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To be discussed

• Guidelines

• Arguments

• Literature

• Discussion



Avoid repeating



In the lions’ den?

Rubens et al, 1615



Developments PLND and PSMA are connected



• Major premise: 

All men are mortal

• Minor premise: 

Socrates is a man

• Conclusion/Consequent: 

Therefore, Socrates is mortal

Aristotle et al, 350 BC

Logical argument - Syllogism



Logical argument – Syllogism – BMUC version

• Removing more cancer has a 
beneficial impact

• PLND removes more cancer

• Therefore, PLND has a beneficial 
impact

• There must per definition be (a few) 
patients benefitting PLND (?)



Looking for the PLND sweetspot?

No benefit, 
low risk

No benefit, 
high risk

P>0.05

P<0.05



PLND - Overview of guidelines

• Radical prostatectomy aims at the removal of the entire prostate 
gland and lymph nodes. 

• This can be done by an open approach or by keyhole technique 
(laparoscopic or robotically assisted laparoscopic prostatectomy).



PLND - overview of guidelines

• Extended PLND provides more complete staging and may cure some 
patients with microscopic metastases; therefore, an extended PLND is 
preferred when PLND is performed.

• An extended PLND includes removal of all node-bearing tissue from an 
area bound by the external iliac vein anteriorly, the pelvic sidewall 
laterally, the bladder wall medially, the floor of the pelvis posteriorly, 
Cooper's ligament distally, and the internal iliac artery proximally.

• While PLND at the time of RP has not been shown to improve 
oncologic outcomes, it can provide staging and prognostic 
information.



PLND - overview of guidelines

• A PLND can be excluded in patients with low predicated probability of nodal 
metastases by nomograms, although some patients with lymph node 
metastases will be missed. 

• There is no single evidence-based threshold for performing PLND. Based on 
the risk of complications with PLND and extra time to perform the 
procedure, the published thresholds range from 2% to 7%. 

• A patient who is above the threshold for performing a PLND, but has a 
negative PSMA PET scan should still undergo PLND. In two studies, the 
sensitivity of PSMA PET for pelvic lymph node involvement among patients 
undergoing RP and PLND was low (about 40%), and the negative predictive 
value was about 81%. Thus, basing the decision to perform PLND on a 
negative PSMA PET scan could result in missing 19% of patients with 
positive lymph nodes. 

• PLND can be performed using an open, laparoscopic, or robotic technique.



PLND - Overview of guidelines

• Clinicians should inform patients that pelvic lymphadenectomy provides staging information, 
which may guide future management, but does not have consistently documented improvement 
in metastasis-free, cancer-specific, or overall survival. (Moderate Recommendation; Evidence 
Level: Grade B)

• Clinicians should use nomograms to select patients for lymphadenectomy. The potential benefit of 
identifying lymph node positive disease should be balanced with the risk of complications. (Clinical 
Principle)

• Clinicians performing pelvic lymphadenectomy should perform an extended dissection, which 
improves staging accuracy compared to a limited dissection. (Moderate Recommendation; 
Evidence Level: Grade: B)

• Clinicians should complete a radical prostatectomy if suspicious regional nodes are encountered 
intraoperatively. (Moderate Recommendation; Evidence Level: Grade C)

• Clinicians should risk stratify patients with positive lymph nodes identified at radical 
prostatectomy based on pathologic variables and postoperative PSA. (Expert Opinion)

• Clinicians may offer patients with positive lymph nodes identified at radical prostatectomy and an 
undetectable post-operative PSA adjuvant therapy or observation. (Conditional 
Recommendation; Evidence Level: Grade C)



PLND – Overview of guidelines

Intermediate risk

High risk

Advanced

2023



• ePLND provides accurate lymph node staging. Preoperative PSMA-
PET/CT is more accurate for staging generally, but can miss smaller 
lymph nodes

PLND – Overview of guidelines 2024



Perspective



Arguments



Quality evidence low

• RCTs rare…

• the overall quality of evidence based on study design and RoB 
assessment of the studies included was low…

• and most studies were judged to have moderate to high RoB…

Fossati et al, Eur Urol 2017



Complications / side effects

• More lymfoceles (up to 1/20)

• Trend towards more DVT and overall complication rates

• Blood loss similar

• 90-day mortality rate 0.29% vs 0.13% (one study)

• No differences erectile function or incontinence

Fossati et al, Eur Urol 2017



Oncological endpoints

• No good-quality evidence indicating that any form of PLND 
improves outcomes compared to no PLND. 

• Of 21 studies, all of which were retrospective in nature, none 
showed statistically significant differences in favor of PLND 
when compared to no PLND for BCR, distant metastasis, or 
survival.

Fossati et al, Eur Urol 2017



ePLND vs no PLND



• N = 9,742, >5% nomogram LNI
• 707 no PLND (520 int risk, 187 high risk)

• Propensity score matching

• FU 120 mo

• PLND vs no PLND was not an independent risk factor

Preisser et al, J Urol 2020

PLND No PLND p

BCR free 60.4% 65.6% 0.07

Metastasis free 87.0% 90.0% 0.06

Cancer specific mortality 95.2% 96.4% 0.2

ePLND vs no PLND





• s

• Would the outcomes of these men have been just as good of with no 
/ later lymph node treatment?

Touijer et al, Eur Urol 2014

BCR after pN1

1 node

2 nodes

>3 nodes



EAU Paris

• RCT: Limited vs extended PLND

• BCR rates comparable

• Significant lower metastasis rate in 
ePLND group

• Is this true or an artefact?

• Dormency of cells?



What is a valid endpoint?

• Overall survival

• Disease specific survival

• Metastasis-free survival

• BCR

• Softer endpoints:
1. Optimize decision-making salvage treatments?

2. Delay next therapy?



Softer endpoint 1: Optimize salvage therapy

• BCR in:
• pN0, more likely to be local recurrence

• pN1, more likely to be lymph node issue

• pNx, less information on cause

• Avoid / select unnecessary salvage treatments?

• Select salvage therapy recurrence?



We accept avoidance unnecessary treatments



Select salvage therapies



Softer endpoint 2: Delay next therapy



We accept delay of ADT as endpoint





Different question: Intervention vs selection?



Do findings PLND change management?



From risk-based to imaging-based approach 



Incorporate PSMA in nomogram

miN1 
OR 10



PSMA Select study



Alternative approaches? 

• No PLND – If PSA rises, do PLND?

• Only do PLND in miN1 disease?

• Prostatectomy and EBRT to pelvis in primary setting?

• miN1 disease – Wait, repeat PSMA after 3 months?

• miN1 or high risk disease – Perform unilateral PLND?

• High risk disease – Sentinel node procedure?

• Use biomarkers to improve risk prediction?

• N1 – intensified systemic therapy?

• N1 – radioligand therapy?



My opinion

• Casemix is changing due to PSMA (RALP cases, miN0, miN1, pN0, pN1)

• A one-size-fits-all approach is rarely the solution

• Many cases don’t benefit, more side effects

• Some cases must benefit, but probably few 

• Potential benefit: cure, delay of further therapy, specification salvage tx

• If there is a benefit, better to do PLND directly

• Value of PLND in primary setting associated with management BCR

• Our selection should improve, starting avoiding unnecessary PLNDs

Fossati et al, Eur Urol 2017



My perfect case to do PLND

• Young patient

• Low BMI

• Planned for surgery

• High ISUP GG

• PSMA N0 M0 / N1 (1-2 nodes)

• Low PSA

• Non or mixed avidity local tumor

• Nomogram risk of pN1 >50%





Questions?
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