome evaluations.
Kakehi suggested that Japanese patients with decreased
sexual activity felt less sexual dissatisfaction than
American patients.'* Moreover, the deterioration of
sexual activity did not appear to impact HRQOL in
Japanese as much as in American patients.” However,
the ages in the present study groups were higher than
those of the American study, suggesting a possible influ-
ence of age on sexual domains. Although the small
number of patients might limit the reliability of our
results, younger patients may have higher expectations,
care more about sexual function at baseline and, there-
fore, report lower sexual bother scores due to postoper-
ative sexual dysfunction. Accordingly, greater emphasis
needs to be placed on the risk of postoperative erectile
dysfunction in preoperative counseling. Further studies
are necessary to examine the impact of demographic
factors such as age, ethnicity and marital status on
HRQOL in men who are treated for localized prostate
cancer.
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In recent years, an anatomical approach to preserv-
ing the neurovascular bundles that control erection has
been used in certain men. The reported potency rates
of nerve-sparing RP have varied widely in published
studies, from 18% to 63%.%*" Gralnek et al. reported
that there were much higher levels of potency and con-
tinence after nerve sparing RP?® The present study
revealed that men who underwent nerve-sparing RP
had a more rapid recovery of urinary function than
those in the non-nerve-sparing RP group. Furthermore,
the sexual function score of the younger patients in the
NS group was better than that in the NNS group one
year after surgery. However, both groups scored signi-
ficantly lower than the baseline level, which might
show no differences of sexual bother score. Definitive
conclusions regarding the nerve-sparing procedure are
difficult to draw, as men who choose it show better
postoperative HRQOL scores, not only in regard to
disease specific HRQOL, such as urinary and sexual
function, but also in general HRQOL. Compared to
those who do not choose nerve-sparing RP, those who
choose this procedure often have better prognoses, less
extensive disease, better pretreatment functional status
and, most importantly, better pretreatment sexual func-
tion. Without randomized studies, the superiority of
this procedure over standard RP cannot be definitively
determined.

We acknowledge several limitations in this prospec-
tive observational study. Firstly, the present study had
relatively few patients, consistent with its design as a
feasibility study of longitudinal collection and we did
not have a sufficient length of follow-up. Secondly,
trends in HRQOL might differ for these individuals. A
selection bias may have occurred with regard to patients
who agreed to participate in this study. Adjusting for
these factors may alter the results in the sexual or uri-
nary domains of disease specific HRQOL.

Despite these limitations, our findings must be con-
firmed or refuted by the longitudinal data of others.
Ethnic or cultural differences in the human cost related
to localized prostate cancer treatment also appear to be
important. Cross-cultural comparative studies of the
changes in disease-specific HRQOL using common
instruments will certainly contribute to the global
advancement of outcome assessment following treat-
ment for localized prostate cancer. A richer understand-
ing of the changes in HRQOL after RP will enable
physicians to provide clinically relevant information
that allows patients who elect surgery to be comfortable
with their choices. Our goal is to provide data on
changes in HRQOL to assist physicians in counseling
patients in the selection of the preferred treatment for
prostate cancer.

Conclusions

We performed a longitudinal survey of HRQOL after
RP in Japanese men. Despite reports of problems with
sexuality and urinary continence, general HRQOL was
mostly unaffected by RP after 6 months. Although there
was a substantial decrease in urinary function, recovery
from urinary bother was rapid. Deterioration of the sex-
val domain was remarkable throughout the postopera-
tive period. Therefore, careful attention should be given
to this issue in preoperative counseling, especially in
younger patients.
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Radical prostatectomy for localized prostate cancer
Yoichi Arai, Seiichi Saito, Shunichi Namiki, Shigeto Ishidoya, Makoto Satoh
Department of Urology, Tohoku University Graduate School of Medicine

Abstract
With widespread use of PSA screening, radical prostatectomy has gained popularity

among Japanese urologists over the last decade. Recent understanding of pelvic anatomy

and improvement in surgical technique have substantially reduced its morbidity. Early re-

covery of urinary continence is possible and improvement of sexual function after surgery

may be enhanced by use of sildenafil and nerve reconstructive surgery. As prostate can-

cer is increasingly diagnosed at early stages and therefore with more favorable survival out-

comes, the basis on which patients select primary therapy has shifted toward considera-

tions of health-related quality of life. Accordingly, QOL assessment has become an im-

portant form of outcomes based research that may weigh heavily on the treatment selec-

tion by patients.

Key words: radical prostatectomy, quality of life, prostate cancer
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