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EDITORIAL COMMENT saied

This study focuses on the impact of obesity on perioperative out-
comes at robotic-assisted and open radical prostatectomy.' Put-
ting aside the fact that a much lower percentage of this
population was obese when compared to the general population,
obesity clearly increased both the risks and the costs of surgery.

The comparison of robotic assisted vs open radical prostatec-
tomy is less relevant in countries who have already adopted
robotic surgery, as the vast majority of cases are done robotic
assisted, despite prior studies showing no significant difference in
functional outcomes between the 2 approaches.”’ As others
have observed, it is almost certainly the case that the individual
skill of the surgeon is a more important factor that the surgical
approach employed.’

Obesity increases the risks regardless of the method of surgery,
and as the authors suggest, it is clearly a growing public health
issue. The obese patient is more likely to be black, poor, and
treated at a low or medium volume hospital.!

The gold standard for prostate cancer remains a radical prosta-
tectomy. African Americans are at higher risk of prostate cancer,
and yet there is compelling evidence that they are less likely to
receive definitive treatment and experience a significantly
poorer quality of care overall.*> A renewed emphasis should be
placed on addressing health care disparities in prostate cancer
care.

Darius J. Unwala, Glickman Urological & Kidney Institute,
Cleveland Clinic, Cleveland, OH

References

1. Impact of obesity on perioperative outcomes at robotic-assisted and
open radical prostatectomy: results from the National Inpatient Sam-
ple. Urology. 2019.

2. Gershman B, Psutka SP, McGovern Fj, et al. Patient-reported func-
tional outcomes following open, laparoscopic, and robotic assisted
radical prostatectomy performed by high-volume surgeons at high-
volume hospitals. Eur Urol Focus. 2016;2:172-179.

3. Haese A, Knipper S, Isbarn H, et al. A comparative study of robot-
assisted and open radical prostatectomy in 10,790 men treated by
highly trained surgeons for both procedures. BJU Int. 2019;123:1031—
1040.

4. Gerhard RS, Patil D, Liu Y, et al. Treatment of men with high-risk
prostate cancer based on race, insurance coverage, and access to

advanced technology. Urol Oncol. 2017;35:250-256.

UROLOGY 133, 2019

5. Schmid M, Meyer CP, Reznor G, et al. Racial differences in the surgi-
cal care of medicare beneficiaries with localized prostate cancer.

JAMA Oncol. 2016;2:85-93.

https://doi.org/10.1016/j.urology.2019.05.054
UROLOGY 133: 143, 2019. © 2019 Elsevier Inc.

)
AUTHOR REPLY Ssaies’

Prostate cancer (CaP) patients treated with radical prostatec-
tomy (RP) may have a longer life expectancy than the age-
matched general population.' At first glance, this might be a
countet-intuitive observation. However, it is based on a heavy
selection bias in the diagnostic and treatment decision-making
process prior to RP. This might be 1 explanation why obesity
is under-represented in a surgically treated cohort compared
to the general population as correctly pointed out in this
editorial.

Beyond the differences in surgical complication rates between
open and robotic-assisted RP (ORP and RARP) in obese men,
the accompanying commentary complements our findings and
emphasizes important racial and socioeconomic disparities in
treatment outcomes of CaP patients. Accordingly, it was shown
that wealthier patients are more likely to receive RARP than
ORP.” The commentator states that “The obese patient is more
likely to be black, poor, and treated at a low or medium volume
hospital” and calls for a renewal in addressing health care dispar-
ities in CaP treatment. We completely agree with this claim and
endorse that outcome differences based on the surgical approach
for RP probably have a lower impact compared to outcome dif-
ferences that are based on social, racial, and even geographical
disparities.”* Nevertheless, in centers or regions in which both
surgical approaches are available, our study supports the current
evidence that obese patients can expect fewer complications if
treated robotically-assisted.

Last but not least, another patient group should not be forgot-
ten in the debate addressing outcome inequalities in CaP treat-
ment: the old patient. Several recent studies demonstrated the
underutilization of local treatment options in chronologically
older men with a long life expectancy.’ Besides the above-men-
tioned sources for disparities, this growing group of patients
deserves careful attention since recent data argue against a strong
inherent effect of age on risk of CaP death and indicate that in
current clinical practice, old men with CaP receive insufficient
diagnostic workup and subsequent curative treatment.’

Sophie Knipper, Markus Graefen, Pierre I.
Karakiewicz, Martini-Klinik Prostate Cancer Center,
University Hospital Hamburg-Eppendorf, Hamburg,
Germany; Cancer Prognostics and Health Outcomes Unit,
Division of Urology, University of Montréal Health Center,
Montréal, Québec, Canada
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