statistical differences in surgical outcomes between the 3-
arm and 4-arm technique. The difference in ischemia
time was minimal and not likely to affect renal function.
Margin positivity was higher in the 4-arm group and likely
not due to the addition of the arm. For surgeons experi-
enced in robotic surgery routine addition of the fourth

18.

19.

20.

Mano R, Schulman A, Hakimi AA, et al. Cost comparison of open
and robotic partial nephrectomy using a short postoperative path-
way. Urology. 2015;85(3):596-603.

Wang Y, Chen YW, Leow JJ, Levy AC, Chang SL, Gelpi FH. Cost-
effectiveness of management options for small renal mass: a system-
atic review. Am J Clin Oncol. 2016;39(5):484—490.

Martin O, Heilen B, Marcos A, et al. Determinant factors for

robotic arm in RPN is not necessary.
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EDITORIAL COMMENT

We congratulate the authors for asking a very pragmatic clinical
question (does the addition of a fourth arm during robotic partial
nephrectomy improve clinical outcomes) and designing a study
that attempts to answer that question. Indeed, as surgeons who
frequently perform this procedure, we have often debated the rel-
ative merits of “adding or routinely using a fourth arm.” The
results of the current study suggest no advantage. So is the debate
over?! Can the good-natured argument frequently awash in tes-
tosterone and beer be put to rest? As Lee Corso would say...“not
so fast my friend.”

The current study suggests a negligible difference in the
majority of surgical endpoints including overall operative time,
estimated blood loss, complications, and length of hospitaliza-
tion. The only statistically significant differences were seen in
warm ischemia time (25.6 vs 20.5 minutes, P = .02) and margin
positivity (0% vs 10%, P = .03), the former favoring a 4-arm
approach and the later favoring a 3-arm approach. These find-
ings are not unexpected. However, the retrospective nature of
the study design limits the generalizability of its findings. As the
decision to utilize a 3-arm vs a 4-arm approach was based on sur-
geon preference, the margin difference likely reflects surgeon
experience, tumor complexity not reflected by nephrometry
score, or other difficult to enunciate confounders. And while
ischemia time was significantly different, this finding is not clini-
cally meaningful and again more likely a statistical anomaly
rather than a statistical fact.

What is not reflected in this study and may be challenging to
prove statistically are the intangibles that a 4-arm approach can
offer. First, we have yet to meet a patient who has complained
about the aesthetics of an extra port...so let's get that out of the
way. Anecdotally, addition of a fourth arm affords dynamic liver
retraction when the right kidney is severely retrohepatic, helps
stabilize the kidney when a posterior hilar mass is being
approached transperitoneally, takes some of the frustration out
of dealing with copious perirenal fat, and can be a “kidney saver”
when a complex hilum is encountered. Certainly, an experi-
enced surgeon can accomplish all of the above using a 3-arm
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approach. An experienced surgeon should likewise practice sur-
gical humility. Perhaps these intangibles may best serve the sur-
geon in their learning curve. Novice or expert, the ease of port
configuration, and the flexibility of port exchange with the new-
est Xi platform should lower our threshold for adding a fourth
arm and leaving our pride at the scrub sink.

Ultimately, the current study has significant limitations and
cannot be used to judge the superiority of a 3-arm vs a 4-arm
approach. The question the authors ask is nevertheless
completely relevant. As surgeons, we must be mindful to prac-
tice cost effectiveness and to seek opportunities to improve
quality and efficiency through elimination of waste. We must
likewise avoid becoming so inflexible with our approach that
pragmatism is disregarded. We challenge the authors, and all
of us who perform robotic partial nephrectomy with regular-
ity, to consider a prospective, randomized trial that helps to
better answer the debate. Until that time, the bar argument
will continue.

John S. Fisher, M.D., David T. Thiel, M.D., Wesley M.
White, M.D., Department of Urology, The University of
Tennessee Medical Center, Knoxville, TN; Department of
Urology, Mayo Clinic, Jacksonville, FL; Division of Urologic
Surgery, The University of Tennessee Medical Center,
Knoxville, TN
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We whole-heartedly agree that the statistically different out-
comes in warm ischemia time and margin positivity noted in this
study are more likely an anomaly rather than statistical fact. We
appreciate and acknowledge the “intangibles” of surgical tech-
nique, but to claim them as an advantage requires scientific

UROLOGY 123, 2019

proof. The commenters offer no evidence of this aside from
anecdote. We have never encountered an issue retracting the
liver with a 3 mm subxiphoid port which is decidedly less morbid
than 8 mm robotic arm port. We likewise have no trouble
manipulating the kidney with 1 arm once appropriately dis-
sected. While it is rare for a patient to complain of the cosmesis
of a single port over other ports, port-site hernias are a real and
significant complication, even for 8 mm ports. Any port reduc-
tion offers a benefit, and the commenters cannot claim noninfer-
iority without data to substantiate it.

We are unaware how a static and uncontrolled fourth arm
acts as a “kidney saver,” but if an acute renal hilar injury occurs,
we feel the fourth arm is unlikely to salvage an otherwise lost
renal unit. The hilum should be dissected with grace and care
regardless of the number of arms. We likewise have found no
advantage of the Xi platform in our surgical technique or port
placement.

Safely and effectively performing a surgical procedure with
reduced cost and less morbidity is to the benefit of the patient
and the health care system. The commenters evocation of it
being a matter of “pride” and “humility” is nonsensical. Perhaps
the commenters ought to leave their credit cards at the scrub
sink when justifying the use of the fourth arm without evidence
of improving outcomes?

We acknowledged that the retrospective nature of this study
is a limitation, however, what other “significant limitations” do
the commenters feel nullify our findings? They stress avoidance
of inflexibility and a disregard of pragmatism, however, that is
precisely the theme of our findings. We ask surgeons to not be
“inflexible” and not to “disregard pragmatism” in their consider-
ation that the 3-arm technique is safe, effective, cost conscious,
and perfectly feasible.

Brett Johnson, M.D., Jeffrey Cadeddu, M.D.,
Department of Urology, University of Texas Southwestern,
Dallas, TX
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