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Salvage Robotic Radical Prostatectomy (SRALP) is known
for managing more high risk disease. This is a treatment option
for biochemical recurrence in prostate cancer [1]. Failure of
non-surgical primary treatment for localized disease has rates
ranging from 20% to 60% [2]. This is an uncommonly performed
procedure, due to the technical challenges involved [1]. SRALP
is associated with high complication rates for rectal injury,
urinary leak anastomotic stricture and incontinence [3]. This
leads to distorted anatomy and difficulty with tissue-planes [3].
As a result, more extensive dissection is required. This leads to a
higher rate of complications. Given the advances within robotics,
this next question should robotic surgery be considered for high
risk prostate cancer and what are the technical tips?

Robotic-assisted salvage radical prostatectomy is not widely
performed. This has specific advantages over open surgery
including 3-D visualisation of tissue planes rather than feel, blood
loss and a more secure anastomosis [3].If the degree of dissection
is less, outcomes are better. In contrast to open surgery, this
requires a great deal of open dissection.

Ithas also previously been shown, with multivariable analysis,
D’Amico risk groups or pathologic Gleason grade, stage, and
margins were the strongest predictors of biochemical recurrence
in salvage therapy [4]. Detectable PSAs and high risk disease
were independent predictors of receipt of salvage therapy [4].
Persistent disease signals the risk of progression likely requiring
early salvage treatment [4]. However, if this is detected early, and
disease is localised, outcomes will be better.

Part of the explanation for the rapid uptake of robotic surgery
is the gentler learning curve compared with laparoscopic radical
prostatectomy. Even though robotic, salvage surgery still has
potential difficulties, these can be overcome with the robotic
platform [5]. Voiding complications while on the steepest part
of the learning curve are crucial to overcome [5]. Complex
reconstruction of the bladder neck can be achieved with success
robotically, in stark contrast to open surgery. Urinary leak is

known to be common, but less so than open surgery (39%)
[6]. This is comparable to other robotic series. Although some
patients had limited follow-up, 6 (33%) were continent and 67%
were free of biochemical progression.

Many SRALP patients have localised disease recurrence and
therefore potentially curable disease [2]. The key to decreased
morbidity SRALP outcomes are to have experienced centers
and fellowship training, a standardisation of training [2]. The
robotic surgery curriculum is welcomed as part of this. These
centre have demonstrated the advantages of the robotic platform
in the performance of salvage radical prostatectomy. This
includes decreased blood loss, short length of stay and improved
haptic feedback. This was confirmed with a decreasing positive
surgical margin rate with each consecutive group of 50 cases,
including pT3 and high-risk patients [7]. The 3-year, 5-year,
and 7-year BCR-free survival rates were 79.2%, 75.3%, and
70.2%, respectively [7]. 250 cases have become a landmark for
lowest positive surgical margin rates, although, it may take more
experience than this to manage SRALP cases [7].

Increasingly complex cases can be taken on as the learning
curve progress [5]. Very often with salvage cases, significant
intra-abdominal adhesions, dense periprostatic inflammation
post URP; large prostate gland size and median lobes may alter
bladder neck anatomy. This makes for a difficult urethro- vesical
anastomosis [5]. This highlights the importance of a having a
good robotic pelvic experience, prior to taking on salvage cases.

Compared to open and laparoscopic procedures peri-
operative SRALP outcomes were positive, with low complication
rates and estimated blood loss equivocal to open or lap
procedures [1]. This demonstrates robotic technology can aid
the surgeon in salvage prostatectomy [1]. However, experience
and training are key to minimal morbidity [3]. This procedure
has significant advantages over open surgery in selected patients
and is an excellent alternative to other salvage therapies, and
allows a broader spectrum of patients to be treated compared to
open surgery [3]. SRALP also offers complete staging of high-risk
prostate cancer thereby allowing optimum planning of adjuvant
and salvage therapies [8]. However, many high-risk prostate
cancers are subsequently downgraded or down staged on final
histopathology [8], rendering the patient disease free.
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However, SRALP is technically demanding, and experienced
surgeons are needed [9]. Postradiation cystitis, fibrosis, and tissue
plane obliteration can lead to significant complications, such as
rectal injuries, anastomotic stricture, and urinary incontinence
[9]. This highlight how functional status of patients before robot-
assisted salvage prostatectomy maybe compromised [10]. Three
of the six patients had extremely poor sexual function before
surgery (EPIC sexual domain < 50), and three-quarters had
significant irritative symptoms (mean EPIC urinary irritation
score 60.5) [10]. There were no intraoperative complications
[10]. Of six patients, four (75%) remain free of disease; however,
incontinence and erectile dysfunction were evident in all, to some
degree [10]. The outcomes from SRALP have also been confirmed
by Pokala et al [11] and also confirmed excellent survival.

SRALP for high risk disease gives good outcomes both
ontologically and functionally, however, good fellowship training
and experienced surgeons are key.
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