Acta chir. maced. Vol.1, N°1; 15-23, 2002

ISSN 1409-5181
UDK: 617 (497.7)

UDK: 616.61-006.6-089.873-06

NEPHRECTOMY FOR RENAL CELL CARCINOMA USING A

TRANSPERITONEAL ANTERIOR INCISION: COMPLICATIONS
Georgiev V., Petrovski D.

Department of Urology, Vodnjanska 17, Skopje, Macedonia

TPAHCIIEPUTOHEAJ/IHA PAJITUKAJ/IHA HE®@PEKTOMMWJA BO
TPETMAHOT HA KAPIIMHOMOT HA BYBPEI': KOMIIIMKAIINNA

I'eoprues B., Ilerposekn /1.

Kaunuxa 3a ypoaozuja, Boormwancka 17, Croiije, Maxedonuja

Keywords: renal cell carcinoma, nephrectomy, complications

Kayunn 360poBn: TpaHCIEPATOHEANHA HedpeKTOMNja, KapIHHOM Ha ByGper, KOMIUKALLMH

ABSTRACT

We have reviewed our surgical experience to document
mtra- and postoperative morbidity in 275 patients
with renal cell carcinoma who underwent nephrectomy
Swough a transperitoneal anterior incision (TAI).

From 1986 to 2001 we performed 275 nephre-
ctomies for renal cell carcinoma using TAL Details of
e surgical procedure are presented together with a
retrospective analysis of the postoperative data con-
cerming both the patients and the complications re-
fzzed 1o this approach.

The mean time of operation was 150 min and
e mean discharge from hospital 14 days. The rates of
mira- and postoperative complications were 3.6 and
7 9% respectively. The rate of intestinal complications
was |.8% and splenic injury occurred in 5.6% of left
sephrectomy. The mortality rate was 0.6%.

The TAl is a large convenient incision which
allows safe control of the renal pedicle in a very large
mumber of renal tumors, even those located in the upper
pole of the kidney. The rate of gut complications is

HU3BAJIOK

HanpaeeH e npernej #a HameTo XHpPypHIKO
HCKYCTBO CO MHTpa H IMOCTOMEPATHBHHUTE
KOMIUTHKAIMK, TOKYMCHTHPAaHO Kaj 275 naum-
CHTH CO KapuuHomu Ha OyOper Kkaj Kom ce
Hanpasd He()PEKTOMH]A CO TPAHCIEPUTOHEATHA
npejiHa HHLIH3H]jA.

Op 1986 no 2001 manpasenu ce 275
He(PEeKTOMHH 3apajgn KapumHom Ha OyGper,
KOPHCTEJKH IO MPEJHUOT TPAHCIEPHTOHEeaNneH
npucrarn. [letTanare o XHPYpPUIKUTE NMPOLERYPH
MPE3EHTHPAHU Ce 3ae[JHO CO PETPOCHEKTHBHATA
aHajM3a Ha MOCTONEPATHUBHUTE IMOJATOLM HA
NauMEeHTHTE U KOMIJIMKALMUTE BO OfHOC Ha
ONEepPaTHBHAOT MPHCTAIL

Cpenno Bpeme Ha onepanuja Oeme 150
MHH., 2 IPOCEYEH XOCIMATANIEH NOCTONEePaTUBEH
nepuop Gewe 14 nena. [IponeHTOT HA HHTpa M
[OCTONEPaTUBHUTE KoMInukamun deme 3,6%
1 7,9%. ITpoleHTOT Ha NOBPE/IM Ha CIIE3HHKATA
Geme 5.6% kaj neBH He(PPEKTOMUH, H HMAIIE
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1.8% xOMIUITHKalLMM HA LpeBaTa.

TpancnepHTOHEANTHHOT NpEJeH NPHCTAn
€ ronema NorojgHa MHIM3Hja Koja OBO3MOXYBa
Ge30e/iHa KOHTPOJIAa HA PEHAJIHHTE METENIKH Kaj
roneM 6poj Tymopu Ha GyGper, Aypu ako
TYMOPOT € JIOKaJM3upaH U BO FOPHHOT MOJ Ha
O6y6peroT. [IpoleHTOT HAa KOMIIMKALHKK €
npudatnns. [lospenaTta Ha cIe3MHKATA € r71aBEH
npoGieM, HO BHHMATEJHATA JAMCEKUMjA H
XHPYPUIKOTO MCKYCTBO MOXE fia rO Hamanart
6pojoT Ha OBHME KOMIUTHKAIWH, OCODEHO BO
cy4au Ha TYMOPM Ha FOPHHOT noJt Ha 6y6peror.
CMmeTame fieKka TpaHCNEPUTOHEATHHOT NpefieH
npucTan e Hajro6ap 3a pagukanHa Hedpek-
TOMHja Kaj TyMopH Ha GyGper.

BOBE/JI

P’aguxanﬂa'ra HE(PPEKTO- | —
Mija OCTaHyBa M TIOHATaMy

TpeTMaH Ha u3bop 3a roJe-
MH YHHJIATCPaJIHH TYMOPH
Ha OyOGper. OBaa pafukanHa
onepanuja NPHHIUIHETHO
MOXKe Jla € M3Befie CO TPH |
NPHCTANM, ¥ TOAa: eKcTapa-
OepHTOHEaNeH, WK 1ym6o-
TOMHja, TOpaKoabOMHHA-
neH ¥ abnoMuHaneH-Tpatc-
nepuroneaneH. Manky no-
AATOLM UM BO TUTEpATypa-
Ta BO OJIHOC HA KOMIUIH-
KaUMUTE, HIH KOMMapu-
PAKBETO HA OBHE NPUCTANH,
Henec c€ nopeke ce HaMeT- |
HYBAa M JIaNIapCKONCKHOT |
NPHCTANl BO TPETMAHOT Ha
OBHE TYMOPH, HO cé ylITe OBOj METOJ HE ro
HAIIOJN CBOETO MECTO BO PYTHHCKaTa MpHMEHa.
Ha namara KJIHHHKa OBO] TPaHCNEPHTOHEANeH

TABENA 2
(_:iﬂ'
rope non

58 (38,4 %)
46 (37 %)

peceH 6ybper
nes 6y6per

CpepgHa Bo3spacT
MHaukayuu

XupypLuku npoueAypu
- TpaHcnepuToHeanHa uHUMsuja

npejied NpHCTan ce KOPHCTH moBeke of 15
TOOMHHK M CO OBOj TPY] cakame Ja jajeme
nperiej Ha HHTPa H MOCTONEPATHBHHTE KOMII-
THKALWH 3a la ro OTCAMKAME M Jia ro epany-
HpaMe OBOj NPHCTAI BO TPETMAHOT Ha TYMOPH
Ha OyOper co pajukansa HepexToMHja.

MATEPHJAJI 1 METOINA

Op janyapn 1986 no nexemepu 2001 Gea Hanpa-
BEHH 275 KOHCEKYTHBHH HE(PPEKTOMHUH 3apajiu
ajleHokapunHoM Ha Oybper W TpH IITEQINBH-
HePOH XHPYPILKH MPONEYPH.

KnuHHYKHTE I€TaNu 3a MalMEeHTHTE
ONEpHpPAHH CO TPAHCHEPHTOHEANEH NMpEJieH
MPHCTAN 3apajid KapuuHoM Ha OyOper mpHKa-
XKanu ce Ha tabenara 1.

58.9 %
41.1%
53,2

45,0 %
55,0 %
100 %
98,9 %
99,3 %
0.7 %

162
113

124
151
275
272
CynkocTtanha 270
MepujaneH 2

Ca - nes 6y6per
Ca - peceH Gybper

- EKcTpanepuToHeaneH

NymboTomuja 3 1.9%

TpaHcnepuToHeanHa npegHa uHUUsKja
Pagukansu
KoHsepBaTusHU 3

272 989%

11%

Jlokanu3zanmjara Gewe ropen mon-104,

poneH nmon 142-u cpeneH nen-29 mauHeHTH
(TaGena 2).

cpegeH gen

17 (11,2 %)
12 (9.6 %)

AoneH non

76 (50,3 %)
66 (53,2 %)
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very acceptable. Splenic injury is the major problem
during left nephrectomy but careful dissection and
surgical experience could decrease this complication,
especially in cases of upper pole renal tumor. We con-
sider TAI to be the main radical nephrectomy incision
for renal cell carcinoma.

INTRODUCTION

Radical nephrectomy for renal cell carcinoma (RCC) is
usually performed through three principal approaches,
namely the extraperitoneal flank, thoracoabdominal, and
abdominal transperitoneal incisions. Little data ex-
ists in the literature concerning the rate of complica-
tions and none comparing the different approaches.
Although use of the transperitoneal anterior subcostal
incision (TAI) is associated with certain complications
and laparoscopic procedures may now be thought to
offer an alternative, it should be noted experience with
laparoscopic nephrectomy is still limited. In our c.inic
we have used a transperitooeal anterior incision over
15 years and have now reviewed our surgical expirience
to document intra-and postopera-
tive complications in order to
value of this incision in current

surgery.

TABLE 1

Males

Mean age at nephrectomy, years
Unilateral right tumor
Unilateral left tumor
Surgical procedure

- Transperitoneal incision

MATERIALS AND Females
METHODS Indication

From January 1986 to Decem-
ber 2001, 275 consecutive ne-
phrectomies were performed in
275 patients for RCC includ-
ing 272 radical nephrectomies
and 3 nephron-sparing surgical
procedures (Table 1). The lo-
cation of the tumors is showan
in table 2.

Surgical procedure: Patients were placed in
the supine position with a rolled sheet beneath the
ipsilateral shoulder. The ipsilateral forearm and arm
were flexed and positioned over the head on a support.
The table was hyperextended beneath the xyphoid. The
TAT was started two fin-gerbreadths below the costal
margin in the anterior axillary line and extended to or
across the midline incision according to the size of the
tumor (Figure 1). An abdominal exploration was per-
formed according to standard procedures for meta-
static disease. The aim of this approach is getting to
the vascular bundle and its ligation before delibera-
tion and extraction of the kidney. Not always this ap-
proach is sutable to be performed so sometimes di-
rect approach to the vascular bundle is advised. Af-
terwards ligation of the bundle and deliberation of
the kidney poles are performed.

On the right side after ligation and division
of the ligamentum teres, the colon and duodenum were
reflected medially to explore the vena cava, renal vein
and the renal artery, which was mobilized laterally to
the vena cava or between the vena cava and aorta

R

58,9 %
41,1 %
53,2

45 0%
55,0 %
100 %
98,9 %
99,3 %
0,7 %

162
113

124
151
275
272
Subcostal 270

Midline

- Extraperitoneal

Flank 1,9 %

Radical nephrectomy
Conservative nephrectomy

Upper part

58 (38,4 %)
46 (37 %)

Right kidney
Left kidney
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Middle part

17 (11,2 %)
12 (9,6 %)

Lower part

76 (50,3 %)
66 (53,2 %)
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Xupypuika npouenypa: [Taunenture 6Gea
nOCTaBeHH BO MO3MLHja ja JexaT Ha rpbd co
NOCTaBYBathe HA MEPHHUYE Off HICHAaTepaaHaTa
crpana. Mncunarepankworo pamo u pakara Gea
nocraBeHH Haj raasata. OnepaTuBHaTa Maca
Oeme XHNepexcTeHAnpaHa 1noja Keuonaeycor.
TpancaGnoMHHAIEKOT CYITKOCTAJIEH NPEJIEH pes
(TCITP) 3anoynysalie Ba MONPEYHH IPCTA MO]
paboT Ha peOpata BO HHBO Ha NpeaHaTa
aKCwIapHa JIMHHja, ¥ IPOJOJIXKYBaIIe napajies-
HO cO paboT Ha pebpara c€ 10 Cpe/lHaTa JIHHK]A.
ITo norpe6a, BO 3aBHCHOCT O] rOJEMHHATa Ha
TYMOPOT, PE30T MOXKE Jla NPOJOIKH U Off
Apyrata cTpaHa Ha cpeauara nuuuja(cruxka 1).
AGpoMHHAaNHaTa eKCIIOpalMja ce npaBu Ha
CTaHjlapjieH HAa'MH, 32 METACTATCKH TYMOpPH.

[lenTa Ha 0BO) npHcTan HajIPBO € Jla ce
CTHIHE J10 BACKYJapHATa METEJNKa W HEJ3HHO
JUTHPae, a NOToa J1a ce NPHCTANU KOH 0¢/1060-
nyBame Ha OyOperoT U KOHEYHO HErOBO BaJICHHe.
OBoj mpucran He e ceKoraliln MorofieH ja ce
HanpasH | 3aT0a N0 noTpeba MOXe Jia 3anotHe
CO NPHCTAN HA BaCKyJlapHaTa nere-
Ka, a npeji Hej3MHOTO JHrHpame aa
ce Hampasy oc000/1yBalLE Ha JBaTa
mnona. [lecnara HeppeKkTOMM)ja 3amoy-
HYBa CO JUrupame Ha ligamentum
Teres. [Toroa cieau MoOnAH3Hpame
Ha KOJIOHOT M IYOJIEHYMOT Mejujai-
HO 3a Jl1a c€ eKCIUIOpHpaaT BeHaTa
Kapa, pEHaIHATaTa BEHA W peHAlHA
aprepuja (Cnuka 2). Ha nesara
CTPaHa CO cevere Ha CIUIEHOKOIHY-
HHOT JINFAMEHT, KOJOHOT M JIHCHAN-
HaTa ¢nekcypa ce MoOnWIH3Hpaar
mennjanuo. Ilpu oBaa mpoueaypa
Tpeba na ce oOpHe MaKCHMalHO BHHMaHHE f1a
HE Ce BIIeUe W Tpra 3apajii MOXHOCTA O J1e3uja
Ha jueHoT. [To nurupamweTo Ha aprepHjaTa W
peHaJiHaTa BEHA, H HUBHOTO MpECEKYBa:e
OyOperor ce ocnobonysa Ge36eHO U ce OTCTpA-
ayBa. CnegyBsa craBame Ha IPEH H ONJIENHO
3aTBOPaE Ha NEPHTOHEYMOT H MYCKYJIHHTE
CIIOCBH.

PE3VYITATH

Oneparusnoro Bpeme Gewe opg 110 go 300
MuHyTH (cpejito 150). penor Geme OTCTpaHET

KpBagera

WHdbe kuun

nomery 3-0T H 7-0T MOCTONEPATHBEN JIE€H.
Hopmannata nepucranTtuka Ha upesarta Geuie
BOCMOCTaBEHa HAJ4YECTO MO TPETHOT JEH
34 (2-17).

Kommmukanun: MMaBMe jleceT uHTpa-
onepaTHBHH KOMIUTHKALMK Kaj IeBeT NalHeHTH

Mospeau Ha cnesuHa
CnneHexkTomuja
KoHsepeaTuBeH TpeTMaH

BKYMNHO

Backynaphu nospegu
XVpypLWwKA TpeTMaH

BKYMNHO

KOMIUTHKAlMja Kaj JleBeTHAeCeT NMalHeHTH
(rabGena 4).

5

- 04 v. cava, v. renalis 3
- o4 v.adrenalis 1 i

- 04 nesuja Ha nuex 1
BKkynHo 1
- cenca 1
- NOBPLWHW U ANatoku uHbeKUUU 1

pa3bupa caMO Kaj onepamHUTe Ha Jesarta
crpana. MmasMme u TpH NMOBpPEH Ha rojJeMuTe
KpBu# canoBd. CnueHeKTOMAja ce HAmpaBM Kaj
LIECT Off CEJIyM JIE3HH Ha JIMEHOT, a eJicH Oeue
KOH3eBaTHBHO TpeTupan. Of ceymTe MoBpeaH
Ha JIMCHOT, Kaj WIECT MAaHEeHTH TYMOPOT Oelue
NOKanu3upaH Ha ropuuot non (5,7%). Esupen-
THO € JIeKa TYMOpHTE Ha ropHuoT nona Gea
noyecra NMpUYHHA 3a MOBpeaa Ha aueHoT. Bo
eJICH Clyvaj cluieHeKToMHjaTa Oele HanpaseHa
NOCTONEPATHBHO NMPBHOT MOCTONEPATHBEH JICH.
IllecT ox ceaym noBpean Ha cie3eHKara 6ea Bo

ACM 1 Nel 15-23, 2002
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4)in 19 patients Mainly intraoperative complications

were splenic injury (7) on the left side and three vas-
cular injury.

...
-

(Figure 2). On the left side, the great vessels were ex-
posed directly through a peritoneal incision between the
duodenojejunal flexure and the inferior mesenteric

vein. The colon was then reflected medially after divid- ; ; e .
ing the spleno-colic ligaments of avoid traction and in- Splenic complication total §§{E§
: : : ful Elective splenectomy 6 i
jury to the spleen. After securing the pedicle and divi- = oo ket A7 1 i
sion of the ureter, the kidney was mobilized outside = vascular injury total 8 §$§:‘1§
Gerota’s fascia. Surgical treatment 3

At the end of the procedure a drain was in-

%@}* Lt
i §§‘§?§§%: L

serted. The peritoneum was closed separately and the o :
pe p Y %wﬁigﬁ%ﬁéﬁ 2 %‘?&@agﬁﬁgw i

muscles were closed with continuous absorbable su-
ture.

RESULTS

The operative time ranged from 110 to 300 Bleeding _ 5 i g;
min (mean 150). The drain was removed o A P
between 3 and 7 days postoperatively. Nor- SABOIRAN G gfﬁtw
i i blished after 3.4 - spelenic injury 1 ggi%;;

But-motthty wag esiblishec SUsES; Infections total 16 g?g%
days (2-17). - Sepsa 1
Complications :There were 10 intraopera- - superficial and deep infection 15 i;gg&g

tive complications (table 3) in 9 patients,
and 21 postoperative complications (table

at

ACM 1 N°1 15-23, 2002
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ropudoT non Ha 6ybperor (5.7%). Jlokanu-
3anMjaTa Ha TyMOpPOT Ha OyOperor BO rOpHHOT
non Geme curHuukanTHo novecra (p<0.05).
KpBaBema Ofi BacKyJlapHaTa NeTeIKa HMaBMe
Kaj TpH (H=3) nanueHTH KoM Oea cO MOBTOPHA
XHpypLIKa uHTepBeHuuja. [IpHunHa cexorain
Oewe moBpena Ha KpBHHTE capoBu. Kaj Tpu
DalHEHTH HMallle CeNTHYHA cOcTo)Oa Koja Oeuie
KOH3epBaTHBHO TpeTHpaHa. Bo egen ciyyaj
HacTanu neTtajeH ucxopd. /IBa oy egmHaecer
ancuecn Oea XHPYPIIKH TpeTHPaHH.
ITpononrupanuTe coctojdbm Ha maeyc Gea
TPETHPAHH CO NMPOJOHTHPAHO HOCCHE€ Ha
HasoracTpuuHa coHpa. Kaj HueneH He ce
HaMeTHa norpeba of NOBTOPHA XHPYpIIKa
MHTEPBEHIIN]a 3a pelIaBame Ha npobaeMuTe co
upesara.

IUCKYCHJA

[IppaTa TpancnepuToHeanHa He(peKTOMH]a
HanpaBeHa 3a OTCTPAHYBame Ha TYMOpP Ha
OyOper e nanpasena on Kocher Bo 1877 Kaj
nanMeHTKa Kaj Koja Hactany exitus lethalis mo Tpu
feHa nopagu neputTonuT. IlpBaTta ycnemna
TpaHcHmepuToHneanHa HedpekToMHja Oenre
Hanpasena of Byford Bo 1878 roguua. Terrier
Oeule eflen OJl NPBUTE aBTOPM KOj ja Oomuiia
TpaHCNCpHTOHEaNHAaTa He(peKTOMHja €O
MeJlHjaHa MHIH3H]A.

3apagu BHCOKaTra CMPTHOCT H
KOMIUTHKAL{M OBOj METOjl € Hanymren cé 1o
1920 rog. Ha namaTta KIMHMKAa OBOj METOJ €
BoBejleH BO 1985, HajnmpBO Kako TPaHCHEPUTO-
HEaJIeH NPUCTan co MeInjalicH i MapaMeanjaieH
npejleH NpucTan, a MOfOLHA PYTHHCKH ce
OpHMEHYBA CynKocTajHaTa WHIu3Hja. [Jocera,
CHOpef OHa IITO MOXE jga ce Hajac BO
nuTaparypara, He € oopaboTeH H KOMIapHpaH
OBOj IpHUCTaN CO APYrH (peTponepHTOHealNeH)
OpHcTanM 3a aa cc BHAAT NPCIHOCTHTE HIH
HEJlOCTAaTOUUTE, JaCHO € JleKa oBaa HHUM3Hja
(TpaHcnepuTOHEaNeH MpEjleH CYNKOCTaleH) e
JTOTHYEH aHATOMCKH [IpHCTBl'[ 3a OTCTpaH}f'BaH:C
Ha TymopH Ha OyOper, HajMHOTrY 3apagu
OesbepHaTa KOHTPONAa HA TOJEMHTE KPBHH
cajjosi. Koneuno, oBoj mpucran OBO3MOXYBa
MuHMManHa OyOpeskHa MoOMJIM3anuja nmpeq f1a
ce JIMrMpaaT KpPBHUTE CajIOBH, IITO TEOPETCKH

M HaMajyBa INAHCUTE 3a JIUCEMHMHAIMja Ha
TYMOPCKHTE KJIETKH.

Bo Hamara cTyauja, moBpefa Ha KpBHUTE
cagoBu uMaBMe Bo 7 (2.5%) cayuau Kom Oea
ceKkorail KOHTpPONHpaHH XHpypukua. bBeme
MHOTY TEeIIKO Jla ce KaJKyaupa 3arybara Ha KpB
3a BpEME Ha OBHE MOBPEJIH.

Komnaukauun Ha gpesata UMaBMe BO
camo aBa cayuaja 0.7% (2/275). 'naBHa KOMII-
JMKalHja BO NOCTONEPATHBHUOT nepuoj, Geme
MpOJIOHTrEpaHuoT uiaeyc . CaTe ciryvan Ha wireyc
Oea Kon3epBaTHBHO TpeTUpaHu. CpeHO BpeMe
Ha HOpMalHa [peBHa nepHcTajaTHKa Oeue 4.4
neHa, Koja Oeme npudarausa.MmaBme camo
enHa npesHa ducryna koja Geule MOBTOPHO
orepupaHa 1 nopajgu KOMIUIHKAINY Kaj NalieH-
TOT HACTAIlH er3uTyc JeTanuc, Pucrynara Oeme
nopajy HEKpoO3a Ha CEerMeHT OJf IPEeBOTO
MPEJAN3BHKAHO HAjBEPOJATHO KaKO PE3yNTAT Of
npexnH Ha cHabjlyBarbe CO KpPB.

[ToBpenia Ha TMEHOT 3a BpeMe Ha JieBa
HedpekTOMHja OelIe HajuecTa KOMIUTHKALUja |
BO HAIllaTa cepuja HMaBMe CelyM, Off KOH Kaj
urect Gelre 3a BpeMe Ha caMaTa MHTEpPBEeHIUja
HanmpaBeHa CIUIEHEKTOMH]a, a Kaj eJleH, NPBHOT
nocronepaTuseH fAeH. BneyeweTo Ha cnneHny-
KHOT JIMTAMEHT H aTXE3HUTE Ce HajyecTa
MPpUYHHA 34 Je3uja Ha JMEHOT, a MOMaJIKy
roieMHHaTa Ha TYMOPpPOT. Buumarennara
JINCEKNM]a HA aTXe3MUTe, 0OCODEHO Ha JieBaTa
KOJTH4Ha (hIIEKCypa € eCeHIMjanHo, 3a H3berny-
Bamke Ha OBaa KOMIIMKaUHja MPH TYyMOp
HePpeKTOMH]a OJ] I€eBaTa CTpaHa.

On eBujieHTHpaHaTa NTHTEpaTypa ce
riaejia fexa roneMm Opoj HEHTPH M YPOIO3H TO
KOPHCTAT OBOj NpefieH TpaHCIepUTOHealcH
NPUCTAN BO peliaBakeTO HAa TYMOPHTE Ha
OyGper. Ejen noman el KOpHCTH MefiHjasIeH,
HIW TapaMefMjaneH TpPaHCHEPHTOHEaleH
MPHUCTAIl, & HEWITO TOYECT € peTpPonepHTOHe-
anEunoT nymbaneHn npucran. OBoj MOCIeIHHOB
¢ gobap npucran 3a oc/i000ayBame Ha OyOperor,
HO HE W 3a [IPHCTAaI JI0 roJieMUTe KPBHH Ca[OBH.
Backynaphara neTenka penaTHBHO € MNOHER0C-
TanHa, a Hej3WHaTa KOHTPOJA € MOTemKa.
MoOGunn3upameTo Ha OyOperoT TyKa BKJIy4yBaj-
KH IO M TYMOPOT Kaj OBOj IPHCTATl € H3BOHPEHO
BaXKHO MpeJl fia ce NMOABP3aT FOJEMHTE KPBHH
cajosu Ha Oybperor. Mcro Taka, 3arybaTa Ha

ACM 1 N°1 15-23, 2002
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Splenic injury occurred only during TAI on
the left side and required splenectomy as a complica-
tion in 6 of 7 injuries. Six of seven splenic injuries
were in the upper part (5.7 %).

In one case splenectomy was done the first
postoperativ day. The location of the tumor in the up-
per part was significantly more frequent (p < 0.03).

Bleeding from the renal bed (n = 3) was con-
trolled in all cases by a second surgical intervention.
The cause was always due to a vascular injury. All pro-
longed ileus were successfully treated by prolonged
nasogastric suction. There was sepsis in three patients
and it was conservatively treated. On patient died. Two
of 11 abcesses were treated surgically.

DISCUSSION

Historically, the first transperitoneal nephrectomy done
for a RCC and in order to remove the kidney seems to
have been performed by Kocher in 1877 in a 35-year-
old woman who died of peritonitis 3 days postopera-
tively. Finally the first successful nephrectomy was made
by Byford in 1878. Terrier was one of the first authors
to describe the transperitoneal nephrectomy with me-
dial incision.

Because of a high mortality rate, this approach
was forgotten until the 1920s.The TAI for radical ne-
phrectomy have been used at our department since 1985
at first as a midline and paramidline transperitoneal in-
cision and lafterwards as aroutine transperitoneale an-
terior subcostal incision. We are not aware of any re-
cent data concerning complications after nephrectomy
and none comparing the different incisions- transperi-
toneal anterior incision and flank extraperitoneale inci-
sion. Anatomically the TAl is a logical incision provid-
ing safe control of the great vessels. Finally the acces-
sibility allows minimal renal mobilization before the liga-
ture of the vessels and consequently less manipulation
of the tumor and potential dissemination of metastatic
cells.

In our study, vascular injury n=7 (2.5 % )
was always controlled surgically. It was very difficult
to measure the blood losses accurately.

The rate of intestinal complications was 0.7%
(2/275). The main complication, excluding the splenic
injury, was prolonged ileus. The mean time of normal
gut motility was 4.4 days, which is very acceptable.

ACM 1 N°l 15-23, 2002

Regarding gut fistulae, one of the colonic fistu-
lae was due to a large necrosed segment occurring as a
result of the dissection between the colon and the kid-
ney with an interruption of the arterial flow.

Splenectomy during left nephrectomy using
a TAI is the most common complication mainly per-
formed because of the extent of the tumor. The mean
size of the tumor is important, but we have not pre-
cise data. The tumor was located in the upper pole in
50% of patients. It is probably possible to decrease
the rate of splenic injury only by a very careful dissec-
tion. Traction of the splenic ligaments is often impor-
tant. It is essential to take great care at the beginning
of the dissection to avoid retractor injury and espe-
cially when reflecting the left colic angle.

In practice, in the majority of radical nephre-
ctomies, a choice has to be made between the
transperitoneale anterior subcostal incision or the
extraperitoneal flank incision. The transperitoneal
anterior incision mainly uses subcostal approach. A
small group of surgeres used midline or para midline
incision. The extraperitoneal flank incision is a good
incision to operate on the kidney but not the vessels.
The pedicle is relatively more inaccessible and is dif-
ficult to be controlled. Mobilization of the kidney, in-
cluding the tumor, is important before clamping the
vessels and the surgeon has one hand occupied hold-
ing the kidney during a long period of the dissection.
If we consider that the pedicle is the most important
problem during neoplastic surgery of the kidney, the
extraperitoneal flank incision cannot respond to this
challenge.

CONCLUSION

In summary, the TAI is for us a safe and efficient inci-
sion for the removal of RCC and retroperitoneal tu-
mors with acceptable complications. The main
advantiges of the Transperitoneal anterior incision in
order to the retroperitoneale flank incision is a contol
of vascular pedicle.It is obviously different in case of
nephron-sparing surgery and the extraperitoneal flank
incision can offer the best access to the kidney, ex-
cept for intrahilar tumors. Laparoscopic procedure
may now be trough to offer an alternative, it should
be noted experience with laparoscopic nephrectomy
is still limited.




l'eoprues B. n copa6.: TpancnepuToHeasna pagHkanHa HefhpeKToMuja

KPB MOXe [1a Gujic H3BOHPEJIHO roiemMa 3apajiu
KPBABECH:C Ha MAaTOMOIIKH BEHCKH KPBHH CaJIOBH,
KOM MTPakTHYHO, C€ [0 NMOJABP3yBalkETO Ha
roJicMuTe KpPBHHM CajlOBM Ha MeTeJKaTa, He €
MOYKHO ia € KOHTPOJIMPAAT, Kaj OBOj eKcTpare-
pUTOHEaNeH MPHCTAI.

3AKIYYOK

Moxeme j1a 3akayumme jleka
TPAHCICPHTOHEATHHOT NPEJEH CYNKOCTaleH
MPUCTan € KOPHCeH U e(PUKaCceH BO XHPYPILIKHOT

TPETMaH Ha TyMopuTe Ha OyOperor u TyMOpH
Ha PETPONEPHTOHEYMOT O NpHU(ATIHB NPOLEHT
Ha KOMIIHKAIHH. ['1aBHaTa NpeiHoCT BO OHOC
Ha PETPONEPHTOHEANIHHOT NymOaNeH npHcTan
€ BO KOHTpOJIaTa Ha BacKyJapHara neTelka.
EkcrpanepuroHeanHara MHUH3Hja-1yMGOTO-
MHja BepojaTHO € HajaobGap npucran go GyOpe-
roT BO cyYan Ha HeDPOH WITEQINBA TYMEPEK-
Tomuja Jlamapockonckara HedpeKTOMHja
CHTYPHO K€ HajJie MECTO BO TPETMaHOT Ha
TyMmMopuTe Ha OyOper, HO 3acera CceymTe HEMa
PYTHHCKA NpHMEHa.
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