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MARGINS : impact oncologique des marges chirurgicales dans la néphrectomie

partielle robot-assistée, une étude ancillaire du réseau multicentrigue uroCCR.

Contexte. L'impact oncologique des marges chirurgicales positives (MCP) aprés
néphrectomie partielle robot-assistée (NPRA) est toujours débattu.

Objectifs. Comparer les MCP et les marges chirurgicales négatives (MCN) en termes de
survie sans récidive (SSR), de survie sans métastase (SSM) et de survie globale (SG) aprés

NPRA. Evaluer les facteurs de risque de MCP.

Patients et méthode. Etude ancillaire au sein de la base de données UroCCR impliquant 26
centres. Nous avons examiné les dossiers de 2 673 patients ayant subi une NPRA entre avril
2010 et février 2021. Les patients présentant des tumeurs bénignes ou multiples, une
conversion en chirurgie ouverte, des métastases au moment du diagnostic (cM+) ou une

totalisation de la néphrectomie ont été exclus.
Intervention. Deux groupes ont été comparés : MCP et MCN.

Analyses statistiques et résultats. Les facteurs pronostiques ont été évalués a l'aide des
courbes de Kaplan-Meyer avec test du log-Rank, d'un modéle de risque proportionnel de
Cox et d'une régression logistique aprés comparaison uni-variée. Il y avait 159 patients dans
le groupe MCP (6,3 %) et 2514 MCN. Le suivi médian était de 20 (9-38) mois aprés NPRA. Il
n'y avait pas de différence selon I'age a la chirurgie (59,5 vs 60,1, p=0,513), le score ASA
(p=0,675), la cTNM (p=0,268), mais une différence a été observée pour le score de
complexité RENAL (6 vs 7, p=0,034), ainsi que pour |'abord rétro-péritonéal (12,8% vs 6,4%
p=0,008), le clampage (92,4% vs 82,8% p=0,003), le temps d'ischémie chaude (21,2 vs
18,3, p<0,001) et les complications au cours chirurgie (PSM : 7,6 % vs NSM : 3,8 %,
p=0,032). Les types histologique carcinome rénal a cellules claires (59,7% vs 69,1%,
p=0,018) et chromophobe (chRCC) (18,2% vs 9,0%, p<0,001) ont également montré une
association avec la MCP. Les courbes et analyses de Kaplan-Meier suggérent que RFS,
MFS et OS ne sont pas affectés par une MCP (respectivement p=0,21; 0,72 ; 0,44). Dans
I'analyse multivariée, les facteurs prédicteurs de MCP étaient un score RENAL faible
(p<0,001), une approche rétro-péritonéale (p=0,05), le temps d'ischémie chaude (TIC)
(p=0,02) et le type histologique chromophobe (p=0, 02).

Conclusions. Les facteurs prédicteurs de PSM semblent étre un score RENAL plus faible,
un TIC plus long et une histologie de type chromophobe mais cela ne semble pas avoir

d'impact sur le devenir oncologique.
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Résumé. L'impact de la marche chirurgicale (MCP) aprés néphrectomie partielle robot-
assistée (NPRA) est souvent débattu. Notre série semble ne montrer aucun impact de MCP
sur la survie sans récidive (SSR), la survie sans métastase (SSM) ou la survie globale (SG).
Cependant, les facteurs prédicteurs de MCP semblent étre un score RENAL faible, un temps
d’ischémie chaude (TIC) plus long et un type histologique particulier : le carcinome

chromophobe.
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MARGINS: oncological impact of positive surgical margins during

robot-assisted partial nephrectomy (RAPN), an ancillary study of the

multicentric network uroCCR

Background: The oncological impact of positive surgical margins (PSMs) after robot-

assisted partial nephrectomy (RAPN) is still under debate.

Objectives: Comparing PSMs and Negative Surgical Margins (NSMs) in terms of
recurrence-free survival (RFS), metastasis-free survival (MFS) and overall survival

(OS) after RAPN.

Evaluate the risk factors for a PSM to occur.

Design, setting, and participants: Ancillary study within the UroCCR database
involving 26 centers. We reviewed the charts of 2673 patients who underwent RAPN
between April 2010 and February 2021. Patients with benign or multiple tumors, open
surgery conversion, metastasis at diagnosis (cM+) or total nephrectomy were

excluded.

Intervention. Two groups were compared: PSM and NSM.

Outcome measurements and statistical analysis: Prognostic factors were
assessed using, Kaplan-Meyer curves with log-Rank test, cox hazard proportional risk
model and logistic regression after univariate comparison. There were 159 patients in
the PSM group (5,9%) and 2514 (94,1%) NSM. Median follow-up was 20 (9-38)
months after RAPN. There was no difference according to age at surgery (59.5 vs 60.1,
p=0,513), ASA (p=0,675), cTNM (p=0,268) , but a difference was observed for the

RENAL Score (6 vs 7, p=0,034), as well as for the retroperitoneal approach (12.8% vs
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6.4% p=0,008), on-clamp procedure (92.4% vs 82.8% p=0,003), warm ischemia time
(21.2 vs 18.3, p<0,001) or complications during surgery (PSM : 7.6% vs NSM : 3.8%,
p=0,032). RCC type (59.7% vs 69.1%, p=0,018) and chromophobe type (chrRCC)
(18.2% vs 9.0%, p<0,001) also showed an association with PSM. Kaplan-Meier curves
and analysis suggest that RFS, MFS and OS are not affected by a PSM (respective
p=0,21; 0,72; 0,44). In multivariate analysis predictors of PSM were lower RENAL
score (p<0,001), warm ischemia time (WIT) (p=0,02) and chromophobe type (chrCCR)

(p=0,02).

Conclusions: Predictors of PSM seems to be lower RENAL score, a longer WIT and

chrRCC subtype but it does not seem to affect the oncological outcome.

Patient summary. Impact of PSM after RAPN is often debated. Our series seems
to show no impact of PSM on RFS, MFS or OS. However, predictors of PSM seems

to be lower RENAL score, a longer WIT and chrCCR subtype.
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INTRODUCTION

Over the last two decades, the surgically resected tumors are of lower TNM stage,
thanks to routine cross-section imaging (1,2). Partial nephrectomy (PN) stands for
the reference treatment, whenever possible (3). The expansion of the robotic
surgical platform has resulted in an exponential increase in patients undergoing

robotic-assisted partial nephrectomy (RAPN) (4).

The aim of this nephron sparing surgery (NSS) is to permit an optimal oncological
control while preserving overall renal function. However, its main pitfall remains the

possibility of positive surgical margins, ranging from 0.1 to 10.7% (5).

European guidelines recommend to intensify follow-up after PSM but no
consensus for a particular one and the association with recurrence is still under
debate (3,6). The majority of studies reported so far indicated that positive surgical
margins do not correlates with a higher risk of metastases or a decreased cancer
specific survival (CSS) (7,8). On the other hand, large retrospective studies

showed that PSM are an independent predictor of recurrence (9,10).

The objective was to compare the oncological outcomes of patients undergoing a
RAPN for RCC according to the surgical margin status and to identify the risk

factors for a PSM to occur.
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PATIENTS AND METHODS

Study design

After institutional review board approval (UroCCR project NCT03293563, which is IRB-
approved and obtained the CNIL authorization number DR-2013-206), the charts of all
patients who had RAPN between April 2010 and February 2021 in 26 centers were
reviewed retrospectively, all patients received oral and written information about the
objectives and methodology of the UroCCR project and written consent was obtained.
Cohort was represented by 2673 patients with a median follow-up of 20 (9-38) months.
Exclusion criterions were open partial and total nephrectomy (OPN n=1327, OTN
n=1345) or laparoscopic partial and total nephrectomy (LPN n=4915, LTN n=2427),
conversion to OPN (n =41), totalization of nephrectomy (n=20), benign (n=140) or

multiples (n= 173) tumors, cTNM: M+ (n=131).
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Figure 1 — Flow chart

12063
UroCCR network

1327 OPN
4915 LPN
1345 OTN
2427 LTN

575 N+
131 M+
140 Benign

173 Multiple tumors
41 Conversion to OPN
90 Totalizations

OPN : Open Partial Nephrectomy ; LPN : Laparoscopic Partial Nephrectomy ; OTN : Open Total
Nephrectomy ; LTN : Laparoscopic Total Nephrectomy ; RAPN : Robot-Assisted Partial Nephrectomy ;
cTNM M+ : metastase at diagnosis ; PSM : Positive Surgical Margin ; NSM : Negative Surgical Margin
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Owing to the retrospective multicenter study design, the surgical techniques and
preoperative work-up were not standardized across centers, but European
Guidelines (3) were followed. The following preoperative data were collected for
each patient: age at RAPN, gender, BMI, ECOG and ASA score, Tumor
characteristics included the clinical TNM stage, clinical tumor size, tumor side,

PADUA and RENAL score.

The following surgical data were recorded: indication of NSS (elective, imperative,
relative), surgical approach (transperitoneal, retroperitoneal), overall operative
time, type of clamping, warm ischemia time, estimated blood loss, peri-operative
complications, conversion to open surgery. Surgical approach was considered
discordant when the tumor was posterior and the approach was transperitoneal

and inversely.

Pathological characteristics included histologic subtype, pTNM, diameter and
grade. Post-operative complications were recorded according to current guidelines

(11) and graded according to the Clavien-Dindo classification (12).

Follow-up protocols were similar across centers. It involved a clinical interview, a
physical examination, serum creatinine, CT scanner to assess local recurrence and

metastasis progression.

Outcomes of interest

The primary endpoint was PSM which was defined as presence of cancer cells at

the margin of the surgical specimen.
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Statistical analysis

Means and standard deviations were reported for continuous variables, and
proportions for nominal variables. The exact Fisher test was used to compare nominal
variables, the Kruskal-Wallis test for ordinal variables, the Student test to compare
quantitative continuous variables. Non-parametric tests were used in case of small
sample size. Probability of OS, RFS and MFS were estimated using the Kaplan-Meier
method. Multivariable Cox regression analyses were performed to seek predictors of
OS, RFS and MFS. Only variables with p-value<0.25 in univariate analysis were
included in the multivariate model. Collinearities were included in the initial model and
the final model was built, constraining the factors known from the existing literature
(larger size or RENAL score, pT2-3, grade llI-IV, overall operative time, blood loss).
Statistical analyses were performed using the R statistical software, R Development
Core Team. R Software. Vienna, Austria: R Foundation for Statistical Computing;

2008. All tests were two-sided with a significance level at p<0,05.

RESULTS

Patients’ characteristics

Out of 3248 patients who underwent RAPN over the study period, 2673 patients
met the inclusion criteria (figure 1). The overall median follow-up was 20 [9, 58]
months, 159 patients (5.9%) had PSM. The patients’ characteristics and
intraoperative data are summarized in table 1. The mean age at surgery (PSM:
59.5 vs NSM: 60.1, p=0,51), ASA (p=0,67), cTNM (p=0,27) were similar in both
groups. There was a higher male prevalence in the PSM group (PSM: 79.9% vs

NSM: 69.3% p=0,006) as well as lower RENAL Score (PSM: 6 vs NSM: 7, p=0,03).
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Table 1 : Patients Characteristics

NSM PSM o]
n 2514 159
Sex (female %) 772 (30.7) 32 (20.1) 0.006
Age (year) 59.47 (12.84) 60.15 (11.21) 0.513
BMI 27.86 (5.51) 27.63 (5.66) 0.624
ASA (%) 0.675
1 543 (22.8) 28 (18.9)
2 1412 (59.4) 91 (61.5)
3 415 (17.4) 28 (18.9)
4 9 (0.4) 1(0.7)
ECOG (%) 0.001
0 1731 (80.8) 86 (67.2)
1 342 (16.0) 36 (28.1)
2 60 (2.8) 4(3.1)
3 10 (0.5) 2(1.6)
cTNM: T (%) 0.268
T1a 58 (2.4) 3 (2.0)
T1b 1439 (60.2) 88 (59.1)
T2a 707 (29.6) 42 (28.2)
T2b 10 (0.4) 1(0.7)
T3a 125 (5.2) 8 (5.4)
T3b 20 (0.8) 1(0.7)
T3c 4(0.2) 0 (0.0)
T4 29 (1.2) 6 (4.0)
cTNM : N (%) 0.689
NO 2103 (88.4) 130 (87.8)
N1 14 (0.6) 2 (1.4
N2 3(0.1) 0 (0.0)
Nx 258 (10.8) 16 (10.8)
Tumor size (cm) 3.85 (3.57) 4.47 (5.11) 0.061
RENAL Score 6.82 (2.44) 6.01 (3.30) <0.001

NSM : negative surgical margins ; PSM : positive surgical margins ; BMI : body mass index
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Perioperative outcomes

PSM was associated with the retroperitoneal approach (n=183) (PSM: 12.8% vs
NSM: 6.4%, p=0,008), on clamp procedure (PSM: 92.4% vs NSM: 82.8% p=0,003),
mean ischemia time (PSM: 21.2 + 11 vs NSM: 18.3 £ 8.9, p<0,001), complications
during surgery (PSM: 7.6% vs NSM: 3.8%, p=0,032). Discordant approach was not

associated with PSM (PSM: 42.2% vs NSM: 43.4%; p=0,89). Results are shown in

table 2.
Table 2: perioperative outcomes
NSM PSM p

n 2514 159
Retroperitoneal approach (%) 164 (6.7) 19 (12.8) 0.008
NSS (%)

Elective 1616 (72.3) 117 (81.8)

Impérative 332 (14.9) 10 (7.0)

Relative 286 (12.8) 16 (11.2)
WIT (min) 18 (9) 21 (11) <0.001
Operative time (min) 175 (93) 163 (59) 0.129
Blood loss (mL) 290 (352) 317 (420) 0.376
Complication during surgery n (%) 95 (3.8) 12 (7.6) 0.032
Conversion to OPN n (%) 29 (1.2) 0 (0.0 0.334
NSM : negative surgical margins ; PSM : positive surgical margins ; NSS : nephron sparing
surgery ;WIT : warm ischemia time ; OPN : open partial nephrectomy
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Pathological findings

chrCCR subtype (PSM: 18.2% vs NSM: 9.0%, p<0,001) showed higher association
with PSM, unlike histology type ccRCC (PSM: 59.7% vs NSM: 69.1%, p=0,02)

which seems to have an inverse association with fewer PSM.

Table 3: histological outcomes
NSM PSM P
= 2514 159
ccRCC n (%) 1737 (69.1) 95 (59.7) 0.018
chrRCC n (%) 226 (9.0) 29 (18.2) <0.001
papRCC n(%) 407 (16.2) 30 (18.9) 0.438
Tumor size (cm) 3.44 (2.00) 3.61 (1.67) 0.284
Grade (%) 0.010
1 157 (6.5) 16 (10.6)
2 1257 (51.7) 74 (49.0)
3 633 (26.0) 38 (25.2)
4 160 (6.6) 2 (1.3)
5 225 (9.3) 21 (13.9)
NSM : negative surgical margins ; PSM : positive surgical margins ; ccRCC : clearcell Renal
Cell Carcinoma ; chrRCC : chromophobe Renal Cell Carcinoma ; papRCC : papillary Renal
Cell Carcinoma.

The median follow-up for each group was (PSM: 22mo [9 — 38] vs NSM: 19mo [9
— 38]; p=0,82). Survival analysis did not show any difference among the groups for

RFS, MFS and OS (respectively p = 0,21 ; 0,72 ; 0,44) — figures 1,2,3.
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Figure 1 — Recurrence-Free Survival
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Strata =+~ Marge=R0 =+ Marge=R1
""" T
p=0.72
0 12 24 36 48 60 72
Time
Number at risk
2514 1385 880 503 281 110 25
159 91 53 34 29 12 5
0 12 24 36 48 60 72
Time

28



Figure 3 — Overall Survival
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Multivariate analysis showed that a lower RENAL score (p<0,001), longer warm

ischemia time (WIT) (p=0,02) and a histology chrRCC(p=0,02) could predict a

PSM. Retroperitoneal approach (p=0,05 CI [0.97;3,14]) was at the limit of statistical

significance with a large confidence interval.

Figure 2 - Multivariable analysis of risk factors for positive margin

Variable N [ Odds ratio p
Age 1754 — 1.00 (0.99, 1.02) 0.70
BMI 1754 * 1.00 (0.96, 1.03) 0.90
ASA 1754 >-'-' 1.22 (0.88, 1.69) 0.23
Tumeur_Score_RENAL 1754 -: 0.89 (0.83, 0.95) <0.001
Voie_dabord 1754 {:—I—' 1.79 (0.97, 3.14) 0.05
Clampage 1754 ;

Duree_clampage 1754 :- 1.02 (1.00, 1.04) 0.02
Complication_per_op 1754 >:—I—< 1.86 (0.79, 3.89) 0.12
CCR_cellules_claires 1754 -—E—I—' 1.70 (0.69, 4.86) 0.29
CCR_chromophobe 1754 : —— | 3.70 (1.35, 11.18) 0.02
CCR_papillaires 1754 'E—I—' 2.11(0.79, 6.26) 0.16
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DISCUSSION

Early-stage diagnosis in RCC and the diagnosis of small renal masses has led to
an improvement of surgical approach (3). RAPN rather than OPN for cT1-T2 when
feasible is the recommended surgical approach (3,13). In order to achieve
nephron-sparing, this procedure has three early challenges: WIT < 25min to
prevent renal failure, oncological control currently evaluated as NSM and no
perioperative complications.

A PSM can be considered as a remaining cancer in the kidney, but this tumor’s
cells may suffer from ischemia-induced necrosis, hemostasis or tumor cells can
reach contact with the margin in a tangential way corresponding to a PSM without
remaining cancer after surgery. As well as a frozen-section during tumor resection
conduct to a 5% false-negative NSM (14). Also, NSM does not prevent the patient
from recurrence (6), therefore PSM is still a matter of debate for the oncological
control after RAPN.

We found a 5.9% of PSM which corresponds to the 0.1-10.7% literature’s rate (5)
but focal recurrence occurred only for 5% (N=8) of these patients. Our median
follow-up was 20 months which is slightly higher than the median recurrence time
after PN (19 mo) according to Takagi et Al. (15). The literature is controverted on
the presence or absence of a statistical association between surgical margins and
recurrence rate or specific survival. On one hand, PSM has been shown to be
closely associated with disease progression after PN: Petros et Al. (16) had a large
monocentric cohort of 2297 PN with 1863 (81%) of RCC and 34 (1,48%) of PSM.
The 34 PSM patients were matched 1:3 to 100 NSM patients for tumor size,
RENAL score, grade, and pathologic stage. They found that PSM had an impact

on the 5-year survival probability for: overall survival (0.99 for NSM vs 0.97 for
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PSM), local recurrence-free survival (0.98 vs 0.77), and metastasis-free survival
(0.95 vs 0.84). Moreover, in another analysis, Wood et Al. (17) demonstrated a
strong association between PSM at the time of PN and local tumor bed recurrence
after a median time of 23mo: 15,9% of PSM in the recurrence group vs 3% in the
control one. Khalifeh et Al. (18) evaluate the oncological outcomes of 21 PSM over
947 RAPN for malignant tumors with 13 months of median follow-up. Over the 947
procedures, they had 9 recurrences and 4 metastases. Positive surgical margins
showed an 18.4-fold higher HR for recurrence when adjusted. PSM group had a
lower 3-year recurrence free rate and metastasis-free survival rate than NSM
(respectively 47% vs 98.3% and 63% vs 99,5%). Shah et Al (19), with a
retrospective study of 1240 PN for RCC with 97 PSM leading to 67 recurrences,
demonstrated that PSM is an independent risk factor of recurrence. In subgroups
analysis PSM was found to be a risk factor of recurrence in high-risk tumors (pT2-
3a or grades llI-1V) but not in low-risk tumors (pT1 or grades I-11).

On the other hand, Bensallah et Al. (7) conducted a match pair study between 101
PSM and 102 NSM matched for surgical indication, tumor size, and grade. PSM
had no influence on 5-year RFS, 5-year cancer specific survival rate (CSSR) or 5-
year OS. Yossepowitch et Al. (20) studied 77 PSM over 1390 PN with a median
follow-up of 40,8 months and they were not associated with a worse RFS or MFS.
In addition, Rothberg et Al. (21) compared 797 NSM with 42 PSM after RAPN and
PSM hadn’t a worsen oncological outcome than NSM with a median follow-up of
18,8 months.

Our results also supported this previous analysis of no statistical association

between PSM and RFS, MFS or OS.
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Multivariable analysis showed that higher RENAL scores were associated with
NSM. We hypothesize that smaller masses are harder to find into the renal
parenchyma, and the surgeon feel overconfident during the procedure for PN
presumably easier technically. On the contrary, while approaching complex
tumors, surgeon cut remotely into healthy parenchyma. This result is robust even
after the inclusion of tumor size, overall operative time, blood loss and histology.
We found that the retroperitoneal (RP) approach (n=183) is at the limit to be a risk
factor of PSMs unlike Takagi et Al. (22). They specifically compared both
approaches, they had a smaller sample size 48 RP vs 290 transperitoneal (TP)
and no significative difference for PSM in the 2 groups. Arora et Al. (23) also
compared 99 RP-RAPN vs 394 TP-RAPN and didn’t find a difference about margin
status between the arms. Both of these studies experienced the same limitations:
retrospective design with small sample size, there was no specification on the
surgical technique of tumorectomy, nor surgeon experience.

As expected, a longer WIT is also a risk factor of PSM. This could be a proxy of
surgical difficulty or the starting of the learning curve as described by Larcher et Al.
(24).

According to histological sub-types, the fibrous stromal tumoral reaction and the
presence, size and density of the tumor fibrous capsule vary. The reduced nature
of these elements in the chrCCs can explain the highest frequency of PSMs in this
sub type. (25)

We tried to finally answer the question of the oncological impact of margins with a
this large, multicentric cohort of patients, additional observations will come.

Our study has several limitations that should be acknowledged. First, we

deliberately excluded: benign or multiples tumors, and metastatic disease in order
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to work on a homogenous model of RAPN. Secondly, there is a relatively short
follow-up. Other series especially Yossepowitch et Al (20) have a follow-up of 40,8
mo. However, the median recurrence time after RAPN ranges from 13,1 to 19
months (15,21). It supports the idea that 20mo of follow-up is sufficient to assess
the oncological impact of PSM. Experience is also an important factor to include.
The data of the number of RAPN already performed at the time of the first RAPN
recorded in UroCCR was not available for all surgeons, nor the involvement of
trainees. And thus, a proper assessment of experience was not possible. Although
Larcher et Al. (24) highlighted that surgeon experience was associated with a
shorter warm ischemia time (WIT), a lower probability of Clavien-Dindo
complications (CD) = 2, but not with a reduction in positive surgical margins (PSM).
Finally, alike numerous studies about RAPN, we lack data concerning the
technique of tumorectomy and the presence of adherent perinephric fat (APF) but
it does not seem to be predictive factors of PSM in the literature (26,27). We also
lack data for the retreatment of the recurrence as it could be a selection bias by

changing results in MFS and OS.

CONCLUSIONS

Based on this large multicenter French series, PSMs rate remains low after RAPN.
It seems to be associated with the retroperitoneal approach, a longer WIT,
histology type chromophobe and surprisingly with lower RENAL score. PSM seems

to have no impact on oncological prognosis.
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RESUME
Contexte. L'impact oncologique des marges chirurgicales positives (MCP) aprés néphrectomie
partielle assistée par robot (NPRA) est toujours débattu.
Objectifs. Comparer les MCP et les marges chirurgicales négatives (MCN) en termes de survie
sans récidive (SSR), de survie sans métastase (SSM) et de survie globale (SG) aprés NPRA.

Evaluer les facteurs de risque de MCP.

Patients et méthode. Etude ancillaire au sein de la base de données UroCCR impliquant 26
centres. Nous avons examiné les dossiers de 2 673 patients ayant subi une NPRA entre avril
2010 et février 2021. Les patients présentant des tumeurs bénignes ou multiples, une conversion
en chirurgie ouverte, des métastases au moment du diagnostic (cM+) ou une totalisation de la

néphrectomie ont été exclus.
Intervention. Deux groupes ont été comparés : MCP et MCN.

Analyses statistiques et résultats. Les facteurs pronostiques ont été évalués a l'aide des
courbes de Kaplan-Meyer avec test du log-Rank, d'un modéle de risque proportionnel de Cox et
d'une régression logistique aprés comparaison univariée. Il y avait 159 patients dans le groupe
MCP (6,3 %) et 2514 MCN. Le suivi médian était de 20 (9-38) mois aprés NPRA. |l n'y avait pas
de différence selon I'age a la chirurgie (59,5 vs 60,1, p=0,513), le score ASA (p=0,675), la cTNM
(p=0,268), mais une différence a été observée pour le score de complexité RENAL (6 vs 7,
p=0,034), ainsi que pour l'abord rétro-péritonéal (12,8% vs 6,4% p=0,008), le clampage (92,4%
vs 82,8% p=0,003), le temps d'ischémie chaude (21,2 vs 18,3, p<0,001) et les complications au
cours chirurgie (PSM : 7,6 % vs NSM : 3,8 %, p=0,032). Les types histologique carcinome rénal a
cellules claires (59,7% vs 69,1%, p=0,018) et chromophobe (chRCC) (18,2% vs 9,0%, p<0,001)
ont également montré une association avec la MCP. Les courbes et analyses de Kaplan-Meier
suggerent que RFS, MFS et OS ne sont pas affectés par une MCP (respectivement p=0,21; 0,72
; 0,44). Dans I'analyse multivariée, les facteurs prédicteurs de MCP étaient un score RENAL
faible (p<0,001), une approche rétro-péritonéale (p=0,05), le temps d'ischémie chaude (TIC)
(p=0,02) et le type histologique chromophobe (p=0, 02).

Conclusions. Les facteurs prédicteurs de PSM semblent étre un score RENAL plus faible, un
TIC plus long et une histologie de type chromophobe mais cela ne semble pas avoir d'impact sur

le devenir oncologique.

Résumé. L'impact de la marche chirurgicale (MCP) aprés néphrectomie partielle robot-assistée
(NPRA) est souvent débattu. Notre série semble ne montrer aucun impact de MCP sur la survie
sans récidive (SSR), la survie sans métastase (SSM) ou la survie globale (SG). Cependant, les
facteurs prédicteurs de MCP semblent étre un score RENAL faible, un temps d’ischémie chaude

(TIC) plus long et un type histologique particulier : le carcinome chromophobe.
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