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EDITORIAL COMMENT
Unplanned readmissions after surgery are a cause for anxiety and inconvenience for the patient and financial burden for the healthcare system. It has been
advocated that unplanned readmission rates can be used as a metric for quality of patient care. In the light of the changes in health care policy with an emphasis
on reducing readmissions, Schmid and coworkers used the American College of Surgeons National Surgical Quality Improvement Program database to examine
the causes and predictors of readmissions after urologic oncology surgical procedures, namely radical prostatectomy (RP), radical nephrectomy (RN), partial
nephrectomy (PN), and radical cystectomy (RC). The overall unplanned 30-day readmission rate was 5.5%. Approximately two thirds of readmissions occurred
within the first 10 days following hospital discharge. Comparing with the other procedures, RC patients experienced the highest rate (15.9%) for readmissions. For
RP and PN, minimally invasive approach was associated with decreased odds for readmissions. Better analyzing the causes and developing strategies to prevent
early readmissions after urologic cancer surgery would undoubtedly help to improve patient outcomes and decrease the health care costs.
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EDITORIAL COMMENT
Active surveillance (AS) in prostate cancer has been advocated as a treatment modality to reduce overtreatment of patients with clinically insignificant disease
while appropriately offering radical treatment to those in whom the disease is reclassified as high-risk during surveillance. Yamamoto and coworkers have
analyzed their prospective cohort of 993 patients treated with AS and analyzed the characteristics of those who eventually progressed to metastatic disease.
Out of 980 evaluable patients, 133 (13.6%) had Gleason score (GS) 7 disease. During AS, 30 patients (3.1%) developed metastases. Of note, metastases developed
in 13 of 133 (10%) patients with GS 7 disease. The median time to metastasis was 6.3 years. On univariate analysis, GS 7, number of positive cores, core
positivity greater than 50% at initial biopsy, intermediate risk group, and short prostate-specific antigen (PSA) doubling time (DT) were significant risk factors for
metastases. On multivariate analysis, GS 7, a total of 3 or more positive cores, and PSA DT remained significant. The presence of Gleason pattern 4 on diagnostic
biopsy conferred a threefold to fourfold increased risk of metastatic disease. Even though the authors concluded that GS seven patients should be offered AS
with caution, the safety of such a suggestion is quite questionable.
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