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Abstract: Background and Objectives: Laparoscopic adrenalectomy (LA) is the standard surgical 

approach for adrenalectomy. At present, robotic adrenalectomy (RA) has been introduced at various 

hospitals. This study evaluated our initial experience with robotic adrenalectomy compared with 

conventional laparoscopic adrenalectomy. Materials and Methods: From October 2018 to March 2022, 

56 adrenalectomies were performed by a single endocrine surgeon. Thirty-two patients underwent 

LA (LA group), and twenty-four patients underwent RA (RA group). Results: Patients in the RA 

group were significantly younger than those in the LA group (48.6 ± 9.7 years vs. 55.1 ± 11.4 years, 

p = 0.013). The RA group had a shorter operation time than the LA group (76.1 ± 28.2 min vs. 118.0 

± 54.3 min, p < 0.001). The length of hospital stay and postoperative pain level between the two 

groups were similar. There were no complications in the RA group. There was no significant 

difference in the pathologic diagnosis between the two groups. The cost of surgery was significantly 

higher in the RA group than in the LA group (5288.5 US dollars vs. 441.5 ± 136.8 US dollars, p < 

0.001). Conclusions: In our initial experience, RA showed a shorter operation time than LA and no 

complications. RA could be a viable alternative surgical option for adrenalectomy, notwithstanding 

its higher cost. 
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1. Introduction 

The adrenal glands are mustard-colored paired organs located in the superomedial 

part of the kidney in the retroperitoneum. They secrete various kinds of steroid hormones, 

such as cortisol and aldosterone from the cortex and catecholamine from the medulla. An 

adrenalectomy is recommended for malignancies such as adrenocortical cancer, size-

increasing adrenal tumors, and functional adrenal tumors such as those causing primary 

aldosteronism, Cushing’s syndrome, and pheochromocytoma [1]. 

Adrenal surgery has a long history with steady progress. The first adrenal surgery 

was performed by Thorton in 1889, wherein an adrenal mass was described as a large 

sarcoma with a left suprarenal capsule [2]. In 1914, the first planned adrenalectomy was 

performed by Perry Sargent [3]. The first flank approach for a pheochromocytoma was 

performed by Charles Mayo in 1927 [4]. Most early adrenal surgeries were conducted to 

remove large tumors, and the incisions were essentially similar to those made for renal 

surgery. In adrenal surgery, the open method was the only surgical option until 1992 [5]. 

The first laparoscopic adrenalectomy (LA) using a lateral transperitoneal approach 

was reported in 1992 [6]. Another method of LA using a posterior retroperitoneal 

approach was introduced in 1995 [7]. Currently, LA is considered the gold standard for 
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Abstract: Background and Objectives: Laparoscopic adrenalectomy (LA) is the standard surgical
approach for adrenalectomy. At present, robotic adrenalectomy (RA) has been introduced at various
hospitals. This study evaluated our initial experience with robotic adrenalectomy compared with
conventional laparoscopic adrenalectomy. Materials and Methods: From October 2018 to March 2022,
56 adrenalectomies were performed by a single endocrine surgeon. Thirty-two patients underwent
LA (LA group), and twenty-four patients underwent RA (RA group). Results: Patients in the RA
group were significantly younger than those in the LA group (48.6 ± 9.7 years vs. 55.1 ± 11.4 years,
p = 0.013). The RA group had a shorter operation time than the LA group (76.1 ± 28.2 min vs.
118.0 ± 54.3 min, p < 0.001). The length of hospital stay and postoperative pain level between the
two groups were similar. There were no complications in the RA group. There was no significant
difference in the pathologic diagnosis between the two groups. The cost of surgery was significantly
higher in the RA group than in the LA group (5288.5 US dollars vs. 441.5 ± 136.8 US dollars,
p < 0.001). Conclusions: In our initial experience, RA showed a shorter operation time than LA and no
complications. RA could be a viable alternative surgical option for adrenalectomy, notwithstanding
its higher cost.

Keywords: robotic adrenalectomy; minimally invasive surgery; adrenal gland neoplasm; laparoscopic
adrenalectomy

1. Introduction

The adrenal glands are mustard-colored paired organs located in the superomedial
part of the kidney in the retroperitoneum. They secrete various kinds of steroid hormones,
such as cortisol and aldosterone from the cortex and catecholamine from the medulla.
An adrenalectomy is recommended for malignancies such as adrenocortical cancer, size-
increasing adrenal tumors, and functional adrenal tumors such as those causing primary
aldosteronism, Cushing’s syndrome, and pheochromocytoma [1].

Adrenal surgery has a long history with steady progress. The first adrenal surgery
was performed by Thorton in 1889, wherein an adrenal mass was described as a large
sarcoma with a left suprarenal capsule [2]. In 1914, the first planned adrenalectomy was
performed by Perry Sargent [3]. The first flank approach for a pheochromocytoma was
performed by Charles Mayo in 1927 [4]. Most early adrenal surgeries were conducted to
remove large tumors, and the incisions were essentially similar to those made for renal
surgery. In adrenal surgery, the open method was the only surgical option until 1992 [5].

The first laparoscopic adrenalectomy (LA) using a lateral transperitoneal approach
was reported in 1992 [6]. Another method of LA using a posterior retroperitoneal approach
was introduced in 1995 [7]. Currently, LA is considered the gold standard for the excision
of small, benign functional adrenal tumors [8]. With the emergence of robotic technol-
ogy, robot-assisted adrenal gland surgery was first reported in 1999, and the first robotic
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adrenalectomy (RA) was reported in 2001 [9,10]. RA has gradually become popular in
many countries, and the proportion of RAs has gradually been increasing [11,12].

The da Vinci robotic surgical device facilitates the use of many advanced techniques
including high-quality three-dimensional (3D) vision and intuitive controlled movement
with seven degrees of freedom through the endowrist function. Surgeons can perform
surgery more comfortably and delicately using this robotic device, which can lead to better
surgical results than conventional endoscopic surgery [13]. Robotic surgery may be useful
in adrenalectomy, which involves precise movements in a limited space. However, research
on RA suffers from a lack of cases compared with surgery on other organs [14,15].

Our hospital started performing robotic surgery using da Vinci Xi in 2018, and RA has
also been performed. This study evaluates the initial experiences with RA compared with
conventional LA performed by a single endocrine surgeon.

2. Methods
2.1. Study Design

We analyzed the electronic medical records of patients who underwent either LA or
RA at Inha University Hospital. The potential surgical candidates for transperitoneal RA
were the same as those for LA, and RA was chosen when the patient agreed to undergo
surgery using this technique despite the greater expense than the laparoscopic approach.
We reviewed clinical information data including age, gender, body mass index (BMI),
preoperative clinical diagnosis, tumor location and size, type of combined operation, final
pathology diagnosis, operation time, estimated blood loss volume, postoperative pain,
postoperative length of hospital stay, complications, and surgical cost. All surgeries were
recorded, and the videos were reviewed. We captured important scenes and calculated
the actual surgery time based on the surgery videos. In the case of combined surgery, the
operation time and cost of surgery were only evaluated for the adrenalectomy. The cost of
the surgery was calculated as the fees for surgery only, excluding extra expenses including
hospitalization and other expenses.

2.2. Patients

From October 2018 to March 2022, 62 adrenalectomies were performed by a single
endocrine surgeon (JW Yi) at Inha University Hospital, Incheon, South Korea. All patients
underwent adrenalectomy using a transperineal approach. Two groups were formed: the
LA group and the RA group. We excluded three cases of open conversion (only occurred
in LA) and three cases of initial open surgery. A total of 56 patients (24 patients in the RA
group and 32 in the LA group) were included in the analysis.

2.3. Statistics and Ethical Considerations

All statistical analyses were performed using IBM SPSS Statistics 28 (IBM Corporation,
Armonk, NY, USA). Continuous variables are presented using the mean ± standard devi-
ation. Unpaired t-tests were used to compare the means. The chi-square test or Fisher’s
exact test was applied to the cross-table analysis, depending on the sample size.

The ethics of this study were approved by the institutional review board of the author’s
institution (INHAUH 2022-05-015).

2.4. Operative Procedure for RA

LA was performed via a traditional lateral transperitoneal approach, as previously
reported elsewhere [16]. Our procedure for transperitoneal RA is described below.

Under general anesthesia, the patient was placed in the lateral decubitus position. The
patient’s bed was bent at an angle of 80◦ to expose the side as much as possible. Figure 1
shows the trocar placement in RA. For the right side, three robotic arms and an additional
5 mm port were required for liver mobilization, as shown in Figure 1A. For the left side,
only three robotic arms were needed, as shown in Figure 1B. For effective movement of
the robotic endowrist in the abdominal cavity, robot trocars were placed 3 cm apart from
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the subcostal margin to enable the unrestricted movement of the robotic arms. To prevent
collision of the robot arms, a distance of approximately 5 cm was maintained between
the trocars. We used three types of robotic endowrist instruments: prograsp forceps, long
bipolar, and vessel sealer extend.
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Figure 1. Trocar sites for robotic adrenalectomy. (A) Right adrenalectomy. (B) Left adrenalectomy.

The steps for right RA are shown in Figure 2. The right triangular ligament was
detached to sufficiently mobilize the right liver (Figure 2A). Then, a snake retractor was
inserted, the mobilized right liver pulled up, and the location of the inferior vena cava (IVC)
was identified (Figure 2B). After opening Gerota’s fascia, the upper pole of right kidney
was identified. After dissecting upward along the superior pole of the right kidney, the
right adrenal gland was identified (Figure 2C). The medial side of the adrenal gland was
carefully dissected to find the adrenal vein (Figure 2D), and it was divided after hem-o-lock
ligation (Figure 2E). The adrenal resection was terminated by completing the peripheral
adrenal dissection (Figure 2F).
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(D) Adrenal vein identification. (E). Clipping of the adrenal vein. (F) Adrenalectomy completion.
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The steps for left RA are shown in Figure 3. The left colon was lowered by dissecting
around the splenic flexure (Figure 3A). Then, the spleen was pulled downward by dissecting
the splenocolic and splenophrenic ligaments (Figure 3B). After dissection around the distal
pancreas and Gerota’s fascia, the location of the adrenal gland was revealed (Figure 3C).
The superior pole of the left kidney was exposed, and careful dissection was performed
around the adrenal gland (Figure 3D). After identifying the adrenal vein, it was ligated by
hem-o-lock and cut (Figure 3E). The remaining soft tissue around the adrenal gland was
detached, and the adrenalectomy was completed (Figure 3F).
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Figure 3. Procedure for robotic left adrenalectomy. (A) Left colon mobilization. (B) Spleen mobiliza-
tion. (C) Pancreas and Gerota’s fascia dissection. (D) Exposure of the left kidney. (E) Adrenal vein
identification and ligation. (F) Adrenalectomy completion.

3. Results

The clinical characteristics of the RA and LA groups are summarized in Table 1. The
mean age in the RA group was significantly lower than that in the LA group (48.6 ± 9.7 years
vs. 56.1 ± 11.4 years, p = 0.013). Gender and BMI were not different between the two
groups. The clinical diagnoses included primary aldosteronism, Cushing syndrome, and
the increasing size of a non-functioning adenoma. There were no significant differences in
the tumor location and size between the two groups. The RA group had four combined
operation cases with a robotic approach including cholecystectomy, partial nephrectomy,
and total hysterectomy with bilateral salpingo-oophorectomy. The LA group had one
combined operation case, i.e., laparoscopic cholecystectomy.

Table 2 summarizes the surgical and clinical outcomes of the RA and LA groups.
The RA group exhibited a shorter operation time than the LA group (76.1 ± 28.2 min vs.
118.0 ± 54.3 min, p < 0.001). There were no significant differences in the estimated blood
loss, hospital stay after surgery, and visual analogue pain scale on postoperative days
1 and 2 between the two groups. There were no postoperative complications in the RA
group, while a port-site hernia occurred in a single case in the LA group. The cost of
surgery was significantly higher in the RA group than in the LA group (5288 US dollars vs.
441.5 ± 136.8 US dollars, p < 0.001). The pathologic diagnoses included adrenal cortical
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adenoma, pheochromocytoma/paraganglioma, and myelolipoma. There was no significant
difference in the pathologic diagnosis between the two groups.

Table 1. Clinical characteristics of patients undergoing robotic adrenalectomy and laparoscopic adrenalectomy.

Variable Total (n = 56) RA (n = 24) LA (n = 32) p-Value

Age (years, mean ± SD) 52.9 ± 11.2
(25–76)

48.6 ± 9.7
(29–71)

56.1 ± 11.4
(25–76) 0.013

Gender
Male 28 (50%) 12 (21%) 16 (29%) 1.000
Female 28 (50%) 12 (21%) 16 (29%)

BMI a (kg/m2, mean ± SD)
25.9 ± 4.4
(17.3–35.0)

26.6 ± 4.9
(18.2–35.0)

25.4 ± 4.1
(17.3–32.7) 0.344

Clinical diagnosis
Primary aldosteronism 16 (28.6%) 9 (37.5%) 7 (21.9%)
Cushing’s syndrome 14 (25.0%) 6 (25.0%) 8 (25%)
Non-functioning

Adenoma 12 (21.4%) 3 (12.5%) 9 (28.1%)

PPGLs b 9 (16.1%) 5 (20.8%) 4 (12.5%)
r/o Metastatic mass 3 (5.4%) 1 (4.2%) 2 (6.25%)
Adrenal cortical cancer 2 (3.6%) 0 (0.0%) 2 (6.25%)

Tumor location
Right 27 (48%) 14 (25%) 13 (23%) 0.196
Left 29 (52%) 10 (18%) 19 (34%)

Tumor size
(cm, mean ± SD)

3.5 ± 2.2
(1.3–9.6)

3.1 ± 1.8
(1.3–8.0)

3.8 ± 2.4
(1.3–9.6) 0.269

Combined operation 3
Cholecystectomy 2 2 1
Partial nephrectomy 1 2 0
TH + BSO c 3 1 0

a Body mass index, b Pheochromocytoma/paraganglioma c Total hysterectomy + bilateral salpingo-oophorectomy.

Table 2. Surgical and clinical outcomes of robotic adrenalectomy and laparoscopic adrenalectomy.

Variable Total (n = 56) RA (n = 24) LA (n = 32) p-Value

Operation time
(minute, mean ± SD)

100.0 ± 48.6
(46–295)

76.1 ± 28.2
(46–140)

118.0 ± 54.3
(60–295) <0.001

Estimated blood loss
(mL, mean ± SD)

152.1 ± 132.7
(0–400)

164.6 ± 144.8
(0–400)

142.8 ± 124.5
(0–400) 0.548

Hospital stay
after operation
(days, mean ± SD)

4.0 ± 1.9
(2–9)

4.3 ± 2.1
(2–9)

3.8 ± 1.7
(2–9) 0.326

Visual analog scale
Postoperative day 1

(0–10, mean ± SD)
2.9 ± 0.6

(0–5)
2.9 ± 0.9

(0–5)
2.9 ± 0.4

(2–4) 0.737

Postoperative day 2
(0–10, mean ± SD)

2.5 ± 0.7
(0–3)

2.5 ± 0.8
(0–3)

2.5 ± 0.7
(1–3) 0.873

Complication
Port-site hernia 1 (1.8%) 0 (0.0%) 1 (3.1%) 0.382

Cost of surgery
(US dollar c, mean ± SD)

2528.8 ± 2422.5
(352.8–5288.5) 5288.5 441.5 ± 136.8

(352.8–1167.1) <0.001

Pathologic diagnosis
Adrenal cortical adenoma 35 (62.5%) 16 (66.7%) 19 (59.4%)
PPGLs a 6 (10.7%) 5 (20.8%) 1 (3.1%)
Myelolipoma 5 (8.9%) 2 (3.6%) 3 (9.4%)

Adrenal cortical cancer 2 (3.6%) 0 (0.0%) 2 (6.3%)
Others b 8 (14.3%) 1 (4.2%) 7 (21.9%)

a Pheochromocytoma/paraganglioma, b Adenomatoid tumor, Cortical nodular hyperplasia, Ganglioneuroma,
Lymphangioma, Macronodular hyperplasia, Malignant pheochromocytoma, Metastatic Hepatocellular cell,
Pseudocys, c Exchange rate as of 17 April 2022.



Medicina 2022, 58, 1747 6 of 9

Table 3 summarizes the results of other studies in which RAs were performed. In our
study, the tumor size was similar to that in previous studies, but the operation time was
reported to be shorter than that in previous studies.

Table 3. Case series for robotic adrenalectomy.

Year Study Design Patient (n) Tumor Size (cm) Operation Time (min)

2006 Winter [17] Case series 30 2.4 185
2008 Brunaaud [18] Case series 100 2.9 171
2011 Giulianotti [19] Case series 42 5.5 118
2011 Nordenström [20] Case series 100 5.3 113
2012 Agcaoglu [21] Comparative 31 3.1 163.2
2012 D’Annibale [22] Case series 30 5.1 200
2013 Aksoy [23] Comparative 42 4.0 186
2013 Aliyev [24] Comparative 26 - 149
2014 Brandao [25] Comparative 30 3 120
2016 Lee [26] Case series 33 - 234
2016 Morelli [27] Comparative 41 - 177
2019 Greilsamer [28] Case series 303 3.6 89
2019 Kim [29] Comparative 61 3.7 138
2020 Carmela [30] Comparative 12 - 93.3
2020 Fu [31] Comparative 19 8 166.3
2020 Changwei [32] Comparative 87 4.7 136.1
2020 Ozdemir [33] Case series 111 3.9 135.4
2020 Fang [34] Comparative 41 6.2 210.4
2021 Piccoli [35] Comparative 76 4.0 100.3
2022 Knežević [36] Case series 12 - 165.1
2022 Erdemir [37] Case series 30 8.3 194.9
2022 Al-Thani [38] Comparative 76 4.8 174

4. Discussion

Compared with conventional open surgery, minimally invasive surgery (MIS) has
many advantages: it is not only cosmetically superior but also results in less postoperative
pain, a shorter hospital stay, and favorable oncologic outcomes in cancer surgery [39–41].
MIS has been mainly performed using a laparoscopic approach. With the development of
robotic surgical systems, MIS using a robotic approach has been established, and many
clinical studies have been conducted [42].

LA allows for better access to adrenal glands than open surgery. The pneumoperi-
toneum enables a wider surgical space into which other organs can easily be retracted in a
downward direction. Dissection around the adrenal glands is also easier because of the fine
and straightforward laparoscopic instruments. The adrenal vessels can be easily ligated
using a laparoscopic clip applier compared with open adrenalectomy [43,44]. The size of
the incision is very small, and only three or four incisions are required for trocar placement
compared with open methods. Given these advantages, LA is considered the standard
method [8].

The first robotic adrenal surgery was reported in 1999 [9]. Currently, several clinical
experiences of robotic adrenalectomy are being reported in various hospitals as described
in Table 3. Some studies that compared RA to the laparoscopic approach suggested that
there are no specific advantages of RA [21,23,24,27,29,32,34,35]. However, we found that
the operation time was significantly shorter in the RA group, as described in Table 1.
Furthermore, there were no postoperative complications in the RA group. We suggest that
the reason for these results may be that the surgeon who performed RA at our hospital
had considerable experience in robotic surgery, i.e., had performed more than 500 robotic
thyroid surgeries. There was no need for adaptation or a learning curve to perform robotic
surgery. In addition, he had sufficient LA experience.

In our study, there was one case of a port-site hernia in the LA group. It occurred
two months after surgery through the 12 mm port site and was corrected by surgical



Medicina 2022, 58, 1747 7 of 9

treatment. This may have been due to surgical failure to close the 12 mm port site. As 5 mm
and 8 mm trocars are used in robot adrenalectomy, it may be helpful to prevent port-site
hernia. We performed two cases of right RA with cholecystectomy. The lateral decubitus
position is used in adrenalectomy, whereas the supine position is used in cholecystectomy.
We safely performed both surgeries in a single stage using the lateral decubitus position
without changing the position. We believe that right RA and cholecystectomy can be
performed safely in a single stage using the lateral decubitus position without any special
position changes.

The advantages of the robotic system in an adrenalectomy are as follows. First, there
is considerable extracorporeal and intracorporeal fighting in LA because the surgeon and
assistant are too close during surgery. In contrast, RA does not involve such collision,
and more free surgical movement is possible. Second, more and precise free movement
is possible by using the endowrist of the robot arm than by using the laparoscopic device.
This is very convenient for liver mobilization and enables increased mobilization. In LA,
there is also a risk of surrounding structure injury because the angle of the laparoscopic
arm is not parallel to the IVC. The angulation of the robotic arm makes this possible and
reduces this risk. Third, the 3D augmented view of the robotic system provides a very clear
and accurate view to the operator, and the operator can directly control it to obtain the
desired view.

The disadvantages of RA are as follows: First, it does not provide tactile sense from
the instrument to the surgeon’s hand. This makes it difficult for inexperienced surgeons
to distinguish tissues or organs. Second, RA is more than five times as expensive as LA.
Many people have a personal medical insurance system in South Korea, and patients pay
only 0–20% of the surgical cost. In this case, there is no difference between robotic surgery
and laparoscopic surgery. RA showed some advantages compared to LA in our study. RA
can be recommended to patients with personal medical insurance. The final concern is
proper training for surgeons. Although robotic surgery is popular worldwide, there are
few institutions that perform RA on a large scale. This makes it difficult for surgeons to
learn about robotic adrenal surgery.

One limitation of our study is that RA is not yet a widely used surgical technique in
South Korea; thus, there are not enough surgical cases. There are not many indications for
adrenalectomy, and there are not many institutions that perform adrenalectomy in South
Korea. Nevertheless, it is meaningful to analyze 56 cases over approximately two years. As
more cases are accumulated in the future, additional analyses will be conducted.

5. Conclusions

The transperitoneal RA is a promising surgical method for adrenalectomy. RA has
many advantages over conventional LA. The operation time of RA was shorter than that of
LA, and no significant complications occurred.

Several studies have reported their experiences with adrenalectomy using a single-port
robot system [17,44]. We will adopt a new single-port robot system in the near future and
evaluate the advantages and disadvantages of this new robot system.

Author Contributions: Conceptualization: J.W.Y.; Data curation: J.W.Y.; Formal analysis: J.S.L.; In-
vestigation: J.S.L.; Methodology: J.W.Y.; Project administration: J.W.Y.; Resources: J.W.Y.; Supervision:
J.W.Y.; Validation: Y.S.C.; Writing—original draft: Y.S.C.; Writing—review and editing: J.W.Y. All
authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was approved by the institutional review board
of the author’s institution (INHAUH 2022-05-015).

Informed Consent Statement: Patient consent was waived due to retrospective study with medical record.

Data Availability Statement: No new data were created or analyzed in this study. Data sharing is
not applicable to this article.



Medicina 2022, 58, 1747 8 of 9

Acknowledgments: This study was supported by a research grant from Inha University Hospital.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Shah, M.H.; Goldner, W.S.; Benson, A.B.; Bergsland, E.; Blaszkowsky, L.S.; Brock, P.; Chan, J.; Das, S.; Dickson, P.V.; Fanta, P.

Neuroendocrine and adrenal tumors, version 2.2021, NCCN Clinical Practice Guidelines in Oncology. J. Natl. Compr. Cancer Netw.
2021, 19, 839–868. [CrossRef]

2. Thornton, J. Abdominal nephrectomy for large sarcoma of the left suprarenal capsule: Recovery. Trans. Clin. Soc. Lond. 1890, 23,
150–153.

3. Hughes, S.; Lynn, J. Surgical anatomy and surgery of the adrenal glands. In Surgical Endocrinology; Elsevier: Amsterdam, The
Netherlands, 1993; pp. 458–467.

4. Mayo, C.H. Paroxysmal hypertension with tumor of retroperitoneal nerve: Report of case. J. Am. Med. Assoc. 1927, 89, 1047–1050.
[CrossRef]

5. Harris, D.A.; Wheeler, M.H. History of adrenal surgery. In Adrenal Glands; Springer: Berlin/Heidelberg, Germany, 2005; pp. 1–6.
6. Gagner, M. Laparoscopic adrenalectomy in Cushing’s syndrome and pheochromocytoma. N. Engl. J. Med. 1992, 327, 1033.

[PubMed]
7. Mercan, S.; Seven, R.; Ozarmagan, S.; Tezelman, S. Endoscopic retroperitoneal adrenalectomy. Surgery 1995, 118, 1071–1076.

[CrossRef] [PubMed]
8. Smith, C.D.; Weber, C.J.; Amerson, J.R. Laparoscopic adrenalectomy: New gold standard. World J. Surg. 1999, 23, 389. [CrossRef]
9. Piazza, L.; Caragliano, P.; Scardilli, M.; Sgroi, A.; Marino, G.; Giannone, G. Laparoscopic robot-assisted right adrenalectomy and

left ovariectomy. Chir. Ital. 1999, 51, 465–466.
10. Horgan, S.; Vanuno, D. Robots in laparoscopic surgery. J. Laparoendosc. Adv. Surg. Tech. 2001, 11, 415–419. [CrossRef]
11. Grogan, R.H. Current status of robotic adrenalectomy in the United States. Gland Surg. 2020, 9, 840. [CrossRef]
12. Makay, O.; Erol, V.; Ozdemir, M. Robotic adrenalectomy. Gland Surg. 2019, 8, S10. [CrossRef]
13. Palep, J.H. Robotic assisted minimally invasive surgery. J. Minimal Access Surg. 2009, 5, 1. [CrossRef] [PubMed]
14. Economopoulos, K.P.; Mylonas, K.S.; Stamou, A.A.; Theocharidis, V.; Sergentanis, T.N.; Psaltopoulou, T.; Richards, M.L.

Laparoscopic versus robotic adrenalectomy: A comprehensive meta-analysis. Int. J. Surg. 2017, 38, 95–104. [CrossRef] [PubMed]
15. Nomine-Criqui, C.; Demarquet, L.; Schweitzer, M.L.; Klein, M.; Brunaud, L.; Bihain, F. Robotic adrenalectomy: When and how?

Gland Surg. 2020, 9, S166–S172. [CrossRef]
16. Chai, Y.J.; Yu, H.W.; Song, R.-Y.; Kim, S.-J.; Choi, J.Y.; Lee, K.E. Lateral transperitoneal adrenalectomy versus posterior retroperito-

neoscopic adrenalectomy for benign adrenal gland disease: Randomized controlled trial at a single tertiary medical center. Ann.
Surg. 2019, 269, 842–848. [CrossRef] [PubMed]

17. Winter, J.; Talamini, M.; Stanfield, C.; Chang, D.; Hundt, J.; Dackiw, A.; Campbell, K.; Schulick, R. Thirty robotic adrenalectomies.
Surg. Endosc. Other Interv. Tech. 2006, 20, 119–124. [CrossRef] [PubMed]

18. Brunaud, L.; Ayav, A.; Zarnegar, R.; Rouers, A.; Klein, M.; Boissel, P.; Bresler, L. Prospective evaluation of 100 robotic-assisted
unilateral adrenalectomies. Surgery 2008, 144, 995–1001. [CrossRef] [PubMed]

19. Giulianotti, P.; Buchs, N.; Addeo, P.; Bianco, F.; Ayloo, S.; Caravaglios, G.; Coratti, A. Robot-assisted adrenalectomy: A technical
option for the surgeon? Int. J. Med. Robot. Comput. Assist. Surg. 2011, 7, 27–32. [CrossRef]

20. Nordenström, E.; Westerdahl, J.; Hallgrimsson, P.; Bergenfelz, A. A prospective study of 100 robotically assisted laparoscopic
adrenalectomies. J. Robot. Surg. 2011, 5, 127–131. [CrossRef]

21. Agcaoglu, O.; Aliyev, S.; Karabulut, K.; Siperstein, A.; Berber, E. Robotic vs laparoscopic posterior retroperitoneal adrenalectomy.
Arch. Surg. 2012, 147, 272–275. [CrossRef]

22. D’Annibale, A.; Lucandri, G.; Monsellato, I.; De Angelis, M.; Pernazza, G.; Alfano, G.; Mazzocchi, P.; Pende, V. Robotic
adrenalectomy: Technical aspects, early results and learning curve. Int. J. Med. Robot. Comput. Assist. Surg. 2012, 8, 483–490.
[CrossRef]

23. Aksoy, E.; Taskin, H.E.; Aliyev, S.; Mitchell, J.; Siperstein, A.; Berber, E. Robotic versus laparoscopic adrenalectomy in obese
patients. Surg. Endosc. 2013, 27, 1233–1236. [CrossRef] [PubMed]

24. Aliyev, S.; Karabulut, K.; Agcaoglu, O.; Wolf, K.; Mitchell, J.; Siperstein, A.; Berber, E. Robotic versus laparoscopic adrenalectomy
for pheochromocytoma. Ann. Surg. Oncol. 2013, 20, 4190–4194. [CrossRef] [PubMed]

25. Brandao, L.F.; Autorino, R.; Zargar, H.; Krishnan, J.; Laydner, H.; Akca, O.; Mir, M.C.; Samarasekera, D.; Stein, R.; Kaouk, J.
Robot-assisted laparoscopic adrenalectomy: Step-by-step technique and comparative outcomes. Eur. Urol. 2014, 66, 898–905.
[CrossRef] [PubMed]

26. Lee, G.S.; Arghami, A.; Dy, B.M.; McKenzie, T.J.; Thompson, G.B.; Richards, M.L. Robotic single-site adrenalectomy. Surg. En-dosc.
2016, 30, 3351–3356. [CrossRef]

27. Morelli, L.; Tartaglia, D.; Bronzoni, J.; Palmeri, M.; Guadagni, S.; Di Franco, G.; Gennai, A.; Bianchini, M.; Bastiani, L.; Moglia, A.
Robotic assisted versus pure laparoscopic surgery of the adrenal glands: A case-control study comparing surgical techniques.
Langenbeck’s Arch. Surg. 2016, 401, 999–1006. [CrossRef] [PubMed]

http://doi.org/10.6004/jnccn.2021.0032
http://doi.org/10.1001/jama.1927.02690130035013
http://www.ncbi.nlm.nih.gov/pubmed/1387700
http://doi.org/10.1016/S0039-6060(05)80116-3
http://www.ncbi.nlm.nih.gov/pubmed/7491525
http://doi.org/10.1007/PL00012314
http://doi.org/10.1089/10926420152761950
http://doi.org/10.21037/gs.2020.03.39
http://doi.org/10.21037/gs.2019.01.09
http://doi.org/10.4103/0972-9941.51313
http://www.ncbi.nlm.nih.gov/pubmed/19547687
http://doi.org/10.1016/j.ijsu.2016.12.118
http://www.ncbi.nlm.nih.gov/pubmed/28043926
http://doi.org/10.21037/gs.2019.12.11
http://doi.org/10.1097/SLA.0000000000002603
http://www.ncbi.nlm.nih.gov/pubmed/29189215
http://doi.org/10.1007/s00464-005-0082-0
http://www.ncbi.nlm.nih.gov/pubmed/16333534
http://doi.org/10.1016/j.surg.2008.08.032
http://www.ncbi.nlm.nih.gov/pubmed/19041009
http://doi.org/10.1002/rcs.364
http://doi.org/10.1007/s11701-011-0243-1
http://doi.org/10.1001/archsurg.2011.2040
http://doi.org/10.1002/rcs.1454
http://doi.org/10.1007/s00464-012-2580-1
http://www.ncbi.nlm.nih.gov/pubmed/23073684
http://doi.org/10.1245/s10434-013-3134-z
http://www.ncbi.nlm.nih.gov/pubmed/23864309
http://doi.org/10.1016/j.eururo.2014.04.003
http://www.ncbi.nlm.nih.gov/pubmed/24830625
http://doi.org/10.1007/s00464-015-4611-1
http://doi.org/10.1007/s00423-016-1494-0
http://www.ncbi.nlm.nih.gov/pubmed/27516077


Medicina 2022, 58, 1747 9 of 9

28. Greilsamer, T.; Nomine-Criqui, C.; Thy, M.; Ullmann, T.; Zarnegar, R.; Bresler, L.; Brunaud, L. Robotic-assisted unilateral
adrenalectomy: Risk factors for perioperative complications in 303 consecutive patients. Surg. Endosc. 2019, 33, 802–810.
[CrossRef]

29. Kim, W.W.; Lee, Y.M.; Chung, K.W.; Hong, S.J.; Sung, T.Y. Comparison of robotic posterior retroperitoneal adrenalectomy over
laparoscopic posterior retroperitoneal adrenalectomy: A single tertiary center experience. Int. J. Endocrinol. 2019, 2019, 9012910.
[CrossRef]

30. De Crea, C.; Arcuri, G.; Pennestrì, F.; Paolantonio, C.; Bellantone, R.; Raffaelli, M. Robotic adrenalectomy: Evaluation of
cost-effectiveness. Gland Surg. 2020, 9, 831–839. [CrossRef]

31. Fu, S.-Q.; Zhuang, C.-S.; Yang, X.-R.; Xie, W.-J.; Gong, B.-B.; Liu, Y.-F.; Liu, J.; Sun, T.; Ma, M. Comparison of robot-assisted
retroperitoneal laparoscopic adrenalectomy versus retroperitoneal laparoscopic adrenalectomy for large pheochromocytoma: A
single-centre retrospective study. BMC Surg. 2020, 20, 227. [CrossRef]

32. Ji, C.; Lu, Q.; Chen, W.; Zhang, F.; Ji, H.; Zhang, S.; Zhao, X.; Li, X.; Zhang, G.; Guo, H. Retrospective comparison of three
minimally invasive approaches for adrenal tumors: Perioperative outcomes of transperitoneal laparoscopic, retroperitoneal
laparoscopic and robot-assisted laparoscopic adrenalectomy. BMC Urol. 2020, 20, 66. [CrossRef]

33. Ozdemir, M.; Dural, A.C.; Sahbaz, N.A.; Akarsu, C.; Uc, C.; Sertoz, B.; Alis, H.; Makay, O. Robotic transperitoneal adrenalectomy
from inception to ingenuity: The perspective on two high-volume endocrine surgery centers. Gland Surg. 2020, 9, 815–825.
[CrossRef] [PubMed]

34. Fang, A.M.; Rosen, J.; Saidian, A.; Bae, S.; Tanno, F.Y.; Chambo, J.L.; Bloom, J.; Gordetsky, J.; Srougi, V.; Phillips, J.; et al.
Perioperative outcomes of laparoscopic, robotic, and open approaches to pheochromocytoma. J. Robot. Surg. 2020, 14, 849–854.
[CrossRef] [PubMed]

35. Agcaoglu, O.; Karahan, S.N.; Tufekci, T.; Tezelman, S. Single-incision robotic adrenalectomy (SIRA): The future of adrenal
sur-gery? Gland Surg. 2020, 9, 853–858. [CrossRef] [PubMed]
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