The patient had been followed up at his catch-
ment area facility for two years. Due to an increa-
sing size of the tumour over time and an increased
risk of rupture and major bleeding, a decision was
made to use an active approach. The EAU guide-
lines on the treatment of AML are rather unequi-
vocal. The criterion of 4 cm AML that has been
used for years as an indication criterion for surgical
management is no longer present in the 2018 gui-
delines. The patient had successive consultations
at several practices with a proposal to remove the
whole affected kidney. One of the options conside-
red was multi-stage vasographic obliteration of the
tumour, however, with an uncertain outcome. At
our centre, the patient was offered robotic-assisted
resection, bearing in mind a high risk of nephrec-
tomy. The procedure was performed in the right
flank position with the daVinci® Xi robotic surgical
system using three robotic arms (a camera, bipo-
lar instrument, and monopolar scissors or needle
driver) and one assistant port. Normally, we do not
use the fourth robotic arm (prograsp) during resec-
tion procedures. The reason for this is only minimal
benefit from its use for the surgeon as well as an
effort to reduce the costs. If necessary, its role can
be taken over by the assistant port. After releasing
adhesions in the abdominal cavity, incision of the
posterior peritoneum, and colon mobilization, the
tumour and the adjacent portion of the kidney
were exposed. The hilum was dissected and, du-
ring the course of resection and the placement
of the first layer of suturing, the renal artery was
clamped. To place stitches around the resection
area, including the open hollow system, V-LocTM
sutures were used in three successive steps, while
being anchored with non-absorbable Hem-o-lok®
clips. Given the price and excellent experience, we
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exclusively use non-absorbable clips at our centre.
The suturing of the resection area was thus per-
formed in two layers, with the third suture used to
close the Gerota fascia. We have very good expe-
rience with this absorbable, self-tightening suture
from laparoscopic procedures. It enables rapid
and safe treatment of the resection area without
a need for knotting. The specimen was extrac-
ted from the body using an endobag through an
extended port site at the umbilicus. A drain was
passed through the lateral port. The surgery was
uneventful. Following surgery, a 48-hour resting
period was ordered, with the drain having been
removed after 24 hours. The postoperative course
was completely uneventful. As of now, the patient
is one year since surgery, with no evidence of local
recurrence on ultrasound. Follow-up appointments
are scheduled at yearly intervals; prospectively, he
will be discharged from surveillance.

Results: The duration of surgery was 126 mins
(skin to skin), out of which the procedure itself took
80 mins, docking 10 mins, and undocking, specimen
extraction and wound suturing 26 mins. Blood loss
was 50 ml. The renal artery was clamped for 12 mins.

Angiomyolipoma was confirmed by histology.
The duration of hospital stay was 5 days.

Conclusion: Robotic-assisted resection of renal
tumours is another advancement in minimally in-
vasive upper urinary tract surgery. There has been
a major increase in the numbers of patients who
can be offered minimally invasive surgery regar-
ding the size of the tumour, its position, or safe
treatment of the resection bed.
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