
Selection of our books indexed in the Book Citation Index 

in Web of Science™ Core Collection (BKCI)

Interested in publishing with us? 
Contact book.department@intechopen.com

Numbers displayed above are based on latest data collected. 

For more information visit www.intechopen.com

Open access books available

Countries delivered to Contributors from top 500 universities

International  authors and editors

Our authors are among the

most cited scientists

Downloads

We are IntechOpen,
the world’s leading publisher of

Open Access books
Built by scientists, for scientists

12.2%

172,000 190M

TOP 1%154

6,400



Provisional chapter

Simulation and Training in Kidney Cancer Surgery

Nicholas Mehan, Nicholas Simson and
Ben Challacombe

Additional information is available at the end of the chapter

© 2016 The Author(s). Licensee InTech. This chapter is distributed under the terms of the Creative Commons 
Attribution License (http://creativecommons.org/licenses/by/3.0), which permits unrestricted use, 
distribution, and reproduction in any medium, provided the original work is properly cited. 

Nicholas Mehan, Nicholas Simson 
and Ben Challacombe

Additional information is available at the end of the chapter

Abstract

The rise of robotic surgery coupled with the increased detection of small renal masses 
has led to a marked increase in renal cancer surgery and, in particular, robotic partial 
nephrectomy. Given the associated learning curves of these procedures and added exter-
nal pressures such as work-time directives, training programmes have had to adapt and 
move away from the traditional apprenticeship model. Simulation in surgery has greatly 
expanded over the past 20 years to fill this divide and is now commonplace for surgical 
training and fellowship programmes. This chapter explores the different modalities of 
simulation available in renal cancer surgery including the latest procedural-specific sim-
ulation platforms for both radical and partial nephrectomy. Exciting new developments 
such as 3D printing and patient-specific modelling are addressed as well as the emerging 
role of artificial intelligence. Finally, the integration of simulation into a comprehensive 
surgical training programme is explored.

Keywords: renal cancer, simulation, partial nephrectomy, radical nephrectomy, surgical 
training, robotic surgery, surgical curriculum

1. Introduction

The traditional apprenticeship style of surgical training is evolving due to a multitude of chal-

lenges. The old Halstedian mantra of ‘do one, see one, teach one’ [1] has become less accept-

able as societal and professional expectations change. Current trainees are now expected 

to achieve a similar level of competency to their mentors despite mounting restrictions on 

available training opportunities [2]. Initiatives such as the European Work Time Directive 

(EWTD) [3] have resulted in reduced working hours, and financial restrictions on healthcare 
budgets have led to increased focus on operating room efficiency. The concurrent emergence 
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of minimally invasive surgical techniques, such as laparoscopy and robotic-assisted surgery, 

and their associated learning curves has further compounded the issue. As a result, the devel-

opment of quality surgical training opportunities in the non-clinical setting has long been on 
the agenda of the profession, and today, surgical simulation has ascended to occupy a central 

role in the modern surgical curriculum [4, 5]. For trainees, simulation allows the opportunity 

to develop surgical skills in an environment free of risk to the patient. It overcomes the limita-

tions of operating room exposure and affords flexibility in an often chaotic work schedule. 
For trainers, the controlled nature of simulation allows objective appraisal of performance and 

progression, as well as a tailored approach to meet individual learning needs.

2. Development and validation of simulators

The ideal simulator should have a significant educational impact, improve subsequent per-

formance in the operating room, shorten the procedural learning curve and subsequently 

increase patient safety. For novices, it should offer a realistic introduction to basic techni-
cal skills, allowing part-task training, while becoming increasingly procedure-specific and 
patient-specific for the more experienced operator [6].

Simulators must be rigorously evaluated across a number of parameters before they can be 

used for training and assessment. Validity is a measure of the extent a simulator succeeds in 

teaching the skill for which it was designed [7]. An ideal simulator would perform well in all 

of the following aspects of validity [8];

• Face validity: the extent to which the simulator is realistic.

• Content validity: the extent to which the simulator’s content is representative of the skill 
required to be learnt.

• Construct validity: the extent to which experienced and novice operators can be differentiated.

• Concurrent validity: the extent to which the simulation correlates with the current gold 
standard test used to measure the skill.

• Predictive validity: the extent to which future performance can be predicted by simulator 
performance.

With the increased pressure on healthcare expenditure and efficiency, the importance of inde-

pendent and robust validation is critical to ensure that resources are invested in simulator 

platforms that provide the highest levels of educational impact [9].

3. Different modalities of simulation

Simulators can broadly be divided into two categories: physical and ‘virtual reality’ simula-

tors. Physical (or mechanical) simulators use physical objects as substitutes for patients and 
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include bench-top models, animal tissue, live animals and human cadavers. Virtual reality 

simulators use a computer-based platform with artificially generated virtual environments 
to interact [9]. This group includes the recent introduction of ‘augmented reality’ platforms, 

which integrate real-life patient data into a virtual reality environment. The range of different 
modalities, as well as their perceived advantages and disadvantages is summarised in Table 1.

Simulation 

modality

Description/

examples

Advantages Disadvantages Use in kidney cancer surgery

Bench-top 

model

Synthetic, dry-lab 

models; e.g. box 

trainers

Re-usable, 

portable, use of real 

instruments

Low fidelity: 
unrealistic

Unable to teach entire 

procedure

High fidelity: Cost

Basic laparoscopic skills

Partial Nephrectomy dry-lab models 

[11, 12]

3D printing allows tumours to be 

incorporated into models [13, 14]

Animal 

tissue

Ex-vivo animal 

tissue; e.g. 

porcine urinary 

tract

Tissue handling

Cost-effective

Single-use

Storage facilities

No blood flow

Anatomical differences

Partial nephrectomy with porcine 

kidney and various tumour-mimics 

(e.g. polystyrene ball, injection of 

liquid plastic) [15, 16]

Live 

animals

Live, 

anaesthetised 

animals; e.g. pigs, 

sheep, rabbits

Tissue handling

Ability to perform 

entire procedures

Realistic

Blood flow

Ethical concerns

Need for storage 

facilities and trained 

veterinary personnel

Single-use

Cost

Anatomical differences

Live rabbits for laparoscopic 

nephrectomy [17]

Anaesthetised pigs for nephrectomy 

and partial nephrectomy [18]

Cadaveric 

material

Fresh frozen or 
thiel-embalmed 

cadaveric 

material

Ability to perform 

entire procedures

Highest face 

validity

Cost

Availability

Single use

No blood flow

Full procedure training

(Nephrectomy and partial 

nephrectomy) [19]

Virtual-

reality

Interaction 

with computer-

generated 

environment (e.g. 

RoSS, SEP, dvSS)

Objective evaluation

Data capture

Repetitive use

Cost/maintenance

No availability when 

robot in use

Poor 3D vision

Familiarisation with robotic 
equipment and basic technical skills 

[20]

Procedure-specific simulation allows 
for procedures to be performed in 

their entirety [21, 22]

Augmented 

reality

Integration of real 

patient data into 

virtual reality 

simulation (e.g. 

HoST, Maestro 

AR)

Patient-specific 
information

Data capture

Repetitive use

Cost Patient-specific tumours 
incorporated into simulation [23]

Patient imaging or 3D surgical video 

incorporated [22, 24]

dvSS, da Vinci skills simulator; RoSS, robotic surgical simulator; HoST, Hands-On Surgical Simulator; SEP, SimSurgery 

Educational Platform; 3D, three-dimensional.

Table 1. Available simulation modalities (adapted from Aydin et al. [10]).
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3.1. Physical simulators (mechanical)

3.1.1. Bench-top/‘dry-lab’ models

Bench-top models are synthetic models that can vary from simple (i.e. peg-transfer) to more 

complex tasks (i.e. suturing and knot-tying) in order to acquire surgical skills. These are often 

incorporated into different surgical platforms via a box-trainer allowing the utilisation of 
actual surgical instruments and giving the trainee an opportunity to familiarise with the con-

trols and limitations of that platform [12]. Higher-fidelity synthetic models can be utilised for 
more advanced skills and part-procedural simulation. With the advent of 3D printing, several 

authors have described high-fidelity partial-nephrectomy models whereby tumour excision 
and renorrhaphy can be rehearsed [13, 14, 25]. Patient-specific models have even been utilised 
by expert surgeons to pre-operatively rehearse RAPN in order to determine feasibility of PN 

and predict warm-ischaemia times [26].

3.1.2. Ex-vivo animal tissue/‘wet-lab’ models

Inanimate animal tissue has been used to simulate a range of endourological, laparoscopic 

and robotic-assisted procedures ex-vivo [10]. These models utilise the actual surgical instru-

ments or console similar to dry-lab models and subsequently have similar advantages with 

regard to developing familiarity with the surgical platform. Porcine kidneys in particular 

have been utilised successfully for procedural simulation in renal cancer surgery and offer 
advantages in terms of higher-fidelity tissue handling and even the ability to be artificially 
perfused, allowing simulation of vascular control and haemostasis [16, 27]. These advantages 

need to be weighed against the special facilities required for storage and subsequent increased 

costs, which can be a limiting factor in some institutions.

3.1.3. Live animal tissue

Live animal models facilitate the closest simulation to live surgical cases and also provide 

an opportunity for whole procedural simulation. Whole-procedural simulation has the sig-

nificant advantage, allowing development in dissection technique, energy control, vascular 
control and haemostasis techniques. Several groups have even described the creation of arti-

ficial tumours in live porcine models, subsequently allowing specific procedural simulation 
for robotic-assisted partial nephrectomy (RAPN) [15, 16]. Despite these benefits, however, the 
higher costs, ethical issues and local legislative restrictions can significantly impact the avail-
ability. Subsequently, access to live animal simulation is often limited to a few programmes.

3.1.4. Cadaveric tissue

Human cadaveric material has long been used in surgical training, and it is generally 

accepted that cadaveric simulation has the highest face validity of all simulation modalities 

[19, 28]. Simulation using fresh frozen cadavers (FFCs) or thiel-embalmed cadavers (TECs) 
has shown face, content and construct validity in a range of endourological and laparoscopic 

procedures [10]. Despite utilisation in various training programmes, validation of the effec-

tiveness of cadaveric training in robotic-assisted procedures remains limited [28], and fur-

ther research in this area is needed.
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3.1.5. Virtual reality (VR) and augmented reality (AR) simulators

Robotic surgery in particular lends itself to VR simulation, and as such, there has been a 

significant development in this modality in recent times. At present, there exist a number of 
commercially available products as outlined in Table 2.

In recent years, the introduction of augmented reality (AR) simulators has provided increas-

ingly realistic and procedure-specific platforms for simulation. The two AR systems in com-

mon use are the Hands-On Surgical Training (HoST) and the Maestro AR system. HoST 

Simulation 

model

Manufacturer Focus Advantages Disadvantages

dV-Trainer Mimic 

Technologies, 

USA

Basic skills Standalone

Availability

Extensively validated [20, 

29–31]

Mechanically different hand 
controls

dvSS Intuitive 

Surgical, USA

Basic skills Fixed to console

Uses actual console

Extensively validated [32–34]

Can only be used when da 

Vinci robot not in use

RoSS/HoST Simulated 

Surgical 

Systems, USA

Basic skills, 

procedural specific 
simulation (RARP, 

cystectomy, lymph 

node dissection)

Standalone

Availability

Extensively validated [35–37]

Augmented reality procedural 

tasks (HoST)

Mechanically different hand 
controls

Cost

Limited availability outside 

USA

RobotiX 

mentor

Simbionix, 

USA

Basic skills

Procedural simulation

Standalone

Availability

Laparoscopic assistant 

module [38]

Mechanically different hand 
controls

No urological procedural 

tasks

SEP robot SimSurgery, 

Norway

Basic skills Standalone

Availability

2D vision

Mechanically different hand 
controls

Less robust validity [39]

Pro-MIS CAE 

Healthcare, 

Canada

Basic skills Standalone

VR and use with box trainers

2D vision

Originally designed for 

laparoscopy

Limited robotic validation [40]

Mechanically different hand 
controls

Maestro 

AR

Mimic 

Technologies, 

USA

Augmented Reality

Procedural simulation 

(RAPN, RARP) [22]

Standalone

Availability

Procedural simulation

Unable to manipulate surgical 

field

dV-Trainer, da Vinci trainer; dvSS, da Vinci skills simulator; RoSS, robotic surgical simulator; HoST, Hands-On Surgical 

Simulator; SEP, SimSurgery Educational Platform; 3D, three-dimensional; 2D, two-dimensional; RARP, robotic-assisted 

radical prostatectomy; RAPN, robotic-assisted partial nephrectomy.

Table 2. Available VR simulation platforms.
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(Simulated Surgical Systems, USA) incorporates a real surgical procedure into the virtual 

reality framework and guides the user through an enhanced version of the operation, with 

audio-visual illustration, haptic cues and guided movements [24]. The HoST system currently 

does not offer procedural simulation for nephrectomy or partial nephrectomy. Maestro AR 
(Mimic Technologies, USA) provides procedure-specific 3D video and interaction via virtual 
reality robotic instruments. This includes a module on partial nephrectomy that demonstrates 

face, content, construct and concurrent validity [22].

4. Procedural simulation for renal cancer

Competently performing a whole procedure requires knowledge of surgical anatomy, pro-

cedural steps and the ability to perform each surgical component. Whole procedure simula-

tion is challenging and at present time in renal surgery, it is largely limited to cadaveric and 

animal models. As a result of these limitations part-procedural simulation, where a particular 

procedural step is simulated (i.e. tumour excision or renorraphy), has advanced significantly 
over the last decade. The majority of these models are bench-top, either wet or dry, and have 

the advantage of being able to be utilised for open, laparoscopic and robotic platforms. The 

following section aims to explore the models available for radical and partial nephrectomy.

4.1. Radical nephrectomy

Radical nephrectomy remains the most utilised treatment approach for renal malignancy 

[41, 42]. Traditionally performed as an open procedure, laparoscopic radical nephrectomy has 

become widespread due to the benefits of shorter convalescence and less procedural morbid-

ity [42]. The initial experience with laparoscopy was technically challenging, and the learn-

ing curve and associated complication rates for novice surgeons were a significant barrier to 
uptake [43]. Developments in training and simulation subsequently followed in an attempt to 
provide an adjunct for skill development outside of the operating theatre [44, 45]. At present 

there are a vast array of simulators available for acquiring laparoscopic skills with extensive 

validation ranging from box trainers to develop basic skills, to whole procedural simulation 

on live animals and VR platforms.

4.1.1. Physical simulation

The first clinical laparoscopic radical nephrectomy (LRN) was performed in 1990 by Clayman 
and colleagues [46] after extensive experimentation on porcine models. The benefits of animal 
models for teaching dissection, tissue handling, haemostasis and vascular control are sig-

nificant, and subsequently this simulation modality remains central to the development and 
dissemination of minimally invasive surgical techniques [47].

Molinas and colleagues [17] demonstrated the validity of live simulation in LRN using a 

rabbit model. Ten gynaecologists and 10 medical students each performed 20 laparoscopic 

nephrectomies over a 20-day training course. The overall time required to perform the LRN 

decreased from 44 ± 18 to 11 ± 2 minutes for the first and the last procedure, respectively, and 
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complication rates similarly decreased. Despite the rabbit’s smaller size compared to pigs for 
example, pneumoperitoneum was able to be established, and conventional instruments were 

used for all procedures. Reduction in acquisition and handling costs associated with the rab-

bits allowed the authors to provide a more prolonged period of training demonstrating the 

impact of repetition on learning curves and complication rates.

Cruz and colleagues [48] assessed the impact of repeated LRN in the porcine model on overall 

surgical performance among established surgeons. Six urologists with limited laparoscopic 

experience were recruited to perform a live porcine LRN weekly for 10 weeks. Surgical 

performance was judged quantitatively including total operative time and estimated blood 

loss. Qualitative measures were also assessed using the Global Operative Assessment of 

Laparoscopic Skills (GOALS) including depth perception, dexterity, efficiency, tissue han-

dling and autonomy. Over the course of the study, blood loss, depth perception and dexterity 

showed statistically significant improvements. The remaining domains including operative 
time showed no statistical improvement.

4.1.2. Virtual reality

Despite the obvious benefits of high-fidelity animal models, the costs and associated ethical 
issues restrict access which is often limited to several day courses. A high-fidelity virtual real-
ity LRN simulation platform has obvious advantages in overcoming some of these barriers. 

The LAP Mentor (Simbionix, USA) and LapSim (Surgical Sciences, Sweden) are two com-

mercially available laparoscopic simulators, which provide VR laparoscopic training includ-

ing a full nephrectomy module. While both simulators have been validated in terms of basic 

laparoscopic skills [49, 50], the nephrectomy modules remain to be formally scientifically 
assessed. Despite this, these simulators provide full procedure simulation that is reproducible 

and able to provide feedback on performance metrics such as economy of motion, procedure 

time and error rates. These metrics have potential utility in assessing progression and setting 
benchmarks for training curriculums.

4.2. Partial nephrectomy

With the advent of widespread cross-sectional imaging, there has been a surge in incidental 

detection of small renal masses. This has subsequently led to increased utilisation of partial 

nephrectomy (PN) in order to preserve normal renal parenchyma in these otherwise well 

patients [51]. PN is a technically challenging operation with a significant learning curve 
and variability unrivalled by almost any other frequently performed kidney procedure [52]. 

Perhaps, most challenging, however, is the time-critical nature of PN. The vast blood supply to 

the kidney means bleeding is a significant intraoperative risk and efficient excision, and renor-

rhaphy is therefore crucial. Furthermore, prolonged warm ischaemia is deleterious to healthy 
renal tissue and can impact post-operative renal function [53, 54]. Finally, each tumour is 
highly variable in size, location and relation to critical structures, making oncological excision 
a persistent challenge even for experienced surgeons. For these reasons, training in PN is 
subsequently fraught with complexity, and mentors must try and negotiate sometimes the 

discordant goals of training with patient safety. Simulation for PN has rapidly progressed in 

response to this dilemma, and the availability of PN models is becoming more widespread.

Simulation and Training in Kidney Cancer Surgery 7



4.2.1. Physical simulation

Tumour-mimic models for PN rose to prominence in the initial laparoscopic era in response to 

the technically challenging nature of the procedure and associated learning curve. Taylor and 

colleagues [55] described one of the earliest models in 2004, whereby a pigmented mixture 

was injected into a series of ex-vivo and in-vivo porcine kidneys. The authors were able to 

create a variety of lesions both endo- and exophytic with a mean size of 10 mm. This model 
was not formally assessed as part of a training programme but established the feasibility of 

artificial tumour creation. Hidalgo et al. [15] similarly described the creation of an in-vivo 

porcine PN model through the percutaneous injection of a liquefied plastic solution into the 
subscapular renal space to create exophytic lesions. This model was evaluated as part of a 

laparoscopic training programme and found to enhance the learning experience in 96% of 

participants. While advantageous for the novice, the inability of these techniques to create 

large endophytic or central lesions may limit the utility to more advanced surgeons.

Yang et al. [27] described an ex-vivo porcine model, whereby the kidney was secured to a spe-

cifically designed box for use with a laparoscopic trainer. The renal vessels were preserved, 
and simulated vascular perfusion was achieved through infusion of red-dyed water through 

the artery. Urology trainees were requested to excise a 2 cm spherical piece of renal paren-

chyma and then complete renorrhaphy. The model was validated by five urology trainees, 
each of whom completed 10 attempts at the LPN model over a 20-day period. Trainees dem-

onstrated a decrease in the total operative and renorrhaphy times with progressive attempts, 
as well as increase in the quality of the PN as assessed by two blinded experts. Trainees also 

reported an improvement in their confidence to perform a LPN, particularly with respect to 
tissue manipulation, intra-corporeal suturing and knot tying.

The proliferation of robotic-assisted surgery has helped overcome many of the barriers associ-

ated with LPN, resulting in shorter learning curves and subsequent growth in this area [56]. 

Eun and colleagues [57] described a novel technique for creating renal tumour mimics for 

RAPN in addition to a renal vein/inferior vena cava (IVC) tumour model for tumour throm-

bectomy. A tumour-mimic mixture was percutaneously injected into eight live pigs and one 

human cadaver in order to create 33 renal pseudotumours. A renal vein thrombus model was 

also created by injecting the material into the renal vein while clamped and allowing this to 

solidify. In addition, a renal-vein thrombus with extension into the IVC was created through 

partial clamping of the IVC with a long, curved bulldog clamp. Subsequent robotic radical 

nephrectomy with excision of the involved IVC cuff and IVC reconstruction was performed. 
This model was not validated by the authors but was the first demonstration of the feasibility 
of artificial renal vein and IVC tumour thrombus creation. While all procedures in this paper 
were performed robotically, such a model could be beneficial in both laparoscopic and open 
surgery.

Hung and colleagues [16] devised a novel robotic specific model for RAPN using an ex-vivo 
porcine kidney embedded with a 3.8 cm Styrofoam ball to mimic an exophytic renal tumour. 

The model task included tumour excision with a parenchymal margin but did not incorporate 

renorrhaphy. Forty-six participants were classified into 3 groups for validation, 24 novices 

Evolving Trends in Kidney Cancer8



(no robotic cases), 9 intermediates (1–100 robotic cases), and 13 experts (>100 robotic cases). 

Among expert surgeons, the model demonstrated excellent face and content validity. Experts 

rated the applicability for advanced surgeons as lower, however, which likely reflects the lack 
of renorrhaphy and haemostasis component associated with the simulation.

The recent advent of rapid prototyping (3D-printing) has allowed the formation of synthetic 

surgical renal tumour models. Several groups have already demonstrated that high-fidelity 
3D printed renal models can be created using specialised software to import diagnostic cross-

sectional imaging [26, 58]. Monda and colleagues [14] recently developed and validated a 

silicone tumour model from a 3D printed cast of a kidney with a tumour. A medium complex-

ity tumour was selected from a patient who had previously undergone RAPN at the authors’ 

institution, and a 3D printed negative-volume mould was created. Following this, tumour 
models could be repeatedly cast with silicone using this mould. The model was validated by 

surgeons of different training levels and demonstrated face, construct, and content validity. 
Through the use of a 3D printed mould, the authors were able to subsequently reproduce 

multiple models reliably with minimal cost.

Von Rundstedt et al. [26] used advanced 3D printing to create a high-fidelity, patient-spe-

cific, synthetic renal tumour model for the purposes of surgical rehearsal prior to actual 
RAPN. Surgical models were created for 10 patients and the same surgeon performed all 

rehearsals and actual RAPNs. The resection times and resection volumes were compared 

between rehearsal and live procedure and found to be predictive. Being able to predict, 

excision time has significant implications and could be utilised in assessing the feasibility of 
more complex masses for PN within an acceptable warm-ischaemia time. Furthermore, the 
authors reported altering their actual surgical approach in several patients based on difficul-
ties encountered with tumour excision in the simulated rehearsal.

Maddox and colleagues [13] used a slightly different process to construct patient-specific 
tumour models by 3D printing an outer polymer ‘shell’ which was subsequently filled with 
an agarose gel solution to resemble normal renal parenchyma. The renal mass of inter-

est, as well as critical structures such as renal vasculature and collecting system, was able 

to be pigmented to distinguish them from the normal parenchyma. It is very conceivable 

that 3D-printed bench models may ultimately decrease the learning curve and potentially 

improve surgical outcomes; however, further studies are needed to fully elucidate this effect. 
Current limitations include the lack of ‘real-life’ confounders such as perinephric fat and an 

active blood supply; however, it is very possible that these could be overcome in the future.

4.2.2. Virtual reality

No PN specific whole procedure VR simulation is commercially available at present. In an 
attempt to bridge the gap, Hung and colleagues [22] developed and validated an augmented 

reality platform now commercially available as Maestro AR (Mimic Technologies, USA). In 

this ‘hybrid’ model, augmented reality and virtual reality were combined to create a proce-

dural specific platform that aimed to teach surgical anatomy, procedural steps and opera-

tive skills. High-definition actual surgical video of a full length RAPN was embedded with 
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interactive VR exercises and virtual instruments in five modules: colon mobilisation, kocheri-
sation of duodenum, hilar dissection, kidney mobilisation, tumour resection and renorrha-

phy. In the final module, an embedded VR exercise was developed, whereby a mobile sponge 
could be manipulated around a central pivot point (renal hilum) and sutured. This platform 

was internally validated throughout development, and concurrent validity was assessed by 

comparison to an in-vivo porcine model. Expert surgeons rated the platform a useful tool for 

training residents and fellows particularly with respect to teaching the steps of the procedure 

and surgical anatomy. Performance in the VR renorrhaphy task correlated with that of the in-

vivo porcine model in the intermediate and expert groups. While this platform is a significant 
progression towards procedure-specific VR simulation, further advances are needed before 
this could feasibly replace wet lab training. Allowing the user to alter the surgical view and 

perform embedded tasks for each step of the procedure would likely increase validity.

5. Training in renal cancer surgery

With substantial progress having being made in surgical simulation, the next challenge is 

formally integrating this into surgical training programmes. At present, access to simulation 

is often limited and certainly is not routinely incorporated into trainee assessment and techni-

cal skill development [59]. The learning curves for minimally invasive renal cancer surgery 

and in particular partial nephrectomy are well documented, and subsequently complications 

early in the surgical experience are more likely [43]. Progressing training surgeons along the 

learning curve in the safety of the simulation environment has obvious benefits to patient out-
comes. Simulators can also be utilised at the convenience of the trainee accommodating the-

atre and on-call commitments and local work-time directives. Furthermore, multiple studies 
have demonstrated the positive attitude of trainees towards simulation with benefits reported 
in learning anatomy, procedural steps, skill acquisition and confidence for subsequent perfor-

mance in the operating theatre [19].

An ideal training programme needs to match the trainee with appropriate levels of simulation 

and operating theatre exposure [60]. Initially, trainees should acquire basic skills on lower 

fidelity VR simulators, with higher fidelity bench models and whole procedure simulation on 
live animals or human cadavers introduced with subsequent progression [10]. Advancement 

through simulation platforms should be coupled with, or followed by, a modular training 

programme for live operative cases. Modular training involves the breakdown of a procedure 

into sequential steps of increasing difficulty. Novice trainees begin with a period of observa-

tion and assistance and subsequently progress through each graded step of the procedure 

[61]. Under this structure, a whole procedure shall only be attempted once a trainee has indi-
vidually mastered all steps of the procedure.

The European Association of Urology (EAU) Robotic Urology Section (ERUS) training cur-

riculum has been endorsed by British Association of Urological Surgeons (BAUS) and incor-

porates such an approach (Figure 1) [62]. This programme has already been validated for 

robotic-assisted radical prostatectomy [63].
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At completion of the programme, mentors have a duty of care to the public to ensure trainees 

are competent. Accreditation of robotic programmes is not uniform, and formal assessment of 

the trainee on completion of many fellowships is not performed. Through the centralisation of 

programmes such as ERUS Robotic Curriculum, trainees can be assessed against a benchmark 

for safety and surgical quality. At a minimum, trainees should document the completed steps 

of procedures and meet minimum caseload requirements that correspond to the estimated 

learning curve for that procedure [64]. Outcome measures are a useful surrogate marker of 

surgical quality, and for RAPN, these are shown in Table 3 [64].

6. Future directions

Robotic surgery is set to become even more widespread as new competitors enter the market 

and the demand for training will subsequently increase [65]. Surgical simulation will no doubt 

play a critical role meeting this demand, and an increase in the commercial availability of new 

platforms is anticipated. The ultimate simulation platform would be high-fidelity, low cost, 
readily available and translate to improved performance in the operating theatre. The valida-

tion process for new developments needs to be robust as resources are finite, and training 
time needs to be optimised. Even with the recent advancements in simulation, only limited 

Figure 1. Proposed pathway for robotic training (reproduced with permission from BAUS robotic curriculum) [62].

Quality indicator Proposed standard

Operative time <200 min

Warm ischaemia time <25 min

Estimated blood loss <150 mL

Complication rate <15%

Table 3. Proposed standards for outcomes on completion of robotic training.
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evidence exists to establish the correlation between simulation performance and actual intra-

operative performance [66]. This is the ultimate end-goal of the simulation process, and future 

research needs to focus on establishing this link.

Patient-specific simulation has already arrived with the advent of 3D printing, and progress 
in this field is likely to be rapid as the technology becomes more readily available and cost 
effective [14, 26, 58]. It is conceivable that in the near future, patient’s anatomical and onco-

logical variations will be able to be reproduced in a model with incredible accuracy and detail. 

Advancements in model complexity are also anticipated, and the possibility of incorporating 

perinephric fat and vascular perfusion will no doubt increase the utility of this technology.

Finally, artificial intelligence (AI) has had large impacts outside of medicine and is starting 
to be adapted into the surgical field. From autonomous surgery to virtual assistants, the pos-

sibilities are seemingly infinite. Of particular interest in training and simulation is the use of 
machine learning algorithms to assess and track surgical performance. These algorithms are 

able to rapidly analyse vast quantities of data in order to determine relationships that may 

not be apparent to the human eye or traditional statistical methodology [67]. Recently, Hung 

and colleagues [68] were able to use intraoperative data captured from a recording device 

(dVLogger; Intuitive Surgical, Inc.) to develop automated performance metrics (APMs) for 

robotic prostatectomy. Using these APMs, the authors were able to predict clinical outcomes 

including length of stay, procedural time and catheter duration. Such sophisticated proce-

dural feedback could be very beneficial for training purposes and allow bespoke tailoring of 
training based on the identified needs of the individual.

Conflicts of interest

None declared.

Author details

Nicholas Mehan*, Nicholas Simson and Ben Challacombe

*Address all correspondence to: nicholas.mehan@gstt.nhs.uk

Guy’s and St. Thomas’ NHS Foundation Trust, London, United Kingdom

References

[1] Cameron JL. William Stewart Halsted. Our surgical heritage. Annals of Surgery. 1997 May; 

225(5):445-458

[2] Chikwe J, de Souza AC, Pepper JR. No time to train the surgeons. BMJ (Clinical research 
ed.). England. 2004;328:418-419

Evolving Trends in Kidney Cancer12



[3] European Union. European Work Time Directive. Available from: https://eur-lex.europa.
eu/legal-content/EN/ALL/?uri=CELEX:32003L0088. Accessed 7th February 2019

[4] Al Bareeq R, Jayaraman S, Kiaii B, Schlachta C, Denstedt JD, Pautler SE. The role of 
surgical simulation and the learning curve in robot-assisted surgery. Journal of Robotic 

Surgery. May 2008;2(1):11-15

[5] Schreuder HWR, Wolswijk R, Zweemer RP, Schijven MP, Verheijen RHM. Training and 

learning robotic surgery, time for a more structured approach: A systematic review. 
BJOG: An International Journal of Obstetrics and Gynaecology. Jan 2012;119(2):137-149

[6] Moglia A, Ferrari V, Morelli L, Ferrari M, Mosca F, Cuschieri A. A systematic review of 
virtual reality simulators for robot-assisted surgery. European Urology. Jun 2016;69(6): 
1065-1080

[7] Wass V, Van der Vleuten C, Shatzer J, Jones R. Assessment of clinical competence. Lancet. 
2001;357(9260):945-949

[8] McDougall EM. Validation of surgical simulators. Journal of Endourology. 2007;21(3): 
244-247

[9] Abboudi H, Khan MS, Aboumarzouk O, Guru KA, Challacombe B, Dasgupta P, et al. 
Current status of validation for robotic surgery simulators—A systematic review. BJU 

International. 2013 Feb;111(2):194-205

[10] Aydin A, Raison N, Khan MS, Dasgupta P, Ahmed K. Simulation-based training and 
assessment in urological surgery. Nature Reviews. Urology. 2016 Sep 23;13(9):503-519

[11] Golab A, Smektala T, Kaczmarek K, Stamirowski R, Hrab M, Slojewski M. Laparoscopic 
partial nephrectomy supported by training involving personalized silicone replica 
poured in three-dimensional printed casting mold. Journal of Laparoendoscopic & 

Advanced Surgical Techniques. 2017;27(4):420-422

[12] Fernandez A, Chen E, Moore J, Cheung C, Erdeljan P, Fuller A, et al. First prize: A 
phantom model as a teaching modality for laparoscopic partial nephrectomy. Journal of 

Endourology. 2012;26(1):1-5

[13] Maddox MM, Feibus A, Liu J, Wang J, Thomas R, Silberstein JL. 3D-printed soft-tissue 
physical models of renal malignancies for individualized surgical simulation: A feasibil-
ity study. Journal of Robotic Surgery. 2018;12(1):27-33

[14] Monda SM, Weese JR, Anderson BG, Vetter JM, Venkatesh R, Du K, et al. Development 
and validity of a silicone renal tumor model for robotic partial nephrectomy training. 

Urology. Apr 2018;114:114-120

[15] Hidalgo J, Belani J, Maxwell K, Lieber D, Talcott M, Baron P, et al. Development of exo-

phytic tumor model for laparoscopic partial nephrectomy: Technique and initial experi-
ence. Urology. May 2005;65(5):872-876

[16] Hung AJ, Ng CK, Patil MB, Zehnder P, Huang E, Aron M, et al. Validation of a novel 
robotic-assisted partial nephrectomy surgical training model. BJU International. 2012; 

110:870-874

Simulation and Training in Kidney Cancer Surgery 13



[17] Molinas CR, Binda MM, Mailova K, Koninckx PR. The rabbit nephrectomy model for 
training in laparoscopic surgery. Human Reproduction. Jan 2004;19(1):185-190

[18] Barret E, Guillonneau B, Cathelineau X, Validire P, Vallancien G. Laparoscopic par-

tial nephrectomy in the pig: Comparison of three hemostasis techniques. Journal of 
Endourology. Apr 2001;15(3):307-312

[19] Ahmed K, Aydin A, Dasgupta P, Khan MS, McCabe JE. A novel cadaveric simulation 
program in urology. Journal of Surgical Education. Jul 1 2015;72(4):556-565

[20] Hung AJ, Zehnder P, Patil MB, Cai J, Ng CK, Aron M, et al. Face, content and con-

struct validity of a novel robotic surgery simulator. The Journal of Urology. Sep 2011; 

186(3):1019-1025

[21] Brewin J, Nedas T, Challacombe B, Elhage O, Keisu J, Dasgupta P. Face, content and 
construct validation of the first virtual reality laparoscopic nephrectomy simulator. BJU 
International. Sep 2010;106(6):850-854

[22] Hung AJ, Shah SH, Dalag L, Shin D, Gill IS. Development and validation of a novel 

robotic procedure specific simulation platform: Partial nephrectomy. The Journal of 
Urology. Aug 2015;194(2):520-526

[23] Rai A, Scovell JM, Xu A, Balasubramanian A, Siller R, Kohn T, et al. Patient-specific vir-

tual simulation—A state of the art approach to teach renal tumor localization. Urology. 
Oct 2018;120:42-48

[24] Chowriappa A, Raza SJ, Fazili A, Field E, Malito C, Samarasekera D, et al. Augmented-
reality-based skills training for robot-assisted urethrovesical anastomosis: A multi-insti-
tutional randomised controlled trial. BJU International. Feb 2015;115(2):336-345

[25] Ahmadi H, Liu J-J. 3-D imaging and simulation for nephron sparing surgical training. 

Current Urology Reports. Aug 17 2016;17(8):58

[26] von Rundstedt F-C, Scovell JM, Agrawal S, Zaneveld J, Link RE. Utility of patient-
specific silicone renal models for planning and rehearsal of complex tumour resec-

tions prior to robot-assisted laparoscopic partial nephrectomy. BJU International. Apr 

2017;119(4):598-604

[27] Yang B, Zeng Q, Yinghao S, Wang H, Wang L, Xu C, et al. A novel training model for 

laparoscopic partial nephrectomy using porcine kidney. Journal of Endourology. Dec 

2009;23(12):2029-2033

[28] Gilbody J, Prasthofer A, Ho K, Costa M. The use and effectiveness of cadaveric work-

shops in higher surgical training: A systematic review. Annals of the Royal College of 
Surgeons of England. Jul 2011;93(5):347-352

[29] Lendvay TS, Casale P, Sweet R, Peters C. Initial validation of a virtual-reality robotic 

simulator. Journal of Robotic Surgery. Sep 25 2008;2(3):145-149

[30] Kenney PA, Wszolek MF, Gould JJ, Libertino JA, Moinzadeh A. Face, content, and 
construct validity of dV-trainer, a novel virtual reality simulator for robotic surgery. 

Urology. 2009;73(6):1288-1292

Evolving Trends in Kidney Cancer14



[31] Schreuder HWR, Persson JEU, Wolswijk RGH, Ihse I, Schijven MP, Verheijen RHM. 

Validation of a novel virtual reality simulator for robotic surgery. Scientific World 
Journal. 2014;2014:1-10

[32] Alzahrani T, Haddad R, Alkhayal A, Delisle J, Drudi L, Gotlieb W, et al. Validation of the 
da Vinci surgical skill simulator across three surgical disciplines. Canadian Urological 

Association Journal. Jul 2 2013;7(7-8):520

[33] Kelly DC, Margules AC, Kundavaram CR, Narins H, Gomella LG, Trabulsi EJ, et al. 
Face, content, and construct validation of the da Vinci skills simulator. Urology. May 
2012;79(5):1068-1072

[34] Lyons C, Goldfarb D, Jones SL, Badhiwala N, Miles B, Link R, et al. Which skills really 

matter? Proving face, content, and construct validity for a commercial robotic simulator. 
Surgical Endoscopy. Jun 7 2013;27(6):2020-2030

[35] Seixas-Mikelus SA, Kesavadas T, Srimathveeravalli G, Chandrasekhar R, Wilding GE,  
Guru KA. Face validation of a novel robotic surgical simulator. Urology. Aug 2010; 
76(2):357-360

[36] Seixas-Mikelus SA, Stegemann AP, Kesavadas T, Srimathveeravalli G, Sathyaseelan G, 
Chandrasekhar R, et al. Content validation of a novel robotic surgical simulator. BJU 

International. Apr 2011;107(7):1130-1135

[37] Chowriappa AJ, Shi Y, Raza SJ, Ahmed K, Stegemann A, Wilding G, et al. Development 
and validation of a composite scoring system for robot-assisted surgical training—The 

robotic skills assessment score. The Journal of Surgical Research. Dec 2013;185(2):561-569

[38] Whittaker G, Aydin A, Raison N, Kum F, Challacombe B, Khan MS, et al. Validation 
of the RobotiX mentor robotic surgery simulator. Journal of Endourology. Mar 2016; 

30(3):338-346

[39] van der Meijden OAJ, Broeders IAMJ, Schijven MP. The SEP ‘robot’: A valid virtual real-
ity robotic simulator for the Da Vinci surgical system? Surgical Technology International. 

Apr 2010;19:51-58

[40] McDonough PS, Tausch TJ, Peterson AC, Brand TC. Initial validation of the ProMIS sur-

gical simulator as an objective measure of robotic task performance. Journal of Robotic 

Surgery. 2011;5(3):195-199

[41] Kim SP, Shah ND, Weight CJ, Thompson RH, Moriarty JP, Shippee ND, et al. 
Contemporary trends in nephrectomy for renal cell carcinoma in the United States: 
Results from a population based cohort. The Journal of Urology. 2011;186(5):1779-1785

[42] Poon SA, Silberstein JL, Chen LY, Ehdaie B, Kim PH, Russo P. Trends in partial and 
radical nephrectomy: An analysis of case logs from certifying urologists. The Journal of 
Urology. 2013;190(2):464-469

[43] Capelouto CC, Kavoussi LR. Complications of laparoscopic surgery. Urology. Jul 
1993;42(1):2-12

Simulation and Training in Kidney Cancer Surgery 15



[44] Shalhav AL, Dabagia MD, Wagner TT, Koch MO, Lingeman JE. Training postgradu-

ate urologists in laparoscopic surgery: The current challenge. The Journal of Urology. 
2002;167(5):2135-2137

[45] van Velthoven RF, Piechaud PT. Training centers: An essential step to developing skills 
in urolaparoscopy. Current Urology Reports. 2009;10(2):93-96

[46] Clayman RV, Kavoussi LR, Soper NJ, Dierks SM, Meretyk S, Darcy MD, et al. Laparoscopic 
nephrectomy: Initial case report. The Journal of Urology. Aug 1991;146(2):278-282

[47] van Velthoven RF, Hoffmann P. Methods for laparoscopic training using animal models. 
Current Urology Reports. Mar 2006;7(2):114-119

[48] da Cruz JAS, Passerotti CC, Frati RMC, dos Reis ST, Okano MTR, Gouveia ÉM, et al. 
Surgical performance during laparoscopic radical nephrectomy is improved with train-

ing in a porcine model. Journal of Endourology. Mar 2012;26(3):278-282

[49] Woodrum DT, Andreatta PB, Yellamanchilli RK, Feryus L, Gauger PG, Minter RM. 
Construct validity of the LapSim laparoscopic surgical simulator. American Journal of 

Surgery. Jan 2006;191(1):28-32

[50] Zhang A, Hünerbein M, Dai Y, Schlag PM, Beller S. Construct validity testing of a lapa-

roscopic surgery simulator (lap Mentor®). Surgical Endoscopy. Jun 2008;22(6):1440-1444

[51] Nguyen CT, Campbell SC, Novick AC. Choice of operation for clinically localized renal 
tumor. The Urologic Clinics of North America. Nov 2008;35(4):645-655

[52] Petros F, Sukumar S, Haber G-P, Dulabon L, Bhayani S, Stifelman M, et al. Multi-
institutional analysis of robot-assisted partial nephrectomy for renal tumors >4 cm ver-

sus ≤4 cm in 445 consecutive patients. Journal of Endourology. Jun 4 2012;26(6):642-646

[53] Gill IS, Kavoussi LR, Lane BR, Blute ML, Babineau D, Colombo JR, et al. Comparison of 
1800 laparoscopic and open partial nephrectomies for single renal tumors. The Journal 

of Urology. Jul 2007;178(1):41-46

[54] Thompson RH, Lane BR, Lohse CM, Leibovich BC, Fergany A, Frank I, et al. Every 
minute counts when the renal hilum is clamped during partial nephrectomy. European 

Urology. Sep 2010;58(3):340-345

[55] Taylor GD, Johnson DB, Hogg DC, Cadeddu JA. Development of a renal tumor mimic 

model for learning minimally invasive nephron sparing surgical techniques. The Journal 

of Urology. Jul 2004;172(1):382-385

[56] Deane LA, Lee HJ, Box GN, Melamud O, Yee DS, Abraham JBA, et al. Robotic versus 

standard laparoscopic partial/wedge nephrectomy: A comparison of intraopera-

tive and perioperative results from a single institution. Journal of Endourology. May 

2008;22(5):947-952

[57] Eun D, Bhandari A, Boris R, Lyall K, Bhandari M, Menon M, et al. A novel technique for 
creating solid renal pseudotumors and renal vein-inferior vena caval pseudothrombus 

in a porcine and cadaveric model. The Journal of Urology. Oct 2008;180(4):1510-1514

Evolving Trends in Kidney Cancer16



[58] Silberstein JL, Maddox MM, Dorsey P, Feibus A, Thomas R, Lee BR. Physical models of 
renal malignancies using standard cross-sectional imaging and 3-dimensional printers: 
A pilot study. Urology. Aug 2014;84(2):268-272

[59] Milburn JA, Khera G, Hornby ST, Malone PSC, Fitzgerald JEF. Introduction, availability 
and role of simulation in surgical education and training: Review of current evidence 
and recommendations from the Association of Surgeons in training. International 

Journal of Surgery. 2012;10(8):393-398

[60] Ahmed K, Khan R, Mottrie A, Lovegrove C, Abaza R, Ahlawat R, et al. Development of 
a standardised training curriculum for robotic surgery: A consensus statement from an 
international multidisciplinary group of experts. BJU International. 2015;116(1):93-101

[61] Stolzenburg J-U, Rabenalt R, Do M, Horn LC, Liatsikos EN. Modular training for resi-
dents with no prior experience with open pelvic surgery in endoscopic extraperitoneal 

radical prostatectomy. European Urology. Mar 2006;49(3):491-500

[62] British Association of Urological Surgeons. British Association of Urological Surgeons-

Robotic Surgery Curriculum. Available from: https://www.baus.org.uk/_userfiles/
pages/files/Publications/RoboticSurgeryCurriculum.pdf. [Accessed: 7th February 2019]

[63] Volpe A, Ahmed K, Dasgupta P, Ficarra V, Novara G, van der Poel H, et al. Pilot valida-

tion study of the European Association of Urology robotic training curriculum. European 

Urology. Aug 2015;68(2):292-299

[64] Abboudi H, Khan MS, Guru KA, Froghi S, de Win G, Van Poppel H, et al. Learning 
curves for urological procedures: A systematic review. BJU International. Oct 2014; 
114(4):617-629

[65] Namdarian B, Dasgupta P. What robot for tomorrow and what improvement can we 

expect? Current Opinion in Urology. Jan 2018:1

[66] Aghazadeh MA, Mercado MA, Pan MM, Miles BJ, Goh AC. Performance of robotic 
simulated skills tasks is positively associated with clinical robotic surgical performance. 

BJU International. 2016;118(3):475-481

[67] Deo RC. Machine learning in medicine. Circulation. 2015;132(20):1920-1930

[68] Hung AJ, Chen J, Gill IS. Automated performance metrics and machine learning algo-

rithms to measure surgeon performance and anticipate clinical outcomes in robotic sur-

gery. JAMA Surgery. 2018; 153(8):770-771

Simulation and Training in Kidney Cancer Surgery 17




