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( ABSTRACT ) The standard of care for most renal malignancies has been surgical , be it radical nephrectomy for non-metastatic RCC or

cyto-reductive nephrectomy for metastatic RCC before immunotherapy to avoid immunological sink phenomenon. But
unfortunately many patients with RCC present with advanced disease with heavy local tumor burden. Hence a technique to improve tumour
resectability such as renal artery embolization was adopted which proved useful in our study.
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STUDY DESIGN:
*  RETROSPECTIVE COMPARATIVE S
» STUDY PERIOD —January 2016 —January 2019

MATERIALSAND METHODS

Inclusion criteria for RN in locally advanced RCC:

e l.Patients with tumour size more than 10 cm © T2b),

e 2.hilarlocation of tumours,

* 3.tumours abutting adjacent organs c¢T4 and vascular structures

butnot gross invasion

*  4.Patients with Good and Intermediate
prognostic factors

EXCLUSION criteria

1. Liverand brain metastasis
2. Palliative renal angioembolisation for metastatic RCC.
3. Patients with poor surgical risk

METHOD OFSTUDY :

A retrospective data on the total number of patients who underwent
cyto-reductive nephrectomy for metastatic RCC and radical
nephrectomy for locally advanced RCC abutting adjacent organs but
without gross infiltration, more than 10 cm T size, hilar tumours over
the past 3 years for both cyto-reductive and radical nephrectomy where
chosen. The patients were grouped into those who did not undergo pre-
operative selective renal artery angioembolisation as group A and
those who underwent selective RAE with gel foam and PVC beads 24-
48 hours prior to surgery as group B.

The surgical outcome of both these groups were compared in terms of
*  Resectability

e operativetime,

* intraoperative blood loss and

other complications such as injury to adjacent structures.

To overcome self-selection bias all the surgeries done by a single
surgeon were chosen. The data was statistically analysed using
student-t test. All the patients underwent nephrectomy by traditional
open transcostal extra peritoneal approach.

RESULTSAND OBSERVATION :

There were 13 patients in the cyto-reductive nephrectomy and 11
patients in the radical nephrectomy group. 7 patients in the cyto-
reductive group and 6 patients in radical nephrectomy group had
selective angioembolisation done.

1.BLOOD LOSS:
The mean blood loss in post RAE CN group was 333.57 ml and 325 ml
inpost RAE RN group.

The mean blood loss in group without RAE CN group was 618.33 ml
and 619 mlin RN group.

There was 46 % more blood loss in CN 47.49 % in RN group without
RAE
(p<0.05).

BLOOD TRANSFUSION RATE :

Blood transfusion rate was 0.55 in postRAE CN group and 0.5 in RN
group versus 1.75 and 2.0 in CN and RN groups without RAE
respectively.

2.RESECTABILITY:

021 In post RAE group, in 6 out of 7 patients undergoing CN , resection

was successful with a percentage of 85.7 % and in RN group 5 out of 6

patients resection was successful with a percentage of 83.33 %.

e In 1 patient in RN group resection was not possible due to
infiltration of 2 nd part of duodenum which was not obvious on CT.

—— WITHOUT RAE

—=—WITH RAE

PATIENT 1 2 3 4 H 6 7

Blood loss in CN group

——WITHOUT RAE
400 \ - WITHRAE

Blood loss in RN group.
In 1 patient in CN group resection was precluded due to aorta
wall infiltration.
* In patients without RAE the tumor was resectable in 3 out of 6
patients in CN group and 3 patients out of 5 in RN group.

OPERATIVE TIME:

The mean operative time in post RAE CN group was 123.85 min and
126 min in post RAE RN group versus 171 in CN and 163.8 in RN
group without RAE( p<0.05).

INTRA-OPERATIVE COMPLICATIONS:

« 021

¢ Incases without RAE there was 1case of IVC and 1 case of colonic
injury in CN group and 1 case of IVC injury in RN group. All these
cases were right sided tumours.

While in the post RAE group there were no cases of adjacent organ
injury in both RN and CN groups.
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Follow-up:

The patients were followed up for 1-3 years and 3 patients with
metastatic RCC died overall due to disease progression after 1 year of

surgery.

CONCLUSION::

» Renal artery angioembolisation is useful in
* l.reducing intra-operative blood loss,

»  2.providing better resectability rates

* 3.reduced operative time

» 4.transfusionrates and

»  5.lesser perioperative morbidity

in patients undergoing cytoreductive nephrectomy for metastatic RCC
and radical Nephrectomy for locally advanced RCC. Hence the
procedure can be tried in select settings. Also the procedure has to be
planned in less than 24-48 hours before surgery to avoid post
embolization syndrome.

LIMITATIONS OF THE STUDY :

It's aretrospective study and randomization will provide better results.
The sample space is limited due to case selection and rarity of such
large tumour in the era of non-invasive imaging.
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