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Potenziali vantaqggi della laparoscopia robot- ass:stlta VS.
laparoscopia tradizionale: o

1. Visione tridimensionale in HD
2. Ampia scala di movimenti con gli strumenti endo-wrist

3. Bilanciamento dei movimenti della mano chirurgica
4. Curva di apprendimento

ridotta I

Lavery et al, JSLS 2011
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Date of Surgery

- Mean OT of last 18 LPN procedures

Cubic regression of RPN OT wversus date of surgery (R* = 0.315)




Trend Pubblicazione lavori indicizzati (Robot + Urology)
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Diffusione del sistema Da Vinci: 4528 Da Vinci platforms (ad Aprile 2018)




Numero di procedure robotiche in Italia
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La robotica in URO-oncologia

Cancer Statistics, 2018

Rebecca L. Siegel, MPH'*; Kimberly D. Miller, MPHZ; Ahmedin Jemal, DVM, PhD &?

CA CANCER J CLIN 2018;68:7-30

Estimated New Cases

Males Females

[ Prostate 164,690 19% ] Breast 266,120 30%

Lung & bronchus 121,680 14% Lung & bronchus 112,350 13%

Colon & rectum 75,610 9% Colon & rectum 64,640 7%
[Urinary bladder 62,380 % ] Uterine corpus 63,230 %
Melanoma of the skin 55,150 6% Thyroid 40,900 5%
(Kigney & renai peivis 42,680 5% | Melanoma of the skin 36,120 4%
Non-Hodgkin lymphoma 41,730 5% Non-Hodgkin lymphoma 32,950 4%
Oral cavity & pharynx 37,160 4% Pancreas 26,240 3%
Leukemia 35,030 4% Leukemia 25,270 3%

Liver & intrahepatic bile duct 30,610 4% [Kidney & renal pelvis 22,66(1 3%
All Sites 856,370 100% All Sites 878,980 100%

Estimated Deaths
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83,550
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Esophagus

27,390
23,020
20,540
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Non-Hodgkin lymphoma

11,510

4%

l Kidney & renal pelvis 10,010 3% l I
ites f o

Lung & bronchus

Breast

Colon & rectum

Pancreas

Ovary

Uterine corpus

Leukemia

Liver & intrahepatic bile duct
Non-Hodgkin lymphoma
Brain & other nervous system
All Sites

70,500 25%
40,920 14%

23,240 8%
21,310 7%
14,070 5%
11,350 4%
10,100 4%
9,660 3%
8,400 3%
7,340 3%

286,010 100%

FIGURE 1. Ten Leading Cancer Types for the Estimated New Cancer Cases and Deaths by Sex, United States, 2018.

Estimates are rounded to the nearest 10 and cases exclude basal cell and squamous cell skin cancers and in situ carcinoma except urinary bladder. Ranking

is based on modeled projections and may differ from the most recent observed data.

3 neoplasie di competenza urologica tra
le 10 piu frequenti
(prostata, rene e vescica)



What is a «very high volume» urologic robotic Center?
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Centro urologico alto volume
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available at www . sclencedirect.com ai..
journal homepage: www.europeanurology.com [ (I
m_ UROLOGY

European Association of Urology

EAU Guidelines on Robotic and Single-site Surgery in Urology

Axel 5. Merseburger®®, Thomas RW. Herrmann®, Shahrokh F. Shariat®, lason Kyriazis
Udo Nagele °, Olivier Traxer<, Evangelos N. Liatsikos*
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available at www . sclencedirect.com
journal homepage: www.europeanurology.com

Guidelines

European Association of Urology
Guidelines

EAU Guidelines on Robotic and Single-site Surgery in Urology

Axel 5. Merseburger®”, Thomas RW. Herrmann®, Shahrokh F. Shariat® lason Kyriazis -,
Udo Nagele °, Olivier Traxer<, Evangelos N. Liatsikos*
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PENTAFECTA: approccio onnicomprensivo per la determinazione
del risultato post prostatectomia

NEGATIVE SURGICAL

MARGINS
LOW RATE OF NO BIOCHEMICAL

COMPLICATIONS RECURRENCE
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Questionario IIEF 5

L'Intematicnal Index of Erectile Function - & (IIEF-%) & stato creato allo scopo di formine un questionario

sersibile & spedfico per valutare la funzione erettrva. Nel rispondere si deve tener conto della attvits
sessuale relativa agli ulami sei mesi

A) Negli uitimi sel mesl come & stata la sua capacita di regglungere & mantenere I'erezdone?

B) Megli ultimi sel mesi llhpnl-l stimolazione sessuale quanto spesse hal ragglunte un'erezione

sufficiente alla

G- non ho avuto alcuna aﬂ:l'n.-rl:i sessuale

1- quasi mal o mal

2- poche volte (molto meno della meta dedle volks)

3- qualche walta (circa la metd delle volte;

#- la maggior parte delle valte (pid della metd delle walte)
%- gquasi sempre o seEmpre

| ultimi sei mesi durante |l rapporto sessuale o spesse & fuscito a2 manbenere
E]._gl one dopo la penetrazione? A

G- non ho tentate di avere rapport] sessuali

1- quasi mal o mal

Z- poche volte (molto menoe della metd delle volte)

3- qualche waolta (oirca la metd delle volte

#- la maggior parte delle volte (pid della metd delle walte)

£- quasi sEmpre o SEMpre

D) Negli uttimi sel mesi durante il rapporto sessuale quanto & stato difficlie mantenere
I'erezicne fino alla fine del

0- non ho tentato di avere rapport] sessuali

1- estremamente difficile

2- molto difficile

3- difficile

4- abbastanza difficile

&- facile

E)Megll uitimi sei mesi quando ha avuto un rapporto sessuale quanto spesso ha provato

placere?

0- non ko tentato di avere rapport] sessuali

1- quasi mal o mai

2- poche volte (molto menc della metd delle volte)

3- guaiche volta (circa la metd delle volte)

#- [ maggicr parte delle valte (pid della metd delle valte)
£- quasi sEmpre o SEMpE

Sommanda | | ottenuti (indicati a fianco della nsposta scelta), si ottene il Asultato finale
mﬂlﬁrﬂmuﬁ:mahiﬁm:mmmm o

Da 17 a 11 siamo in presenza di disfunzione erettiva leve

Da 12 a 16 si manifesta una disfurzione enettile beve-moderata.

Da 8 a 11 si tratta di una disfunzione erettile moderata.

Da 5 a 7 siamo in presenza di una grave disfunzione erettile.

Questionari validati

Questionario di autovalutazione
—
per la incontinenza urinaria

(Valore normale : PUNTEGGIO < 11)

Cognome e nome: Data di nascita: Sesso: M D F l:‘
SOMMA PUNTEGGI (1+2+3)
Mai 1isett 2-3/sett 1 al di + volteldie continuamente
1) Con quale frequenza le capita di perdere urina ? D l:‘ l:‘ l:‘ D D
PUNTEGGIO o I 2 3 4 5
Nessuna poca media tanta
2)  Secondo la sua personale opinione quanta urina perde comunemente ? D D D D
PUNTEGGIO o 2 4 6
01 2-3 4-5 6-7 8-9 10
3) Nel complesso le perdite quanto influiscono negativamente nella sua vita ? D l:‘ I:‘ I:‘ D D
PUNTEGGIO 1 3 5 7 9 fo
In quali circostanze perde urina ? l:‘ Prima di riuscire ad arrivare in bagno D Una volta rivestito/a dopo avere urinato

D Quando tossisco o starnutisco
D Durante il sonno

D Durante la attivita fisica

l:‘ Senza ragioni particolari

l:l Sempre




Prostatectomia radicale robot-assisted - RALP

EUROPEAN URODLOGY &4 (2013) 277=291

avallable at www . sciencedirect.com n \

Journal homepage: www.europeanurology.com E OPEAM

SRy

Guidelines on al ___@i.gl

® European Associotion of Urology —
Robotic- and —
Single-site o | . |
R EAU Guidelines on Robotic and Single-site Surgery in Urology
Surgery in

Axel 5. Merseburger®*, Thomas RW. Herrmann®, Shahrokh F. Shariat®, lason Kyriazis®,

UrO|ogy Udo Nagele ®, Olivier Traxer*, Evangelos N. Liatsikos ©

Recommendation GR
Robotic surgery does not improve oncological outcomes in comparison to ORP and LRP; surgical A
expertise is the crucial factor. Use of the robot is not recommended to improve surgical outcomes.
Recommendations GR
To achieve better early continence results, the use of robotic technique is recommended.” G
Recommendations GR
To achieve better early potency results, the use of laparoscopy or robotic techniques are G
recommended.”

To achieve better early potency results, a cautery-free (i.e. athermal) technique during neurovascular (A

bundle dissection is recommended.




Neoplasie urologiche e chirurgia robotica — SINTESI DELLE EVIDENZE (2018)

Robotic surgery for urologic malignancies

SURGICAL

OVERALL

CANCER

MORTAUITY. % MORTALITY %

FUNCTIONAL

TRANSFUSION % OR. TIME. min

L0S. days

MARGINS. %  COMPLICATION %

RECURRENCE %

OUTCOMES

OPEN ROBOTIC
(n of Patients) (n of Patients) OPEN | ROBOTIC
RADICAL PROSTATECTOMY 5822 7449 p<0.00001 P
Heterogeneity of 34 studies: (P < 0.00001); I’ = 99%; WMD: -43.50 [-53.76. -33.24]
RADICAL CYSTECTOMY 1819 1284
Heterogeneity of 23 studies: (P < 0.00001); I = 97%; WMD: -78.24 [-106.32. -50.17) P<0.00001 ‘
PARTIAL NEPHRECTOMY 4327 3962
Heterogeneity of 31 studies: (P < 0.00001); I* = 97%; WMD: -14.67 -22.64. -6.71) P=0.0003 4p
-0 -100 3 100 200
RADICAL PROSTATECTOMY 578/4678 98/4742 - ;. 0000
Heterogeneity of 25 studies: (P < 0.00001); I’ = 72%; RR: 4.83 [3.04. 7.68)
RADICAL CYSTECTOMY 699/1481 206/1265 <
Heterogeneity of 23 studies: (P < 0.00001); I’ = 72%; RR: 2.67 [2.04. 3.49) P<0.00001
PARTIAL NEPHRECTOMY 350/3524 219/3419 <&
Heterogeneity of 24 studies: (P = 0.08); I* = 32%; RR: 1.79 [1.41. 2.26] P<0.00001
RADICAL PROSTATECTOMY as2a 6345 R
Heterogeneity of 29 studies: (P < 0.00001); ' = 99%; WMD: 1.89 [1.39. 2.40] F0,00001
RADI! YST MY 1684 1381 0 P<0.00001
Heterogeneity of 23 studies: (P < 0.00001); I* = 88%; WMD: 2.94 [2.17. 3.72]
PARTIAL NEPHRECTOMY 3735 3088 <>
Heterogeneity of 27 studies: (P < 0.00001); I* = 100%; WMD: 2,25 [1.22. 3.28) P<0.00001
10 cl 5 10
RADICAL PROSTATECTOMY 1965/7265 1074/6596 - r-0002
Heterogeneityof 32 studies: (P < 0.00001); I = 91%; RR: 1.51 [1.16. 1.96]
RADICAL CYSTECTOMY 690/1259 486/1142 P .0
Heterogeneity of 21 studies : (P < 0.0001); I* = 64%; RR: 1.28 [1.10. 1.48)
PARTIAL NEPHRECTOMY 1049/3973 724/1073 P
Heterogeneity of 32 studies: (P= 0.04); I = 34 %; RR: 1.63 [1.44. 1.83] P < 0.00001
-+ L B4 > 5 16
RADICAL PROSTATECTOMY 2565/11091 3052/13969 ¢ .. 0.03
Heterogeneity of 53 studies: (P < 0.00001); " = 72%; RR: 1.12 [1.01. 1.24]
MY 205/1942 100/1227 - .,
Heterogeneity of 25 studies : (P = 0.26); I* = 15%; RR: 1.16 [0.92. 1.46]
PARTIAL NEPHRECTOMY 144/3912 128/3646 ...,
Heterogeneity of 28 studies: (P = 0.81); I = 0% RR: 1.18 (0.93. 1.50)
o5 £ 5
Y 1071/7705 1068/9493 <>
Heterogeneity of 29 studies: (P < 0.00001); I* = 77%; RR: 1.33 [1.10. 1.61) P =0.003
RADICAL CYSTECTOMY 519/1335 191/553
Heterogeneity of 9 studies: (P = 0.02); I' = 55%; RR: 1.04 [0.82. 1.32] ’ P=0.76
PARTIAL NEPHRECTOMY 122/1631 26/1770
Heterogeneity of 10 studies: (P= 0.16); I = 37%; RR: 4.73 [3.16. 7.08)]
22/6107 12/6290 ’ £=020
Heterogeneity of 14 studies: (P = 0.12 ); ¥ = 39%; RR: 1.56 [0.82. 2.97]
RADICAL CYSTECTOMY 593/ 2045 166/1174
Heterogeneity of 23 studies: (P = 0.40); I* = 5%; RR: 1.29 [1.12. 1.49] @ r-0.0001
PARTIAL NEPHRECTOMY 43/1308 9/1247 @ 70001
Heterogeneity of 7 studies: (P=0.22); I* = 34%; RR: 4.45 [2.20. 8.98]
8661 o+ 10 10060-
RADICAL CYSTECTOMY 168/605 79/420 @ r=0003
Heterogeneity of 6 studies: (P = 0.15); I¥ = 38%; RR: 1.61 [1.18. 2.20]
PARTIAL NEPHRECTOMY 41/ 1179 6/1227 R
Heterogeneity of 5 studies: (P= 0.04); I* = 64%; RR: 3.19 [0.64. 15.78) P=0.16
RADICAL PROSTATECTOMY: CONTINENCE _ 611/3164 753/3719
Heterogeneity of 27 studies: (P < 0.0001); I” = 72%; RR: 1,43 (1.14, 1.80) - .00
RADICAL PROSTATECTOMY: POTENCY 1777/3016 2709/ 5037 -
Heterogeneity of 17 studies: (P <0.00001); I* = 79%; RR: 1.20 [1.07. 1.34) P=0.001
PARTIAL NEPHRECTOMY: eGFR DECLINE 1153 795 @ .00
Heterogeneity of 7 studies: (P = 0.22); I = 27%; WMD: -1.32 [-2.13. -0.52) &t

'approccio chirurgico al tumore di
prostata, rene e vescica e sempre piu
robot-assisted

Prostatectomia radicale: La letteratura
scientifica indica che I'approccio
robotico garantisce Trasfusion rate, LOS,
Complications rate, surgical margin rate,
recurrrence rate and functional
outcomes superiori a quelli della open

Gill I, Cacciamani G. The changing face of urologic oncologic surgery
from 2000-2018 (63 141 patients) - impact of robotics.
J Urol 2018 (199); 4: e577—e578



Continenza: precocita

2,438 pazienti
933 RALP e 1,505 open RRP
(82.6% dal PCOS e 17.4% dal CEASAR)

The Comparative Harms of Open and Robotic Prostatectomy
in Population Based Samples

Brock O'Neil,* Tatsuki Koyama, JoAnn Alvarez, Ralph M. Conwill, Peter C. Albertsen,
Matthew R. Cooperberg, Michael Goodman, Sheldon Greenfield, Ann S. Hamilton,
Karen E. Hoffman, Richard M. Hoffman, Sherrie H. Kaplan, Janet L. Stanford,
Antoinette M. Stroup, Lisa E. Paddock, Xiao-Cheng Wu, Robert A. Stephenson,
Matthew J. Resnick, Daniel A. Barocas and David F. Penson

Table 3. Multivariable linear regression models for domain summary scores by time of survey

Urinary Function Summary Scores

Sexual Function Summary Scores™

6 Mos 12 Mos 6 Mos 12 Mos Urinary Function
c
Coefficient p Value Coefficient p Value Coefficient p Value Coefficient p Value g o
Eos
Surgery: RALP vs RRP [ 377 0.005 120 035 | 8.31 <0.001 7.64 <0.001 E oo
Baseline function (10 pts)t 0.61 021 187 <0.001 1.20 <0.001 154 <0.001 o (5)3 =
Interactions un] 5
Surgery-baseline function (10 pts) 1.96 0.003 055 0.39 143 <0.001 20 <0.001
Age-10 yrs, continuous —2.78 0.001 —2B3 0.001 —1.43 0.06 -3.22 <0.001
Race: white vs other 0.75 056 —0.086 0.96 —0.33 0.76 —0.65 0.58 100 -
Income vs less than $30,000:
$30,000—$100,000 —0.80 059 —026 0.86 -1.13 0.39 -0.12 0.93 =
Greater than $100,000 3.17 0.09 312 0.08 1.75 0.28 1.34 0.45 o 90 =
General health vs excellent: O
Poor —23.59 <0001 —2422 <0.001 —12.15 0.002 —15.94 <0.001 se 80 -
Fair —6.04 0.008 —695 0.002 —5.83 0.003 —10.83 <0.001 w E
Good —9.38 <0001 -991 <0.001 —4.57 <0.001 —4.15 0.001 ‘8 o
Very good —2.67 0.03 —4.17 <0.001 -1.75 0.09 —-3.16 0004 E 0=
Adjusted for education, marital and health insurance status, study site, days since treatment, PSA, Gleason score, margin and nerve sparing status, pathological stage, and E
use of androgen deprivation. o 60 -
* Also adjusted for use of erectile dysfunction treatments.
t Refers to baseline summary scores for respective functional domains. £Q -
1 1 1 1 1 1
Odds Ratios 100 -
RRP (%) RALP (%) Favors RALP Favors RRP
c
g o 90 -
No urinary control or 6-Month 234 150 . —— 8.
c
frequent leakage 12-Month 145 107 = : - | 2E w0- -
o
T=
Any urinary 6-Month 783 671 = »—@—l 2= 5o
: " -
incontinence 12-Month  68.0 616 - —e— L -
o
1 : = i T ——
Use of incontinence -honm S <44 K 5=
pads 12-Month 348 338 - . 75 a0 85 0 % 100
r Baseline Function
N L - —e—|
Moderate or big problem 6-Month 276 182
due to urinary bother 12-Month  16.8  14.1 - C » {

O’Neil et al., The Journal of Urology Vol. 195, 321-329, February 2016



Potenza

EUROQFEAN UROLOGY G2 (2012) 418-430

Platinum Priority - Review - Prostate Cancer

Editorial by Peter C. Alber pp. 365-367 of this issue = =
Systematic Review and Meta-analysis of Studies Reporting RARP RARP compurative Stwlies comparing RARP Sindics comparing RARP
Potency Rates After Robot-assisted Radical Prostatectomy case series: 15 studies: & and RRF: 6 and LRF: 4

Vincenzo Ficarra®®”, Giacomo Novara® Thomas E. Ahlering®, Anthony Costello9,

James A. Eastham ¢, Markus Gmefenf, Giorgio Guazzoni®, Mani Menon h Alexandre Mottrie®,
Vipul R. Patel i, Henk Van der PﬂEIf, Raymond C. Rosen “, Ashutosh K. Tewari ',

Timothy G. Wilson™, Filiberto Zattoni®, Francesco Montorsi®

Revizw: RadiCal prOStEteclomy; COMPArEons of diferent approaches
Comparison; 11 Polency rale
Outcome: 01 12-mo potency rete: RRP vs RARP

Shehy RFRP RARP OR (random) Wiigha QR (randoim)

or subcstegory n n 5% a % 95% 0

Hramisck, 2008 1557417 6LFE203 L 22.40 1.38 [0.926, 1.97]

Ficarra, 2009 21/41 12764 it 15.71 4.55 [L1.8%, 10.54] - . -
ou.2o s o b oes olsw 03] sie Miglior potenza con RALP a 12 mesi
Rocco, 2008 1267214 30778 L 20.71 .29 [1.35, 3.20]

Dil Plerro, 2011 35747 Losze gt l4.80 a.50 [L.Z1, lO.15])

Him, 2011 65/1ZZ 60/373 —®&— Zl.56 5.935 [3.73, 2.33]

Total (95% Ch 243 7EE s cuili= 100, 0 Z.8d4 [L.48, E.43]

Tobal events: 403 (RRP), 183 (RARF)

Test for heteragenety: X° = 28.01, 6f = § (p= 0.0001), I » 821%

Test for oversl eftect z= 315 (p= 0002

01 02 0s 1 2 5 10

RRP  RARP
© 2011 BJU INTERNATIONAL The Comparative Harms of Open and Robotic Prostatectomy
e . . . in Population Based Samples
B U Predicting erectile function outcome in men P P
L after radical prostatectomy for prostate cancer Brock O'Neil,* Tatsuki Koyama, JoAnn Alvarez, Ralph M. Conwill, Peter C. Albertsen,
Bhaydnjkiémlin;}er'.dsﬂg Mig';r*i‘Malqi Menon, Jean V. Joseph®, Matthew R. Cooperberg, Michael Goodman, Sheldon Greenfield, Ann S. Hamilton,
avid J. Ralph” and Hiten RH. Pate Karen E. Hoffman, Richard M. Hoffman, Sherrie H. Kaplan, Janet L. Stanford,
FIG. 2. Predicted recovery of erectile function for a Antoinette M. Stroup, Lisa E. Paddock, Xiao-Cheng Wu, Robert A. Stephenson,
60-year-old man. Matthew J. Resnick, Daniel A. Barocas and David F. Penson
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sof 12000 paZIentI Erection insufficient for G-Month 1896 727 T
60; intercourse 12-Month 825  71.1 - —e—
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State of the art: definizione di Trifecta in NSS

* Margini chirurgici negativi

« Tempo ischemia ridotto/procedura clampless + massima preservazione
parenchima sano (sia in fase demolitiva che ricostruttiva)

* No complicanze



EAU Guidelines on w European
Association
Renal Cell of Urology
Carcinoma

B. Ljungberg (Chair), L. Albiges, K. Bensalah,
A. Bex (Vice-chair), R.H. Giles (Patient Advocate), M. Hora,
M.A. Kuczyk, T. Lam, L. Marconi, A.5. Merseburger, T. Powles, -y
M. Staehler, A. Volpe ~

’
Guidelines Associates: S. Dabestani, © Eu ropean Association of Urnlggs{\zlﬂ.lj’)

S. Fernandez-Pello Montes, F. Hofmann, R. Tahbaz
v

* Attualmente la Nephron Sparing Surgery costituisce il gold standard per RCC <T2 ogniqualvolta
sia tecnicamente eseguibile

« PN puo essere eseqguita con approccio open, VLP o robotico in base all’esperienza dell’operatore



Neoplasie urologiche e chirurgia robotica — SINTESI DELLE EVIDENZE (2018)

Robotic surgery for urologic malignancies

SURGICAL

OVERALL

CANCER

MORTAUITY. % MORTALITY %

FUNCTIONAL

TRANSFUSION % OR. TIME. min

L0S. days

MARGINS. %  COMPLICATION %

RECURRENCE %

OUTCOMES

Heterogeneity of 7 studies: (P = 0.22); I = 27%; WMD: -1.32 [-2.13. -0.52)

OPEN ROBOTIC
(n of Patients) (n of Patients) OPEN | ROBOTIC
RADICAL PROSTATECTOMY 5822 7449 p<0.00001 P
Heterogeneity of 34 studies: (P < 0.00001); I’ = 99%; WMD: -43.50 [-53.76. -33.24]
RADICAL CYSTECTOMY 1819 1284
Heterogeneity of 23 studies: (P < 0.00001); I* = 97%; WMD: -78.24 [-106.32. -50.17] P<0.00001 ‘
PARTIAL NEPHRECTOMY 4327 3962
Heterogeneity of 31 studies: (P < 0.00001); I* = 97%; WMD: -14.67 [-22.64. -6.71) P=0.0003 4p
~200 ~100 2 100 200
RADICAL PROSTATECTOMY 578/4678 98/4742 - ;. 0000
Heterogeneity of 25 studies: (P < 0.00001); I* = 72%; RR: 4.83 [3.04. 7.68]
RADICAL CYSTECTOMY 699/1481 206/1265 <
Heterogeneity of 23 studies: (P < 0.00001); I’ = 72%; RR: 2.67 [2.04. 3.49) P<0.00001
PARTIAL NEPHRECTOMY 350/3524 219/3419 <
Heterogeneity of 24 studies: (P = 0.08); I* = 32%; RR: 1.79 [1.41. 2.26] P<0.00001
RADICAL PROSTATECTOMY as2a 6345 R
Heterogeneity of 29 studies: (P < 0.00001); I = 99%; WMD: 1.89 [1.39. 2.40] R00001
RADI! YST MY 1684 1381 0 P<0.00001
Heterogeneity of 23 studies: (P < 0.00001); I* = 88%; WMD: 2.94 [2.17. 3.72]
PARTIAL NEPHRECTOMY 3735 3088 <=
Heterogeneity of 27 studies: (P < 0.00001); I* = 100%; WMD: 2,25 [1.22. 3.28) P<0.00001
10 cl 5 10
RADICAL PROSTATECTOMY 1965/7265 1074/6596 - r-0002
Heterogeneityof 32 studies: (P < 0.00001); I = 91%; RR: 1.51 [1.16. 1.96]
RADI TECTOMY 690/1259 486/1142 P .0
Heterogeneity of 21 studies : (P < 0.0001); I* = 64%; RR: 1.28 [1.10. 1.48)
PARTIAL NEPHRECTOMY 1049/3973 724/1073 <
Heterogeneity of 32 studies: (P= 0.04); I = 34 %; RR: 1.63 [1.44. 1.83] P < 0.00001
- s o> a5 b > & i
RADICAL PROSTATECTOMY 2565/11091 3052/13969 ¢ .. 0.03
Heterogeneity of 53 studies: (P < 0.00001); " = 72%; RR: 1.12 [1.01. 1.24]
MY 205/1942 100/1227 - .,
Heterogeneity of 25 studies : (P = 0.26); I* = 15%; RR: 1.16 [0.92. 1.46]
PARTIAL NEPHRECTOMY 144/3912 128/3646 » P=0.17
Heterogeneity of 28 studies: (P = 0.81); I = 0% RR: 1.18 (0.93. 1.50)
05 ? ye
RADICAL PROSTATECTOMY 1071/7705 1068/9493 ‘
Heterogeneity of 29 studies: (P < 0.00001); I* = 77%; RR: 1.33 [1.10. 1.61) P =0.003
RADICAL CYSTECTOMY 519/1335 191/553
Heterogeneity of 9 studies: (P = 0.02); I* = 55%; RR: 1.04 [0.82. 1.32] ’ P=0.76
PARTIAL NEPHRECTOMY 122/1631 26/1770
Heterogeneity of 10 studies: (P= 0.16); I = 37%; RR: 4.73 [3.16. 7.08)]
RADICAL PROSTATECTOMY 22/6107 12/6290 -~ -
Heterogeneity of 14 studies: (P = 0.12 ); I = 39%; RR: 1.56 [0.82, 2.97]
RADICAL CYSTECTOMY 593/ 2045 166/1174
Heterogeneity of 23 studies: (P = 0.40); I* = 5%; RR: 1.29 [1.12. 1.49] @ r-0.0001
PARTIAL NEPHRECTOMY 43/1308 9/1247 @ <0000
Heterogeneity of 7 studies: (P=0.22); I* = 34%; RR: 4.45 [2.20. 8.98]
- 8661 o+ 10 10060-
RADICAL CYSTECTOMY 168/605 79/420 @ r=0003
Heterogeneity of 6 studies: (P = 0.15); I¥ = 38%; RR: 1.61 [1.18. 2.20]
PARTIAL NEPHRECTOMY 41/ 1179 6/1227 R
Heterogeneity of 5 studies: (P= 0.04); I” = 64%; RR: 3.19 (0.64. 15.78) P=016
RADICAL PROSTATECTOMY: CONTINENCE _ 611/3164 753/3719
Heterogeneity of 27 studies: (P < 0.0001); I” = 72%; RR: 1.43 (1.14. 1.80) - .00
RADICAL PROSTATECTOMY: POTENCY 1777/3016 2709/ 5037 -
Heterogeneity of 17 studies: (P <0.00001); I* = 79%; RR: 1.20 [1.07. 1.34) P=0.001
PARTIAL NEPHRECTOMY: eGFR DECLINE 1153 795 @ .00

'approccio chirurgico al tumore di
prostata, rene e vescica e sempre piu
robot-assisted

Nefrectomia parziale: La letteratura
scientifica indica che I'approccio
robotico garantisce Trasfusion rate, LOS,
Complications rate, recurrrence rate,
overal mortality and functional
outcomes superiori a quelli della open

Gill I, Cacciamani G. The changing face of urologic oncologic surgery
from 2000-2018 (63 141 patients) - impact of robotics.
J Urol 2018 (199); 4: e577—e578



EUROPEAN UROLOGY 69 (2016) 1149-1154 Long term oncologic safety

Five-year Oncologic Outcomes After Transperitoneal Robotic

Partial Nephrectomy for Renal Cell Carcinoma * 115 RPN da Giugno 2006 a Marzo 2010
* Follow-up medio 61.9 mo (IQR 50.9—-
Hiury S. Andrade, Homayoun Zargar, Peter A. Caputo, Oktay Akca, Onder Kara, Daniel Ramirez, 714)

Georges-Pascal Haber, Robert J. Stein, Jihad H. Kaouk *

Variable Value A o/ — B 1o
Median tumor size, cm (IQR) 26(20-3.7) . 'E o
Clinical stage, n (%) E e
Tla 91 (79) 5 i Zos
Tib 20(17.4) g 5
Tla 4(3.6) %oa 5Yr0591,1% 804 5Yr CSS 97,8%
Median RENAL score (IQR) 7 16-9) E E-
Low score (4-6), n (%) 37 (32) & 02 fo2
Moderate score (7-9), 1 (%) 60 [ 52) &
High score (10-12),n (%) 18 (16} e 2 21 P Yy 0 oo 3 P » % %
Median preoperative eGFR, ml/min/1.73 m?® (IQR) 85.9 (67.8-96.1) No. at risk: 110 105 S;Ima{m’m a7 62 No. at risk: 110 105 &:m‘mﬂ]” - -
Table 4 - Long-term oncologic outcomes reported for partial nephrectomy series
Study Year Type RCCs/patients, Clinical tumor pT PSM (%) Follow-up 0S (%) CSS (%)
n (%) size (cm) stage (yr)
Herr [3] 1999 OPN 70/70(100) 3.0¢ All - 100" 93.0 97.0
Belldegrum et al [4] 1999 OPN 146/146 (100) 36° All — 62" 86.0 91.0
Fergany et al [5] 2000 OPN 107/107 {100) 4.7 All — 50¢ 77.0 88.0
Van Poppel et al [6] 2011 OPN 227|268 (84.7) 30" All — 93" 75.0 97.0
Lane and Gill [7] 2007 LPN 37/56 (66) 29+ All 1({2.7) 56" 286.0 100.0
Lane et al [8] 2013 OPN 742/916(81) 350 All 2 (0.3) 78" 72.0 92.3
LPN 461/625 (74) 26" 5 (1.0] 6.6 " 78.0 96.9
Kyllo et al [18] 2012 RPN 124/124 {100) 30" T1 2({1.6) 24" 96.8 99.2
Khalifeh et al [17] 2013 RPN 102/134 (76.1) 3.0 All 1{0.7) 3.0¢ 97.0 99.0

Present study 2015 RPN 110/110 (100) 26" All 2(1.7) 52" 91.1 97.8




EUROPEAN UROLOGY 67 (2015)891-901
Comparison of Perioperative Outcomes Between Robotic and
Laparoscopic Partial Nephrectomy: A Systematic Review and
Meta-analysis

23 studies and 2240 patients
were included

Ji Eun Choi®, Ji Hye You*, Dae Keun Kim"”, Koon Ho Rha®", Seon Heui Lee“*

convert to open surgery convert to radical surgery
Risk Ratio

warm ischemia time

Mean Differenc:
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Tatal events 14 19 Total evenls 4 23
Heterogeneity: Chi*= 2,27, df= 6 (p = 0.88); P= 0% Heterogenaity: Chi*= 5,60, df= 2 {(p=0.13); F= 46% Helerogenally Tau"= 8.42 Chi*= 34.15, df= 13 (p = 0.001) "= 62%
Testfor overall effect Z= 2,33 (p = 0.02) Test for overall effect: Z = 3.41 (p = 0.00086) Testfor ovarall efioct Z= 2.00 (p=0.00%)
change of estimated GFR shorter LOS (p=0.004) RPN & associata a risultati migliori
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Favors Robol  Favors Lapa —_ open o radicale
= o WIT
Helerogeneily: Chif= 108, df= 2 {p= 0.58); "= 0% o .
Testfor overall effect Z= 2.24 (p=0.03) I TN T ) e GFR postoperato rio
Heterogeneity: Tau*= 0.09; Chi*= 32,45, df=18{p=0.02); "= 45% hd ospedalizza Zione
Testfor overall effect; Z= 2.07 (p = 0.04)




Trend internazionale di approccio a chirurgia conservativa per RCC
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Dal 2009 al 2011:

* |l ricorso a PN é incrementato

* || numero di RAPN e incrementato arrivando a costituire almeno la meta di tutte le
procedure di nefrectomia parziale negli ospedali universitari

* L'uso del robot spinge ad eseguire un maggior numero di nefrectomie parziali anche in
casi ad alto score nefrometrico

Patel et al, J Urol 2013



A snapshot of nephron-sparing surgery in Italy: A E SO EJISO 41 (2015) 346—352
prospective. multicenter report on clinical and perioperative
outcomes (the RECORdA 1 project)

the Journal of Cancer Surgery

R. Schiavina “*, A. Mari ”. A. Antonelli , R. Bertolo 9, G. Bianchi ©,
M. Borghesi “*, E. Brunocilla *, C. Fiori“, N. Longo ",
G. Martorana *, V. Mirone ', G. Morgia 2, G. Novara ", F. Porpiglia “,
B. Rovereto ', S. Serni 7, C. Simeone , M. Sodano . C. Terrone -,
M. Carini °, A. Minervini °

Globally, 983 patients were evaluated at 19 centers

Overall rate of interventions per year analysing different
approaches
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Laparoscopy and Robotics

UROLOGY 83: 331338, 2014. © 2014
Robotic vs Open Simple Enucleation

for the Treatment of T1a-T1b Renal Cell

Carcinoma: A Single Center Matched-pair

Comparison

Sergio Serni, Gianni Vittori, Lorenzo Masieri, Mauro Gacci, Alberto Lapini,
Giampaolo Siena, Graziano Vignolini, Andrea Mari, Marco Carini, and Andrea Minervini

Table 2. Perioperative results stratified according to surgical procedure

Intraoperative Outcomes ERASE (n — 80)  OSE (n—160) P Value ERASE e associata ad outcome
P 4 . . . . .
Clam I of renal pedicle/artery. no. (%) 48 (60) 150 [93_.8} <000 ana/oghl a OSE in termini dl.'
WIT =25 min, no. (%) 5/48 (10.4) 6/150 (4) .10 ° WIT
WIT =30 min, no. (%) 2/48 (4.2) 2/150(1.3) 22
EBL (cc) mean + SD 109+ 112 181 + 136 < .0007 . .
Operative time (min) mean + SD 157 + 50 108 + 36 <.000" ° COmp/ICGnZE? Intra e
| Total infraoperative complications, no. (%) 1(1.25) 4 (2.5) 54 | .
Transfusions 1(1.25) 2 (1.25) postoperatorie
Spleen lesion - 1(0.62) . .N
Renal vein lesion - 1(0.62) b Funzionalita renale
Postoperative outcomes .. . . . e .
LOS (d, including the day of surgery) median (IQR) 5 (5-6) 6 (5-7) .001 d Marg/n/ chlrurg/a pOSItIVI
Postoperative overall complications, no. (%) 8(10) 25 (15.6) A7
Postoperative medical complications, no. (%) 1(1.2) 3(1.8) .54
Postoperative surgical complications, no. (%) 718.8) 22 (13.8) .37
Postoperative transfusions (Clavien 2) 5(6.3) 15 (9.4)
Selective embolization (Clavien 3a) 2(2.5) 3(1.9)
Reoperation for bleeding (Clavien 3b) - 1(0.6)
Urinary fistula without stenting (Clavien 1) - 3(1.9)
Urinary fistula with stenting (Clavien 3a) - -
Clavien 4
Clavien 5 - -
Transfusion rate (intra- and postoperative), no. (%) 8(10.0) 21(13.1) A8
Clavien 3 complications, no. (%) 2(2.5) 4(2.5) .99
AKD (elective indication only), no. (%) 1/78(1.3) 8/132 (6.1) A0
Delta Hb (3rd postoperative day — baseline) (g/dL) mean + SD 22+1.2 24 +£1.2 31
| Delta Cr[3rd postoperative day — baseline) (mg/dL}) mean £+ SD 0.11 £ 0.18 0.16 £ 0.82 .34 |
Delta eGFR (elective indication only), mean + SD 854+ 10.4 13.9 £ 12.7 A7
Pathologic assessment
Benign tumors, no. (%) 12 (15) 20(12.5) 52
Pathological T stage, no. (%) 21
pTla 51/68 (75.0) 113/140 (80.7)
pTlb 11/68 (16.2) 18/140 (12.9)
pT3a 6/68 (8.8) 9,/140 (6.4)
Fuhrman nuclear grade (%)
Grade 1 11/68 (16.2) 27,/140 (19.3)
Grade 2 42/68 (61.8) 84,/140 (680.0)
Grade 34 15/68 (22.0) 29/140 (20.7)

[ PsM (%) 2/68(2.9) 3/140(2.1) 63|
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Florence robotic infracorporeal neobladder
(FiIoRIN): a new reconfiguration sirategy
developed following the IDEAL guidelines

. Davide Vanacore®, Gianni Vittori*,. Martina Milanesi™®*.

Andrea Minervini™®
Riccardo Campi®*. Andrea Mari™.

Agostino Tuccio™*, Giampaolo Siena™,
Andrea Gavazzit and Marco Carini*

To describe Surgical technique and the preliminar results on the first 18 patients according to the IDEAL Guidelines




0 . .
pen vs Robotic Radical Cystectomy: PRO ROBOTICS

Minimally-invasive surgery

Replication of open surgery
+ improved ergonomics

Why robotic surgery for
radical cystectomy?

Improved Surgical anatomy
Improved surgical Training

The future is robotic surgery

%I



Open vs robotic radical cystectomy: Surgeon and Center factors

I Lancet 2016; 388: 2796-810 Of the completed trials comparing open to robotic radical

Seminar N .

cystectomy, some suggest no benefit from the robotic approach;
[Iarger studies are ongoing. %\dditionally, the long-term oncological

G750 Bladder canicer efficacy of robotic-assisted radical cystectomy compared with open
o xhisvaﬂ'(Kama;,thMHuhn,JﬂsonAEfstathiou,SethPLemer,Per-UnoMulmstro’m,WoonyOungChoi,CharlesCGuo,Ym'rLomn, radical Cyste Cto my has not been determined-
Summary of evidence LE
EAU GU|de||nes on Robot-assisted radical cystectomy (RARC) provides longer operative time (1-1.5 hours), major 1

costs, but shorter length of hospital stay (1-1.5 days) and less blood loss compared to open radical

Muscle-invasive oystectomy (ORC).

on d Me "'a St O"'ic RARC series suffer from a significant stage selection bias as compared to ORC. 1

Grade 3, 90-day complication rate is lower with RARC. 2

Blodder concer Mostlendpoints, if reported, including intermediate-term oncological endpoint and quality of life are 2
not different between RARC and ORC.

A. Witjes (Chair), M. Bruins, E. Compérat, N.C. Cowan, (Surgeons experience and institutional volume are considered the key factor for outcome of both 2

o S o RARC and ORC, not the technique.

Recommendations on how to define challenging patients and an experienced RARC surgeon are still |3
under discussion.

The use of neobladder after RARC still seems under-utilised, and functional results of intracorporeally |4
constructed neobladders should be studied.

EAU 2018

Recommendations Strength rating
— Inform the patient of the advantages and disadvantagesJof open radical cystectomy (ORC) | Strong
'%J ropianig and robot-assisted radical cystectomy (RARC) to allow selection of the proper procedure.
Select experienced centres, not specific techniques, both for RARC and ORC. Strong




Neoplasie urologiche e chirurgia robotica — SINTESI DELLE EVIDENZE (2018)

Robotic surgery for urologic malignancies

SURGICAL

CANCER OVERALL

MORTAUITY. % MORTALITY %
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TRANSFUSION % OR. TIME. min

L0S. days

MARGINS. %  COMPLICATION %

RECURRENCE %
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'approccio chirurgico al tumore di
prostata, rene e vescica e sempre piu
robot-assisted

Cistectomia radicale: La letteratura
scientifica indica che I'approccio
robotico garantisce Trasfusion rate, LOS,
Complications rate superiori a quelli
della open

Gill I, Cacciamani G. The changing face of urologic oncologic surgery
from 2000-2018 (63 141 patients) - impact of robotics.
J Urol 2018 (199); 4: e577—e578
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La RARC, specialmente con derivazione continente intracorporea,
e una procedura challenge, con una importante curva di
apprendimento

Best Practices in Robot-assisted Radical Cystectomy
and Urinary Reconstruction: Recommendations of the

Table 3 - Recommended goals for robot-assisted radical cystectomy surgeons Pasadena Consensus Panel

Level of surgeon experience

Recommendations

Learning curve (first 20-30 cases)

Experienced (30-100 cases)

Very experienced (=100 cases)

= Supervision by an experienced mentor

= Operative times <7 h

« Blood loss <400 ml

« Complete lymphadenectomy

« Overall margin status <7%

s Use caution when operating on bulky tumors; obese patients; or patients with previous radiotherapy,
surgery, or adhesions

» Perform ileal conduit reconstructions only

s Operative times with ileal conduit <5 h, or with neobladder, <6 h

s Blood loss <300 ml

« Complete lymphadenectomy

« Build ICUD experience

« Few contraindications

= Operative times with ileal conduit =4 h, or with neobladder, =5 h

¢ Blood loss <300 ml

« Complete lymphadenectomy

» Use neobladder or continent reconstruction in 25-50% of cases, as the case mix allows

= Aim for Clavien-Dindo grades 3-5 complication rates of <30% of patients

= Aim for length of stay of 5-10d

ICUD = intracorporeal urinary diversion.




Il volume operatorio impatta sugli outcomes post RALP

2013

EUROPEAN UROLOGY 64 (2013) TB6-T98

available at www.sciencedirect.com
journal homepage: www.suropeanurology.com

European Association of Urology

Conclusions: Undeniable evidence suggests thatincreasing volume improves OutCOMEes. colaborative Review - Prostate Cancer

Although it would seem reasonable to refer RP patients to high-volume centers, such A systematic Review of the Volume-Outcome Relationship for
regionalization may not be entirely practical. As such, the implications of such a shift in Radical Prostatectomy

practice have yet to be fully determined and warrant further exploration. Quoc-Dien Trinh *><", Anders Biartell*, Stephen . Freedland”, Brent K. Hollenbeck’,

Jim C. Hu®, Shahrokh F. Shariat ", Maxine Sun®, Andrew J. Vickers'
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Review - Prostate Cancer

Systematic Review of the Volume-Outcome Relationship for
Radical Prostatectomy: A 2017 Update

Jeffrey J. Leow ™, Eugene K. Leong®, Emily C. Serrell?, Steven L. Chang®, Russell L. Gruen®,
Keng Siang Png”, Lisa T. Beaule **/, Quoc-Dien Trinh®, Mani M. Menon®, Jesse D. Sammon %'

Oggi

Conclusions: Contemporary evidence continues to support the relationship between
high-volume surgeries with improved RP outcomes. Recent studies demonstrate that
the volume-outcome relationship applies to robot-assisted RP and may be applied for
potential cost savings in health care. An increase in the number of international studies
suggests reproducibility of the association. Although regionalization of surgical care
remains a contentious issue, there is an increasing body of evidence that short-term
outcomes are improved at higch-volume centers for RP,




Open vs robotic radical cystectomy: Surgeon and Center factors

100

Afshar M, Goodfellow H, Jackson-Spence F et al.
Centralisation of radical cystectomies for bladder cancer in
England, a decade on from the ‘Improving Outcomes Guidance’
the case for super centralisation.

BJU Int 2018; 121: 217-24

Total number in England
Y
8

Survival time (years)

The implementation of robot-assisted techniques and enhanced recovery

protocols may help to reduce surgical stress and facilitate discharge after
early rehabilitation.
Thomas Seisen

© 2018 The Authors  Depariment of Urology, Pitié Salpéiiere Hospital, Assstance Nonetheless, such valuable interventions are more likely to be delivered
BJU International @ 2018 BJU International Publique des Hopitaux de Paris, Paris Sorbonne University, at expert centres in M | BC management_

Paris, France

Given that surgical experience mostly comes from surgical volume, numerous studies suggest that there is an inverse
relationship between hospital as well as surgeon volume and morbidities for major surgeries including RC.

Virtually all available evidence, including the study by Afshar et al., converge toward the general concept that RC
patients should be managed by experienced urologists operating at expert centres with trained surgical teams.




Open vs robotic radical cystectomy: Surgeon and Center factors

Open RC (ORC) and robot-assisted RC (RARC) are morbid procedures with
consistent risk of perioperative complications (mean weighted
incidence: 48.7%; range: 27.0-72.5%).

EUROPEAN UROLOGY FOCUS XXX (2016) XXX-XXX

=

available at www.sciencedirect.com N Higher hospital and surgeon volumes were associated with reduced risks

E
journal homepage: www.europeanurology.com/eufocus UROLOGY FOCUS

e [ of perioperative complications.

Prior robotic expertise in radical prostatectomy showed a beneficial

Review — Bladder Cancer protective risk on development of complications after RARC.
Critical Review of Outcomes from Radical Cystectomy: ) . _

Can Complications from Radical Cystectomy Be Reduced Surgical volume appears to be a good predictor of safety in ORC and
by Surgical Volume and Robotic Surgery? RARC.

Marco Moschini“*, Giuseppe Simone”, Arnulf Stenzl¢, Inderbir S. Gill%, James Catto®

3 Unit of Urology/Division of Oncology, IRCCS Ospedale San Raffaele, URI Milan, Milan, Italy; ® Department of Urology, “Regina Elena” National Cancer RARC 'S aSSOC|ated W'th rEduced eSt| mated bIOOd IOSS a nd Iower
Institute, Rome, Italy; < Department of Urology, University Hospital Tiibingen, Tiibingen, Germany; 9 University of Southern California Institute of Urology,

Keck School of Medicine, Catherine and joseph Aresty Department of Urology, Los Angeles, CA, USA; € Academic Urology Unit, University of Sheffield, Sheffield, UK pe ri O pe rati Ve tra nSfu S i O n ra tES C O m p a re d W i t h O R C .

Further evidence is needed to support the reproducibility of
intracorporeal diversion during RARC, beyond large tertiary referral
centers.



Open vs Robotic Radical Cystectomy: PRO ROBOTICS

However...for an effective robotic cystectomy....

1. The surgeon makes the difference

2. (Multidisciplinary) Team working is
essential

3. Patient selection is essential

4. Technical and non-technical skills are
essential




La robotica in uro-oncologia é uno strumento indispensabile
Il cui utilizzo dovrebbe essere centralizzato
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Il modello hub&spoke puo essere la risposta



Modello «modificato» hub & spoke
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Increased surgeon’s respect: avoiding the creation of A and B level surgeons
Increase the inherent advantages of the standard system for the patients
Increase the overall quality of the national health system



The «modified» hub & spoke model at our Department
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Modello «modificato» hub & spoke nel nostro dipartimento

Robotic procedures at the Urologic Department AOUC Robotic procedures performed at the Urologic Department
Florence per year AOUC Florence by «spoke» Centers per year

4 surgeons from 3 Centers
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Key advantages of the «modified» hub & spoke model

Higher surgical volume

e Better patient outcomes

KEY POINTS

e Regionalization of major uro-oncologic surgery is in

high demand.

e Available studies showed a volume—outcome

REVIEW

o) Relationship of surgeon/hospital volume with
outcomes in uro-oncology surgery

Pietro Grande®®, Riccardo Campi™, and Morgan Rouprét®

relationship in radical cystectomy, radical
prostatectomy and partial nephrectomy.

) High—vo|ume centers have lower postoperative
complications, mortality, and better long-term
oncological and functional outcomes after radical
cysfectomy.

e Radical prostatectomy has better oncological and

functional results in high-volume centers, and is also
more cost-effective.

e Partial nephrectomy has higher success rate and lower
morbidity in a high-volume setting.

£ 77



VANTAGGI del Modello «modificato» hub & spoke

* Availability of the advanced surgical system

e Direct answers to patients need

* Up todate treatments options for
challenging cases

* No need for anesthesiologists and staff
nurse training

Clinical
Research

Increased interaction with pharma
companies involved in robotics
*Increased national and international
centre visibility

*Increased clinical research either
single centre or multicentre

Patient outcomes

Reduced Costs

*Increased N° of total and per procedure robotic cases
Increased N° of challenging robotic cases

Better functional and oncological outcomes
during the learning curve phase

Surgical
Training

*Proctoring always available from
the HUB surgeons
*Less steep learning curve

*Allows doctors in training to gain
broad experience



Modular surgical training

RALP RAPN RARC?
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Figure 1B - Structure of the modular console activity-based training module of the
ERUS Curriculum for robot-assisted partial nephrectomy.
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