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Prostate Cancer Stage.

Table 2: TNM Staging System
T Caregorics

™ Primary tumor cannot be assessed

Clinically inapparent tumor neither palpable nor visible

by imaging

Tla: Tumor incidental histologic finding in 5% or less
of tissue resecred

Tib: Tumor incidental histologic finding in more than
5% of tissue resected

Tle: Tumor identified by needle biopsy

Tumor confined within prostate

T2a: Tumor involves S0% or less of one lobe
Tumor involves more than 50% of one lobe but
not both lobes
Tumor involves both lobes

Tumor extends through the prostate capsule

T3a: Exrtracapsular extension (unilateral or bilateral)

T3b: Tumor invades seminal vesicle(s)

Tumor is fixed or invades adjacent structures other

than seminal vesicles

N Caregories

NX: Regional lymph nodes were not assessed
NO: The cancer has not spread to lymph nodes
N1: The cancer has spread to lymph nodes

M Categorics

MX: Distant metastasis cannor be assessed
MO: No distant metastasis
M1: Distant merastasis
M1la: The cancer has spread to distant lymph nodes
M1b: The cancer has spread to bone(s)
MIlc: The cancer has spread to other org
(e.g., lungs, liver, brain)

TNM: tumor-node-metastasis.
Source: Reference 13.
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Radical Prostatectomy
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Consent Issues

Serious or frequently occurring risks

COMMON

O TEMPORARY INSERTION OF A BLADDER CATHETER AND WOUND DRAIN
O HIGH CHANCE OF IMPOTENCE DUE TO UNAVOIDABLE NERVE DAMAGE
O NO SEMEN IS PRODUCED DURING AN ORGASM CAUSING SUB FERTILITY

OCCASIONAL

U BLOOD LOSS REQUIRING TRANSFUSION OR REPEAT SURGERY

O URINARY INCONTINENCE TEMPORARY OR PERMANENT REQUIRING PADS OR FURTHER SURGERY

d DISCOVERY THAT CANCER CELLS ALREADY OQUTSIDE PROSTATE NEEDING OBSERVATION OR FURTHER
TREATMENT

U FURTHER TREATMENT AT A LATER DATE IF REQUIRED INCLUDING RADIOTHERAPY OF HORMONAL THERAPY

RARE

O ANAESTHETIC OR CARDIOVASCULAR PROBLEMS POSSIBLY REQUIRING INTENSIVE CARE ADMISSION (INCLUDING
CHEST INFECTION, PULMONARY EMBOLUS, STROKE, DEEP VEIN THROMBOSIS, HEART ATTACK AND DEATH.)

O PAIN, INFECTION OR HERNIA IN AREA OF INCISION

O RECTAL INJURY, VERY RARELY NEEDING TEMPORARY COLOSTOMY

ALTERNATIVE THERAPY: WATCHFUL WAITING, RADIOTHERAPY, BRACHYTHERAPY, HORMONAL THERAPY AND
PERINEAL OR LAPAROSCOPIC REMOVAL.
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Incision and Exposure
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Vesico-urethral anastomosis
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ADVANTAGES OF LAPAROSCOPIC
SURGERY



