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Les complications de la néphrectomie L)

Check for
updates

totale et de la néphrectomie partielle :

quelles sont-elles, comment les prévenir et
les prendre en charge ?

Complications of radical nephrectomy and partial nephrectomy: What are
they? How can they be anticipated and managed?

K. Bensalah®*, G. Pignot®, D. Legeais®, F.-X. Madec?,
C. Lebacle®, S. Doizif, V. Phé’, R. Mathieu?, J. Irani®

@ Congres

National

D'

16,17 et 18 janvier 2025
Hotel El Aur assi, Alger



L

ABlessures des organes de voisinage

@ Congres
National
D'Urologie
16,17 et 18

| Aur assi, Alger



Disponible en ligne sur

www.sciencedi m www.em-consulte.com

ScienceDirect EM|consulte _
lirect.cor

ARTICLE ORIGINAL

Les complications de la néphrectomie
totale et de la néphrectomie partielle :
quelles sont-elles, comment les prévenir et
les prendre en charge ?

Complications of radical nephrectomy and partial nephrectomy: What are
they? How can they be anticipated and managed?

K. Bensalah®*, G. Pignot®, D. Legeais°, F.-X. Madec?,

C. Lebacle®, S. Doizi®, V. Phé’, R. Mathieu?, J. Irani®

Plaie intestinale

Plaie du pancréas

Tableau 1 Complications les plus fréquentes de la NT [4].

Complication Laparoscopie et lomboscopie (%) Ouvert (%)
Plaie vasculaire artérielle ou veineuse 1,3 5,5

Plaie d’un organe adjacent (intestin, rate, pancréas, diaphragme) 2 2,5
Saignement nécessitant une transfusion 2 8,7

Iléus postopératoire 4 2,2
Thrombose veineuse profonde 0,6 1,8
Eventration 0 0

NT : néphrectomie totale.

Se méfier de la coagulation
monopolaire a proximité de
l’intestin

Preférer |’énergie bipolaire ou les
ciseaux froids a proximité de
l’intestin

Rester au contact de la loge rénale
lors de la dissection du pole
supérieur

Decrocher completement la rate en
cas de volumineuse tumeur

Rien de particulier ou suture en cas de plaie
superficielle séreuse ou de petite lésion
thermique

Suture si plaie directe

Reésection intestinale en cas de lésion
thermique étendue

Stomie en cas de plaie colique importante

Suture simple en cas de plaie

superficielle + drainage au contact

Plus rarement nécessité de pancréatectomie
caudale si plaie profonde avec atteinte du
canal et fuite de liquide pancréatique
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Mobiliser le colon gauche avec Traitement conservateur le plus souvent par

délicatesse coagulation (bipolaire, argon, fulguration
Sectionner les attaches entre colon monopolaire) + application d’un agent
gauche et la rate hémostatique

Rarement splénectomie si plaie profonde et
saignement non maitrisé

Attention a
f QF ARS
opéeratoire !!
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during laparoscopic urological surgery
Benjamin I. Chung*, Mihir M. Desai* and Inderbir S. Gill*

*Department of Urology, Stanford University School of Medicine, Stanford, CA, "Glickman Urological Institute,
Cleveland Clinic Foundation, Cleveland, OH, and *USC Institute of Urology, Keck School of Medicine, University of
Southern California, Los Angeles, CA, USA

BJU INTERNATIONAL

BJU Management of intraoperative splenic injury

Accepted for publication 2 July 2010

Left-sided surgical procedure Rate of splenic injury (%) TABLE 3
All left transperitoneal 13/1014 (1.3) Rate of splenic injury for
All left retroperitoneal 1/405 (0.2) left-sided surgical

ransperitoneal LA 35 (2. procedures
Transperitoneal LRN 5/231 (2.1)

Transperitoneal LPN 4[247 (1.6)

Retroperitoneal LRN 1/179 (0.56)

Transperitoneal LDN 2/361 (0.55)
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during laparoscopic urological surgery
Benjamin I. Chung*, Mihir M. Desai* and Inderbir S. Gill*

*Department of Urology, Stanford University School of Medicine, Stanford, CA, "Glickman Urological Institute,
Cleveland Clinic Foundation, Cleveland, OH, and *USC Institute of Urology, Keck School of Medicine, University of

Southern California, Los Angeles, CA, USA - .
Accepted for publication 2 July 2010 e I a I l O O O S S | I l
| |

BJU INTERNATIONAL

BJU Management of intraoperative splenic injury

Left-sided surgical procedure Rate of splenic injury (%) TABLE 3

All left transperitoneal 13/1014 (1.3) Rate of splenic injury for

All left retroperitoneal oo AR

Transperitoneal LA TABLE 1 Demographic and operative data for the 14 patients who sustained an intraoperative splenic

Transperitoneal LRN injury during laparoscopic urological surgical procedures

Transperitoneal LPN

Retroperitoneal LRN Variable Value

Transperitoneal LDN Median (range) age, years 57 (43-71)
Median (range) body mass index 28.89 (20.1-39.94)
Median (range) ASA score 3 (1-4
Median (range) operative time, min 245 (180-360)

ASA, American Society of Anesthesiology.
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Management of intraoperative splenic injury
during laparoscopic urological surgery

Benjamin I. Chung*, Mihir M. Desai* and Inderbir S. Gill*

*Department of Urology, Stanford University School of Medicine, Stanford, CA, "Glickman Urological Institute,
Cleveland Clinic Foundation, Cleveland, OH, and *USC Institute of Urology, Keck School of Medicine, University of

Southern California, Los Angeles, CA, USA
Accepted for publication 2 July 2010

TABLE 4 Splenic injuries sustained during laparoscopic urological surgery

Type of injury

Management

PAS VU
PAS PRIS

Sequelae

Unrecognized injury during retroperitoneal LRN

Unrecognized injury during transperitoneal LRN

Capsular tear caused by traction during transperitoneal LA

Capsular tear caused by traction during transperitoneal LDN
Capsular tear caused by traction during transperitoneal LDN
Capsular tear caused by traction during transperitoneal LRN

Capsular tear caused by traction during transperitoneal LRN

Capsular tear caused by traction during transperitoneal LPN

Laceration caused by traction during transperitoneal LPN

Laceration caused by direct trauma during transperitoneal
LRN

Major splenic injuries

Deep laceration caused by direct trauma during
transperitoneal LPN

Parenchymal cautery injury during transperitoneal LA

Parenchymal cautery injury during transperitoneal LPN

Parenchymal cautery injury during transperitoneal LRN

None

None

Non-sutured haemostasis:
Non-sutured haemostasis:
Non-sutured haemostasis:
Non-sutured haemostasis:
were all utilised
Non-sutured haemostasis:
Non-sutured haemostasis:
Non-sutured haemostasis:
Non-sutured haemostasis:

Non-sutured haemostasis:

Non-sutured haemostasis:

Non-sutured haemostasis:
Non-sutured haemostasis:

argon beam, FloSeal™ and Surgicel®
argon beam, FloSeal™ and Surgicel®
argon beam, FloSeal™ and Surgicel®
Argon beam, FloSeal™, Surgicel®

argon beam, FloSeal™ and Surgicel®
argon beam, FloSeal™ and Surgicel®
argon beam, FloSeal™ and Surgicel®
argon beam, FloSeal™ and Surgicel®

argon beam, FloSeal™

and Surgicel®
argon beam, FloSeal™ and Surgicel®
argon beam, FloSeal™ and Surgicel®
argon beam, FloSeal™ and Surgicel®

Haemorrhage,
splenectomy
Haemorrhage,

splenectomy,
pneumonia,
gastrointestinal
bleed

None
None
None
None

None
None
None
None

None

None

None N
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FIG. 1. Algorithm for the

optimal treatment of

intraoperative splenic injury.

BJ Management of intraoperative splenic injury

during laparoscopic urological surgery Intraoperative spleen injury
Benjamin I. Chung*, Mihir M. Desai* and Inderbir S. Gill* l
*Department of Urology, Stanford University School of Medicine, Stanford, CA, *Glickman Urological Institute, Place Surgicel on injury;
Cleveland Clinic Foundation, Cleveland, OH, and *USC Institute of Urology, Keck School of Medicine, University wait for haemostasis
Southern California, Los Angeles, CA, USA
Accepted for publication 2 July 2010 l l
No active Active
bleeding bleeding
l 1) FloSeal
Finish case 2) Surgicel
3) Argon beam
. : Active
No active bleeding .
bleeding

:

:

Zero pneumoperitonenum General

for 5 minutes surgery
: consultation
FIGURE 1. Capsular tear at tip of spleen (black arrow) FIGURE 3. BioGlue polymerized over surface of capsu-
and remaining adhesions to edge of spleen (white ar- lar tear (arrow).
rows). Acti
. . ctive
No active bleeding .
bleeding

!

Complete
procedure

19

@ Congres
National

D'

16, 17 et 18 janvier 2025
Hotel El Aur assi, Alger



Journal of Surgical Case Reports, 2022, 6, 1-4

https://doi.org/10.1093/jscr/rjac127

OXFORD Case Series

> J Urol. 2003 Jan;169(1):41-4. doi: 10.1016/S0022-5347(05)64030-X.

CASE SERIES

Incidence rate and management of diaphragmatic injury Pleural injury during laparoscopic renal surgery: early

during laparoscopic nephrectomies: single-center recognition and management

experience Joseph J Del Pizzo ', Stephen C Jacobs, Jay T Bishoff, Louis R Kavoussi, Thomas W Jarrett

Raffaele Baiol**, Giovanni Molisso?, Christian Caruana3, Oliviero Intilla?, Umberto Di Mauro?, Umberto Pane?, Antonio Campitelli2, .
Francesca Pentimalli* and Roberto Sanseverino? Affiliations + exDand
1Department of Medicine and Surgery “Scuola Medica Salernitana”, University of Salerno, Baronissi, Salerno, Italy PM I D: 1 2478098 DO | : 1 0 1 01 6/80 0 2 2 - 5 3 47 (O 5 ) 640 30 'X

2Department of Urclogy, Umberto I, Nocera Inferiore, Salerno, Italy

*Department of Chemistry, University of Malta, Msida, Malta

4Department of Clinical Pathology and Clinical Biochemistry, National Cancer Institute of Naples “Fondazione Giovanni Pascale”, Naples, Italy
"Correspondence address. E-mail: dott.rbaio@gmail.com
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Incidence rate and management of diaphragmatic injury during laparoscopic nephrectomies | 3 M II ',‘.\“ N‘S LJI. NJ. u A 2 y' S y' f I. LJI- N\B a O 2 LJ
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Case Surgery Side of Surgery Type of Type of Pathology Localitation of Repair Method J
Laparoscopic Pathology
Approach

1 Partial Left side Transperitoneal Cancer Upper pole of Intracorporeal

nephrectomy approach kidney suture
2 Partial Left side Transperitoneal Cancer Upper pole of Intracorporeal

nephrectomy approach kidney suture
3 Radical Left side Transperitoneal Cancer Lower Intracorporeal

nephrectomy approach hemi-kidney suture
4 Simple Left side Transperitoneal Hydropyonephro- — Intracorporeal

nephrectomy approach sis suture
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Trauma/Reconstruction/Diversion

Diaphragmatic Repair and/or Reconstruction
During Upper Abdominal Urological Laparoscopy

Monish Aron, Jose R. Colombo, Jr., Burak Turna, Robert J. Stein, Georges-Pascal Haber and

Inderbir S. Gill*

From the Section of Laparoscopic and Robotic Surgery, Glickman Urological Institute, Cleveland Clinic Foundation, Cleveland, Ohio

DIAPHRAGMATIC REPAIR DURING ABDOMINAL UROLOGICAL LAPAROSCOPY 2445

FiG. 1. Repair of iatrogenic diaphragmatic injury during upper abdominal laparoscopy. A, with lung deflated running suture is used to close

diaphragmatic defect. B, 14Fr rubber catheter is introduced through lateral 5 mm port into diaphragmatic rent to enter ipsilateral pleural

space. Knot is formed on running suture and held on tension. C, external end of catheter is placed under water seal below pleural cavity level.

Anesthetist is asked to hyperinflate lung to expel all intrapleural CO, through catheter under water seal. D, after all CO, is expelled, as

gemonstrated by absent bubbles in water seal, abdomen is desufflated, catheter is rapidly removed and preformed knot is rapidly cinched
own.

2446 DIAPHRAGMATIC REPAIR DURING ABDOMINAL UROLOGICAL LAPAROSCOPY

Fic. 2. Excision of diaphragmatic nodule and reconstruction with Gore-Tex graft. A, preoperative CT demonstrates enhancing nodule in left
hemidiaphragm super dial to spleen. Its medial locati i d ive splenic mobilization for optimal access. B, laparoscopic
view of nodule being excised. Resection margin was marked on diaphragm using hook electrocautery under laparoscopic ultrasound guidance.
C, Gore-Tex graft was sized about 10% to 20% smaller than actual defect and sutured into place using running 2-zero Ethibond suture. D,

laparoscopic appearance of completed repair.
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Case Reports > J Urol. 1993 Jan;149(1):103-5. doi: 10.1016/s0022-5347(17)36012-3.

Retroperitoneal laparoscopic nephrectomy: initial
case report

D D Gaur 1, D K Agarwal, K C Purohit

rFRPA=-UWOX <PpoOIO®

Affiliations + expand
PMID: 8267683 DOI: 10.1016/s0022-5347(17)36012-3
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Progres en urologie 32 (2022) 217—-225

o -8
Disponible en ligne sur Elsevier Masson France
4 ScienceDirect EM|consulte
Sl www.sciencedirect.com Www.em-consulte.com i M.-0. Timsit, N. Terrier, T. Toinet et al.
ELSEVIER A L]
ORIGINAL ARTICLE
Posterior transperitoneal robot-assisted @'J

partial nephrectomy in the treatment of
renal tumors: Feasibility of a hybrid
approach

Néphrectomie partielle robot-assistée par voie postérieure transpéritonéale :
faisabilité d’une approche hybride

M.-0. Timsit2:2%* N. Terrier9, T. Toinet®?,

C. Dariane®°, E. Debedde?, F. Panthier?°,
Figure 6. Schematic and Anatomical illustration of posterior approach to control renal artery and resume procedure. The use of a grasping

N. Thiounn®®, F. Audenet®®, A. Méjean®" e6 " . { N k re. Tt
robotic instrument placed through the most medial port allows wide anterior retraction of the kidney, thereby facilitating artery exposure
and control.

Figure 2. Schematic and anatomical illustration of transperitoneal approach to create retrorenal space. The retrorenal space was created

after posterolateral dissection along the fascia retrorenalis. The kidney is anteriorly retracted with forceps to grasp Gerota’s fascia to expose .
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Perinephric Toxic Fat: Impact on Surgical
Complexity, Perioperative Outcome, and Surgical
Approach in Partial Nephrectomy

Margarete Teresa Walach? Frank Schiefelbein® Andreas Schneller®
Georg Schoen® Christoph A.J. von Klot? Olga Katzendorn? Julia Miihlbauer?
Philipp Nuhn? Maximilian Christian Kriegmair® Nina Natascha Harke¢

2Department of Urology and Urologic Surgery, University Medical Center Mannheim, University of Heidelberg,
Mannheim, Germany; ®Department of Urology, Klinikum Wuerzburg Mitte — Missioklinik, Wuerzburg, Germany;
“Department of Urology, Urological Clinic Muenchen - Planegg, Planegg, Germany; YDepartment of Urclogy and
Jrologic Oncology, Hannover Medical School, Hannover, Germany

Table 2. Influencing factors for MAP >3

MAP =3

Gender (male)

Age 265 (median)
BMI >27.4 (median)
Tumor size (=4 cm)
Malignant histology

Univariate analysis Multivariate analysis

odds ratio 95% ClI p value oddsratio  95%Cl p value
5.2 3.64-7.42 <0.001 5.83 3.98-8.54 <0.001
2.01 1.49-2.72 <0.001 2.57 1.83-3.61 <0.001
2.31 1.71-3.13 <0.001 2.18 1.56-3.04 <0.001
1.18 0.85-1.63 0.322 1.31 0.91-1.88 0.15
1.71 1.18-2.47 0.004 1.16 0.76-1.76 0.492

BMI, body mass index; Cl, confidence interval; MAP, Mayo Adhesive Probability.
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T e
available at www.sciencedirect.com EUROPEAN

journal homepage: www.europeanurology.com/eufocus IIR()I()(‘,

:_j_f Table 3 - Multivariable adherent perinephric fat risk score model
al | based on the development cohort (N = 495).
Variable OR (95% CI) p value Risk score
Predicting Adherent Perinephric Fat Using Preoperative
Clinical and Radiological Factors in Patients Undergoing Diabetes 2.01 (1.10-3.70) 0.02 1
Partial Nephrectomy Stranding
None Reference 0
Leonardo D. Borregales “, Mehrad Adibi“, Arun Z. Thomas"“, Rodolfo B. Reis, Lisly J. Chery“,
Catherine E Devine ‘;, Xuemei Wang®©, Agron M. Potretzke ”,uTheodPra Potretzk(jr e TYPE 1 2.34 [1.05—5.17) 0.03 1
e e L B Type 2 7.25 (3.06-17.19) <0.001 2
Posterior perinephric fat thickness (cm)
0-2 Reference 0
>2 2.93 (2.23-5.73) 0.002 1

Cl = confidence interval: HR = hazard ratio: OR = odds ratio.
In the multivariable model, for gender, HR was 2.04 with p = 0.056.

Mild Moderate Severe

-aASdzE Ol dzii GNRLI RS 3INIAAAS | dzQdzy
- Mieux vaut trop de graisse collée a la tumeur que renter dans la tumeur

- Repérage echographiqua besoin
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Case Reports > J Urol. 1991 Oct;146(4):1104-7; discussion 1107-8.
doi: 10.1016/s0022-5347(17)38013-8.

Celiac axis and superior mesenteric artery injury
associated with left radical nephrectomy for locally
advanced renal cell carcinoma

JW Moul 1, JP Foley, G G Wind, S Rubin, J A Coffey, D G McLeod

Open supraceliac aortic repair of an iatrogenic aortic
partial ligation during laparoscopic nephrectomy

Kaileen Fei, BA? Juliet Blakeslee-Carter, MD,” and Benjamin J. Pearce, MD,° Durham, North Carolina; and
Birmingham, Alabama




UM DOCK REFDRE MOVING TARLE LISER OF s
\

1 |FEnesTRaTeDBIROLAR - 2 = ,@_ = w30 |( 3 erocrasprorceps /, "|MONOPOLAR CURVED Uy

SCISSORS

FoRceps T igooas W




{/ 1 a

@ Congres
National
D'
Hotel El Aur assi, Alger



Descending colon
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Spleen

Descending colon

4

@ Congres

National

D'

16,17 et 18 janvier 2025
Hotel El Aur assi, Alger




Journal of ~
Clinical Medicine ﬁﬂ\"\"y

Article
Superior Mesenteric Artery Injury during Robotic Radical
Nephrectomy: Scenarios and Management Strategies

Aref S. Sayegh 1@, Luis G. Medina !, Anibal La Riva 1, Laura C. Perez !, Jaime Poncel !, Edward Forsyth 1,
Giovanni E. Cacciamani ¥, Ben Challacombe 2, Michael Stifelman 3, Inderbir Gill ! and Rene Sotelo *

! The Catherine and Joseph Aresty Department of Urology, USC Institute of Urology, Keck School of Medicine,
University of Southern California, Los Angeles, CA 90033, USA

2z Department of Urology, Guy’s and St Thomas NHS Foundation Trust, London SE1 9RT, UK

3 Department of Urology, Hackensack Meridian School of Medicine, Hackensack, NJ 07601, USA

*  Correspondence: rene.sotelo@med.usc.edu
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- Orientation suspecte
- Artere polaire «Meésenterigue» supérieure

When to Suspect SMA?

An artery is identified anterior to the renal vein
An artery has an atypical orientation (i.e., transverse)
An artery is medial to the abdominal aorta
More than one large artery encountered, not previously seen on CT
The abdominal aorta has not been fully identified
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Article

Superior Mesenteric Artery Injury during Robotic Radical
Nephrectomy: Scenarios and Management Strategies

Aref S. Sayegh 1@, Luis G. Medina !, Anibal La Riva 1, Laura C. Perez !, Jaime Poncel !, Edward Forsyth 1,
Giovanni E. Cacciamani ¥, Ben Challacombe 2, Michael Stifelman 3, Inderbir Gill ! and Rene Sotelo *

The Catherine and Joseph Aresty Department of Urology, USC Institute of Urology, Keck School of Medicine,
University of Southern California, Los Angeles, CA 90033, USA

Department of Urology, Guy’s and St Thomas NHS Foundation Trust, London SE1 9RT, UK

Department of Urology, Hackensack Meridian School of Medicine, Hackensack, NJ 07601, USA
Correspondence: rene.sotelo@med.usc.edu

Clip Removal

Careful clip division
with harmonic
scalpel

Figure 3. Tip of the harmonic scalpel placed carefully for a precise division of the clip to avoid

SMA injury.
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Article
Superior Mesenteric Artery Injury during Robotic Radical
Nephrectomy: Scenarios and Management Strategies

Aref S. Sayegh 1@, Luis G. Medina !, Anibal La Riva 1, Laura C. Perez !, Jaime Poncel !, Edward Forsyth 1,
Giovanni E. Cacciamani ¥, Ben Challacombe 2, Michael Stifelman 3, Inderbir Gill ! and Rene Sotelo *

! The Catherine and Joseph Aresty Department of Urology, USC Institute of Urology, Keck School of Medicine,
University of Southern California, Los Angeles, CA 90033, USA

2z Department of Urology, Guy’s and St Thomas NHS Foundation Trust, London SE1 9RT, UK

3 Department of Urology, Hackensack Meridian School of Medicine, Hackensack, NJ 07601, USA

Correspondence: rene.sotelo@med.usc.edu

Clip Removal

Careful clip division

with harmonic
scalpel
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Superior Mesenteric Artery Injury during Robotic Radical
Nephrectomy: Scenarios and Management Strategies

Aref S. Sayegh '@, Luis G. Medina !, Anibal La Riva 1, Laura C. Perez !, Jaime Poncel !, Edward Forsyth 1,
Giovanni E. Cacciamani 1, Ben Challacombe 2, Michael Stifelman 3, Inderbir Gill ! and Rene Sotelo -*

The Catherine and Joseph Aresty Department of Urology, USC Institute of Urology, Keck School of Medicine,
University of Southern California, Los Angeles, CA 90033, USA

Department of Urology, Guy’s and St Thomas NHS Foundation Trust, London SE1 9RT, UK

Department of Urology, Hackensack Meridian School of Medicine, Hackensack, NJ 07601, USA
Correspondence: rene.sotelo@med.usc.edu
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