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Abstract

Background This study aimed to compare the pentafecta

rates between laparoscopic radical prostatectomy (LRP)

and robot-assisted radical prostatectomy (RALP) and to

identify prognostic factors predicting the pentafecta for

each technique.

Methods This prospective comparative study enrolled

248 consecutive male patients 70 years of age or younger

with clinically localized prostate cancer [PCa: age B70

years, prostate-specific antigen (PSA) B10 ng/ml, biopsy

Gleason score B7] who were fully continent, potent, and

candidates for bilateral nerve-sparing (BNS) LRP or

RALP. The pentafecta rates between LRP and RALP were

compared. A logistic regression model was created to

evaluate independent factors for achieving pentafecta.

Results In the final analysis, 91 LRP and 136 RALP

patients were evaluated. The median follow-up period was

21 months for the 91 LRP patients and 18 months for the

136 RALP patients (p = 0.07). Of the 227 patients, 87

reached pentafecta [25 LRP patients (27.5 %) vs 62 RALP

patients (45.6 %), p = 0.006]. Of the 140 patients who

failed pentafecta, 90 (64.3 %) missed a single parameter,

and the difference between the groups was significant

(80 % LRP vs 53.3 % RALP, p = 0.007). Lower age,

lower pathologic stage, and RALP are significantly asso-

ciated with pentafecta as independent factors. For the pT3

disease, the two techniques did not differ significantly.

Conclusions Patients submitted to BNS RP have low

possibilities of achieving pentafecta. Use of the robotic

platform by a single surgeon significantly enhances the

possibility of achieving pentafecta independently of age

and pathologic stage. Potency was the most difficult out-

come to reach after surgery, and it was the main factor

leading to pentafecta failure. LRP and RALP provide

equivalent pentafecta rates for the pT3 disease and similar

‘‘tetrafecta’’ outcomes when potency recovery is not

included among the postoperative expectations of the

patient.

Keywords Laparoscopy �Nerve sparing � Prostate cancer �
Radical prostatectomy � Robot-assisted

Radical prostatectomy (RP) is a recognized and validated

treatment for localized prostate cancer (PCa) in patients

with a life expectancy of at least 10 years [1]. In an effort

to decrease the morbidity of retropubic RP, first laparo-

scopic radical prostatectomy (LRP) and then robot-assisted

radical prostatectomy (RALP) were introduced in the field

of PCa surgical treatment.

Although the risks of complications (e.g., erectile dys-

function, incontinence) and disease recurrence are well

described in the published literature, it is recognized that

the separate presentation of oncologic and functional

results does not provide sufficient information for the

patients [2, 3] and probably creates higher expectations,
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which may lead to higher dissatisfaction rates. Indeed, it is

important to educate patients about the probability of

becoming cancer free while at the same time maintaining

their preoperative functional state [3].

In 2003, Salomon et al. [4] first reported the combined

oncologic and functional outcome for patients undergoing

RP, whereas Bianco et al. [2] coined the term ‘‘trifecta’’ to

indicate the patients who were potent, continent, and free of

prostate-specific antigen (PSA) progression after surgery.

Almost 10 years have passed since the introduction of this

term, but only 11 original articles have reported trifecta

rates, with a mean value of 58 % (range 20–83 %) [5].

Recently Patel et al. [6] proposed the concept of ‘‘penta-

fecta’’ to provide a new and more comprehensive method for

reporting outcomes after RP. In pentafecta, the early com-

plications and the positive surgical margin (PSM) rate are

included together with the three major outcomes reported in

the trifecta. Patel et al. [6] reported a 12-month pentafecta rate

of 70.8 % for 332 consecutive patients who underwent RALP.

However, no other study has reported on pentafecta

rates, and no studies have compared pentafecta between the

various approaches for the surgical treatment of PCa.

Our study aimed to compare the pentafecta rates of

patients who underwent bilateral nerve-sparing (BNS) LRP

and RALP by a single surgeon in a high-volume laparo-

scopic reference center.

Materials and methods

Patients

Between January 2008 and December 2010, a prospective,

comparative, nonrandomized study enrolled 248 consecu-

tive male patients 70 years of age or younger with clini-

cally localized PCa (T1c–cT2, PSA B 10 ng/ml, biopsy

Gleason score B7) who were fully continent, potent, and

candidates for BNS RP by a laparoscopic or robot-assisted

approach.

The study was conducted according to the ethical prin-

ciples of the Helsinki Declaration. Written informed con-

sent was signed by each patient before enrollment began.

The study excluded patients with any grade of inconti-

nence, erectile dysfunction (defined as 3–5 on a potency

scale), history of neoadjuvant treatment for PCa, clinical or

magnetic resonance imaging suspicion for locally advanced

disease, PSA higher than 10 ng/ml, age exceeding 70 years,

or biopsy Gleason score higher than 7 and those undergoing

minimal or unilateral or non-nerve-sparing surgery.

Inclusion criteria: definitions of continence and potency

Full continence was defined the absence of any urinary

leak. Patients were considered potent if they responded

with a ‘‘yes’’ to the following question: Are you able

reliably to attain an erection rigid enough for intercourse

(level 1 or 2 on the rigidity scale) more than half the time? [7].

Surgical approach

The assignment of the patients to LRP or RALP was gui-

ded only by economic reasons (whether patients could

afford robotic surgery or not) and not by the clinical or

pathologic characteristics of the disease.

As previously described [8], both LRP (96 patients) and

RALP (152 patients) were performed using essentially the

same technique to control the prostatic vascular structure.

This technique was a transperitoneal, antegrade, energy-

free procedure using 2-mm microclips (Aesculap/B-Braun,

Melsungen, Germany) with no opening of the endopelvic

fascia and no use of thermocoagulation, either mono- or

bipolar, at the lateral aspect of the prostate, but with

preservation of the bladder neck/puboprostatic ligaments

and with selective ligation of the dorsal vascular complex.

All the procedures were performed with the intent of

bilateral full or partial nerve-sparing dissection involving

high anterior release of the neurovascular bundles (NVBs).

After the prostatectomy, no posterior or anterior recon-

struction was performed. A Monocryl (3–0, Poliglecaprone

25; DemeTECH, Miami, FL, 26-mm � c) suture usually is

used to perform the urethrovesical anastomosis. Alterna-

tively, a 30-cm V-lock stitch (3–0, 17 mm, �) may be used.

Postoperative care

All the patients received tadalafil 20 mg, 1 capsule, twice

per week for the first 2 months after surgery and then as

subjectively needed.

Histopathology report

The prostate specimens were processed with a standard whole-

mount technique as described in our previous report [9].

Database

All the baseline, preoperative, inpatient, pathologic, and

follow-up data were collected in a customized database.

Follow-up evaluation

After hospital discharge, every patient was counseled to

undergo a serum PSA test every 3 months for the first

2 years, every 6 months for the next 3 years, and then

annually. The PSA value and early complications were

reported to the surgeon during the follow-up visit or by

telephone.
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On December 2011, a telephone interview was per-

formed by a research fellow to assess PSA serum level,

secondary treatments, continence, and capability of inter-

course. The follow-up period was calculated as the tem-

poral distance between the date of RP and the last

telephone interview before the start of data analysis

(December 2011). Only patients with complete follow-up

data were evaluated in the final analysis.

Study end points

The primary end point of this study was a comparison of

the pentafecta rates between the LRP and RALP groups.

The secondary end point was identification of preoperative/

prognostic factors predicting pentafecta for each technique.

Pentafecta components: definitions

The single components of pentafecta were defined as

follows:

– A surgical margin considered positive (PSM) when cancer

cells were found in contact with the ink-marked resection

margin and otherwise considered negative (NSM).

– Continence, defined as no leakage or need for any

protective pad.

– Potency, as defined preoperatively (if the patient

affirmed that he could get an erection firm enough for

sexual intercourse, he was further asked about the use

or not of PDE5-Is and the frequency of this use).

– All medical and surgical early complications graded

according to the modified Clavien–Dindo’s classifica-

tion [10].

– Biochemical recurrence (BCR), defined as a serum

PSA higher than 0.2 ng/ml at two consecutive mea-

surements [11].

Only the patients who successfully met all the afore-

mentioned criteria were considered to have reached the

pentafecta. In particular, success in reaching the pentafecta

was defined as (1) absence of perioperative complications

(grade 0 on the Clavien–Dindo scale) [10], (2) negative

surgical margins, and (3) achievement of composite trifecta

outcomes (continence, potency, and no BCR).

Justification for the number of patients

The sample size of our study was able with adequate power

(1-beta [ 0.80) to recognize as significant (at an alpha

level of 0.05 bilaterally) large differences ([0.30) between

the incidence proportions of considered outcomes. Taking

into account that only one study was published about

pentafecta in RALP [6] and none about pentafecta in LPR,

and considering the observational nature of our study, the

sample size was calculated assuming a 35 % reduction of

the pentafecta rate in LPR compared with RALP. Using

this criteria, at least 88 patients per group were needed.

Statistical methods

The Shapiro–Wilk test was used to evaluate normality

assumptions. Student’s t test was used to compare age

between groups, and the Mann–Whitney U test was used to

compare PSA values. Categorical variables were compared by

the Chi square test or Fisher’s exact test when necessary.

A logistic regression model was created to evaluate

independent factors for achieving the pentafecta. A crude

adjusted odds ratio (OR) and its 95 % confidence interval

(95 % CI) were calculated. Two separate subanalyses were

performed in the LRP and RALP groups to evaluate

whether the influence of the parameters differed between

the two groups. A p value lower than 0.05 was considered

statistically significant. Stata 12.1 (StataCorp. 2011, Stata

Statistical Software: Release 12; StataCorp LP, College

Station, TX, USA) was used for all analyses.

Results

In the final analysis, 227 patients (91 LRP and 136 RALP)

were evaluated. The study excluded 21 patients who either

were lost to follow-up evaluation (15 patients) or did not

receive BNS-RP for intraoperative reasons (6 patients).

The median follow-up period was 21 months [interquartile

range (IQR), 15–32 months] for LRP and 18 months (IQR

14–24 months) for RALP (p = 0.07).

The baseline characteristics are summarized in Table 1.

Moreover, the groups did not differ significantly in terms of

comorbidity, preoperative continence, or potency rates.

The rates for postoperative use of phosphodiesterase type 5

inhibitors did not differ significantly between the two

groups (26 vs 38 %, p = 0.126).

Outcomes

Of the 227 patients, 87 reached pentafecta [25 LRP patients

(27.5 %) vs 62 RALP patients (45.6 %), p = 0.006). The

trifecta rates also were significantly higher in the RALP

group (58.1 vs 35.2 %, p = 0.001) (Table 2). As shown in

Table 2, the single components of pentafecta differed sig-

nificantly between the two groups, favoring robotics in

terms of potency and continence and favoring laparoscopy

in terms of NSM. A global nonsignificant trend favoring

laparoscopy also was observed in terms of PSM focality

and extension.
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The presence of locally advanced disease exposes patients

to a statistically higher risk of PSM (9.7 % for pT2 vs 25 % for

pT3, p = 0.013). A PSM was significantly related to BCR

both in the entire cohort (11.1 % of BCR in cases with PSM vs

1.5 % in cases without PSM, p = 0.003) and in the RALP

cases (14 vs 2.6 %, p = 0.017).

Reasons of pentafecta failure: analysis (Table 3)

Of the 140 patients who did not reach pentafecta, 90 (64.3 %)

missed a single parameter (Fig. 1), with no difference between

the LRP and RALP groups (Fig. 2). In 66.7 % of the cases, the

parameter missing was potency, and the difference between

the groups was statistically significant (80 % LRP vs 53.3 %

RALP, p = 0.007) (Figs. 3, 4).

A subanalysis of patients with only one parameter

missing indicated that independently of the surgical tech-

nique, pT2 fails mainly due to absence of potency recov-

ery, whereas pT3 fails due to absence of both potency

recovery and NSM.

Predictive factors of pentafecta: univariate analysis

Lower age, lower pathologic stage, and RALP are signifi-

cantly associated with the pentafecta (Table 4).

Multivariate logistic regression analysis (Table 5)

After adjustment for age and pathologic stage, RALP still

significantly correlates with pentafecta (OR 1.9, 95 % CI

1.0–3.5, p = 0.036). After adjustment for pathologic stage

and technique, age remains a significant predictive factor

of pentafecta, with a 6 % reduction in the possibility of

reaching this outcome for each extra year of life (OR 0.94,

95 % CI 0.9–1.0, p = 0.035). Finally, a pathologic stage

pT3 reduces the probability of reaching pentafecta about

75 % after adjustment for age and technique (OR 0.24,

95 % CI 0.1–0.7, p = 0.006).

Role of age and pathologic stage in reaching pentafecta

in LRP and RALP

Lower age was significantly associated with pentafecta in

LRP, whereas RALP was not influenced by age. In con-

trast, a locally advanced disease (pT3) significantly affec-

ted pentafecta in the RALP group, whereas LRP was not

influenced.

Logistic regression analysis confirmed that in LRP, age

significantly affected pentafecta (OR 0.23, 95 % CI

0.06–0.84, p = 0.026), whereas pT3 did not influence the

outcome (p = 0.264). On the contrary, in RALP, age did

not significantly affect pentafecta (OR 0.92, 95 % CI

0.35–2.44, p = 0.869), whereas pT3 did (OR 0.2, 95 % CI

0.05–0.72, p = 0.014).

Influence of age and of pathologic stage on erectile

function recovery

Older age ([65 years) negatively influenced erectile

function recovery (EFR) in both the entire cohort and LRP.

Independently of age, RALP significantly enhanced EFR

probability (B65 years: OR 2.29, 95 % CI 1.21–4.31,

p = 0.01 vs [65 years: OR 4.6, 95 % CI 1.24–16.96,

p = 0.022).

Pathologic stage pT3 did not significantly affect EFR in

the entire cohort (EFR: 58 % for pT2 vs 41 % for pT3,

Table 1 Baseline and pathologic characteristics of the compared

groups

LRP

(n = 91)

RALP

(n = 136)

p value

Mean age (years) (SD) 63 (±4.9) 60 (±5.5) \0.001

Median PSA (ng/ml)

(quartiles 1–3)

6 (4.8–7.2) 6.4 (5–7.5) 0.245

Gleason biopsy (n) (%) 0.007

5 5 (5.5) 2 (1.5)

6 73 (80.2) 93 (68.4)

7 13 (14.3) 41 (30.1)

Gleason pat (n) (%) 0.223

6 51 (56.0) 64 (47)

7–8 40 (44.0) 72 (53)

Pathologic stage (n) (%) 0.267

2a 10 (11.0) 19 (14.0)

2b 1 (1.1) 8 (5.9)

2c 66 (72.5) 91 (66.9)

3a 14 (15.4) 18 (13.2)

LRP laparoscopic radical prostatectomy, RALP robot-assisted radical

prostatectomy, PSA prostate-specific antigen

Table 2 Outcomes

LRP (n = 91)

(%)

RALP (n = 136)

(%)

p value

Continent 74 (81.3) 123 (90.4) 0.047

Potent 36 (39.6) 90 (66.2) \0.001

Negative

margins

85 (93.4) 115 (84.6) 0.044

No

complication

80 (87.9) 116 (85.3) 0.0573

No BCR 91 (100.0) 130 (95.6) 0.084

Pentafecta 25 (27.5) 62 (45.6) 0.006

Trifecta 32 (35.2) 79 (58.1) 0.001

LRP laparoscopic radical prostatectomy, RALP robot-assisted radical

prostatectomy, BCR biochemical recurrence
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p = 0.068) (Fig. 5). The comparison between LRP and

RALP showed that for pT2 disease, RALP scored signifi-

cantly better (OR 3.1, 95 % CI 1.7–5.6, p \ 0.001). In

contrast, for stages pT3a and higher, EFR did not differ

significantly between the two techniques (OR 2.5, 95 % CI

0.6–11.0, p = 0.226).

Comparison of LRP and RALP in cases of patients

not interested in EFR

When EFR was not required, the outcomes of the evaluated

techniques were similar (67 vs 63 %, OR 0.85, p = 0.557).

After adjustment for age, the impact of the technique on

tetrafecta remained nonsignificant (OR 0.87, p = 0.643).

Discussion

Recent reviews and metaanalyses of the literature have

highlighted the potential benefit of RALP compared with

LRP in terms of functional outcomes [12, 13] and trans-

fusion rates [14]. The first two controlled trials comparing

LRP and RALP using a transperitoneal approach [15, 16]

reported better functional results for RALP both in terms of

potency [15, 16] and continence recovery [15].

Recently, Ploussard et al. [17] demonstrated in the

extraperitoneal setting that robotic assistance offers better

results than pure laparoscopy in terms of potency recovery

and surgical margins in pathologically organ-confined

Table 3 Parameters missing to reach pentafecta: analysis

Total

(n) (%)

LRP

(n) (%)

RALP

(n) (%)

p value

One parameter missing 90 (64.3) 45 (68.2) 45 (60.8) 0.659

Continence 7 (7.8) 3 (6.7) 4 (8.9) 1.000

Potency 60 (66.7) 36 (80.0) 24 (53.3) 0.007

Negative margins 7 (7.8) 1 (2.2) 6 (13.3) 0.11

No complication 13 (14.4) 5 (11.1) 8 (17.8) 0.550

No BCR 3 (3.3) 0 (0.0) 3 (6.7) 0.242

Two parameters

missing

45 (32.1) 19 (28.8) 26 (35.1) 0.659

Continence 21 (23.3) 12 (26.7) 9 (20.0) 0.075

Potency 36 (40.0) 17 (37.8) 19 (42.2) 0.174

Negative margins 17 (18.9) 5 (11.1) 12 (26.7) 0.222

No complication 14 (15.6) 4 (8.9) 10 (22.2) 0.330

No BCR 2 (2.2) 0 (0.0) 2 (4.4) 0.501

More than two

parameters missing

5 (3.6) 2 (3.0) 3 (4.1) 0.659

Continence 2 (2.2) 2 (4.4) 0 (0.0) 1.000

Potency 5 (5.6) 2 (4.4) 3 (6.7) 0.007

Negative margins 3 (3.3) 0 (0.0) 3 (6.7) 0.11

No complication 4 (4.4) 2 (4.4) 2 (4.4) 0.550

No BCR 1 (1.1) 0 (0.0) 1 (2.2) 0.242

LRP laparoscopic radical prostatectomy, RALP robot-assisted radical

prostatectomy, BCR biochemical recurrence

Fig. 1 Rates for components missing to reach pentafecta

Fig. 2 Rates for missing components of pentafecta per group.

Orange LRP laparoscopic radical prostatectomy. Green RALP

robot-assisted radical prostatectomy

Fig. 3 Missing components leading to pentafecta failure

Fig. 4 Missing components leading to pentafecta failure per group.

Orange LRP laparoscopic radical prostatectomy. Green RALP robot-

assisted radical prostatectomy
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disease (when strict indications of nerve-sparing techniques

are respected). However, their study incorporated the out-

comes of more surgeons and covered a period of about

10 years, implying that several refinements of the tech-

nique have been incorporated in the surgical practice.

Moreover, both techniques were used only during the

period 2007–2009, with a net predominance of pure lapa-

roscopy before 2007 and of robotics after 2009. However,

the mean follow-up period was 39 months in the LRP

group and 15.4 months in the RALP group, probably

influencing issues such as BCR rates and potency recovery.

Another recent single-surgeon comparative study [18]

failed to identify differences between LRP and RALP in

terms of safety, oncologic outcomes, and potency recovery.

However, more favorable outcomes for RALP were noted

in terms of operating time, pain numeric rating scale,

catheter duration, and urinary continence recovery time.

All the aforementioned studies compared the two tech-

niques in terms of isolated RP outcomes. However, because

PCa is diagnosed for increasing numbers of younger and

healthier men, their expectations of the surgical interven-

tion could not be adequately addressed with separate

reports of oncologic and the functional outcomes. This

‘‘fragmented’’ information was frequently the source of

higher preoperative expectations, leading to a higher

postoperative dissatisfaction rate [19].

The term ‘‘trifecta,’’ borrowed from horse-racing ter-

minology, was proposed to inform the patient preopera-

tively on the combined possibility of his becoming free of

PSA progression and experiencing continence and potency

after RP [2]. Recently, a new term, ‘‘pentafecta,’’ was

coined. Pentafecta added the early complication rate and

surgical margin status to the previous variables considered

in the trifecta [6] to provide more accurate counseling for

patients with clinically localized PCa.

Table 4 Factors predicting

pentafecta: univariate analysis

OR odds ratio, CI confidence

interval, PSA prostate-specific

antigen, LRP laparoscopic

radical prostatectomy, RALP

robot-assisted radical

prostatectomy

Pentafecta

No (n = 140) Yes (n = 87) p value OR 95 % CI

Mean age (years) 62 (±5.3) 60 (±5.6) 0.0066 0.93 0.89–0.98

Median PSA (ng/ml) (quartiles 1–3) 6 (5.2–7.5) 6.4 (4.7–7.2) 0.136 0.9 0.79–1.03

Gleason biopsy (n) (%) 0.289

5 6 (85.7) 1 (14.3) 1

6 104 (62.7) 62 (37.4) 3.6 0.42–30.4

7 30 (55.6) 24 (44.4) 4.8 0.54–42.6

Gleason pat (n) (%) 0.179

6 66 (57.4) 49 (42.6) 1

7–8 74 (66.1) 38 (33.9) 0.69 0.40–1.2

Pathologic stage (n) (%) 0.033

2a 15 (51.7) 14 (48.3) 1

2b 5 (55.6) 4 (44.4) 0.86 0.19–3.85

2c 93 (59.2) 64 (40.8) 0.74 0.33–1.63

3a 27 (84.4) 5 (15.6) 0.2 0.06–0.66

LRP 66 (72.5) 25 (27.5) 0.006 1

RALP 74 (54.4) 62 (45.6) 2.2 1.25–3.91

Table 5 Multivariate analysis

OR 95 % CI p value

Age 0.94 0.89–0.99 0.035

Pathologic stage

\3a 1

C3a 0.24 0.09–0.67 0.006

Technique

LRP 1

RALP 1.90 1.04–3.47 0.036

OR odds ratio, CI confidence interval, LRP laparoscopic radical

prostatectomy, RALP robot-assisted radical prostatectomy

Fig. 5 Reasons for pentafecta failure per pathologic stage
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Reporting of single outcomes after LRP or RALP may

be misleading with regard to the patient’s expectation for

the surgical intervention. Our study primarily demonstrated

that preoperatively continent and potent patients submitted

to BNS-RP have low possibilities of achieving pentafecta

independently of the used technique. In fact,\30 % of the

patients in the LRP group and 50 % of the patients in the

RALP group reached pentafecta.

In the hands of a single experienced surgeon, use of the

robotic platform instead of pure laparoscopy significantly

enhances the possibility of achieving pentafecta. Compared

with the study of Patel et al. [6], our pentafecta rate in

RALP was significantly lower (45.6 vs 70.8 %). The dif-

ference was mainly due to the EFR rate (66 vs 90 %),

probably reflecting the impact of the surgical volume

between surgeons with different experience in robotic

surgery and suggesting a rather never-ending learning

curve.

According to other studies [3, 6, 20, 21], potency was

the most difficult single outcome to achieve after sur-

gery, and it was the main factor (alone or in combina-

tion) leading to pentafecta failure with both surgical

techniques, although a significant difference in favor of

robotics was noted (Fig. 6). Lower age and pathologic

stage as well as the use of robotics were significantly

associated with the pentafecta. The results are not sur-

prising because pathologic stage is one of the most

important predictors for PSMs and BCR after RP,

whereas patient age clearly is correlated with functional

outcomes after surgery.

The effect of age on pentafecta and EFR is seen mainly

in LRP, with patients younger than 65 years reaching sig-

nificantly better results than patients older than 65 years.

The same effect was not noted after RALP, which showed

similar pentafecta and potency outcomes independent of

patient age.

Our results suggest that for locally advanced disease

(pT3), the two techniques achieve equivalent results, with

no significant differences in pentafecta and potency out-

comes. However, RALP enhances both pentafecta and EFR

when used for pT2 disease.

The preoperative identification of patients at high risk

for locally advanced disease and those not interested in

EFR may be crucial to the rationale used to select the ideal

candidate for each surgical technique. In these cases, the

extra costs of robotics may not be justified.

To our knowledge, this is the first study to compare

pentafecta outcomes of LRP and RALP, both performed by

a single surgeon using similar surgical techniques. How-

ever, the following biases could affect the scientific value

of our study:

– The study was not randomized, even though the

assignment of the patients to each group was not

guided by the clinical or pathologic characteristics of

the disease. In this regard, it must be underscored that

very few surgeons adequately perform RP with differ-

ent surgical approaches and that single-surgeon ran-

domized trials, consequently, are hardly to be obtained.

Thus, an adequately designed, prospective, and com-

parative single-surgeon trial represents a valid

alternative.

– The patients treated were from different geographic

areas with respect to the treating center, so evaluation

of the exact time that potency and continence recovery

occurred is not known.

– The extent of NVB dissection was determined subjec-

tively and not by measuring the amount of nerve tissue

left on the specimen.

– Finally, no validated questionnaire was used to evaluate

potency, but a good correlation between the definition

of potency used in this study and the patient-derived

International Index of Erectile function (IIEF) was

demonstrated, with a potency scale of 1–2 correspond-

ing to a median IIEF score of 24 or higher, to a

maximum of 30 [7].

Conclusions

Continent and potent patients submitted to BNS-RP have a

low possibility of achieving pentafecta independently of the

surgical approach. In the hands of a single experienced

surgeon, use of the robotic platform significantly enhances

pentafecta, independently of age and pathologic stage.

Potency was the most difficult single outcome to reach after

surgery, and it was the main factor leading to pentafecta

failure. LRP and RALP provide equivalent pentafecta rates

for the pT3 disease and similar ‘‘tetrafecta’’ outcomes when

potency recovery is not included among the postoperative

expectations of the patient.

Fig. 6 Single components of pentafecta compared between LRP

laparoscopic radical prostatectomy, and RALP robot-assisted radical

prostatectomy
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