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Introduction  
Prostate cancer is the most commonly diagnosed cancer and the second leading cause of 
cancer death among Canadian men. In 2013, there were an estimated 23,600 new cases 
identified and 3,900 deaths attributable to prostate cancer.1 How prostate cancer is treated 
depends on the extent of the disease. Men with cancer that is confined to the prostate gland 
may opt for surgery, radiation therapy, hormone therapy, a combination of these interventions  
or a “wait and see” approach, either active surveillance or watchful waiting.i Studies conducted 
to date have not conclusively differentiated the relative benefits of one therapy over another in 
terms of survival or quality of life outcomes.2, 3 Treatment decisions are therefore largely based 
on the preferences of men and their doctors, taking into consideration age, health status, 
attitudes toward potential treatment side effects and perceptions of the risk of disease relative  
to the potential benefits of the treatment.4 

This report describes surgery for prostate cancer in Canada from 2006–2007 to 2012–2013, 
with a focus on radical prostatectomy (RP), a potentially curative surgical intervention. RP 
completely removes the prostate, surrounding tissue and seminal vesicles and is indicated 
when the cancer is confined to the prostate gland. RP may be performed using either an open 
procedure, where surgeons make an incision into the lower abdomen (retropubic), or minimally 
invasive laparoscopic approaches. RPs performed laparoscopically are associated with lower 
rates of complications compared with the open approach.5, 6 

  

                                                 
i. Active surveillance involves closely monitoring men who have a diagnosis of prostate cancer that has characteristics that confer 

a favourable risk of remaining symptom free. Such men are followed according to a schedule of prostate-specific antigen (PSA) 
tests and periodic biopsies. If there is evidence of disease progression, appropriate therapy is considered.2, 35, 36 Another 
approach, watchful waiting, is a strategy that foregoes curative treatment and initiates treatment only when symptoms occur.37 
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A robotic surgical system became available in 2000 to help perform laparoscopic RP.7, 8 This 
expensive technology allows 3D visualization and 10 times magnification of the neurovascular 
and urinary structures involved in the procedure.9 Whether the use of a robot adds value in 
terms of clinical outcomes relative to cost remains controversial.10–14 While similar rates of 
cancer control are achieved with robot-assisted and open RPs, it remains uncertain whether 
either procedure is advantageous in terms of lowering rates of perioperative complications  
(e.g., blood loss) or longer-term outcomes (e.g., incontinence, impotence).7, 10, 15–22 RPs are 
complex and lengthy procedures, and surgeons who have adopted robotic technology report 
that it facilitates ease of pelvic access, aids visualization and improves ergonomic comfort 
during surgery.23, 24 

The delivery of surgical care for men with prostate cancer in Canada has not been well 
described. This report describes trends in surgical approaches to prostate cancer by province 
and territory, as well as the extent to which length of stay, duration of surgery and hospital 
readmission vary by surgical approach. 

Methods 
This section describes the data sources used, how prostate cancer patients were identified and 
how related surgical procedures were defined (see the website for further information on methods).  

Data Sources 
Three sources of information were used to identify all inpatient and day surgery surgical 
procedures that took place between 2006–2007 and 2012–2013, inclusive: 

• Hospital Morbidity Database, Canadian Institute for Health Information (CIHI) 

• National Ambulatory Care Reporting System, CIHI 

• Alberta Ambulatory Care Reporting System, Alberta Health  

Identifying Cancer Patients and Surgical Procedures  
Men who received potentially curative surgical treatment for primary prostate cancer were 
defined as those with hospital discharges with a most responsible diagnosis of primary prostate 
cancer and a cancer-related surgical intervention indicated anywhere on the abstract (see 
CIHI’s website for a list of diagnostic and intervention codes). This report focuses specifically  
on RP, which accounts for 97% of potentially curative surgeries performed to treat men with 
prostate cancer (see Table A1 on CIHI’s website). 

Hospitalizations were calculated using episodes of care. An episode of care refers to all 
contiguous inpatient and day surgeryii records. To construct an episode of care, transfers within 
and between facilities were linked. These treatment episodes were used to calculate lengths of 
stay and readmissions. 

Results shown by province pertain to the location of surgery, not the province of patient residence. 

                                                 
ii. Virtually all (more than 99%) RPs are performed as inpatient procedures. 

https://secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC2662
https://secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC2662
https://secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC2662
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Results 
Potentially Curative Surgical Treatment 
The annual RPiii volume over the seven-year study period ranged from 7,262 to 8,684, with no 
significant trend observed. There was a large decrease in RP from 2011–2012 to 2012–2013 
(Figure 1). This decline was observed across all provinces. 

Figure 1: Number of Radical Prostatectomies by Province of Surgery,  
2006–2007 to 2012–2013 

 

 

Sources  
Hospital Morbidity Database and National Ambulatory Care Reporting System, 2006–2007 to 2012–2013, Canadian Institute  
for Health Information; Alberta Ambulatory Care Reporting System, 2006–2007 to 2009–2010, Alberta Health. 

  

                                                 
iii. RP is almost exclusively performed to treat prostate cancer (98.7% of all RPs were performed on men with prostate cancer). 
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Adoption of Surgical Approaches Across Canada 
The focus of the subsequent analyses is on surgical approach: whether RP was performed 
using an open or laparoscopic approach with or without robotic assistance. Codes for the use  
of robots to perform RP became available in 2009–2010. Consequently, descriptions of  
surgical approaches prior to 2009–2010 are limited to comparing open RP with laparoscopic 
RP. Laparoscopic RP is broken down into robotic versus non-robotic for the last four years of 
the study period (2009–2010 to 2012–2013). 

Figure 2 presents the percentage of RPs by jurisdiction, surgical approach and year. A table 
showing the volume of RPs by jurisdiction, surgical approach and year is available on CIHI’s 
website (Table A2). 

Figure 2: Percentage of Radical Prostatectomies by Surgical Approach,  
Selected Jurisdictions, 2006–2007 to 2012–2013 

 

 

Sources  
Hospital Morbidity Database and National Ambulatory Care Reporting System, 2006–2007 to 2012–2013, Canadian Institute  
for Health Information; Alberta Ambulatory Care Reporting System, 2006–2007 to 2009–2010, Alberta Health. 

https://secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC2662
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Open Versus Laparoscopic Surgical Approach 

There was a two-fold increase in the use of laparoscopic RP in Canada over the study period, 
rising from 13% in 2006–2007 to 30% in 2012–2013. There were significant differences across 
jurisdictions in the use of the open versus laparoscopic approach. Almost all (99.6%) laparoscopic 
RPs were performed in six provinces: New Brunswick, Quebec, Ontario, Saskatchewan, Alberta 
and British Columbia. Virtually all RPs done in Newfoundland and Labrador, Prince Edward 
Island, Nova Scotia and Manitoba were performed using the open surgical approach. 

Among the six provinces performing laparoscopic RP, there were large differences in the share 
of RPs performed laparoscopically, as well as in the seven-year trends in the use of 
laparoscopic RP (Figure 2).  

• Alberta had the largest increase in the use of the laparoscopic approach, with an absolute 
increase of nearly 30%. The rate plateaued in the last three years of the study period. 

• New Brunswick, Quebec and Ontario experienced a steady increase in the use of 
laparoscopic surgery, although a smaller absolute increase than that seen in Alberta. 

• B.C. had a large initial increase in the use of laparoscopic surgery, but its use remained 
relatively constant at 15% over the last four years of the study period. 

• In Saskatchewan, nearly all RPs were performed laparoscopically over the study period. 

Robotic Assistance (2009–2010 to 2012–2013) 

During the study period, Quebec, Ontario, Alberta and B.C. were using robots to perform RP. 
The number of robot-assisted RPs performed in these provinces grew from 720 in 2009–2010  
to 1,394 in 2012–2013.  

• In Quebec and Ontario, robot-assisted RP increased markedly, nearly doubling during the 
most recent four-year period (Figure 2). The previously noted increases in laparoscopic RP 
in Quebec and Ontario were almost exclusively driven by the increased use of robotic 
assistance (non-robotic laparoscopic RP was relatively constant over the four years). 

• In Alberta, virtually all laparoscopic RPs were performed using robotic assistance (Figure 2). 
The increase in laparoscopic RP in Alberta was exclusively driven by the increase in robotic 
assistance (non-robotic laparoscopic RP declined over the four years). 

• In B.C., robotic assistance declined. The share of laparoscopic RPs performed with  
robotic assistance in 2012–2013 was half that observed in 2009–2010 (Figure 2). Overall 
laparoscopic RP remained relatively constant in B.C. at 15% (non-robotic laparoscopic RP 
increased over the four years). 

• In Saskatchewan, where nearly all RPs were performed laparoscopically, none of the 
procedures involved robotic assistance (Figure 2). 

The share of RPs performed in Canada that used robotic assistance doubled over the four-year 
period from 9.1% in 2009–2010 to 19.2% in 2012–2013. 
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Impact on Organization of Care 
Centralization 

A trend toward increased centralization of surgical care is characterized by a larger share of 
procedures being performed over time at hospitals with the largest volumes. In the case of RP, 
centralization could occur if patients were drawn away from small-volume hospitals without 
laparoscopic RP to larger hospitals that offer laparoscopic surgery.  

The number of hospitals performing RP decreased slightly, from 157 in 2006–2007 to 145 in 
2012–2013. That there were relatively few hospitals performing RP may be explained by the 
reliance on specialists rather than general surgeons to perform the procedure. Virtually all 
(99.7%) RPs over the study period were performed by urologists. The hospitals performing RP 
were sorted into quartiles according to the number of RPs performed each year (see Table A3 
on CIHI’s website). The first quartile (Q1) includes the 25% of hospitals with the lowest volumes 
(performed 17 or fewer surgeries in 2012–2013), while Q4 includes the 25% of hospitals with 
the highest volumes (performed between 59 and 345 surgeries in 2012–2013). 

Figure 3: Percentage of Radical Prostatectomies by Hospital Volume Quartile, 
2006–2007 to 2012–2013 

 

 

Sources  
Hospital Morbidity Database and National Ambulatory Care Reporting System, 2006–2007 to 2012–2013, Canadian Institute  
for Health Information; Alberta Ambulatory Care Reporting System, 2006–2007 to 2009–2010, Alberta Health. 

  

https://secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC2662
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There was no change in the degree of centralization of RP in Canada over the seven-year study 
period, as indicated by the lack of marked variation in the distribution of RPs by hospital volume 
quartile over time (Figure 3). For example, the highest-volume hospitals (Q4) did not account for 
an increasingly larger share of procedures over the study period. The 25% of hospitals with the 
highest volumes accounted for approximately 60% of all RPs (ranging from 58% to 62% over 
the study period). This stability in the distribution of RP across hospital volume occurred at the 
same time as there was a two-fold increase in the use of laparoscopic RP in Canada.  

Surgical Outcomes (2009–2010 to 2012–2013) 
Information on important potential complications of RP (e.g., incontinence, impotence, urethral 
stricture) was not available for analysis. Information presented on outcomes of surgery is 
confined to length of stay, duration of surgery and unplanned readmission within 30 days. 

Length of Stay 

Open RP was associated with a longer length of stay than laparoscopic procedures (Figure 4). 
Among laparoscopic procedures, those that were robot-assisted had shorter lengths of stay 
than those performed without robotic assistance. Of men undergoing open RPs, 37.6% had a 
length of stay of more than three days, compared with 8% of the men who had robot-assisted 
RP and 14.6% of the men who had non–robot assisted RP. Among men undergoing 
laparoscopic RP, 24% with robot-assisted RP spent more than two days in the hospital, 
compared with 37% of men with non-robotic laparoscopic RP. Length of stay decreased over 
the study period, with a more rapid decrease observed for the open approach than the 
laparoscopic approaches. 

Figure 4: Median, Interquartile Range and 90th Percentile for Length of Stay by 
Surgical Approach, 2009–2010 to 2012–2013 

 

 

Sources 
Hospital Morbidity Database and National Ambulatory Care Reporting System, 2006–2007 to 2012–2013, Canadian Institute  
for Health Information; Alberta Ambulatory Care Reporting System, 2006–2007 to 2009–2010, Alberta Health. 
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Time in Operating Roomiv 

Men undergoing open RPs spent less time (median 171 minutes) in the operating room than 
men undergoing a laparoscopic procedure, whether robot-assisted or not (median 220 minutes 
for each) (Figure 5). Less than half (43%) of men undergoing open procedures were in the 
operating room for three or more hours. In contrast, more than three-quarters of men 
undergoing laparoscopic RP were in the operating room for three or more hours.  

Figure 5: Median, Interquartile Range and 90th Percentile for Time in Operating 
Room by Surgical Approach, 2009–2010 to 2012–2013 

 

 

Sources 
Hospital Morbidity Database and National Ambulatory Care Reporting System, 2009–2010 to 2012–2013, Canadian Institute  
for Health Information; Alberta Ambulatory Care Reporting System, 2009–2010, Alberta Health. 

Unplanned Readmission Rates 

The rate of unplanned readmissions occurring within 30 days of surgery was similar by type  
of surgical approach from 2009–2010 to 2011–2012 (3.8%, 3.9% and 3.8% for open, robotic 
laparoscopic and non-robotic laparoscopic procedures, respectively). Age-standardized 
unplanned readmission rates ranged from 1.3% in Newfoundland and Labrador to 8.2% in 
Saskatchewanv during this period (Figure 6). 

                                                 
iv. Surgeries performed in Quebec were not included in this analysis due to lack of data elements required to calculate time in 

operating room. 
v. Given the high rate in Saskatchewan, additional analyses were conducted to confirm the validity of this result. Rates for 

Saskatchewan include readmissions to the Regina reassessment unit, which should be excluded (these are considered 
emergency department visits). However, although the exclusion of this small number of readmissions (<5 over 2009–2010  
to 2011–2012) would slightly reduce the Saskatchewan readmission rate, it would still remain significantly higher than the 
Canadian average. 



 The Delivery of Radical Prostatectomy to Treat Men With Prostate Cancer 9 

Figure 6: Age-Standardized Unplanned Readmission Rate by Province of Surgery, 
2009–2010 to 2011–2012 

 

 

Sources 
Hospital Morbidity Database and National Ambulatory Care Reporting System, 2009–2010 to 2012–2013, Canadian Institute  
for Health Information; Alberta Ambulatory Care Reporting System, 2009–2010, Alberta Health. 

Conclusions 
Men with early-stage prostate cancer often face difficult choices—whether to undergo 
aggressive treatment with surgery or radiation or to consider active surveillance and forego,  
or at least postpone, invasive treatments with their attendant risks of long-term complications. 
These decisions are ideally made after being fully informed of the known risks and benefits of 
alternative approaches. If surgery is the preferred treatment course, it appears from the findings 
presented here that a man’s surgical destiny is dictated largely by geography. 

Surgical approaches to prostate cancer vary greatly by a hospital’s geographic location. A man 
cared for in one jurisdiction is almost certain to have an open procedure, while one cared for  
in another is as certain to have a laparoscopic procedure. The variation in rates of surgical 
approaches for RP across Canada may be influenced by the preferences of patients, surgeons’ 
training and preferences, as well as geographic and financial access. For example, four 
provinces have hospitals with da Vinci robots, making this approach available to some, but not 
all, men. Furthermore, payment for robot-assisted RP varies by jurisdiction. For example, in B.C., 
if a man wants to have his RP performed with robotic assistance, he must pay $5,800 to cover 
the additional cost of its use. In contrast, the Alberta Health Care Insurance Plan covers the use 
of robotic assistance in that province. Alberta has experienced the greatest increase in the use of 
the robot.  
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In terms of adopting robotic technology, Canada—with 11% of RPs performed with robotic 
assistance in 2010–2011—is similar to the United Kingdom, where 13% of RPs were performed 
robotically in that year.25 In contrast to the limited uptake of robot-assisted RP in Canada, a 
dramatic trend toward centralization has been documented in the United States where, by  
2008, 80% of RPs were being performed robotically7 and in the highest-volume hospitals.26  
This rapid increase in use in the U.S. has been explained by aggressive marketing on the part 
of the robot’s manufacturer, advertising to the public, competition among hospitals for market 
share and patient demand.10, 26–29 In another contrast with the U.S., Canada’s volume of RPs 
and number of hospitals performing RPs was relatively stable over the study period. In the U.S., 
the annual RP volume from 2000 to 2008 increased by 74%, and the number of hospitals 
performing RPs decreased by 19%.30 

In response to the absence of adequate evidence on the effectiveness of robot-assisted RP,  
the Institute for Clinical Evaluative Sciences (ICES) conducted a study in 2012 of post-surgical 
complications following prostatectomy.31 The investigators found a gradual uptake of robot-
assisted RP in Ontario from 2005 to 2011 and discerned a benefit of robotic assistance in terms 
of surgical complications (e.g., blood transfusions, stricture) relative to RP performed by other 
methods. An earlier evaluation of robot-assisted RP based on a systematic review of the 
literature found that evidence was limited and uncertainty remained about the clinical benefits  
of the procedure compared with alternative approaches.24 Currently, the cost relative to the 
benefit of robot-assisted RP is unknown. 

Some of the findings reported here have been noted elsewhere. For example, length of stay has 
been shown to be longer for open versus laparoscopic RP.5, 6, 21, 22 In addition, similar readmission 
rates by RP approach, but variation by jurisdiction, have been documented elsewhere.32 Some 
have suggested that surgical outcomes are largely dictated by surgeon experience and institutional 
volume of procedures, not by surgical approach.23, 33, 34 

At present, there is no systematic, population-based collection of longitudinal data on prostate 
cancer surgical outcomes in Canada. Consequently, the full range of complications associated 
with RP (e.g., incontinence, impotence) could not be described. In the absence of rigorous trials, 
a surveillance system could be used to capture information on surgical outcomes. The Ontario 
Health Technology Advisory Committee has recommended that a provincial steering committee 
on robot-assisted minimally invasive surgery be established to31 

1. Advise on the development of province-wide registries to systematically collect outcomes 
data associated with this technology (e.g., patient-reported outcome measures, functional 
and surgical outcomes); 

2. Monitor key performance indicators associated with this technology; and 

3. Recommend training for surgeons on the use of this technology (e.g., mentorship, accreditation). 

These recommendations highlight the challenge of effectively analyzing the outcomes of 
hospital-based treatments when complications may occur and be treated in a community care 
setting after discharge. In this report, analyses of complications of RP were limited to length of 
stay, operative time and unplanned readmission within 30 days.  
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This report is part of a larger, more comprehensive study of treatments for men with prostate 
cancer. Subsequent work will examine the treatment of men newly diagnosed with prostate 
cancer and will attempt to document the use of alternative modalities, including watchful waiting 
and active surveillance, radiation therapy, androgen-deprivation therapy and surgery. To conduct 
this larger study, CIHI’s administrative data will be linked with data from cancer registries and 
other data sources. With such a linkage, a clearer picture will emerge of the range of available 
interventions to treat men with prostate cancer. 

References 
1. Canadian Cancer Society’s Advisory Committee on Cancer Statistics. Canadian Cancer 

Statistics 2013. Toronto, ON: Canadian Cancer Society; 2013. 

2. Finelli A, Pace KT, Sharir S, et al. Surgery for prostate cancer. In: Urbach DR, Simunovic M, 
Schultz SE, eds. Cancer Surgery in Ontario: ICES Atlas. Toronto, ON: Institute for Clinical 
Evaluative Sciences; 2008:29-35. 

3. Shen X, Zaorsky NG, Mishra MV, et al. Comparative effectiveness research for prostate 
cancer radiation therapy: current status and future directions. Future Oncol. 2012;8(1):37-54. 

4. Xu J, Dailey RK, Eggly S, Neale AV, Schwartz KL. Men’s perspectives on selecting their 
prostate cancer treatment. J Natl Med Assoc. 2011;103(6):468-478. 

5. Kowalczyk KJ, Levy JM, Caplan CF, et al. Temporal national trends of minimally invasive 
and retropubic radical prostatectomy outcomes from 2003 to 2007: results from the  
100% Medicare sample. Eur Urol. 2012;61(4):803-809. 

6. Hu JC, Gu X, Lipsitz SR, et al. Comparative effectiveness of minimally invasive vs open 
radical prostatectomy. JAMA. 2009;302(14):1557-1564. 

7. Mohler JL. Ten years of progress in prostate cancer. J Natl Compr Canc Netw. 
2012;10(2):136-140. 

8. Phillips C. Tracking the rise of robotic surgery for prostate cancer. NCI Cancer Bulletin. 
2011;8(16):1-5. 

9. Kirby R. Advances in the diagnosis and treatment of prostate cancer. Practitioner. 
2010;254(1726):21, 23-24, 2. 

10. Biehn SS, Reed SD, Moul JW. Will the future of health care lead to the end of the robotic 
golden years? Eur Urol. 2014;65(2):325-327. 

11. Hu JC, Freedland SJ, Hollenbeck BK, et al. Valuation of robot-assisted radical 
prostatectomy. Eur Urol. 2014;65:327-328. 

12. Kirby RS. You can’t resist the charms of the robot! BJU Int. 2010;105(5):582. 

13. Nickel JC. Seduced by a robot. BJU Int. 2010;105(5):581-582. 

14. Nickel JC. The robotic revolution: the seduction continues. BJU Int. 2010;105(5):583. 

15. Barry MJ, Gallagher PM, Skinner JS, Fowler FJ, Jr. Adverse effects of robotic-assisted 
laparoscopic versus open retropubic radical prostatectomy among a nationwide random 
sample of Medicare-age men. J Clin Oncol. 2012;30(5):513-518. 



 

12 The Delivery of Radical Prostatectomy to Treat Men With Prostate Cancer 

16. Ficarra V, Novara G, Rosen RC, et al. Systematic review and meta-analysis of studies 
reporting urinary continence recovery after robot-assisted radical prostatectomy. Eur Urol. 
2012;62(3):405-417. 

17. Ficarra V, Novara G, Ahlering TE, et al. Systematic review and meta-analysis of  
studies reporting potency rates after robot-assisted radical prostatectomy. Eur Urol. 
2012;62(3):418-430. 

18. Lim SK, Kim KH, Shin TY, Rha KH. Current status of robot-assisted laparoscopic radical 
prostatectomy: how does it compare with other surgical approaches? Int J Urol. 
2013;20(3):271-284. 

19. Novara G, Ficarra V, Mocellin S, et al. Systematic review and meta-analysis of studies 
reporting oncologic outcome after robot-assisted radical prostatectomy. Eur Urol. 
2012;62(3):382-404. 

20. Novara G, Ficarra V, Rosen RC, et al. Systematic review and meta-analysis of perioperative 
outcomes and complications after robot-assisted radical prostatectomy. Eur Urol. 
2012;62(3):431-452. 

21. Trinh QD, Sammon J, Sun M, et al. Perioperative outcomes of robot-assisted radical 
prostatectomy compared with open radical prostatectomy: results from the nationwide 
inpatient sample. Eur Urol. 2012;61(4):679-685. 

22. Yu HY, Hevelone ND, Lipsitz SR, Kowalczyk KJ, Hu JC. Use, costs and comparative 
effectiveness of robotic assisted, laparoscopic and open urological surgery. J Urol. 
2012;187(4):1392-1398. 

23. Blute ML, Prestipino AL. Factors associated with adoption of robotic surgical technology  
in US hospitals and relationship to radical prostatectomy procedure volume. Ann Surg. 
2014;259(1):7-9. 

24. Canadian Agency for Drugs and Technologies in Health. Robot-Assisted Surgery Compared 
With Open Surgery and Laparoscopic Surgery. Ottawa, ON: CADTH; 2012. 

25. Royal College of Surgeons of England. From Innovation to Adoption: Successfully 
Spreading Surgical Innovation. London, U.K.: RCS; 2014. 

26. Stitzenberg KB, Wong YN, Nielsen ME, Egleston BL, Uzzo RG. Trends in radical 
prostatectomy: centralization, robotics, and access to urologic cancer care. Cancer. 
2012;118(1):54-62. 

27. Barbash GI, Friedman B, Glied SA, Steiner CA. Factors associated with adoption of robotic 
surgical technology in US hospitals and relationship to radical prostatectomy procedure 
volume. Ann Surg. 2014;259(1):1-6. 

28. Lowrance WT, Parekh DJ. The rapid uptake of robotic prostatectomy and its collateral 
effects. Cancer. 2012;118(1):4-7. 

29. Mirkin JN, Lowrance WT, Feifer AH, Mulhall JP, Eastham JE, Elkin EB. Direct-to-consumer 
internet promotion of robotic prostatectomy exhibits varying quality of information. Health Aff 
(Millwood). 2012;31(4):760-769. 

30. Anderson CB, Penson DF, Ni S, Makarov DV, Barocas DA. Centralization of radical 
prostatectomy in the United States. J Urol. 2013;189(2):500-506. 



 The Delivery of Radical Prostatectomy to Treat Men With Prostate Cancer 13 

31. Ontario Health Technology Advisory Committee (OHTAC). Robotic-Assisted Minimally Invasive 
Prostatectomy: OHTAC Recommendation. Toronto, ON: Health Quality Ontario; 2014. 

32. Friðriksson JO, Holmberg E, Adolfsson J, et al. Rehospitalization after radical prostatectomy 
in a nationwide, population based study. J Urol. 2014; S0022-5347(14)00244-4.  
doi:10.1016/ j.juro.2014.01.109. 

33. Sammon JD, Karakiewicz PI, Sun M, et al. Robot-assisted versus open radical 
prostatectomy: the differential effect of regionalization, procedure volume and operative 
approach. J Urol. 2013;189(4):1289-1294. 

34. Trinh QD, Bjartell A, Freedland SJ, et al. A systematic review of the volume-outcome 
relationship for radical prostatectomy. Eur Urol. 2013;64(5):786-798. 

35. Klotz L. Strengthening evidence for active surveillance for prostate cancer. Eur Urol. 
2013;63(1):108-110. 

36. Klotz L. Active surveillance: patient selection. Curr Opin Urol. 2013;23(3):239-244. 

37. Ganz PA, Barry JM, Burke W, et al. National Institutes of Health State-of-the-Science 
Conference: role of active surveillance in the management of men with localized prostate 
cancer. Ann Intern Med. 2012;156(8):591-595. 

 

 

ISBN 978-1-77109-310-1 (PDF) 8181-0814 

Additional Resources 
The following companion products are  
available on CIHI’s website. 

• Technical notes 
• Data tables 
• Chartbook 
• Territorial infosheet 
• Public summary 
• Media advisory 

Talk to Us 
For data-specific information:  
westernoffice@cihi.ca 

For media inquiries:  
media@cihi.ca 
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traitement du cancer de la prostate. 
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