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Abstract

Background: The advantages of robot-assisted radical prostatectomy (RARP) over lap-
aroscopic radical prostatectomy (LRP) have rarely been investigated in randomised
controlled trials.
Objective: To compare RARP and LRP in terms of the functional, perioperative, and
oncologic outcomes. The main end point of the study was changes in continence 3 mo
after surgery.
Design, setting, and participants: From January 2010 to January 2011, 120 patients with
organ-confined prostate cancer were enrolled and randomly assigned (using a rando-
misation plan) to one of two groups based on surgical approach: the RARP group and the
LRP group.
Intervention: All RARP and LRP interventions were performed with the same technique
by the same single surgeon.
Outcome measurements and statistical analysis: The demographic, perioperative, and
pathologic results, such as the complications and prostate-specific antigen (PSA) mea-
surements, were recorded and compared. Continence was evaluated at the time of
catheter removal and 48 h later, and continence and potency were evaluated after 1, 3, 6,
and 12 mo. The student t test, Mann-Whitney test, x2 test, Pearson x2 test, and multiple
regression analysis were used for statistics.
Results and limitations: The two groups (RARP: n = 60; LRP: n = 60) were comparable in
terms of demographic data. No differences were recorded in terms of perioperative and
pathologic results, complication rate, or PSA measurements. The continence rate was
higher in the RARP group at every time point: Continence after 3 mo was 80% in the RARP
group and 61.6% in the LRP group ( p = 0.044), and after 1 yr, the continence rate was
95.0% and 83.3%, respectively ( p = 0.042). Among preoperative potent patients treated
with nerve-sparing techniques, the rate of erection recovery was 80.0% and 54.2%,
respectively ( p = 0.020). The limitations included the small number of patients.
Conclusions: RARP provided better functional results in terms of the recovery of conti-

Further studies are needed to confirm our results.
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1. Introduction

Radical prostatectomy (RP) is a common treatment for

patients with clinically localised prostate cancer (PCa) and a

life expectancy >10 yr [1]. Surgery is traditionally

performed by open retropubic RP, although laparoscopic

RP (LRP) and especially robot-assisted RP (RARP) have

become popular recently. Currently, the vast majority of RP

procedures in the United States are performed robotically

[2,3]. Although the advantages of laparoscopy over open

surgery, at least in terms of minimal invasiveness, are well

known, LRP and RARP have rarely been compared [4–6].

Some authors have suggested that the robotic system not

only shortens the learning curve for LRP but also reduces

short-term complications [4]. Recently, Tewari et al. pub-

lished a systematic review comparing retropubic, laparo-

scopic, and robotic prostatectomy that seemed to confirm

these data. The results of this review suggested that RARP

decreases bleeding, shortens the length of hospital stay, and

decreases the readmission and total perioperative complica-

tion rates compared with other approaches without impair-

ing the oncologic outcomes [7].

Other authors have suggested that RARP improves

continence (especially in the early postoperative period)

and the recovery of potency with respect to LRP [4,5,8].

Despite these suggestions, a recent review failed to prove

the superiority of any surgical approach in terms of

functional and oncologic outcomes [9].

Only one prospective randomised study comparing LRP

and RARP is available [10]. The vast majority of the available

studies in the literature are retrospective studies that

provide little evidence for the comparison.

Based on these findings, we aimed to contribute to this

field by comparing LRP and RARP with a single-centre

single-surgeon prospective randomised study. The primary

end point of this study was to test the hypothesis that

compared with LRP, RARP improves continence results 3 mo

after surgery.

2. Patients and methods

The study lasted from January 2010 to January 2012 (enrolment phase:

January 2010 to January 2011) and was conducted in accordance with

the Good Clinical Practice Rules and the ethical principles of the

Declaration of Helsinki as amended in Hong Kong. In addition, this study

was approved by the local ethics committee of the San Luigi Gonzaga

Hospital in Orbassano, Italy.

2.1. Eligibility criteria

Eligible patients were all males referred to our institution with PCa

(T1–T2N0M0 clinically staged according to TNM 2009 [11], regardless

of prostate size) and to whom RP was proposed. Patients were

aged 40–75 yr.

2.2. Exclusion criteria

Exclusion criteria included previous radiation therapy, hormonal

therapy, and/or transurethral resection of the prostate.
2.3. Randomisation

Immediately after signing a specific informed consent form, the patients

were randomised by the staff members (M.L.C. and M.P.) into either the

RARP or LRP groups using a computer-generated 1-to-1 simple

randomisation list.

2.4. Justification of sample size

The sample size of our study was calculated to recognise significant

differences (a level <0.05) of approximately 25% between the incidence

proportions of tested outcome (continence at month 3 after the

intervention, see section 2.10, ‘‘End points’’) with an adequate power

(1 – b = 80%). These conditions require a total of 52 + 52 = 104 observa-

tions. Considering an acceptable dropout or lost-to-follow-up rate of 15%,

we enrolled 8 extra patients for each group (60 patients for each arm).

2.5. Interventions and principles of surgical techniques

All interventions were performed at San Luigi Gonzaga Hospital by a

single surgeon (F.P.). Both the RARP and LRP procedures were performed

using the same technique (the transperitoneal anterograde approach).

When indicated, unilateral or bilateral neurovascular bundle

preservation (nerve-sparing [NS] procedure) and extended lymph node

dissection (LND) were performed (see Table 1). The patients who

underwent the NS procedure made up the so-called NS cohort.

2.6. Experience of the surgeon

Before the beginning of the study, the surgeon performed >600

laparoscopic prostatectomies (starting in 2000) and 100 robotic

prostatectomies (starting in 2008).

2.7. Postoperative care

The surgical drain was removed in the absence of any suspicious signs of

a urinary fistula or when the fluid drained fell to<100 ml/d. The patients

were discharged on postoperative day 4 with a transurethral catheter

that was later removed on an outpatient basis.

2.8. Principles of functional rehabilitation

Every patient was instructed to participate in pelvic floor rehabilitation,

with the specific training beginning after catheter removal. All patients

in the NS cohort were administered phosphodiesterase type 5 inhibitors

(PDE5-Is) (tadalafil 20 mg twice per week) for the first month after

surgery and afterwards as subjectively needed.

2.9. Data

The following data were collected and registered in a dedicated database

by staff members and then analysed:
� D
emographic data: Age, body mass index (BMI), prostate-specific

antigen (PSA), prostate volume at the transrectal ultrasound, biopsy

Gleason score (GS), and American Society of Anaesthesiologists (ASA)

score.
� In
traoperative data: Skin-to-skin operative time, main steps time (see

Table 1), estimated blood losses, complications, and transfusion rate.
� P
ostoperative data: Postoperative complications (classified according

to the modified Clavien system [12] until 90 d after the surgery),

hospital stay, and catheterisation time.



Table 1 – Brief description of the surgical technique*

Surgical steps Description

Initial steps

Robotic arms, no. 3

Trocars, no., RARP group (LRP group) 6 (5)

- Primary access for pneumoperitoneum Veress needle

- Port camera placement Blind fashion, above the umbilicus

- Trocar placement Under direct control, in a fan shape

Demolitive steps

- Retzius access (step 1) Incision of peritoneum above the bladder

- Opening the endopelvic fascia (step 2) Sharp dissection of the multiple layers of fascia

- Puboprostatic ligament management Transection

- Bladder-neck dissection (step 3) Bladder neck–sparing technique

- Dissection of seminal vesicles Anterograde, sharp and blunt dissection of SV and ampullae

- Retroprostatic dissection Anterograde sharp and blunt dissection, medial to lateral direction

- Control of prostate vascular pedicles Hem-o-lok clips and bipolar energy

- Preservation of NV bundles Intrafascial or interfascial technique, control of bleeding with Hem-o-lok clips (small)

or 5-mm metallic clips

Indications: Unilateral or bilateral NV bundle preservation was performed in all potent patients

with a PSA <10 ng/ml, Gleason score <7, and a positive core (on the same side as the bundle

preservation) <30%.

- Division of DVC Selective ligation with a single monofilament stitch, suspension from the pubic bone according

to Walsh [23]

- Apical and urethral dissection (from the dissection

of the SV to the apical and urethral dissection: step 4)

Sharp dissection of the prostate from the external sphincter and the urethra; dissection of the

urethra performed proximally very close to the prostate to preserve the urethral length

- LND Extended

Upper limit: Ureter/iliac vessel crossover

Lower limit: Cloquet LN; internal iliac, external iliac, and obturator fossa LNs

Indications: LND was performed with a preoperative PSA >10 ng/ml, Gleason score �7b (4 + 3),

and/or an LN involvement risk >5% according to Partin et al. tables [24]

Reconstructive steps

- Posterior reconstruction According to Rocco et al. [21]

- Urethrovesical anastomosis (step 5) Running 2/0 monofilament suture with 5/8 needle; 20F Foley catheter left in place

RARP = robot-assisted radical prostatectomy; LRP = laparoscopic radical prostatectomy; SV = seminal vesicle; NV = neurovascular; PSA = prostate-specific

antigen; DVC = deep venous complex; LND = lymph node dissection; LN = lymph node.
* The durations of the different steps were recorded and compared.
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� P
athologic data: Prostate volume, tumour volume, pathologic GS,

stage according to TNM 2009 [11], and positive surgical margin (PSM)

rate. All RP specimens were uniformly processed and submitted

according to the Montironi et al. protocol [13].
� F
unctional data: Preoperative and postoperative continence was

defined using a single question from the Expanded Prostatic Index

Composite questionnaire [14]: ‘‘How many pads of adult diapers per

day did you usually use to control leakage?’’ Patients were defined as

continent if they did not use any pads or used one safety pad per day.

Urinary continence was evaluated at catheter removal and 48 h later,

as well as at 1, 3, 6, and 12 mo after surgery. Preoperative erectile

function was evaluated based on the International Index of Erectile

Function (IIEF-5) score [15]. In the NS cohort, erectile function

recovery with or without PDE5-I treatment was defined by using the

IIEF-5 questionnaire and was assessed 1, 3, 6, and 12 mo after surgery.

We considered patients to be potent if they had an IIEF-5 score >17.

Before the intervention and at every time point, patients were required

to fill out the questionnaires. The staff members (S.G., F.R., M.M., F.M.)

collected and recorded the results of all the questionnaires.
� P
SA measurements: The oncologic follow-up consisted of PSA assays

at 1, 3, 6, and 12 mo after surgery. A biochemical recurrence after

intervention was defined as PSA >0.2 ng/ml. Patients who had

undergone adjuvant therapies, such as radiotherapy or hormonal

treatment, were excluded from the PSA outcomes analysis.

At the 1-yr follow-up, the patients were stratified according to the

Survival, Continence, and Potency (SCP) classification proposed by

Ficarra et al. [16].
2.10. End points

The primary end point was the evaluation of continence 3 mo after

surgery. The secondary end points included continence at different end

points, perioperative results, rate of PSM, and the recovery of erectile

function.

2.11. Statistical analysis

Means and standard deviations were used to report continuous

variables. Frequencies and proportions were used for categorical

variables. The means were compared using the student t test and the

Mann-Whitney test. Frequencies and proportions were compared using

the x2 test. Differences in SCP were tested using the Pearson x2 test.

Stepwise multiple regression analyses were used to assess the effect of

various independent variables (age, BMI, comorbidity index, bioptic GS,

PSA level, prostate volume, tumour volume, surgical approach, and NS

approach) on continence.

Any p value <0.05 was considered significant. All statistical analyses

were performed using Statistic 6 (StatSoft, Tulsa, Oklahoma, USA).

3. Results

Figure 1 illustrates the study flow diagram. The two

groups were comparable in terms of demographic data

(Table 2).
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Fig. 1 – Study flow diagram. RARP = robot-assisted radical prostatectomy; LRP = laparoscopic radical prostatectomy; PSA = prostate-specific antigen.

Table 2 – Preoperative data

RARP LRP p value

Age, yr 0.595

Mean (SD) 63.9 (6.7) 64.7 (5.9)

Median (range) 65.0 (47–74) 65.5 (43–75)

BMI 0.304

Mean (SD) 26.2 (2.5) 26.8 (2.9)

Median (range) 26.0 (21.7–33.2) 26.6 (22.3–34.6)

PSA, ng/ml 0.115

Mean (SD) 6.9 (4.2) 8.3 (6.5)

Median (range) 6.0 (1.0–32.7) 6.9 (2.38–39)

GS at biopsy, no. (%)

2–6 25 (41.7) 35 (58.3) 0.06

7 32 (53.3) 20 (33.3) 0.02

8–10 3 (5) 5 (8.4) 0.4

ASA score 0.577

Mean (SD) 2.0 (0.5) 2.1 (0.5)

Median (range) 2.0 (1–3) 2.0 (1–3)

Prostate volume at TRUS, ml 0.653

Mean (SD), 36.2 (12.6) 37.7 (14.1)

Median (range) 34.0 (17.4–74.2) 36.0 (16.6–97.0)

IIEF-5 score, entire population 0.577

Mean (SD) 20.2 (4.8) 18.9 (6.8)

Median (range) 21.0 (0–25) 21.5 (0–25)

RARP = robot-assisted radical prostatectomy; LRP = laparoscopic radical prostatectomy; SD = standard deviation; BMI = body mass index; PSA = prostate-

specific antigen; GS = Gleason score; ASA = American Society of Anaesthesiologists; TRUS = transrectal ultrasound; IIEF-5 = International Index of Erectile

Function.
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Table 3 – Intraoperative data*

RARP LRP p value

Operative time, min, mean (SD) 147.6 (27.1) 138.1 (29.7) 0.068

Trocar positioning time, min, mean (SD) 5.5 (1.7) 5.3 (1.5) 0.505

Step 1 time, min, mean (SD) 8.2 (2.4) 8 (2.7) 0.645

Step 2 time, min, mean (SD) 6.6 (2.2) 6.9 (3.0) 0.555

Step 3 time, min, mean (SD) 9.0 (2.8) 9.2 (3.3) 0.699

Step 4 time, min, mean (SD) 35.5 (13.0) 30.7 (9.9) 0.027

Step 5 time, min, mean (SD) 12.0 (5.3) 15.4 (5.8) 0.001

LND time, min, mean (SD) 43.4 (10.3) 40.6 (17.2) 0.623

NS procedures

Bilateral intrafascial, no. (%) 11 (31.5) 14 (40) 0.450

Unilateral intrafascial, no. (%) 18 (51.4) 15 (42.9) 0.472

Interfascial, no. (%) 6 (17.1) 6 (17.1) 1

Blood loss, ml, mean (SD) 202.0 (124.0) 234.1 (150.1) 0.203

RARP = robot-assisted radical prostatectomy; LRP = laparoscopic radical prostatectomy; SD = standard deviation; LND = lymph node dissection; NS = nerve-

sparing.
* No intraoperative complications were recorded. See Table 2 for definition of steps.
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3.1. Intraoperative data

Intraoperative data are summarised in Table 3. In

both groups, 13 LNDs and 35 NS procedures were per-

formed. We did not record any intraoperative complica-

tions.

3.2. Postoperative data

The mean hospital stay was 4.6 � 2.1 d in the RARP group and

4.8 � 1.9 d in the LRP group ( p = 0.5853). The mean

postoperative catheterisation time was 7.5 � 3.9 d in the

RARP group and 7.0 � 0.5 d in the LRP group ( p = 0.322). The

complications are summarised in Table 4.

3.3. Pathologic data

The pathologic data are reported in Table 5. The PSM rates

were comparable in both groups.
Table 4 – Complications according to the Clavien system*

Medical

RARP LRP

Early (<30 d)

Minor (1–2) UTI (2 cases) UTI

Transient

hypoaesthesia

of left arm

Fever requiring antipyretics

(urinary culture and blood

culture were negative)

Ileus

Delirium requiring

neuroleptics

– –

Major (3–4) – –

Intermediate (31–90 d)

Minor (1–2) – Transient right leg oedema

not requiring therapy

Major (3–4) – –

RARP = robot-assisted radical prostatectomy; LRP = laparoscopic radical prostatec
* Overall complication rates were 16.6% in the RARP group and 11.6% in the LRP
3.4. Functional data

The continence after surgery is summarised in Figure 2. The

continence rate was higher in the RARP group. Specifically,

continence after 3 mo was 80% in the RARP group and 61.6%

in the LRP group ( p = 0.044).

The trend in erectile function recovery in patients from

the NS cohort is shown in Figure 3. One year after surgery,

80.0% of the RARP group patients and 54.2% of the LRP group

patients reported a recovery of erections ( p = 0.020).

Stepwise regression analysis showed that surgical

approach (RARP compared with LRP) was associated with

continence 3 mo after surgery (R2 = 0.091, F = 3.895,

B = 0.179, p = 0.028) and at every time point.

3.5. Prostate-specific antigen measurements

No differences in PSA values were recorded between the

two groups at any time point. Ten patients in the RARP
Surgical

RARP LRP

Urine leak requiring prolonged

(>7 d) catheterisation time

Urine leak requiring prolonged

(>7 d) catheterisation time

Wound infection Wound infection

Lymphocele requiring puncture

at the bedside

–

Acute urinary retention (2 cases) –

– –

Epididymitis Distal urethral stenosis requiring

urethral dilatation

– –

tomy; UTI = urinary tract infection.

group ( p = 0.433).



Table 5 – Pathologic results

RARP LRP p value

Prostate volume (DS) 46.7 (�15.7) 50.2 (�15.8) 0.215

Tumour volume (DS) 2.4 (�2.3) 3.2 (�3.9) 0.203

Tumour, % (DS) 6.7 (�7.9) 7.3 (�10.2) 0.713

Stage, no. (%)

pT2 38 (63.3) 38 (63.3) 1.000

pT3 22 (36.7) 22 (36.7) 1.000

GS pat, no. (%)

2–6 10 (16.6) 14 (23.3) 0.361

7 45 (75) 45 (75) 1.000

8–10 5 (8.4) 1 (1.7) 0.094

Overall PSMs, no. (%) 16 (26.6) 12 (20.0) 0.388

pT2 PSM 5/37 6/37 0.744

pT3 PSM 11/22 6/22 0.122

RARP = robot-assisted radical prostatectomy; LRP = laparoscopic radical

prostatectomy; GS pat = pathologic Gleason score; PSM = positive surgical

margin (defined as the presence of cancer cells that are in contact with the

surface of the inked specimen).

[(Fig._2)TD$FIG]

Fig. 2 – Rates of continence recovery at different time points. The differences we
prostatectomy; LRP = laparoscopic radical prostatectomy.
[(Fig._3)TD$FIG]

Fig. 3 – Rates of recovery of the self-reported capability of sexual intercourse in
surgery. RARP = robot-assisted radical prostatectomy; LRP = laparoscopic radica
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group and seven patients in the LRP group ( p = 0.430)

underwent radiation therapy and/or hormonal treatment.

One year after surgery, the biochemical recurrence-free

survival rates were 98% in the RARP group and 92.5% in the

LRP group ( p = 0.190). The results of the SCP classification

are reported in Table 6.

4. Discussion

Claims of superior functional and oncologic outcomes of

RARP compared with other approaches are common in

the current literature, although almost all the available

data are derived from prospective nonrandomised or

retrospective studies that provide a low level of evidence

[4–6,17,18]. Asimakopoulos et al. provided the first

prospective randomised study comparing the robotic and

laparoscopic approaches [10]. They concluded that the
re statistically significant at each time point. RARP = robot-assisted radical

the nerve-sparing cohort. The differences were significant only 1 yr after
l prostatectomy.



Table 6 – The Survival, Continence, and Potency classification of the study population 1 yr after surgery

SCP parameter RARP, no. (%) LRP, no. (%) p value* p value**

S0 49 (98) 49 (92.5) –

S1 1 (2) 4 (7.5) 0.190

C0 44 (88) 36 (67.9) 0.014

C1 4 (8) 6 (11.3) 0.020 0.571

C2 2 (4) 11 (20.8) 0.010 (C2 vs C0–C1)

P0 3 (8.6) 3 (8.6) 1

P1 25 (71.4) 16 (45.7) 0.060 0.030

P2 7 (20) 16 (45.7) 0.020 (P2 vs P0–P1)

SCP = Survival, Continence, and Potency; RARP = robot-assisted radical prostatectomy; LRP = laparoscopic radical prostatectomy; S0 = patients without

prostate-specific antigen recurrence; S1 = patients with prostate-specific antigen failure; C0 = patients not using a pad; C1 = patients using one pad for security;

C2 = patients using more than one pad (not including the prior definition); IIEF-5 = International Index of Erectile Function; P0 = patients potent (IIEF-5 >17)

without any aids; P1 = patients potent (IIEF-5 >17) with erectile aids; P2 = patients impotent (IIEF-5 �17).
* According to the Pearson x2 test.
** According to the x2 test.
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robotic approach offers better erectile function recovery

but failed to prove the advantages of RARP in terms of the

continence rate.

To contribute to this field, we planned the present study.

To limit the selection bias, we chose a prospective random-

ised trial. To reduce the limits of different surgeons

and different techniques, all the procedures were performed

by a single skilled surgeon with the same technique

(transperitoneal/anterograde). The sample size was calculat-

ed on the basis of the large difference between the groups in

terms of postoperative continence (25%; third month)

observed in favour of RARP in our previous clinical

experience. Thus, the two groups were comparable in terms

of the demographic variables and the preoperative data (see

Table 2).

4.1. Intraoperative data

The demolitive steps were longer for RARP, and the

anastomosis time was longer for LRP. This observation

seems to confirm that the robotic system, because of the

three-dimensional (3D) magnification and tools with 7 df

that can duplicate hand movements with high accuracy,

facilities suturing, which is one of the most challenging

steps during a pure laparoscopic procedure.

4.2. Postoperative data

Our results did not demonstrate any improvement in

perioperative results when patients were treated with

RARP. This finding contradicts suggestions by some authors

[19,20] and by a recent review [7].

4.3. Functional data

The present study offers the first high-level evidence that

robotic surgery provides better functional outcomes in

terms of continence, which is observed not only at the

immediate time points (at catheter removal and>48 h after

catheter removal) and early time points (1 and 3 mo after

surgery) but also after 6 and 12 mo of follow-up. The

multivariate analyses corroborated these results and
confirmed that the surgical approach is related to conti-

nence at every time point.

These results could be related to the characteristics of the

robotic surgery, such as the 3D magnification and degrees of

freedom, which allow an extremely precise deep venous

complex management, apical/urethral dissection, and

consequent sphincter preservation. As has been described,

the robotic system helps the surgeon during the recon-

structive steps, including the posterior reconstruction and

the vesicourethral anastomosis, which could affect the rate

of continence [21]. We believe that the continence outcome

is the most important finding of our study; similar data have

been obtained only from retrospective studies [5], and the

only available prospective randomised study (RARP com-

pared with LRP) [10] failed to prove the advantage of RARP.

The different inclusion criteria and surgical techniques

could potentially justify the differences between these

results. In this study, patients were highly selected and were

all treated with a bilateral intrafascial NS technique; this

characteristic could have mitigated the differences in

continence between the two groups.

Our data showed a significantly higher recovery of

erectile function in the RARP group patients after 1 yr of

follow-up. This finding seems to confirm the results of

previous retrospective studies [5] and prospective studies

[10] and recent meta-analysis [22]. We think that this result

is somewhat interesting because we have found a statisti-

cally significant difference despite the small number of

NS-cohort patients (35 compared with 35). The superiority

of RARP could be because of the ability to perform a

millimetric surgery that maximises the preservation of the

periprostatic neuronal network.

Finally, the SCP system recently proposed by Ficarra

et al. [16] allowed us to better identify differences in the

results obtained according to the more common definition

used for continence and potency status. As an example, the

rate of P0 patients overlapped between the two compared

techniques, and the main difference concerns the percent-

age of patients able to reach an IIEF-5 >17 with the use of

PDE5-Is.

This study is not free of limitations. First, the number of

enrolled patients is relatively small, even if validated by
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statistics. The number of patients in the NS cohort is even

lower, which most likely affected the results of the

comparison between the two groups in terms of potency.

The surgeon (F.P.) is more experienced in pure laparoscopy

than in robot-assisted laparoscopy. This disparate experi-

ence could affect the results of the surgery. Our results

depend strictly on the single surgeon and do not represent

a real-life situation. Thus, as always happens in a single-

surgeon study, the results of this trial could not be

immediately applied to other surgeons. Finally, even

though 1 yr of follow-up is enough to evaluate the

perioperative and continence results, it may not be

sufficient to demonstrate any differences in terms of

potency, as some studies report the recovery of potency

after 12 mo. Additionally, 1 yr is insufficient to evaluate

any differences in terms of the oncologic outcomes.

However, these end points were not the primary ones of

the study.
5. Conclusions

Although the applicability of our results may be limited by

the relatively small number of patients and the study design

(based on a single surgeon performing all the interven-

tions), we believe that this paper presents information

noteworthy to urologists.

Our results failed to indicate the superiority of either

approach in terms of perioperative results. However, these

results provide the first high-level evidence that RARP

prompts the recovery of continence at every time point, as

well as the recovery of potency 1 yr after surgery without

hindering the oncologic radicality of the procedure.

Further studies are needed to confirm whether robotic

surgery can be considered the new gold standard treatment

in the field of RP.
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