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We are grateful for the opportunity to respond to the
editorial comments presented by Gill [1]. We sincerely
appreciated his comments and critiques of our work. As we
know, improving functional outcomes is always the
urologist’s concern about nephron-sparing surgery. Limiting ischemia to the tumor area by clamping the
segmental artery without affecting global kidney perfusion has become an important method to decrease warm
ischemia (WI) injury [2,3]. We agree that it is the right
direction in this field and that the promising technique
should be more widely applied [1]. Now in our center, all
patients who are candidates for partial nephrectomy have
received surgery with precise segmental artery clamping,
and it has become routine work. Although it takes more
time and incurs more risk during intrahilar dissection, we
believe it is worth the benefits for postoperative renal
function. In addition, no major complications occurred
during the intrahilar manipulation in our series, and this
proved it safe and feasible [4].
Some recent literature shows that WI is no longer an
essential factor in postoperative renal function; instead,
remnant kidney volume and baseline kidney function serve
the main roles [5]. However, it is still controversial. As
shown by Gill, WI is a modifiable factor, whereas the kidney
quantity and quality are largely surgically nonmodifiable
[1]. For a given patient, the kidney quantity and preserved
kidney parenchyma is certain before the operation. The only
modifiable way is to minimize the WI injury. Update
reviews also confirm that WI injury remains an important
factor influencing postoperative renal function for nephronsparing surgery [6,7].
On the issue of tables in our paper, although they are not
so straightforward, we think they can provide important
information for urologists. We tried to figure out whether
there are factors that independently influence the postoperative renal function and estimated blood loss. Therefore,
univariable and multivariable analyses are necessary.
Single tumor characteristics such as size and growth
pattern could not independently predict the outcomes
[4]. When we could not get the accurate percentage of

preserved parenchyma, the target number became a
reliable parameter. The number approximately reflects
the comprehensive tumor characteristics, which independently related to renal function and blood loss.
Intraoperative verification of accuracy and effectiveness
of segmental clamping is really difficult. The accuracy of
angiography to predict the target arteries is 93.6% in our
series [4]. Inadequate clamping still occurred in a small
number of patients. We agree that angiography and visual
inspection are sometimes inadequate. Color Doppler ultrasound can be a great help for examining the ischemic status
of the tumor area. We have applied ultrasound on
intraoperative monitoring.
We do not think that more clamping than Gill’s group
means overclamping in our series. Due to our precise
clamping technique, the target arteries would be counted
when they have no more bifurcation before entering the
parenchyma. For instance, when two target arteries are
feeding the tumor simultaneously, they may arise from one
common stem. Clamping the common stem is adequate in
practice while the clamped number is counted as two,
according to our definition. The definition of the target
artery may lead to the difference in the clamped number.
Furthermore, the ischemic area after segmental clamping
is a little wider than the tumor area. This is inevitable in
most patients because the target artery has further
bifurcation to form interlobar arteries within the parenchyma, one to feed the tumor and the other to the adjacent
normal parenchyma. These interlobular arteries could not
be isolated within the hilum. Therefore, ischemia of
adjacent normal parenchyma to the tumor is inevitable,
and the extension of the ischemic area depends on the
individualized renal vasculature. However, our precise
segmental clamping technique promises a minimal ischemic region.
Conﬂicts of interest: The authors have nothing to disclose.

References
[1] Gill IS. Towards the ideal partial nephrectomy. Eur Urol 2012;62:
1009–10.
[2] Shao P, Qin C, Yin C, et al. Laparoscopic partial nephrectomy with
segmental renal artery clamping: technique and clinical outcomes.
Eur Urol 2011;59:849–55.
[3] Ng CK, Gill IS, Patil MB, et al. Anatomic renal artery branch microdissection to facilitate zero-ischemia partial nephrectomy. Eur Urol
2012;61:67–74.
[4] Shao P, Tang L, Li P, et al. Precise segmental renal artery clamping
under the guidance of dual-source computed tomography angiography during laparoscopic partial nephrectomy. Eur Urol 2012;62:

DOIs of original articles: http://dx.doi.org/10.1016/j.eururo.2012.05.056,
http://dx.doi.org/10.1016/j.eururo.2012.07.034
* Corresponding author. 300 Guangzhou Road, Nanjing 210029, China.
Tel. +86 13770738899, +86 25 68136851; Fax: +86 25 83780079.
E-mail address: changjunyin@hotmail.com (C. Yin).

1001–8.
[5] Lane BR, Russo P, Uzzo RG, et al. Comparison of cold and warm
ischemia during partial nephrectomy in 660 solitary kidneys
reveals predominant role of nonmodiﬁable factors in determining
ultimate renal function. J Urol 2011;185:421–7.

1012

EUROPEAN UROLOGY 62 (2012) 1009–1012

[6] Porpiglia F, Fiori C, Bertolo R, et al. Long-term functional evaluation
of the treated kidney in a prospective series of patients who

to quantity and quality of preserved kidney. Urology 2012;79:
356–60.

underwent laparoscopic partial nephrectomy for small renal
tumors. Eur Urol 2012;62:130–5.
[7] Thompson RH, Lane BR, Lohse CM, et al. Renal function
after partial nephrectomy: effect of warm ischemia relative

http://dx.doi.org/10.1016/j.eururo.2012.07.049

