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Uvod: Autofi prezentuji svoje zkusenosti s ro-
boticky asistovanou pyeloplastikou (RAP). Zkuse-
nosti s laparoskopickou pyeloplastikou ziskavame
od r. 2005. RAP je ve srovnani s touto metodou spo-
jena dle nasich zkusenosti s nékolika subjektivnimi
vyhodami. Jedna se jednak o 3D obraz a hlavné
lepsi pohyblivost pracovnich nastrojd, coz velmi
usnadnuje zejména rekonstrukeni fazi operace.

Material: Od bfezna 2014 do srpna 2018 jsme na
nasem pracovisti proved|i 50 RAP. Do dubna 2018 jsme
pomoci robotického systému Il. generace DaVinci® S™
provedli 47 RAP, nyni pracujeme se systémem IV. ge-
nerace DaVinci® Xi™ Pouzivdme standardné transperi-
tonedlni pfistup za poutZiti 4-5 trokard, kdy u pacienta
leZictho na boku nejprve vypreparujeme vstup pro
kamerovy trokar (tzv. open access), kameru pouZziva-
me s 30° optikou, tlak kapnoperitoena je standardnich
12 mm Hg. Pro novy roboticky systém pouzivame tfi
pracovni nastroje (celkem tedy 4 x 8 mm trokar) a je-
den 12 mm asistencni trokar. Pfistup k ledviné je zvo-
len peroperacné budto transperitonedini s uvolnénim
colon v Toldtové linii, nebo transmezokolicky. Viypre-
parujeme proximalni mocovod az k ledving, uvolnime
ledvinnou panvicku a provadime tzv. ,dismmembered
pyeloplasty” dle Hynes-Andersona. Ta spociva v pre-
rudeni mocovodu v pelvi-ureterdlni junkci (PUJ). Dle
konkrétniho ndlezu mdzeme resekovat stenoticky
Usek mocovodu, nebo pfi ndlezu kfiZici cévy moco-
vod transponovat ventralné od ni. Panvicka mize byt
pfi vyrazné hydronefréze zresekovana. Rekonstrukci
jsme nejprve provadeli dvéma pletenymi stehy 5-0,
poté jsme viak presli na monofilamentni steh 6-0
(Monocryl™). Tento ma nékolik vybornych viastnosti:
pii rekonstrukci se netfepi, snadno se dotahuje a ma
relativné kratkou dobu vstrebatelnosti (do 28 dni).
U v8ech pacientl zavadime peroperacné DJ stent
(pokud jiz nebyl zaveden dfive, tzv. ,prestenting”)
a ponechavame jej v priiméru Ctyfi tydny. Redonlv
drén vzdy nezavadime (princip ¢asné rekonvalescen-
ce, tzv. ERAS). Vhodny mUiZe byt napt. pfi resekci velké
panvicky nebo vyraznych pozanétlivych zménach
v okolf ledviny a mocovodu. Mocovy katétr je pone-
chan obvykle pét dni. Béhem vykonu je pouZivana
zvykla (celkovd) anestezie a pooperacni analgezie. Po
operadi jsou pacienti kontrolovani pomoci ultrazvuku
ledvin (UZ) za dva a devét mésicll po operaci, za rok
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je provedena dynamickd scintigrafie. Dalsf kontroly
provadime v 6-12mési¢nich intervalech pomoci UZ.

Popis prezentovaného vykonu: Jednd se
0 29letou Zenu vysetfovanou pro pravostranné
nefralgie. Dle CT se jednd o primarni hydronefrézu
bez konkrementu s vyrazné opozdénym vylucova-
nim kontrastni latky ve vylucovaci fazi. Staticka scin-
tigrafie ledvin, provedené pro podezieni z vyrazné
hypofunkce ukazuje 47% relativnifunkci pravé ledvi-
ny. Pacientce byl pro bolesti pfedoperacné zaveden
DJ stent. RAP byla provedena transmezokolicky,
peroperané byly nalezeny kfizujici akcesorni cévy,
panvicka nebyla resekovana. Mocovod byl transpo-
novan ventralng, rekonstrukce byla provedena 6-0
monofilamentim vidknem a na dobu ¢yt tydnd byl
zaveden DJ stent. Konzolovy ¢as byl 93 minut. Nevy-
skytly se Zadné peri- ani postoperacni komplikace.

Vysledky: Prdimérny vék pacientl byl 50 let
(median 31, rozmezi 12-73). V 50 % pfipadl se
jednalo o Zeny a u 58 % pfipadl se jednalo o pra-
vostrannou pyeloplastiku. Pfedoperacni zavedeni
stentu bylo provedeno u 38 % (19/50) pacientd.
U 70 % pacientd byly pfedoperacné pfitomné
bolesti, u 14 % rekurentni mocové infekce a 16 %
bylo bez vyznamnych klinickych projevi (ovsem
se scintigraficky prokdzanou vyznamnou obstruk-
ci ¢ialteraci funkce ledviny). Prdmérny konzolovy
¢as byl 88 min. (36-153 min.). Krevni ztraty byly
ve vsech pfipadech zcela zanedbatelné. Kfizujici
céva byla zjisténa u 66 % pacientd. V této sestavé
se nevyskytly Zadné intraoperacni komplikace.
Pooperacni komplikace se vyskytly u Ctyf paci-
entl. Ve tfech pfipadech Clavien Il komplikace
(noveé fibrilace sini, extrapyramidové priznaky po
podani Deganu u mladého pacienta a krvaceni
pfi antiagregacni 1é¢bé s nutnosti transfuzi). V jed-
nom pfipadeé se jednalo o komplikaci Clavien lllb
(nutnost operacni revize pro krvaceni z vpichu
po trokaru). Primérnd doba sledovani pacientd
byla 15,3 mésicd (ultrazvukové vysetfeni ledvin
za dva meésice a za devét mésicl, dynamicka
scintigrafie za rok od operace, déle sledovani po-
moci ultrazvuku kazdych 6-12 mésic(). Uspésna
pyeloplastika (vymizeni symptomd, zlepseni funk-
ce, tedy stavy, kdy nebyla nutnd reoperace) byla
zaznamenana u 98 % pacientd.
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Zavér: Roboticky asistovana pyeloplastika je
efektivni minimalné invazivni metoda pro korekci
obstrukce pelvi-ureterdiniho pfechodu. Obvykle
je spojena s dlouhodobym vyfeSenim obstrukce
u vétsiny operovanych pacientd.

KLICOVA SLOVA
Roboticky-asistovana, pyeloplastika, obstrukce,
pelvi-uretralni pfechod, hydronefréza.

SUMMARY

StudentV ml, Hartmann |, Sarapatka J, Student
V. Robot-assisted dismembered pyeloplasty for
ureteropelvic junction obstruction.

Introduction: In this video we present our
experience with robot-assisted pyeloplasty (RAP).
Our first experience with laparoscopic pyelo-
plasty dates back to 2006. RAP brings several
subjective advantages such as 3D vision and
greater dexterity of laparoscopic instruments,
which facilitates especially the reconstruction
phase of the surgery.

Material: Between March 2014 and August
2018, we performed 50 RAPs. The first 47 cases
were done using 2"¢ generation DaVinci® S™ sys-
tem. Now we work with 4" generation DaVinci®
Xi™ system. Using the transperitoneal approach
we start with open access for the 30° laparoscope.
We use four 8mm trocars for robotic arms and one
12mm trocar for the assistant. In some patients we
use transmesocolic approach. The ureter is then
identified and traced cranially towards the kidney.
The renal pelvis is exposed to enable dismem-
bered pyeloplasty. We either resect the stenotic
part of the proximal ureter or we place the ureter
ventrally to the crossing vessels (if present). In case
of large hydronephrosis the renal pelvis can be
resected. Reconstruction is usually done using
6-0 Monocryl™ suture. In all patients we use the
DJ stent, which is kept in place for 4 weeks. We do
not always place a drain next to the kidney (ERAS
principle), only in case of largely resected pelvis or
inflammatory changes of surrounding tissues. The
surgery is done in a standard general anaesthesia
with commonly used postoperative analgesics.
Ultrasound of the kidneys (US) in 2 and 9 months
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after surgery, diuretic scintigraphy one year post
operatively and subsequent US every 6-12 months
is done during the follow up.

Presented case: A 29-year-old female patient
was diagnosed with a right hydronephrotic kidney.
The CT showed a primary hydronephrosis with no
stone and significant delay in contrast excretion
during the excretory phase, the cortical renal scan
showed 47% split renal function of the affected kid-
ney. Pre-stenting was done for significant loin pain.
We performed transmesocolic RAP. We found acces-
sory crossing vessels during the surgery. The renal
pelvis was not resected and the anastomosis was
done mostly using 6—-0 Monocryl™ suture. The DJ
stent was placed for 4 weeks. The console time was 93
minutes and there were no intra- and peri-operative
complications.

Results: Twenty-five women and 25 men with
mean age 50 (median 31) were included. Right-
sided pyeloplasty was done in 58% of patients.
Pre-stenting was done in 38% of patients. Pain
was the presenting symptom in 70% patients and
recurrent UTl was present in 14% of patients. Mean
console time was 88 min (36-153) and blood loss
was in all patients negligible. Crossing vessels were
found in 66% of patients. There were no intraop-
erative complications in this group. Postopera-
tive complications were present in 4 cases (three
Clavien Il and one Clavien lllb). The most serious
complication was bleeding from a trokar incision
that required surgical intervention. Mean follow
up time was 15.3 months. The success rate (relief
of symptoms, improvement of obstruction seen
on scintigraphy, therefore no need for subsequent
surgery) was 98% of cases.

Conclusion: Robot-assisted pyeloplasty is an
effective minimally invasive method for correction
of ureteropelvic junction obstruction. It is usually
associated with lasting resolution of obstruction
in most of the patients

KEY WORDS
Robot-assisted, pyeloplasty, obstruction, uretero-
pelvic junction, hydronephrosis.
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