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Abstract

Background: Few reports can be found in the literature with respect to the impact of neoadjuvant hormonal
therapy (NHT) on operative parameters on laparoscopic radical prostatectomy (LRP) in a large study. The aim of this
study was to evaluate the safety and efficacy of NHT prior to LRP for locally confined prostate cancer.

Methods: From January 2004 to September 2009, 342 patients undergoing LRP were analyzed, specifically
comparing 72 patients who received NHT to 270 who did not. All patients were in clinical stage T2 and nerve
sparing LRP were not included.

Results: The mean patient age, preoperative prostate specific antigen (PSA), clinical stage, and biopsy Gleason
grade were similar for the NHT and the non-NHT LRP groups. The median blood loss and the median operative
time were also similar. There were no differences in the intraoperative complication rate of rectum injury,
blood transfusion, and open surgery conversion. The positive surgical margin rate was significantly improved
in NHT patients. Moreover, PSA recurrence within two years was significantly less in long-term NHT than in
non-NHT patients.

Conclusions: LRP was shown as a safe and efficacious procedure in patients who have received NHT. Perioperative
morbidity of NHT patients undergoing LRP appears equivalent to non-NHT patients, with lower positive surgical
margin, and PSA recurrence rate.
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Background
In recent years, significant improvements have been
made in the early detection of prostate cancer (PCA).
Also, a rapid increase in incidence during the past two
decades has been noted [1]. Radical retropubic prosta-
tectomy (RP), in particular, provides excellent long-term
disease control for patients with clinically localized PCA
[2]. Laparoscopic prostatectomy (LRP), first described by
Schuessler et al. [3], is a standard treatment modality for
localized PCA that seeks to combine the benefits of a
minimally invasive approach with the advantages of sur-
gical removal and pathologic staging of the tumor. This
technique was initiated in our practice in 2001, and
since then more than 500 cases have been experienced.
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The use of neoadjuvant hormonal therapy (NHT) lacks
widespread acceptance in the treatment of PCA patients.
Studies have demonstrated a decrease in pathologic
stage without improvement in prostate specific antigen
(PSA) for disease-free survival in patients receiving
3 months of NHT [3-5]. In contrast, recent studies [6,7]
have shown the effectiveness of NHT was enhanced by
using it for a longer duration (>8 months) or combining
it with androgen blockade. Prostatic apoptosis associated
with prostatic and periprostatic fibrosis has been seen
after NHT. A consensus has not been possible on
whether or not these periprostatic changes make RP
more difficult because of insufficient data on this ques-
tion. To our knowledge, few reports can be found in the
literature with respect to the impact of NHT on opera-
tive parameters on LRP in a large study. However, one
study [8] reported a decrease in seminal vesicle invasion
rate with NHT. Therefore, the aim of this retrospective
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Table 1 Clinical characteristics of laparoscopic radical
prostatectomy cases treated with or without neoadjuvant
hormonal therapy groups *p < 0.05

Variables LRP* alone LRP with NHT**

No. of patients 270 72

Mean age ± SD 66.3 ± 6.1 67.7 ± 5.4

Mean serum PSA ± SD, ng/mL 8.64 ± 5.2 9.81 ± 4.1

Biopsy Gleason grade, n(%)

≤ 3 + 3 121 (44.8) 30 (41.7)

3 + 4, 4 + 3 85 (31.5) 25 (34.7)

≥ 4 + 4 64 (23.7) 17 (23.6)

Clinical stage, n(%)

cT1c 100 (37.0) 27 (37.5)

cT2 170 (63.0) 45 (62.5)

D’Amico risk classification, n(%)

low 76 (28.1) 14 (19.4)

intermediate 74 (27.4) 24 (33.3)

high 120 (44.4) 34 (47.2)

Pathological stage, n(%)

pT2 193 (71.5) 62 (86.1)

pT3 77 (28.5) *10 (13.9)

Median operative time, min 260 (121–572) 276 (151–454)

Median blood loss, ml 600 (50–4500) 600 (90–3928)

Intraoperative complication

Rectum injury, n(%) 4 (1.48) 2 (2.78)

Blood transfusion, n(%) 4 (1.48) 2 (2.78)

Open surgery conversion, n(%) 10 (3.70) 3 (4.17)

Positive surgical margin, n(%) 114 (42.2) *20 (27.8)

Biochemical recurrence, n(%) 48 (17.8) 14 (19.4)

Patient characteristics and outcomes in laparoscopic prostatectomy (LRP) only
and LRP with neoadjuvant hormone therapy (NHT) *p < 0.05.
LRP*: laparoscopic radical prostatectomy NHT**: neoadjuvant hormonal
therapy.
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study was to compare the results of LRP in patients who
did and did not receive NHT prior to LRP especially in
high risk PCA patients.

Methods
Study population
Between January 2004 and September 2009, 342 men
were scheduled for LRP as the treatment for apparently
localized PCA. LRP was performed as described by
Guillonneau and Vallancien [9]. After removing the
prostate, the specimen was fixed in 10% buffered formal-
dehyde. After removal of the apex and the bladder neck
resection margins, the prostate was sectioned axially at
regular intervals of 5 mm or less, yielding serial slices of
tissue. On each slide, a pathologist outlined the region of
cancer and assigned a Gleason grade. Clinical character-
istics are listed in Table 1. Of the 342 patients, 72 had
received NHT. In the NHT group 50 patients were trea-
ted with anti-androgen and luteinizing hormone-releasing
hormone analogue. The other 22 patients were treated
only with anti-androgen alone. The period of NHT was
3.8 (0.5-24) months prior to LRP. NHT was initiated due
to the concerns of the patients to delay the tumor pro-
gression while waiting for the operation to be scheduled.
Nerve sparing cases were omitted. Preoperative and peri-
operative clinical and pathological data were recorded in-
cluding patient age, preoperative PSA, biopsy Gleason
grade, clinical stage, pathologic stage, blood loss including
urine, intraoperative complications and surgical margin
status. There were no significant differences among the
two groups in clinical characteristics. The oncologic re-
sults were evaluated by staging of the operative specimen
according to the TNM 2002 classification and the last
serum PSA level after operation. PSA recurrence was de-
fined as two consecutive increases > 0.2 ng/mL. The me-
dian follow-up for biochemical recurrence free patients
was 4.5 (2.0-7.5) years. This study was approved by the
institutional review board at Nagoya City University
Hospital and conducted in accordance with Declaration
of Helsinki. Surgical complications were monitored ac-
cording to the Clavien-Dindo Classification. Numerical
parameters between the two groups were compared using
the Student’s t test or Man-Whitney U test when appro-
priate. A P value less than 0.05 was considered significant.
Results
Patient characteristics
The clinical features of the patients are shown in Table 1
as indicated previously. Mean patient age ± standard de-
viation (SD) was 66.3 ± 6.1, and 67.7 ± 5.4 for the LRP
alone group and LRP with NHT groups respectively.
Mean serum levels of PSA before prostate biopsy and
prostate biopsy Gleason scores were similar in the two
groups. About 37% of each group was in clinical stage
cT1c. The two groups were equally balanced for clinical
characteristics.

Influence on operation and postoperative parameters
There were no differences in median operative times
(260 min in LRP alone, and 276 min in LRP with NHT),
and in median blood loss (600 ml in LRP alone, and
600 ml in LRP with NHT). With respect to the intrao-
perative complications, no differences were seen in the
rate of rectum injury, open surgery conversion, and the
necessity of blood transfusion. All complications were
less than grade 1 in the Clavien–Dindo Classification,
and were treated as routine procedures. There was also
no difference in the complication rate between the two
groups on the history of abdominal surgery. Several
patients had experienced an appendectomy or total



Table 2 Comparison of neoadjuvant hormonal
therapy period treated with laparoscopic radical
prostatectomy patients

Variables Group A* Group B**

No. of patients 47 25

Mean age ± SD 67.4 ± 5.6 68.3 ± 4.7

Preoperative serum PSA ± SD, ng/mL 10.0 ± 3.9 9.38 ± 4.4

Biopsy Gleason grade, n(%)

≤ 3 + 3 20 (42.6) 10 (40.0)

3 + 4, 4 + 3 20 (42.6) 5 (20.0)

≥ 4 + 4 7 (14.9) 10 (40.0)

D’Amico risk classification, n(%)

low 11 (23.4) 3 (12.0)

intermediate 17 (36.2) 7 (28.0)

high 19 (40.4) 15 (60.0)

Kind of neoadjuvant hormonal therapy

CAB 32 (68.1) 18 (72.0)

anti-androgen alone 15 (31.9) 7 (28.0)

Pathological stage, n(%)

pT2 42 (89.4) 20 (80.0)

pT3a 3 (6.40) 4 (16.0)

pT3b 2 (4.30) 1 (4.00)

Median operative time, min 286 (151–454) 270 (152–410)

Median blood loss, ml 600 (90–3928) 552 (95–1600)

Positive surgical margin, n(%) 13 (27.7) 7 (28.0)

Biochemical recurrence, n(%) 13 (27.7) *1 (4.00)

Patient characteristics and outcomes in two NHT patient groups (Group A: NHT
on LRP for less than 3 months, Group B: NHT on LRP for more than 3 months)
*p < 0.05.
Group A*: laparoscopic radical prostatectomy cases treated with neoadjuvant
hormonal therapy for less than 3 months.
Group B**: laparoscopic radical prostatectomy cases treated with neoadjuvant
hormonal therapy for more than 3 months.
CAB: combined androgen blockade with anti-androgen and LHRH analogue.
*p < 0.05.
CAB: combined androgen blockade with anti-androgen and LHRH analogue.
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gastrectomy, but had no effect on the complication rate
in such patients (data not shown). There was no mortal-
ity in this series. Positive surgical margin (PSM) was
demonstrated in 114 (42.2%) in the LRP alone group
and in 20 (27.8%) in LRP with NHT group. The differ-
ence between these two groups was significant. The apex
was the most common location of PSM in each group
(data not shown).

Influence on biochemical recurrence free survival rate
The PSM rate was significantly lower in patients that
were treated with NHT. In all, 62 patients had biochem-
ical recurrence (BCR) (48 in LRP alone and 14 in LRP
with NHT). The 2-year BCR free probability was similar
between the two groups. For further analysis of pro-
longed NHT, the LRP with NHT group was divided into
two groups of less than 3 months (Group A) and more
than 3 months (Group B). The clinical features of the
patients are shown in Table 2. No clinical differences
emerged from studies of the two groups. The compari-
sons of median blood loss and operative time, and the
rate of rectum injury, open surgery conversion, and ne-
cessity of transfusion were all not significant. In this ana-
lysis, the PSM rate was similar between the two groups,
but the 2-year BCR rate was significantly lower in group
B than in group A: (13 patients (27.7%) in Group A, ver-
sus one patient (4.00%) in Group B).

Discussion
There is no consensus in the medical literature as to
whether RP after NHT is of greater, equal, or of lesser
difficulty than RP in patients who have not received
NHT. Some have stated that NHT decreases the opera-
tive parameters and thereby facilitates the surgical pro-
cedure [10,11]. Others have reported no differences in
operative time, blood loss, transfusion rate, or complica-
tion rate in patients who received or did not receive
NHT prior to RP [12-14]. Our interest was directed at
learning if the inability to palpate the prostate in these
cases would make LRP more difficult, especially in the
first group of cases that were encountered. In order to
focus on this problem, a retrospective study was per-
formed on our large number of patient outcomes. Both
patient groups who did and did not receive NHT showed
similarities in preoperative clinical features, operative
times, blood loss, and intraoperative complication rates.
Thus, it appears that LRP is a safe procedure that can be
performed easily in both groups of patients.
In this series, the effect of prolonged NHT (over

4 months) was compared to less than 3 months NHT,
and no impact was found on operative parameters.
Gleave et al. [4] reported a mean blood loss of 761 ml
and no major intraoperative morbidity after 8 months of
NHT. After 4 months of NHT, Powell et al. [15] found
RP was feasible in terms of resectability in patients who
earlier might have been considered inoperable due to
clinical stage T3/T4 disease. As to LRP, Rassweiler et al.
[16] evaluated 180 patients who underwent LRP. Of
these, NHT was given in 42 patients (23.3%) that
required a longer operative time (321 min) and higher
blood transfusion rate (46%) than in patients without
NHT. However, in our study, the operative parameters
between prolonged NHT and short term NHT were
similar. This might be partly due to the recent advances
of surgical instruments, for example, clear view system,
or superior blood coagulation devices. Nowadays, robot-
assisted laparoscopic radical prostatectomy (RALP) is
gaining in popularity for the treatment of clinically loca-
lized PCA. The benefits of RALP are minimally invasive
surgery with wide and 3-dimensional vision and delicate
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control of instruments. These are considered more rea-
sonable and safe, and constitute an effective treatment
modality superior to not only RP but also LRP. There-
fore, RALP after NHT might be a feasible option in loca-
lized PCA patients.
The BCR free survival is another focus of attention

after NHT prior to RP. Meyer et al. [5] reviewed 680
men and follow-up for 38 months after RP. They
reported a 33% PSA recurrence rate. The literature is in-
adequate on the impact of NHT on the outcome of LRP.
As to LRP, Pu et al. [6] evaluated 55 patients with clinic-
ally localized PCA who were treated with NHT for 3-
months (25 patients), and for 8-months (19 patients)
and those with non-NHT (11 patients) before LRP. The
PSM rate was significantly lower in the 3- or 8-months
NHT groups than in the non-adjuvant group (P < 0.05,
respectively). Also, there was no difference between the
3- and 8-months groups with respect to PSM rate. How-
ever, they had no follow-up data as to whether or not
prolonged (8-months) NHT prior to LRP altered BCR
rates. Table 3 reviews the impact of NHT prior to LRP
on PSM and BCR rate [6,7,16-18]. Brown et al. [7] stud-
ied the safety and efficacy of LRP after NHT. LRP
appeared to be a safe and efficacious procedure. These
results were based on 5 patients who received NHT
Table 3 Comparison of neoadjuvant hormonal therapy on the

References Period of NHT* (months) No. of patients Tra

Rassweiler et al. [14]

NHT group NA 42

non-NHT group - 138

Gregori et al. [15]

NHT group less than 3 21

non-NHT group - 59

Brown et al. [7]

NHT group less than 3 5

non-NHT group - 60

Maldonado-Valadez et al. [16]

NHT group 3.5 50

non-NHT group - 50

Pu et al. [6]

NHT group 3 25

8 19

non-NHT group - 11

Our series

NHT group 3 or less 47

more than 3 25

non-NHT group - 270

Reviews of the impact of NHT prior to LRP on operative and postoperative paramet
NHT*: neoadjuvant hormonal therapy PSM**: positive surgical margin BCR***: bioch
NA: not available PSM: positive surgical margin BCR: biochemical recurrence.
against 60 who did not. They also noted that 2 of 60
patients in the non-NHT group had biochemical recur-
rence, compared to 0 of 5 patients in the NHT group.
This data of a small number of patients and short study
term discouraged any statistical study of the cohorts. In
contrast, our data includes an extended median follow-
up period of 4 years, which strengthens the case for
NHT improving BCR free survival. Further large scale
prospective investigations are needed.
Several limitations and factors might account for the

lack of difference in BCR rates despite improved PSM
rates between the non-NHT and NHT groups. In the
present study about 25% were low risk patients accord-
ing to the D’Amico classification (PSA < 10 ng/mL, bi-
opsy Gleason score < 7, cT1) with an associated low risk
of BCR after RP alone. Such patients might derive little
benefit from the addition of NHT. Similar to other pre-
vious studies, this trial was also initially designed to
identify differences in pathological stage and not pow-
ered to detect differences in BCR. NHT causes shrinkage
and condensation of the benign prostate tissue around
the tumor. Thus, while the apoptosis caused by NHT
may increase the number of apparently negative mar-
gins, tumors may actually be closer to the prostate cap-
sule, margin, and seminal vesicle. The lack of a
outcome of laparoscopic radical prostatectomy

nsfusion rate (%) PSM** rate (%) BCR*** rate after 2 years (%)

46.0 NA NA

NA NA NA

NA NA NA

NA NA NA

0 0 NA

1.7 17.0 NA

36.0 18.0 NA

52.0 16.0 NA

32.0 12.0 NA

31.2 10.5 NA

36.4 45.5 NA

2.12 27.7 27.7

4.00 28.0 4.00

1.48 42.2 17.8

ers.
emical recurrence.
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demonstrable BCR benefit for NHT in a long term
follow-up might be due to insufficient sample size. In a
meta-analysis that combined several studies to include
1129 men, NHT did not improve BCR rates after RP. In
another study of 156 patients treated with 8 months of
NHT, Gleave et al. [19] reported low PSM (12%) and
BCR (12.2%) rates at a mean follow up of 54 months. In
our study, there was no difference in preoperative risk
between the two groups (LRP alone vs. LRP with NHT)
in Table 1. However, the number of pathological stage
T3 patients was significantly lower in the NHT group.
Table 2 shows the high risk PCA patients tended to be
higher in the long-term NHT group, but the BCR rate
was significantly lower. Although this was a retrospect-
ive study, a longer NHT period might decrease the ac-
tive capsular penetration and seminal vesicle invasion,
and as a result prevent the biochemical recurrence. Our
findings suggest that the optimal duration of NHT on
LRP might be over 3 months similar to RP.
In Japan, there are a limited number of large institutes

where LRP can be performed. A Japanese preoperative
nomogram was reported which indicated the probability
of extracapsular penetration after surgery is 15-27% in
low risk patients [20]. Patients were informed of the
probability and the risk of comorbidity before surgery.
When the patient chose the NHT, it was performed
according to the waiting time for the operation. There
was no comorbidity in long-term NHT group. To truly
assess the appropriateness of NHT requires a careful
consideration of the growing evidence of risk of the car-
diac and metabolic diseases associated with such long-
term exposure to androgen deprivation. Consequently,
many diagnosed cases of PCA have a long waiting period
before surgery can be scheduled. Thus, many cases are
treated with NHT to suppress the progression of the
malignancy. Our data showed that LRP is safe and ef-
fective for the treatment of PCA in men who received
NHT. The longer period of NHT can reduce the PSM,
and might improve the BCR free survival on LRP.

Conclusion
LRP was shown as a safe and efficacious procedure in
patients who have received NHT. Perioperative morbid-
ity of NHT patients undergoing LRP appears equivalent
to non-NHT patients, with lower positive surgical mar-
gin, and PSA recurrence rate.

Competing interest
The authors declare that they have no competing interests.

Authors’ contributions
This manuscript has not been published elsewhere in part or in entirety and
is not under consideration by another journal. Further, all the authors have
read and approved the manuscript and agree with its submission to your
journal. Details regarding authorship, conflicts of interest, and ethical
approval are given in the accompanying Author Submission Requirement
Form. Each author participated sufficiently in the work to take public
responsibility for appropriate portions of the content. TN carried out to
design the study and make statistical analysis, and drafting of the
manuscript. NK made critical revision of the manuscript. TO and DN carried
out the acquisition of data. YK and HA participated in the design of the
study and performed the statistical analysis. TY and KT participated in its
design and coordination and helped to draft the manuscript. KK made
supervision of this study. All authors read and approved the final manuscript.
Acknowledgments
This work was not financially supported.

Author details
1Department of Nephro-urology, Nagoya City University, Graduate School of
Medical Sciences, Kawasumi 1, Mizuho-cho, Mizuho-ku, 467-8601 Nagoya,
Japan. 2Department of Urology, East Medical Center Higashi Municipal
Hospital City of Nagoya, Nagoya, Japan. 3Department of Urology, Anjo Kosei
Hospital, Anjo, Japan.

Received: 8 May 2012 Accepted: 10 December 2012
Published: 18 December 2012
References
1. Sarma AV, Schottenfeld D: Prostate cancer incidence, mortality, and

survival trends in the United States: 1981–2001. Semin Urol Oncol 2002,
20(1):3–9.

2. Carroll PR, Presti JC Jr, Small E, Roach M 3rd: Focal therapy for prostate
cancer 1996: maximizing outcome. Urology 1997, 49(3A Suppl):84–94.

3. Schuessler WW, Schulam PG, Clayman RV, Kavoussi LR: Laparoscopic radical
prostatectomy: initial short-term experience. Urology 1997, 50(6):854–857.

4. Gleave ME, Goldenberg SL, Chin JL, Warner J, Saad F, Klotz LH, Jewett M,
Kassabian V, Chetner M, Dupont C, et al: Randomized comparative study
of 3 versus 8-month neoadjuvant hormonal therapy before radical
prostatectomy: biochemical and pathological effects. J Urol 2001,
166(2):500–506. discussion 506–507.

5. Meyer F, Moore L, Bairati I, Lacombe L, Tetu B, Fradet Y: Neoadjuvant
hormonal therapy before radical prostatectomy and risk of prostate
specific antigen failure. J Urol 1999, 162(6):2024–2028.

6. Pu XY, Wang XH, Wu YL, Wang HP: Comparative study of the impact of
3- versus 8-month neoadjuvant hormonal therapy on outcome of
laparoscopic radical prostatectomy. J Cancer Res Clin Oncol 2007,
133(8):555–562.

7. Brown JA, Garlitz C, Strup SE, Hubosky SG, Gomella L: Laparoscopic radical
prostatectomy after neoadjuvant hormonal therapy: an apparently safe
and effective procedure. J Laparoendosc Adv Surg Tech A 2004,
14(6):335–338.

8. Soloway MS, Pareek K, Sharifi R, Wajsman Z, McLeod D, Wood DP Jr, Puras-
Baez A: Neoadjuvant androgen ablation before radical prostatectomy in
cT2bNxMo prostate cancer: 5-year results. J Urol 2002, 167(1):112–116.

9. Guillonneau B, Vallancien G: Laparoscopic radical prostatectomy:
the Montsouris technique. J Urol 2000, 163(6):1643–1649.

10. Schulman CC, Sassine AM: Neoadjuvant hormonal deprivation before
radical prostatectomy. Eur Urol 1993, 24(4):450–455.

11. Sassine AM, Schulman CC: Neoadjuvant hormonal deprivation before
radical prostatectomy. Eur Urol 1993, 24(Suppl 2):46–50.

12. Macfarlane MT, Abi-Aad A, Stein A, Danella J, Belldegrun A, deKernion JB:
Neoadjuvant hormonal deprivation in patients with locally advanced
prostate cancer. J Urol 1993, 150(1):132–134.

13. Civantos F, Sadek S, Obek C, Lai S, Soloway M: Neoadjuvant hormonal
therapy prior to radical prostatectomy. Mol Urol 1999, 3(3):201–204.

14. Goldenberg SL, Klotz LH, Srigley J, Jewett MA, Mador D, Fradet Y, Barkin J,
Chin J, Paquin JM, Bullock MJ, et al: Randomized, prospective, controlled
study comparing radical prostatectomy alone and neoadjuvant
androgen withdrawal in the treatment of localized prostate cancer.
Canadian urologic oncology group. J Urol 1996, 156(3):873–877.

15. Powell IJ, Tangen CM, Miller GJ, Lowe BA, Haas G, Carroll PR, Osswald MB,
De VWR, Thompson IM Jr, Crawford ED: Neoadjuvant therapy before
radical prostatectomy for clinical T3/T4 carcinoma of the prostate: 5-year
followup, phase II southwest oncology group study 9109. J Urol 2002,
168(5):2016–2019.



Naiki et al. BMC Urology 2012, 12:36 Page 6 of 6
http://www.biomedcentral.com/1471-2490/12/36
16. Rassweiler J, Sentker L, Seemann O, Hatzinger M, Rumpelt HJ: Laparoscopic
radical prostatectomy with the Heilbronn technique: an analysis of the
first 180 cases. J Urol 2001, 166(6):2101–2108.

17. Gregori A, Simonato A, Lissiani A, Bozzola A, Galli S, Gaboardi F:
Laparoscopic radical prostatectomy: perioperative complications in an
initial and consecutive series of 80 cases. Eur Urol 2003,
44(2):190–194. discussion 194.

18. Maldonado-Valadez R, Teber D, Erdogru T, Safi KC, Frede T, Rassweiler J:
The impact of neoadjuvant hormonal therapy on the outcome of
laparoscopic radical prostatectomy: a matched pair analysis. J Urol 2006,
175(6):2092–2096.

19. Gleave ME, La Bianca SE, Goldenberg SL, Jones EC, Bruchovsky N,
Sullivan LD: Long-term neoadjuvant hormone therapy prior to radical
prostatectomy: evaluation of risk for biochemical recurrence at
5-year follow-up. Urology 2000, 56(2):289–294.

20. Naito S, Kuroiwa K, Kinukawa N, Goto K, Koga H, Ogawa O, Murai M,
Shiraishi T: Validation of partin tables and development of a preoperative
nomogram for japanese patients with clinically localized prostate cancer
using 2005 international society of urological pathology consensus on
gleason grading: data from the clinicopathological research group for
localized prostate cancer. J Urol 2008, 180(3):904–909. discussion 909–910.

doi:10.1186/1471-2490-12-36
Cite this article as: Naiki et al.: Neoadjuvant hormonal therapy is a
feasible option in laparoscopic radical prostatectomy. BMC Urology 2012
12:36.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Study population

	Results
	Patient characteristics
	Influence on operation and postoperative parameters
	Influence on biochemical recurrence free survival rate

	Discussion
	Conclusion
	Competing interest
	Authors’ contributions
	Acknowledgments
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


