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Benign prostatic hyperplasia (BPH) requiring surgery 
has become a significant public health challenge in re-
cent times as a result of the increase in population 
longevity. Furthermore, most of these patients have 
associated comorbidities and treatments, particularly 
with antiplatelet and anticoagulant drugs causing 
limitations in the surgical options such as open sim-
ple prostatectomy, or even transurethral procedures, 
which already have high complication rates. 
Open prostatectomy has been historically regarded 
as the treatment of choice for large glands and has 
been considered the most invasive; however, it has 
also been the most effective and durable procedure 
for the treatment of BPH. Laser treatment was pre-
viously regarded as an alternative to transurethral 
resection of the prostate, but nowadays the upper 
limit of transurethral resection has evolved and in-
creased during the last couple years due to an evolu-
tion in laser technology, the different systems pro-
duce different qualitative and quantitative effects in 
tissue, such as coagulation, vaporization, or resection 
and enucleation via incision. The goal is to achieve 
similar efficacy parameters, with the same improve-
ments in symptoms and quality of life, but with less 
morbidity and shorter hospitalisation time. Recent 
studies have shown that holmium laser enucleation 
leads to similar outcomes when compared to open 
prostatectomy in men with large glands, at a signifi-
cantly lower complication rate [1, 2]. These findings 
and the advantages of being an endoscopic proce-
dure, have helped laser techniques achieve a place 
within the field of urology. However, holmium laser 
enucleation is a surgical procedure that requires  
experience and relevant endoscopic skills which re-
sult in a lengthier learning curve.
The advent of laparoscopy and robotics in urology  
is an area that has tremendous potential. Laparo-
scopic simple prostatectomy, either from the inside 
of the bladder (Freyer procedure) or through the an-
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terior prostatic capsule (Millin procedure) has been 
assessed in patients with BPH [3, 4, 5]. Retrospective 
studies comparing this technique with open prosta-
tectomy have shown similar functional outcomes 
and complication rates, as well as, reduced blood 
loss, catheterization time and hospital stay with the 
laparoscopic approach [6, 7].
Therefore, a question raised in our minds by reading 
the excellent review article prepared by Sosnowski  
et al. is [8]: “If laparoscopic simple prostatectomy 
has so many advantages regarding operative out-
comes, why is this technology so rarely used?”.  
We personally think that laparoscopic simple pros-
tatectomy is one of the most challenging procedures  
in urological laparoscopy. One of the major draw-
backs of laparoscopic simple prostatectomy is the 
steep learning curve. We only have to look to its 
“major brother” laparoscopic radical prostatectomy  
to see that the learning curve goes from 40 cases  
to 250 cases depending on the different series.  
The number of cases needed to archive plateau  
in laparoscopic simple prostatectomy is not defined. 
In our opinion, the major problem is the small num-
ber of cases suitable for this kind of surgery when 
comparing to radical prostatectomy, ie. 100 radical 
procedures can be completed by one surgeon in one 
year, but in the case of BPH it would take 4–5 years. 
The learning curve depends on the prior experience 
of the surgeon with pelvic laparoscopic surgery, su-
turing, etc. The longer operative time in comparison 
with open surgery is also a reflection of its complex-
ity, but when compared to radical prostatectomy,  
it is very similar. At the beginning, laparoscopic 
(LPR) or endoscopic radical prostectomies (EERP) 
were time consuming procedures when compared to 
open approach. Nowadays, the operative time is not  
a problem. LRP or EERP are shorter than open pros-
tatectomy in many centers where laparoscopy is the 
surgical technique of choice. 
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The problem of a long learning curve may be solved 
with the robotic approach, but this raises the next 
drawback: the high costs associated with the surgi-
cal treatment. There are many articles analysing the 
cost in robotic–assisted radical prostatectomy, while 
none are present analysing simple prostatectomy, but 
evidently endoscopic technologies are less expensive. 
All these findings have reduced the interest in these 
approaches and have turned the laparoscopic simple 
prostatectomy into the lost child” of laparoscopic sur-
gery to the extent of not even appearing as a treat-
ment choice for BPH in the European Association  
of Urology guidelines on the treatment and follow– 
up of non–neurogenic male lower urinary tract symp-
toms, including benign prostatic obstruction [9]. 

From our point of view, the optimal surgical man-
agement of BPH associated with large prostate 
glands (>80–100 grams) is department or surgeon 
dependent.
Laparoscopic simple prostatectomy has the ad-
vantages of being a minimally invasive procedure 
with functional results comparable to tradition-
al open surgery and should be offered as a BPH  
treatment only in advanced laparoscopic depart-
ments. Studies are needed to clarify the cost ef-
fectiveness of these techniques and to draw a com-
parison between laparoscopic and robotic–assisted 
simple prostatectomy with holmium laser enucle-
ation and other laser technologies in larger pros-
tate glands.
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