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Bladder cancer (BCa) is the second most
common genitourinary malignancy with 81,190
estimated new diagnoses for 2018 in the United
States alone (1). Radical cystectomy (RC) with bi-
lateral pelvic lymph node dissection (PLND) and
perioperative chemotherapy is the standard treat-
ment recurrent high risk non-muscle invasive and
for muscle invasive BCa (2). However, RC as well
as perioperative chemotherapy represent a com-
plex procedure associated with high perioperative
morbidity and mortality as a consequence also of
the characteristics of the population which is gene-
rally affected by multiple comorbidities when com-
pared to other surgical procedures (3, 4). One of
the strategies proposed to reduce the perioperative
morbidity and mortality consist in the application
of an Enhanced recovery after surgery (ERAS) pro-
gram (5). It consists in a multidisciplinary, multi-
-element care pathway that aim to standardize and
improve perioperative management. ERAS program
was firstly introduced in colorectal surgery, whe-
re ERAS or fast track surgery pathways have been
developed to accelerate recovery by attenuating
the stress response. Thereafter, a metanalyses have
provided level 1 evidence reporting a reduction of
complications, and hospital stay for colorectal sur-
gery patients where ERAS was applied (6, 7).

ERAS protocol has been also proposed in
the field of RC, however at the time only limited
evidences exist (8, 9). It is an approach comprehen-
sive of preoperative, perioperative and postoperati-
ve interventions. During the consensus (5) 34 points
were individuated. A preoperative counselling and
education with verbal and written information re-
garding surgery, urinary diversion and planned
early recovery is necessary to involve the patient
in the therapeutic management. In this period se-
veral assessments have to be proposed: a preopera-
tive medical optimization, nutritional assessment,
visit by a stoma nurse with advice on stoma and
neobladder care, cardiopulmonary exercise testing
if indicated, advice and support for cessation of
smoking and social issue addressed and discharge
planning. Smoke cessation in this setting has been
demonstrated to be highly effective in increasing
survival and perioperative outcomes after RC (10).
These elements required a multidisciplinary team
composed by urologists, nurses, nutritionists and
social workers.

The day before RC, a carbohydrate loading
is required, while no bowel preparation is recom-
mended. The day of RC, solids up to 6 hours and
clear fluids up to 2 hours preoperative including
carbohydrate loading are permitted. From the
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anesthetic point of view, no long acting sedatives
and a thrombosis prophylaxis with compression
stocking and low molecular weight heparin is re-
commended. Only a limited antimicrobial prophyla-
xis and skin preparation with clorexidine-alcool. A
minimally invasive approach with robotic assisted
radical cystectomy is recommended. Fluid restric-
tion and prevention of hypothermia with removal
of nasogastric tube in recovery. In the day 2-4 af-
ter cystectomy, prevention of postoperative nausea
and vomiting, use of chewing gum and unrestric-
ted diet. Drain fluid routinely sent for creatinine at
day 2 and drain removed if drain fluid indicates
serum creatinine levels. Thrombosis prophylaxis
with compression stockings and low molecular
weight heparin. Early mobilization, daily nutri-
tional supplements with nutrition goal of 900
kcal/d, fluid/electrolyte, encourage self-care.
At day 4, discharge at home is possible when
criteria met: pain adequately controlled, inde-
pendently mobile, regular diet/normal bowel
function, component with neobladder or stoma
care. These elements seem particularly difficult
to be applied in real life setting where the type
of health care system are very different across
the countries. In fact, a discharge at day 4 seem
feasible only in the presence of sub-acute fa-
cilities care or dedicated nurse that might help
the patients to return to the normal life. At 10
postoperative day is programmed a postoperati-
ve visit with the removal of stent 10 without a
stentogram and the removal of clips.

The proposal of an optimal international
accepted pre, intra and postoperative manage-
ment of RC patients is an important guide for
all the urologists around the world. However,
some criticism must be highlighted. First, the
number of elements that has to be considered
for defining an ERAS protocol is arbitrary. The
definition of ERAS itself might be tricky with
several articles in the literature which propo-
sed different ERAS approaches comprehensive
by different elements and therefore it has really
to be questioned if it possible to test an appro-
ach comprehensive by so different numbers of

elements. A consensus has been developed by
world recognized urologists but it remains an
expert opinion and therefore a low level of evi-
dence (5), therefore there might be other ele-
ments non-included in it or centers claiming
to do ERAS but not respecting all the points
suggested. In this context it is difficult to un-
derstand the differential impact of every point
in reducing perioperative morbidity and mor-
tality. Second, not all the elements included in
the RC ERAS have the same level of evidences.
For example, in contemporary patients, the use
of the robotic approach has rapidly increased,
surpassing in selected American and European
centers the traditional open approach (11). Ho-
wever, the use of robot instead the classic open
surgery seem not have (12) enough evidences to
be included in the ERAS protocol and its pre-
sence in the ERAS protocol seem not justified.

In this sense, ERAS protocol seems an
important way to standardize the management
of RC candidates. However, there is a need to
evaluate in detail every single element inclu-
ded in this protocol before accepting it in the
normal routine. The more elements from the
ERAS proposal one takes, the better the outco-
me should be. In the future a standardized ERAS
basic approach should be clearly defined and
then the intervention is to be particularized by
each institution and each patient. ERAS should
be evaluated and eventually adopted by each
Institution on the basis of their own resources,
needs and cultural differences.
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