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Single-port robotic urology in Central Europe after 
regulatory approval: efficiency and reimbursement

Rafał B. Drobot1,2*, Mateusz W. Jobczyk3

With the Conformité Européenne (CE) mark certification of the da Vin-
ci Single‑Port (SP) system in January 2024, single‑incision robotic urology 
in Central Europe entered a phase of applied evaluation rather than one 
of immediate adoption. Although the CE certification permits use with-
in the European Union (EU) and European Economic Area (EEA), clinical 
uptake hinges on training pathways, capital acquisition, and institution-
al accreditation [1]. Central European health systems differ in funding, 
training capacity, and robotic diffusion, so SP adoption is likely to re-
main uneven in the early phase. We assessed the influences of regula-
tory authorisation, early clinical evidence, payer decisions, and regional 
implementation on the first phase of SP robotic urology and evaluated 
whether standardised pathways can deliver efficiency without compro-
mising outcomes. Although the CE certification encompasses endoscop-
ic abdominopelvic and transoral indications, we focused on emerging 
adoption for urological applications.

Emerging evidence of clinical feasibility and safety includes a propen-
sity score-matched observational study that compared extraperitoneal 
SP robot‑assisted radical prostatectomy (RARP) with transperitoneal 
multi-port (MP) RARP and reported similar short‑term oncologic out-
comes and perioperative safety, with shorter length of stay (LOS; 12.6 h  
vs. 31.9 h) and earlier catheter removal in SP, as well as comparable 
early continence [2]. In a single‑institution SP transvesical series, a Ret-
zius‑sparing extraperitoneal technique achieved early continence and 
erectile‑function recovery while maintaining oncologic quality [3]. These 
preliminary data, with modest cohorts, short follow-up, nonrandomised 
design, and potential learning-curve effects, nevertheless support clinical 
feasibility and outline plausible mechanisms for early functional gains, 
but the real oncological value will depend on long-term endpoints, con-
cordance between cTNM/rTNM and pTNM staging, and the need for ad-
juvant or salvage radiotherapy. Beyond continence and catheter timing, 
the matched analysis reported comparable margins and complications 
whereas the single‑centre series aligned with a Retzius‑sparing strategy 
that preserved anterior support structures.

LOS is a  practical operational marker that bridges clinical signals 
to system efficiency. The European Urology Focus guidance describes 
same‑day or next‑day pathways as feasible when supported by selec-
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tion criteria and standardised perioperative care 
[4]. Using the 12.6-h versus 31.9-h benchmark 
from the propensity‑matched study, an SP path-
way that saved approximately 0.80 days per case 
would free approximately 161 bed‑days per 200 
cases annually. This promising signal derives from 
early single‑centre data and warrants multicentre 
validation across diverse pathways; critically, short 
stays must not increase unplanned visits or read-
missions. Expressed in days, the MP and SP mean 
are approximately 1.33 and 0.53, respectively, 
which yield an approximately 0.80‑day difference.

With LOS as a cost driver, using payer data for 
context, a national analysis covering January 2022 
through March 2025 (> 31,000 radical prostatec-
tomies) documented rapid uptake of robot‑assist-
ed techniques (approximately 62% share) with 
30‑day safety comparable to laparoscopy [5]. In 
July 2025, the National Health Fund (NFZ) reduced 
the L31R tariff for robot‑assisted prostatectomy to 
17,028 points; at contemporaneous point valua-

tions, this equates to approximately 27,500 PLN 
per case, nearly 15% below a prior mean of 32,000 
PLN [6]. Thus, assuming constant volume and point 
valuation, a 200-case program could generate ap-
proximately 0.9 million PLN lower annual revenue; 
the actual effects vary with contracting, case-mix, 
baseline LOS, and the still incompletely described 
capital, maintenance, and disposable costs of SP 
versus MP platforms. The tariff decision signals 
payer expectations whereby efficiency gains and 
volume, rather than platform choice alone, should 
underpin value and procurement, thus elevating 
audited pathway metrics within contracting and 
budget‑impact assessments.

Therefore, SP pathways may support institu-
tional efficiency when delivered in standardised 
perioperative protocols, for appropriately selected 
patients, and by teams with SP-specific training. 
Sub‑24‑h discharge increases bed availability and 
reduces variable stay costs, which are material. 
However, the conversion of the time saved into 

Table I. Value domains and measurement priorities for single‑port (SP) pathways in Central Europe (2024–2025)

Value domain Example metric(s) Measurement priority in Central Europe

Perioperative clinical 
safety and functional 
recovery

Intraoperative complications; 30‑day 
Clavien-Dindo complications; early 
continence (pad‑free or ≤ 1 pad at  

3 months); early erectile‑function recovery; 
conversions to multi‑port or open surgery.

Demonstrate that SP pathways maintain 
non‑inferior safety and functional outcomes 
compared with established multi‑port (MP) 

RARP while aiming to shorten LOS.

Oncologic quality and 
staging concordance

Positive surgical margins (R0/R1/R2); pT3+ 
rate; cTNM/rTNM vs pTNM concordance; 
pN+ rate; early biochemical recurrence; 

indication for adjuvant or salvage 
radiotherapy.

Move from potential to real oncologic 
benefit by linking SP adoption to long‑term 

cancer control and accurate staging; 
requires longer follow‑up and multicentre 

data.

Length of stay (LOS) 
and bed utilisation

LOS in hours and days; proportion 
discharged within < 24 h; mean bed‑days 
saved per 100–200 SP cases versus MP; 

proportion of planned same-day/next‑day 
discharges achieved.

Primary efficiency driver; quantify how 
much inpatient capacity is freed by 

SP pathways and ensure feasibility of 
short‑stay protocols under local staffing and 

weekend/holiday conditions.

Readmissions and 
unplanned contacts

30‑ and 90‑day readmissions; 
emergency‑department or urgent clinic 

visits; unplanned phone/telehealth 
contacts; causes of unplanned care (e.g. 

bleeding, urinary retention, pain).

Verify that shorter LOS does not 
externalise complications to outpatient 

settings; integrate readmission and 
unplanned‑contact rates into routine 

pathway audit and NFZ/AOTMiT 
evaluations.

Learning curve and 
SP‑specific training

Cumulative case volume per surgeon and 
centre; console and total operative time; 
docking time; intraoperative conversions; 

need for proctor support; adherence to 
standardized SP procedural steps.

Define volume thresholds for independent 
practice and program launch; incorporate 

SP‑specific training and proctoring into 
regional implementation plans; track 

learning‑curve effects when interpreting 
efficiency and outcome data.

Economic, 
reimbursement and 
societal impact

Total cost per case (including disposables 
and maintenance); NFZ tariff revenue per 

case (L31R) and margin versus micro‑costs; 
impact of LOS on variable costs; patient 

sick‑leave duration; days of work lost and 
productivity costs.

Link NFZ and AOTMiT data to local hospital 
cost structures; use LOS and sick‑leave 

metrics to inform tariff negotiations and 
regional planning; test whether observed 
LOS reductions translate into shorter sick 
leave under real‑world Central‑European 

conditions.

AOTMiT – Agency for Health Technology Assessment and Tariff System, CeZ – Centrum e-Zdrowia, DRG – diagnosis-related group,  
GUS – Statistics Poland, LOS – length of stay, MP – multi-port, NFZ – National Health Fund, PLN – Polish zloty, RARP – robot-assisted radical 
prostatectomy, SP – single-port.
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realised savings depend on local micro‑costs, 
weekend‑discharge logistics, and diagnosis‑relat-
ed group rules; accordingly, time saved is not a lin-
ear proxy for cost saved. Robust cost‑accounting 
is therefore pivotal. The Agency for Health Tech-
nology Assessment and Tariff System (AOTMiT), 
which conducts tariff recalibration and hospital 
cost‑data collection, is a  channel to incorporate 
LOS‑linked metrics into future tariffs or add‑ons 
[7]. Table I summarises value domains and mea-
surement priorities, including LOS, readmissions, 
and learning-curve metrics.

Beyond institutional metrics, reductions in in-
patient days may carry societal implications. In 
2024 Poland recorded approximately 290 million 
sick‑leave days, wherein 6.5 million were asso-
ciated with hospital care [8]. Using Statistics Po-
land’s average gross wage for the second quar-
ter of 2025 (8748.63 PLN per month), assuming  
21 working days, a notional working day equals 
approximately 417 PLN [9]. If 30% of radical‑pros-
tatectomy patients are employed and only half 
of saved bed‑days translate into fewer sick‑leave 
days, then, at the centre level, 161 bed‑days cor-
responds to approximately 24 working-days re-
covered and 10,000 PLN. LOS does not, by itself, 
determine return‑to‑work; effects depend on re-
habilitation, employer policies, and social‑insur-
ance rules, whereby figures are scenario‑based. 
Prospective analyses should explicitly test wheth-
er LOS gains translate into shorter sick leave in 
individual Central European health systems.

The translation of potential efficiencies into 
practice depends on regional deployment capac-
ity. In September 2025, the first Central‑European 
SP installation was announced at Masaryk Hospi-
tal, Ústí nad Labem, Czech Republic; the contract 
(> €3.4 million) includes training and service sup-
port [10], constituting an early step toward oper-
ational readiness and enabling shared training, 
proctoring, and stabilised supply chains – prereq-
uisites for reliable day‑case pathways. These re-
gional developments, currently limited largely to 
Poland and the first Czech centre, complement 
policy efforts to align reimbursement with effi-
ciency-based care.

As deployment progresses, policy instruments 
will determine whether efficiency gains are rec-
ognised. NFZ analyses indicate that robot‑as-
sisted prostatectomy is clinically safe; however, 
incremental system benefit is evinced through 
standardised short‑stay pathways and audited 
outcomes [5, 6]. AOTMiT’s cost‑accounting pro-
vides a mechanism to integrate LOS‑linked met-
rics into tariff design [7]. Providers can contribute 
by defining explicit criteria for SP program launch 
(including training and volume thresholds), audit-
ing selection, discharge timing, and 30-/90-day 

outcomes, and reporting validated cost and re-
source-use data. These steps tie clinical metrics 
to accountable, efficiency‑based funding across 
systems.

In conclusion, SP robotic urology in Central Eu-
rope is moving from promise to structured eval-
uation under real-world constraints, but current 
evidence is confined to early single-centre series. 
Early single-centre evidence suggests measurable 
perioperative efficiency – particularly shorter LOS 
– with maintained short-term safety and accept-
able early oncologic surrogates [2–4, 10], but its 
generalisability remains uncertain. Simultaneous-
ly, reimbursement signals in Poland emphasise 
that efficiency, not platform choice alone, will 
shape economic viability. Important uncertainties 
remain: cumulative European SP experience is 
small; most datasets are single-centre with limit-
ed follow-up and potential learning-curve effects; 
long-term oncologic endpoints (biochemical re-
currence, metastasis-free survival, and need for 
adjuvant or salvage radiotherapy) and health-eco-
nomic outcomes (including sick leave) have not 
yet been reported; and tariff parameters are 
evolving [2–7]. The future is pivotal for prospec-
tive multicentre evaluations and audit-linked reg-
istries – building on national analyses of urologic 
oncology care already reported in Central Europe 
[5] – that integrate clinical outcomes, stage con-
cordance between cTNM/rTNM and pTNM clas-
sifications, LOS, readmissions, sick leave, and re-
source use with real-world NFZ and AOTMiT data 
to assess sustainability and scalability. This per-
spective is based solely on publicly available regu-
latory, clinical, and payer data and is intended to 
guide evaluation frameworks rather than specific 
procurement decisions. Transparent reporting will 
facilitate peer comparison and accelerate safe, 
scalable implementation across Central Europe.
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