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La scelta del trattamento : 
la malattia organo confinata e localmente avanzata

La chirurgia 
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Malattia organo confinata: classi di rischio

EAU guidelines 2016



OSSERVAZIONALI TERAPEUTICHE

Watchful Waiting (WW)

Sorveglianza Attiva (AS)

Focal treatment: 
HIFU vs 
cryotherapy (?)

Radioterapia

Chirurgia

To delay or to avoid active 
treatments

(related toxicity)

PCa Low risk: strategie di trattamento



RP in low risk

EAU guidelines 2016



Risk group Expected patient survival Initial Therapy
T1c

GS<=6

PSA < 10ng/ml

fewer than 3 prostate biopsy cores positive

PSA density < 0.15 ng/ml/g

> 20 y

RP +/- pelvic lymph node dissection (PLND) if 

predicted probability  of lympo nodes metastasis 

>2%

RP in low and very – low  risk

Risk group Expected patient survival Initial Therapy
T1-T2a

GS <=6

PSA < 10 ng/ml

> 20 y
RP +/- PLND if predicted probability  of lymph 

nodes metastasis >2%

Very low

Low

NCCN guidelines 
2016
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RP in Intermediate-risk

Ln (+) between 3,9-20% in IR 
se rischio > 5% ---> eLND

EAU guidelines 2016



Risk group Expected patient survival Initial Therapy
T2b-T2c or

GS > 7 or

PSA 10- 20ng/ml

> 10 y
RP + PLND if predicted probability  of lymph 

nodes metastasis >2%

RP in Intermediate-risk

NCCN guidelines 2016
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EAU guidelines 2016

RP in High risk



RP in High-risk

In selected patient: with no 
involvement of  surrounding organs

NCCN guidelines 2016
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Controindicazioni

-Malattia extracapsulare (cT2c/cT3)

GS >7

Nerve sparing



Malattia localmente avanzata

Any T, N1, M0



Malattia localmente avanzata

Il trattamento chirurgico dei cT3 è stato tradizionalmente sconsigliato, 
principalmente per l’aumentato rischio dei margini positivi e per la comparsa di 
metastasi linfonodali e/o a distanza

Chirurgia e 
PCa 

localmente 
avanzato

PROCESSO 
MULTIDISCIPLINARE



Outcomes: 50 cN+ vs 252 pN1 cN0

cN+ non è fattore predittivo per la CSM (p=0,6)

Malattia localmente avanzata : CN0



Malattia localmente avanzata

?



Progressione linfonodale di malattia : 
linfadenectomia di salvataggio



6.10.11 Salvage lymph node dissection
Novel imaging modalities improve the early detection of nodal metastases [815]. The surgical management of
(recurrent) nodal metastases has been the topic of several retrospective analyses [815, 816, 817]. The majority
of treated patients showed biochemical recurrence but clinical recurrence-free and cancer specific 10-year
survival over 70% has been reported [818]. Biochemical recurrence rates were found to be dependent on PSA
at surgery and location and number of positive nodes [577]. Addition of RT to the lymphatic template after
salvage LND may improve BCR rate [819]. No level 1 evidence is available on the effects of salvage nodal
dissection on survival [820].

Progressione linfonodale di malattia : 
linfadenectomia di salvataggio

EAU guidelines 2016



TEAM MULTIDISCIPLINARE

EAU guidelines 2016

Progressione linfonodale di malattia  
linfadenectomia di salvataggio



Gruppo 1 (n=23)

 PCa resecabile

 M+ ossee minime (<3)

 Assenza N+ retroperitoneali

 Assenza LMN pelviche > 3cm

 Assenza M+ viscerali

 PSA <1ng/ml dopo BAT 
neoadiuvante

 Firmato consenso

Gruppo 2 (n=38)

 ADT only
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 Time to biochemical progression 

 Time to clinical progression

 Time to castration resistance

 OS and CSS

 Surgery related complication

 Ogni 3 mesi per i primi due anni

 Ogni 6 mesi per il terzo e quarto anno

 Oltre annualmente

Outcomes

Follow Up





 CRP nei Pazienti mPCA è possibile e non incrementa le 
complicanze correlate alla chirurgia

 CRP può migliorare OS e CSS nei pazienti selezionati sulla 
responsività al BAT neoadiuvante

 Uno studio prospettico randomizzato di confronto tra BAT e 
CRP è in corso

Malattia oligometastatica
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