KufaMed.Journal 2012.VOL.15.No.1

Our Initial Experience with Partial
Nephrectomy in Najaf, Iraq

Muthanna H. Abid Al- Athari, M.B.Ch.B. F.l.B.M.{Urology),

Raid Talib Al- Garawi, M.B.Ch.B. F.I.B.M.S. (Urdly),

Muntader Eisa Al- Khursan, M.B.Ch.B. F.I.B.M.S.r@lbgy),

Mohammad Noori Al- Mosawi, M.B.Ch.B. F.I.B.M.S. (tlogy),
Department of Urology and Fertility, College of Mede, University of Kufa

G ) -ciadl) Asblaa 8 A0S0 e ad ) cillaad AINgIwY) 3 Al

*(53‘-“3-‘1\ ‘éJjém_J_i ‘*gmﬂ\w@:.)&_a‘*éﬁa)ﬂ! s wif 5 3 ‘*‘éJ!M\Jg&%U.ﬂA_J
48 g<l) Aol [l A0S A gl) Aa) o) B o ygiSa *

dadal)
AU 35 i ol )Y A je VL @ jelal Apaall (a3 3ea Y al sl alasiuy) o
Aol Al) gia
JL‘“‘:L‘}‘?—""7,5—40:""C}‘)'3:‘%AA-'2":JS”€‘JJ\?G':‘JJU'“L"":‘J‘)—‘:‘:2‘—“““;(15)2‘—““‘)31\‘—‘1“-‘:‘
paad ok (e aginlia 5 4S5 el ad )l Cllee (33 )k (e agindles i dile 80 —22 o 7 5SS
Joeh 24 —3 o o) T sl U gud)
)
Y G0 (3) (8 drile (ulST g a3 e L) (12) A4 s s Jaladl 8 I V) (el oS
Ula L oS i o palsaal g alla 5 dile (ul ST L o€ cadisand s Dl @llin Al W) o) oIl OV G (e
Al N Bl sl a5 AT Vs il 5 e de Al
llai Les (%16,6) cilla (8 anlay) 5 eVl (0 (%683,4) (& ool pandll 4l cilS ol Slils
o)) i) Gac Jlaliv
ralalitiuy)
2ol L 8 Jaae ity o A 53l w5l (3 yla e g ALISH 85 el o)) oS JLY) #2001
ASN Al g e Llial) ae g )2l ad )l Glilee
sl Blaial f alal) g sl sl Uiy Jane 3 535 Y (sl Gaandl o) ol il Al
A 5 DS a3l e 8 sl 8 Almiall Al o A0S e (g sl Tl s
ASH 48,k Al (WlSY) Vs b elliS 5 Il Al o)) Y1) s
Lay 5 JiaY) Jall s cpladll of 4 phall QLSY) Alls 8 2SN JalS wd ) 53 Jad Ailall QulSY) Jlaiins)
Aplilgn gl da p el iy Y
A 65 Lila L)-"L.-.‘S\ Al ?‘in RN ‘5_1‘);1\ cﬁ_)j\tﬁwﬁ\ E:LAA
Abstract
Introduction:
Due to the increased use of modern diagnostic ingatgchniques; a growing number
of small renal tumors are being diagnosed incidgntéhe standard treatment for these
small lesions is partial nephrectomy, with equinalencologic results to that of radical
nephrectomy, and better renal function preservation
Patients and methods:
Fifteen patients with renal lesions, ranging iredtom 4 to 7.5 cm, had been submitted
to our study; with their ages ranging from 22 toy&@rs. Partial nephrectomy using
manual compression was done. Patients are thewidl 3 monthly by U\S checking
of renal dimension, echogenicity and for recurrentke follow up period ranges
between 3- 24 months.
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Results:

Of 15 patients enrolled in our study; the provisibdiagnosis was hydatid cyst in 3
patients, and renal tumor in 12 patients. From ¢hd® cases with provisional
diagnosis of renal tumogcases had their histopathology proved to be hydatid ayst
one patient, and chronic inflammatory lesion in thieer, and the othelO cases were
malignant renal tumors. Two patients (16.6%) witbvisional diagnosis of renal tumor
had proved to be malignant on frozen sections patitive margins, for which further
resection was done and the new edges proved tedsive. All other lesions (83.4%)
with provisional diagnosis of renal tumor were @dvo be malignant on frozen section
with negative margins.

Conclusions:

Manual compression is the technique of choice fontl of bleeding in partial
nephrectomy for polar or peripheral lesion, withazearm ischemia.

Hydatid cyst resection is a feasible surgical pdoce for polar or peripherally situating
cyst, leaving no chance for recurrence.

Longer follow up is needed to make sure that theidence of recurrence and
progression remains stable over time, and to aonfirat the higher incidence rate of
positive surgical margin does not translate inteoase survival rate.

Key words:. Partial nephrectomy, Renal tumor, Renal hydatid cyst

I ntroduction:

Due to the increased use of diagnostic imaging;enkadney tumors are being detected
incidentally leading to an increased incidence syfngptomatic organ- confined small
renal masses(1l). These lesions account for 48% % 60 renal cell carcinoma
diagnoses(2).

Nephron- sparing surgery is now considered thedstahof care for the treatment of
small renal tumors with long term oncologic resudtguivalent to that of radical
nephrectomy(3). Indications once reserved for irafpee cases (i.e. solitary kidneys,
bilateral tumors or impairment of renal functiorgvie been extended to patients with a
normal contralateral kidney. Partial nephrectomeitber elective when contralateral
kidney is normal, orelative indication when contralateral kidney is functiagpibut
affected by a condition that may impair renal fumet or absolute indication for
anatomical or functional solitary kidney. Moreovéngre is a growing evidence that
partial nephrectomy can be safely recommendedafgel renal tumors, provided that
surgical resection is technically feasible (4, 5&)primary goal of nephron- sparing
surgery is to remove the tumor with an adequatenabparenchymal margin, and there
is no doubt that every effort should be made toaputae a negative surgical margin.
The long term prognostic significance of a posisuegical margin has not been clearly
determined(7).The advantage of partial nephrectmnlgat patients undergoing radical
nephrectomy were at a greater risk of chronic remalfficiency (serum creatinin> 2
mg/dl) than a similar cohort of patients undergopagtial nephrectomy(8), and serum
creatinin level at 3 months postoperatively wasni§icantly lower in the partial
nephrectomy cohort (9).Also the overall survivat asancer- specific survival are not
compromised when partial nephrectomy is compareith wadical nephrectomy for
tumor up to 7cm (10). Recently, it is documenteat tladical nephrectomy predisposes
to a rise in overall mortality and non-cancer mdatortality rate in patients with T1
renal cell cancer (11). There are convincing ddiawsng equivalence of partial
nephrectomy and radical nephrectomy for cancerrohnivith superiority of partial
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nephrectomy in terms of preserving renal functipreventing chronic kidney disease
and subsequent long term cardiac morbidity and atityit and improved overall
survival (12,13).

Patients and methods:

Fifteen patients with renal lesions of a diametetween 4 and 7.5 cm were chosen
selectively in this prospective study. Their agasage between 22-80 years. Three
patients are with a provisional diagnosis of hydlatyst, and 12 patients as renal
tumors. Provisional diagnosis was made by ultrado@omputerized tomography (CT
scan) was done for patients with a provisional wieeis of renal tumor only. Patients
with provisional diagnosis of angiomyolipoma wenecladed from this prospective
study.

Intraoperatively; all patients are under effect gdneral anesthesia, put in kidney
position with flank incision; subcostal one for sigowith lower pole lesions, and with
11"or 12"ib resection for those with upper pole lesions. Wére operated upon by
extra- peritoneal approach, after full mobilizatiohthe kidney and renal vasculature
identification, the lesion is excised in a distaméeabout 1mm from the renal lesion
using electrocautery. Bleeding is controlled by mancompression on the renal
parenchyma, thence the bleeder is controlled hydigf 8 stitching.

Few biopsies were taken from the base of the tdordrozen section. If frozen section
shows positive result for malignancy, another 2nmickiness sheet from the base is
resected till negative biopsy is reached. If a# flozen sections were negative, then
renorraphy was done by 3- 0 cat gut suture matehidlpartial nephrectomies were
done electively, i.e. the contralateral kidneyfisarmal renal anatomy and function.
The patients were then followed up 3 monthly, biyaslound checking of the renal
dimension, echogenicity and for recurrence. Thie¥olup period ranged between 3- 24
months.

Results:

Renal lesions were on the left side in 7 patient$ @n the right side in 8 patients; and
they are an upper pole lesion in 3 patients ancigwole lesion in 12 patients. Of 15
patients enrolled in our study; the provisionalgtiesis was hydatid cyst in 3 patients,
and renal tumor in 12 patients. From th@8ecases with provisional diagnosis of renal
tumors; 2 cases had their histopathology proved to be hydatid aysbne patient, and
chronic inflammatory lesion in the other, and thlbeo 10 cases were malignant renal
tumors. Renal pathology was papillary renal cait& patients and clear cell cancer in
8 patients.

Two patients (16.6%) with provisional diagnosis rehal tumor had proved to be
malignant on frozen sections with positive margifes, which further resection was
done and the new edges proved to be negative.

All other lesions (83.4%) with provisional diagn®sf renal tumor had proved to be
malignant on frozen section with negative margins.

All the operations were not associated with peniafpee mortality. One patient had
persistent active drain of urine for 40 days, amd wianaged conservatively.

During the follow up period of 3-24 months; U/S ckieg was done for recurrence of
renal malignancy, hydatid or any renal pathology.

Renal function was normal for all patients pre apgely and post operatively.
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Discussion:

The surgical technique improved over time, and teeurrence rate after partial
nephrectomy are now less than 5%, and are equivialdhose of radical nephrectomy
(3,14,15). The presence of a positive surgical maan the tumor resection has
traditionally been considered as a surrogate ema pd tumor recurrence. It increases
the risk of recurrence but does not appear to emite cancer- specific survival, and it
has no impact on overall survival and not assodiatgh increased risk of metastatic
progression(16).

The technique of resecting the renal lesion iseeilly polar resection when the lesion is
in the upper or lower pole, or by wedge resectimngeripheral lesion, or by lesion-
enucleation to remove the lesion only claiming ribduces surgical capsule; and by
enucleation, the lesion is removed safely. In theremt study; one lesion had been
removed by wedge resection and the others by pelsection with frozen section
checking of the cut surface of the kidney, whichswaositive in 2 patients that
necessitated further resection. All cut surfacethefother lesions were negative.

During resection, hilar clamping minimizes bloodsgoand allows precise tumor
excision and renal reconstruction in nearly blossllBeld. Today there is ho consensus
about the clamping technique to be employed: adely versus artery and vein (17), or
not clamp at all(18). Previous groups have idesdifischemic time as being associated
with measurable renal function decline after parhiaphrectomy, but this is not
observed in elective partial nephrectomy due tonabicontralateral kidney (19).

Long warm ischemia has increased the risk of magmtoperative complications, such
as urinary leakage and hemorrhage (20).

Twenty five minutes of warm ischemia is consideesdcut off time for irreversible
renal damage to occur (21).

The currently recommended warm ischemia time isn#futes or less. If longer
iIschemia time is anticipated, cold ischemia shdnddnstituted. Cold ischemia with ice
slush (22), should be kept as short as possibleetaeally within 35 minutes after
surface cooling of the kidney by ice slush for abbd minutes (23). Other methods to
induce cold ischemia are arterial and ureteralysesh (24-27).

Recently an early unclamping technique has beegestigd, by which only the initial
parenchymal suturing is performed with the hilumngped, while sutured renorrhaphy
is performed in the unclamped revascularized kidiiéys is resulted in a reduction of
warm ischemia time by more than 50%(28).

In the current study, bleeding control during résecwas done by manual compression
of the parenchyma near the edge of the cuttingserfin this method, ischemia time is
zero, and it is regarded as the way of choice dairpor peripheral lesions.

The traditional treatment for symptomatic hydatigtcin solid organ is injection of
scolicidal agent, then after few minutes, the ¢istl is then aspirated then the cyst is
opened, and removal of the germinal layer is reguiExcision of the hydatid cyst as a
whole, including all its 3 layers as a single m&ssafer from the recurrence point of
view.

In this study; one cyst is recurrent, which was aggu by polar resection and in the
other primary cysts, one was peripheral in locatimhich was managed by wedge
resection, and others are managed nicely by pelainnectomy.

Hence, the ideal work for renal hydatid, is resactof the cyst as a whole when the
remaining renal parenchyma is worthy, while whea plolar cyst destructs the nearby
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parenchyma which presents as an ectocyst, sonisvia by partial nephrectomy is
safer from the recurrent point of view.

Conclusions:

Manual compression is the technique of choice fontol of bleeding in partial
nephrectomy for polar or peripheral lesion withaemarm ischemia.

Hydatid cyst resection is a feasible surgical pdoice for polar or peripherally situating
cyst, leaving no chance for recurrence.

Longer follow up is needed to make sure that theidence of recurrence and
progression remains stable over time, and to aonfirat the higher incidence rate of
positive surgical margin does not translate inteoase survival rate.
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