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Abstract

Objective

To analyze trends in the use of partial nephrectomy, we evaluated which individual factors
of renal nephrometry score (RNS) influenced the operative approach bi-annually from 2008
to 2014.

Materials and Methods

We performed a retrospective review of renal cell carcinoma treated by surgery in 2008,
2010, 2012, and 2014. The complexity of renal masses was measured using the R.E.N.A.L.
nephrometry scoring system with CT or MRI. Group comparison in terms of operation year
and surgical type (partial nephrectomy versus radical nephrectomy) was performed. We
developed a nomogram to quantitate the likelihood of selecting partial nephrectomy over
radical nephrectomy.

Results

A total of 1106 cases (237 in 2008, 225 in 2010, 292 in 2012, and 352 in 2014) were avail-
able for the study. Over the study period, the proportion of partial nephrectomies performed
increased steadily from 21.5% in 2008 to 66.5% in 2014 (p < 0.05). Furthermore, use of par-
tial nephrectomy increased steadily in all RNS complexity groups (low, moderate, and high)
(p < 0.05). In the analysis of individual components of RNS, values of the R and N compo-
nents increased statistically by year in the partial nephrectomy group (p < 0.05). Average
AUC was 0.920.

Conclusions

The proportion of partial nephrectomies performed sharply increased over the study period.
Additionally, over the study period, more partial nephrectomies were performed for renal
masses of larger size and closer to the collecting system and main renal vessels. A
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nomogram developed based on this recent data set provides significant predictive value for
surgical decision making.

Introduction

The prevalence of kidney cancer is on the rise in Korea, as well as in Europe and in the United
States. A report from the Korea National Cancer Information Center identified 3,435 new
cases in 2009 and 3,989 in 2011 [1].

Open radical nephrectomy has been the treatment of choice for small cortical renal masses
for the last 40 years [2]. However, there has been a significant expansion of nephron-sparing
surgery in several centers over the past two decades, reflecting a paradigm shift towards prefer-
ential usage of partial nephrectomy for the treatment of RCC, especially for small renal tumors
[3-5]. Nephron-sparing surgery was initially developed for patients who were not eligible for
radical nephrectomy. In this context, imperative indications for partial nephrectomy included
anatomical or functional single kidney, chronic kidney disease, or bilateral renal tumors. Long-
term studies have now demonstrated that partial nephrectomy has equivalent oncological out-
comes compared to radical nephrectomy and has additional benefits including preserving
renal function, preventing postoperative chronic kidney disease, providing improved cardio-
vascular function, and decreasing overall mortality, as discussed in many studies [6, 7]. Several
groups have reported that T1a (less than 4 cm) and even T1b (4 to 7 cm) renal cortical tumors
can be treated with partial nephrectomy [8-10].

Several factors—including size of the renal mass, exophycity, distance from the collecting sys-
tem, and location from the hilar structure—determine the suitability of partial nephrectomy for
localized cortical tumors. The R EEN.A.L. nephrometry score (RNS) was developed to quantify the
anatomic features of solid renal masses in an objective and reproducible manner [11]. RNS has
been shown to correlate with several surgical factors and to predict optimal surgery type [12, 13].
Prior studies have investigated and confirmed its ability to predict histologic type, renal functional
outcomes, and pathology [13, 14]. To the best of our knowledge, however, there are limited data
evaluating the ability of RNS to predict surgical decision-making (i.e., radical nephrectomy vs. par-
tial nephrectomy). In this context, we reviewed the data for nephrectomy from our institution and
analyzed trends in the use of nephron-sparing surgery over a 7-year study period. We assessed how
renal mass complexity influenced surgical choices by applying the RNS system to our patient data
base and evaluated how individual RNS components contributed to the operative approach chosen
by year. In addition, based on a recent data set (RCC data from 2014), we developed a nomogram
to quantitate the likelihood of selection of radical nephrectomy vs. partial nephrectomy.

Methods

Ethics Statement

This retrospective study was approved by the Samsung Medical Center (SMC) institutional
review board. IRB file number is SMC 2015-03-090. Patients’ records and informations were
anonymized and de-identified prior to analysis.

Patients

We performed a retrospective review of 1,217 patients who underwent radical nephrectomy or
partial nephrectomy for renal cell carcinoma in 2008, 2010, 2012, and 2014. We excluded 36
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patients who had bilateral tumors or had functional or anatomical solitary kidney. We also
excluded 57 patients who intended to undergo cytoreductive nephrectomy, 7 patients who
were on hemodialysis at the time of surgery, and 10 patients with two or more renal tumors on
the ipsilateral kidney. One patient underwent emergency radical nephrectomy for ruptured
RCC and was excluded from the study for this reason. Of the remaining 1,106 patients, 568
radical nephrectomy and 538 partial nephrectomy cases were available for this study. All surgi-
cal procedures were performed at a single institution and by one of eight surgeons. Based on
their surgical experience level, surgeons were classified in three groups: most experience group
(two surgeons), moderate experience group (three surgeons), and least experience group (three
surgeons). The mean periods from the acquisition of the specialty of urology to study perfor-
mance were 29 years, 16.4 years, and eight years, respectively. Surgical procedures were per-
formed as one of four types: open surgery, hand-assisted laparoscopic surgery (HALS),
laparoscopic surgery, and robotic maneuver surgery. Robotic surgery was performed only for
partial nephrectomy cases based on the consensus of our institution. The characteristics we
assessed included age, gender, BMI, ASA score, baseline creatinine values, pathologic T stage,
and RNS.

Measurement of R.E.N.A.L. nephrometry scores

A single reviewer calculated the RNS according to criteria developed by Kutikov and Uzzo. In
this system, the RNS is composed of renal mass diameter, endophyticity or exophyticity, prox-
imity to the collecting system, location relative to the polar line and hilar structure, and ante-
riority or posteriority of the mass location [11]. The first four of these features are scored on a
3-point scale. The fifth feature, whether it lies anteriorly or posteriorly to the coronal plane of
the kidney, is presented as a descriptor. Based on RNS, lesions are classified as being of low (4-
6), moderate (7-9) or high (10-12) complexity.

Statistical analyses

For comparisons of group by year and surgical types, we used ANOVA and t-tests for continu-
ous variables and chi-square test or Fisher’s exact test for categorical variables (p-value = 0.05).
To construct a nomogram for surgical type, affecting factors were selected by stepwise variable
selection in logistic regression (p-value = 0.05).

The discrimination power of the nomograms, which predict surgical approach (radical
nephrectomy vs. partial nephrectomy), was evaluated by area under the curve (AUC) estimates
with 50% indicating no predictive value and 100% indicating perfect prediction. To perform
internal validation of our nomograms’ predictive value, we randomly split the sample data set
using 5-fold cross-validation and then performed simulation. The nomogram was fit in the
training set model.

Statistical analyses were conducted using SAS version 9.4 (SAS Institute, Cary, NC) and R
2.10.0 (Vienna, Austria; http://www.R-project.org). P-values < 0.05 were considered statisti-
cally significant.

Results

Table 1 describes the demographics, perioperative variables, and RNS scores of the study
period by year. There were 237 cases in 2008, 225 in 2010, 292 in 2012, and 352 in 2014. There
were no significant differences with respect to age, sex, BMI, DM, or preoperative creatinine
values by year. The mean renal score decreased from 8.49 in 2008 to 7.95 in 2014 (p < 0.01).
Of the individual components of RNS, the proportions of the R component (p = 0.0055), N
component (p = 0.002), and H component (p = 0.0008) showed significant differences by year,
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Table 1. Clinical and radiographic data for 1106 patients treated surgically for RCC.

Variable 2008 (n = 237) 2010 (n = 225) 2012 (n = 292) 2014 (n = 352) P
Mean age * SD, yr 548 +11.6 546+ 115 54.15+ 11.2 56.1 +12.5 0.204
Sex, n (%) 0.915
Male 168 (70.9%) 157 (69.8%) 212 (72.6%) 250 (71.0%)
Mean BMI £ SD, kg/m? 25.0+3.5 246+3.0 24.8 + 3.1 252+ 3.1 0.195
Diabetes, n (%) 31 (13.1%) 31 (13.8%) 38 (13.0%) 31 (8.8%) 0.200
Mean of Preoperative Cr+ SD, mg/di 0.93+0.23 0.90+0.26 0.94+0.26 0.93+0.24 0.323
ASA, n (%) <0.0001
1 96(40.5%) 86(38.2%) 104 (35.6%) 105 (29.8%)
2 128(54.0%) 132(58.7%) 169(57.9%) 242(68.8%)
3 13 (5.49%) 7 (3.11%) 19 (6.51%) 5 (1.42%)
Mean tumor size, cm 4.75 4.55 4.04 4.06 0.01
Pathologic T stage, n (%) 0.675
T 185(78.1%) 175 (77.8%) 231 (79.1%) 286 (81.2%)
T2 21 (8.9%) 15 (6.7%) 18 (6.2%) 19 (5.4%)
T3 29 (12.2%) 34 (15.1%) 42 (14.4%) 47 (13.4%)
T4 2 (0.8%) 1 (0.4%) 1 (0.3%) 0 (0%)
RNS complexity group, n (%) <0.0001
Low complexity 42(17.7%) 72(32.0%) 102 (34.9%) 102 (29.0%)
Moderate complexity 104(43.9%) 84 (37.3%) 113(38.7%) 158(44.9%)
High complexity 91 (38.4%) 69 (30.7%) 77 (26.4%) 92 (26.1%)
Mean RENAL score + SD 8.49 + 2.01 7.95+2.21 7.68 £2.19 795214 <0.0001
RNS individual component
R) Tumor size, cm 0.002
<4cm 111 (46.8%) 126 (56.0%) 185 (63.4%) 212 (60.2%)
>4but<7cm 78 (32.9%) 53 (23.6%) 70 (24.0%) 89 (25.3%)
>7cm 48 (20.3%) 46 (20.4%) 37 (12.7%) 51 (14.5%)
E) Exophytic/endophytic 0.130
> 50% exophytic 87 (36.7%) 99 (44.0%) 116 (39.7%) 134 (38.1%)
< 50% exophytic 108 (45.6%) 83 (36.9%) 138 (47.3%) 167 (47.4%)
Entirely endophytic 42 (17.7%) 43 (19.1%) 38 (13.0%) 51 (14.5%)
N) Nearness to sinus 0.1307
>7 mm 48 (20.3%) 50 (22.2%) 70 (24.0%) 86 (24.4%)
>4 but < 7mm 25 (10.5%) 35 (15.6%) 54 (18.5%) 54 (15.3%)
<4 mm 164 (69.2%) 140 (62.2%) 168 (57.5%) 212 (60.2%)
H) (+) 22 (9.3%) 39 (17.3%) 36(12.3%) 87(24.7%) <.0001
L) Location 0.0822
Does not cross the polar line 63 (26.6%) 70 (31.1%) 103(35.3%) 120(34.1%)
Lesion crosses the polar line 39 (16.5%) 51 (22.7%) 60 (20.5%) 66 (18.8%)
>50% is across the polar line 135 (57.0%) 104(46.2%) 129(44.2%) 166 (47.2%)

doi:10.1371/journal.pone.0141709.t001

while the E and L components showed no significant differences by year. The proportion of R
scores over 2 increased from 11.76% in 2008 to 19.8% in 2014. The proportion of N scores of 1
decreased from 64.71% in 2008 to 34.62% in 2014, while the proportion of N scores of 3
increased from 19.61% in 2008 to 43.16% in 2014. Additionally, the H (+) proportion among
partial nephrectomy cases increased by year (Table 2).

In comparing radical nephrectomy and partial nephrectomy cases, we found significant dif-
ferences in age, BMI, ASA scores, and especially RNS scores. The mean total RNS scores were
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Table 2. Yearly proportional change of individual RNS components in the partial nephrectomy group.

Variable 2008 (n = 51) 2010 (n = 86) 2012 (n = 167) 2014 (n = 234) p
R) Tumor size, cm 0.0055
<4cm 45 (88.24%) 83 (96.51%) 149 (89.22%) 190 (81.2%)
>4but<7cm 6 (11.76%) 3 (3.49%) 18(10.78%) 41 (17.52%)
>7cm 0 (0%) 0 (0%) 0 (0%) 3 (1.28%)
E) Exophytic/endophytic 0.4219
> 50% exophytic 25 (49.02%) 40 (46.51%) 82 (49.1%) 95 (40.6%)
< 50% exophytic 23 (45.1%) 36 (41.86%) 72 (43.11%) 108 (41.15%)
Entirely endophytic 3 (5.88%) 10 (11.63%) 13 (7.78%) 31 (13.26%)
N) Nearness to sinus 0.002
>7 mm 33 (64.71%) 41 (47.67%) 66 (39.52%) 81 (34.62%)
> 4 but < 7mm 8 (15.69%) 21 (24.42%) 44 (26.35%) 52 (22.22%)
<4 mm 10 (19.61%) 24 (27.91%) 57 (34.13%) 101 (43.16%)
H) (+) 0 (0%) 0 (0%) 2(1.2%) 17(7.26%) 0.0008
L) Location 0.9794
Does not cross the polar line 25 (49.02%) 40 (46.51%) 81(48.5%) 106(45.3%)
Lesion crosses the polar line 9 (17.65%) 20 (23.26%) 37 (22.16) 52 (22.22%)
>50% is across the polar line 17 (33.33%) 26(30.23%) 49(29.34%) 76 (32.48%)

doi:10.1371/journal.pone.0141709.t002

9.19 in the radical nephrectomy group and 6.63 in partial nephrectomy group (p < 0.0001)
(Table 3).

Over the study period, the usage of partial nephrectomy increased steadily, accounting for
21.5%, 38.2%, 57.2%, and 66.5% of all cases, respectively (Fig 1). Additionally, use of partial
nephrectomy increased steadily by year in all RNS subgroups (p < 0.05). The proportion of
partial nephrectomies increased from 59.5% in 2008 to 95.1% in 2014 in the low complexity
group, 23.1% in 2008 to 75.3% in 2014 in the moderate complexity group, and 2.2% in 2008 to
19.6% in 2014 in the high complexity group (Fig 2).

We developed a nomogram based on an RCC data set from 2014 to predict the likelihood
that a given renal mass would be treated with radical nephrectomy. Table 4 provides the factors
selected in logistic regression. Among the various factors, including basic characteristics, ASA
scores, preoperative creatinine, surgeon experience, surgical approach, and individual RNS
components, only age (p < 0.0001), surgeon experience (p = 0.0013), the R component
(p < 0.0001), E component (p = 0.0056), N component (p = 0.0141) and H (p = 0.0009) com-
ponent showed statistical significance. The AUC for the partial nephrectomy versus radical
nephrectomy model in 5-fold cross-validation was calculated to have a minimum of 0.8975,
maximum of 0.9351, and average of 0.920. For the representative display, we used the total
data from 2014 (Fig 3).

Discussion

Generally, the proportion of partial nephrectomies performed increased sharply over the study
period, accounting for 21.5% of cases in 2008 and 66.5% in 2014. This result shows that our
institution’s practice reflects a well-established trend of greater nephron-sparing surgery usage
at centers of excellence [15-17]. Analysis using the Surveillance, Epidemiology and End Results
cancer registry (SEER 1999-2006) showed that the ratio of partial nephrectomy to radical
nephrectomy has increased annually, representing 45% for small renal tumors (<4 cm) in
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Table 3. Comparison of patients managed by radical nephrectomy and partial radical nephrectomy.

Variable RNx (n = 568) PNXx (n = 538) p
Mean age * SD, yr 56.4+11.8 53.5+11.6 <.0001
Sex, n (%) 0.2231
Male 395 (65.9%) 392 (72.9%)
Mean BMI £ SD, kg/m? 25.0+35 24.6 £ 3.0 0.0096
Diabetes, n (%) 68 (12.0%) 63 (11.7%) 0.8929
Mean preoperative Cr + SD, mg/d| 0.94+0.27 0.91+0.23 0.0969
ASA, n (%) 0.0315
1 96(40.5%) 86(38.2%)
2 128(54.0%) 132(58.7%)
3 13 (5.49%) 7 (3.11%)
RNS total score 9.19 6.63 <.0001
Individual RNS components
R 2.02 1.14 <.0001
E 1.86 1.66 <.0001
N 2.81 1.95 <.0001
L 2.46 1.84 <.0001
H (+), n (%) 165 (29.0%) 19 (3.5%) <.0001
RNS complexity group, n(%) <.0001
Low complexity 52 (9.2%) 266(49.4%)
Moderate complexity 216(38.0%) 243 (45.2%)
High complexity 300(52.8%) 29(5.4%)

doi:10.1371/journal.pone.0141709.t003

2006 [15]. Analysis of combined data from six tertiary care centers in Europe demonstrated
that partial nephrectomy represented 50% of all nephrectomy cases from 2004 to 2007 [17].

In the same period, the mean tumor size decreased over time from 4.75 cm in 2008 to 4.06
cm in 2014. Likewise, RNS showed a clear decreasing tendency from 8.49 in 2008 to 7.95 in
2014 (p-value < 0.001) (Table 1). This may reflect increasing early detection of renal mass
lesions, or a shift toward surgical treatment of lesions which in the past would have been under
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80% 4‘ H Partial nephrectomy
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40% -
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Fig 1. Proportion of patients treated by radical nephrectomy and partial nephrectomy by year.

doi:10.1371/journal.pone.0141709.g001
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Fig 2. Radical nephrectomy and partial nephrectomy in each RNS group by year. *The percentage of partial nephrectomy is indicated above each bar.

doi:10.1371/journal.pone.0141709.g002

the threshold of detection. We suspect that this is largely due to widespread routine health
check-ups including abdominal ultrasonography, CT, and MRI [18]. In analysis of the partial
nephrectomy group, however, we noticed an increasing pattern in RNS over time; we identified
increase in RNS from 6.49 in 2008 to 6.89 in 2014 (P-value = 0.01). This increase might infer
that surgeons with more experience are more likely to choose partial nephrectomy in complex
cases. Likewise, in our study data of 2014, the proportion of partial nephrectomies was 78.9%

Table 4. Logistic regression analysis of factors affecting surgical decision making (radical nephrec-
tomy vs. partial nephrectomy).

Variable OR 95% CI p-value
Age 1.071 1.037-1.105 <0.0001
Experience group 2.04 1.163-3.578 0.0013
R component (2 vs. 1) 7.285 3.201-16.581 <0.0001
R component (3 vs. 1) 64.918 15.257-276.219 <0.0001
E component (2 vs. 1) 2.486 1.023-6.043 0.044

E component (3 vs. 1) 4.707 1.574-14.069 0.0056
N component (2 vs. 1) 0.401 0.051-3.172 0.3869
N component (3 vs. 1) 4.44 1.35-14.597 0.0141
H component (positive vs. negative) 4.154 1.797-9.601 0.0009

doi:10.1371/journal.pone.0141709.t004
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in the most experience group, 67.1% in the moderate experience group, and 50.8% in the least
experience group (p-value = 0.01).

In this study, we performed comparison analysis on the usage of partial nephrectomy based
on RNS. Satasivam et al. [3] reported that the increase in the proportion of partial nephrecto-
mies was principally in cases of low complexity, representing 22.2% in 2005 compared with
70.6% in 2009. In their study, there was no significant increase in partial nephrectomy usage in
the moderate complexity group over time. In contrast, the increase in partial nephrectomy
usage at our institution represents an increase in surgery performed for lesions of all complexi-
ties. The usage of partial nephrectomy was 95.1% in 2014 compared with 59.5% in 2008 for low
complexity groups. Notably, the frequency of partial nephrectomy for moderate complexity
cases was 75.3% in 2014 compared with 23.1% in 2008. For high complexity cases, the fre-
quency was 19.6% in 2014 and 2.2% in 2008.

In this study, we confirmed the increasing trend of partial nephrectomy and evaluated
which components, including individual components of RNS, contributed to partial nephrec-
tomy over the study period. In 2012, all patient groups with R score 3 underwent radical
nephrectomy, whereas in 2014, three patients with R score 3 were treated with partial nephrec-
tomy. In general, the point values of the R and N components significantly increased by year in
the partial nephrectomy group. The H (+) proportion among partial nephrectomy cases also
steadily increased during this time (Table 2). These results suggest that over time, surgeons per-
formed nephron-sparing surgery in renal masses with larger size and closer to the collecting
system and main renal vessels.

Recently, renal tumor contact surface area, a parameter for predicting complexity and out-
comes of partial nephrectomy, was developed [19]. Unlike RNS, contact surface area combines
just two aspects of tumor complexity: mass size and proportion of endophytic component. In
this context, we assume that mass size (R component), endophycity (E component), and dis-
tance to sinus (N component) may have a greater impact on tumor complexity than the other
components. Through the nomogram we developed with stepwise tool, we can infer that the
choice between partial nephrectomy versus radical nephrectomy depends on the maximum
tumor size, the exophytic/endophytic properties of the tumor, the proximity to the collecting
system and main renal artery and vein, and age, but does not depend on the tumor location
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relative to the polar line (L component) or preoperative renal function. In our study data, the
mean age of the partial nephrectomy group (53.5 years) was less than that of the radical
nephrectomy group (56.4 years) (p <.0001). Furthermore, age was a contributing factor in the
predictive nomogram. Although whether partial nephrectomy is superior to radical nephrec-
tomy in terms of overall survival remains controversial [20], these results may promote per-
forming partial nephrectomy in younger patients. Several studies have confirmed that radical
nephrectomy causes significant decreases in postoperative renal function when compared to
partial nephrectomy [6, 7]. However, preoperative creatinine, representing renal function, did
not influence the type of surgery performed in our study.

We note that our study had several limitations. In this study, all RNS was measured by sin-
gle urologist. This may cause measurement bias in the scoring system due to its radiologic com-
plexity. Although RNS has been shown to have high reproducibility, as suggested by M.
Francesca et al., correlation in RNS between urologists and radiologists in RNS could yield
more fidelity [21, 22]. Robotic surgery was performed only in cases of partial nephrectomy
because of the consensus of our institution. Another limitation of our study is that analysis was
performed biannually, not annually. For more precise analysis on trends, we may need an
annual, consecutive study. The retrospective design of current study is another limitation.
Also, the current study did not assess the potential for postoperative complications, including
urine leakage after partial nephrectomy, renal function decreases or cardiovascular diseases.
Ultimately, to assess the usefulness of RNS in surgical decision making, further investigation
on postoperative complications is necessary.

Conclusions

Over the study period, the proportion of partial nephrectomies increased sharply from 21.5%
in 2008 to 66.5% in 2014. In our analysis according to RNS, the usage of partial nephrectomy
increased steadily by year in all RNS subgroups. Surgeons are using partial nephrectomy in
renal masses with larger size and closer to the collecting system and main renal vessels. A
nomogram based on a recent data set of RCC from 2014 provides significant predictive value
in surgical decision making (radical nephrectomy vs. partial nephrectomy).

Acknowledgments
The research was supported in part by the Korean Urologic Oncology Society Grant 12-02.

Author Contributions

Conceived and designed the experiments: SJS HHS HGJ BCJ SSJ. Performed the experiments:
SJS SSJ. Analyzed the data: SJS KJK TSK HSR SIS HML HYC SSJ. Contributed reagents/materi-
als/analysis tools: SJS SSJ. Wrote the paper: SJS SSJ. Critical revision: HHS HGJ SSJ.

References
1. National Cancer Information Center. 2013. Available: http://www.cancer.go.kr. Accessed 19 March
2013.

2. Robson CJ, Churchill BM, Anderson W. The results of radical nephrectomy for renal cell carcinoma. J
Urol. 1969; 101: 297-301. PMID: 5765875

3. Satasivam P, Rajarubendra N, Chia PH, Munshey A, Sengupta S, Bolton D. Trends in the use of of
nephron-sparing surgery (NSS) at an Australian tertiary referral centre: an analysis of surgical decision-
making using the R.E.N.A.L. nephrometry scoring system. BJU Int. 2012; 109: 1341-1344. doi: 10.
1111/j.1464-410X.2011.10595.x PMID: 21951826

PLOS ONE | DOI:10.1371/journal.pone.0141709 November 24, 2015 9/10


http://www.cancer.go.kr
http://www.ncbi.nlm.nih.gov/pubmed/5765875
http://dx.doi.org/10.1111/j.1464-410X.2011.10595.x
http://dx.doi.org/10.1111/j.1464-410X.2011.10595.x
http://www.ncbi.nlm.nih.gov/pubmed/21951826

@’PLOS ‘ ONE

Trends in the Use of NSS over 7 Yrs: An Analysis Using the RNS

10.

11.

12

13.

14.

15.

16.

17.

18.

19.

20.

21,

22,

Lane BR, Chen H, Morrow M, Anema JG, Kahnoski RJ. Increasing use of kidney sparing approaches
for localized renal tumors in a community based health system: impact on renal functional outcomes. J
Urol. 2011; 186: 1229—1235. doi: 10.1016/j.juro.2011.05.081 PMID: 21849192

Kim SP, Shah ND, Weight CJ, Thompson RH, Moriarty JP, Shippee ND, et al. Contemporary trends in
nephrectomy for renal cell carcinoma in the United States: results from a population based cohort. J
Urol. 2011; 186: 1779-1785. doi: 10.1016/}.juro.2011.07.041 PMID: 21944105

Krebs RK, Andreoni C, Ortiz V. Impact of radical and partial nephrectomy on renal function in patients
with renal cancer. Urol Int. 2014; 92: 449-454. doi: 10.1159/000355609 PMID: 24732863

Heuer R, Gill IS, Guazzoni G, Kirkali Z, Marberger M, Richie JP, et al. A critical analysis of the actual
role of minimally invasive surgery and active surveillance for kidney cancer. Eur Urol. 2010; 57: 223—
232. doi: 10.1016/j.eururo.2009.10.023 PMID: 19853989

Thompson RH, Kaag M, Vickers A, Kundu S, Bernstein M, Lowrance W, et al. Contemporary use of par-
tial nephrectomy at a tertiary care center in the United States. J Urol. 2009; 181: 993-997. doi: 10.1016/
j.juro.2008.11.017 PMID: 19150552

Lane BR, Fergany AF, Weight CJ, Campbell SC. Renal functional outcomes after partial nephrectomy
with extended ischemic intervals are better than after radical nephrectomy. J Urol. 2010; 184: 1286—
1290. doi: 10.1016/j.juro.2010.06.011 PMID: 20723936

Becker F, Siemer S, Hack M, Humke U, Ziegler M, Stockle M. Excellent long-term cancer control with
elective nephron-sparing surgery for selected renal cell carcinomas measuring more than 4 cm. Eur
Urol. 2006; 49: 1058—-1063; discussion 1063—1064. PMID: 16630686

Kutikov A, Uzzo RG. The R.E.N.A.L. nephrometry score: a comprehensive standardized system for
quantitating renal tumor size, location and depth. J Urol. 2009; 182: 844—853. doi: 10.1016/j.juro.2009.
05.035 PMID: 19616235

Rosevear HM, Gellhaus PT, Lightfoot AJ, Kresowik TP, Joudi FN, Tracy CR. Utility of the RENAL
nephrometry scoring system in the real world: predicting surgeon operative preference and complica-
tion risk. BJU Int. 2012; 109: 700-705. doi: 10.1111/].1464-410X.2011.10452.x PMID: 21777362

Weight CJ, Atwell TD, Fazzio RT, Kim SP, Kenny M, Lohse CM, et al. A multidisciplinary evaluation of
inter-reviewer agreement of the nephrometry score and the prediction of long-term outcomes. J Urol.
2011; 186: 1223—-1228. doi: 10.1016/}.juro.2011.05.052 PMID: 21849200

Kutikov A, Smaldone MC, Egleston BL, Manley BJ, Canter DJ, Simhan J, et al. Anatomic features of
enhancing renal masses predict malignant and high-grade pathology: a preoperative nomogram using
the RENAL Nephrometry score. Eur Urol. 2011; 60: 241-248. doi: 10.1016/j.eururo.2011.03.029 PMID:
21458155

Dulabon LM, Lowrance WT, Russo P, Huang WC. Trends in renal tumor surgery delivery within the
United States. Cancer. 2010; 116: 2316-2321. doi: 10.1002/cncr.24965 PMID: 20225227

Poon SA, Silberstein JL, Chen LY, Ehdaie B, Kim PH, Russo P. Trends in partial and radical nephrec-
tomy: an analysis of case logs from certifying urologists. J Urol. 2013; 190: 464—469. doi: 10.1016/j.
juro.2013.02.094 PMID: 23454156

Touijer K, Jacgmin D, Kavoussi LR, Montorsi F, Patard JJ, Rogers CG, et al. The expanding role of par-
tial nephrectomy: a critical analysis of indications, results, and complications. Eur Urol. 2010; 57: 214—
222. doi: 10.1016/j.eururo.2009.10.019 PMID: 19853988

Hwang EC, Yu HS, Kwon DD. Small renal masses: surgery or surveillance. Korean J Urol. 2013; 54:
283-288. doi: 10.4111/kju.2013.54.5.283 PMID: 23700492

Leslie S, Gill IS, de Castro Abreu AL, Rahmanuddin S, Gill KS, Nguyen M, et al. Renal tumor contact
surface area: a novel parameter for predicting complexity and outcomes of partial nephrectomy. Eur
Urol. 2014; 66: 884—893. doi: 10.1016/j.eururo.2014.03.010 PMID: 24680360

Kim SP, Murad MH, Thompson RH, Boorjian SA, Weight CJ, Han LC, et al. Comparative Effectiveness
for Survival and Renal Function of Partial and Radical Nephrectomy for Localized Renal Tumors: A
Systematic Review and Meta-Analysis. J Urol. 2012 (In Press).

Monn MF, Gellhaus PT, Masterson TA, Patel AA, Tann M, Cregar DM, et al. R.E.N.A.L. Nephrometry
scoring: how well correlated are urologist, radiologist, and collaborator scores? J Endourol. 2014; 28:
1006-1010. doi: 10.1089/end.2014.0166 PMID: 24708445

Montag S, Waingankar N, Sadek MA, Rais-Bahrami S, Kavoussi LR, Vira MA. Reproducibility and fidel-
ity of the R.E.N.A.L. nephrometry score. J Endourol. 2011; 25: 1925-1928. doi: 10.1089/end.2011.
0217 PMID: 21988126

PLOS ONE | DOI:10.1371/journal.pone.0141709 November 24, 2015 10/10


http://dx.doi.org/10.1016/j.juro.2011.05.081
http://www.ncbi.nlm.nih.gov/pubmed/21849192
http://dx.doi.org/10.1016/j.juro.2011.07.041
http://www.ncbi.nlm.nih.gov/pubmed/21944105
http://dx.doi.org/10.1159/000355609
http://www.ncbi.nlm.nih.gov/pubmed/24732863
http://dx.doi.org/10.1016/j.eururo.2009.10.023
http://www.ncbi.nlm.nih.gov/pubmed/19853989
http://dx.doi.org/10.1016/j.juro.2008.11.017
http://dx.doi.org/10.1016/j.juro.2008.11.017
http://www.ncbi.nlm.nih.gov/pubmed/19150552
http://dx.doi.org/10.1016/j.juro.2010.06.011
http://www.ncbi.nlm.nih.gov/pubmed/20723936
http://www.ncbi.nlm.nih.gov/pubmed/16630686
http://dx.doi.org/10.1016/j.juro.2009.05.035
http://dx.doi.org/10.1016/j.juro.2009.05.035
http://www.ncbi.nlm.nih.gov/pubmed/19616235
http://dx.doi.org/10.1111/j.1464-410X.2011.10452.x
http://www.ncbi.nlm.nih.gov/pubmed/21777362
http://dx.doi.org/10.1016/j.juro.2011.05.052
http://www.ncbi.nlm.nih.gov/pubmed/21849200
http://dx.doi.org/10.1016/j.eururo.2011.03.029
http://www.ncbi.nlm.nih.gov/pubmed/21458155
http://dx.doi.org/10.1002/cncr.24965
http://www.ncbi.nlm.nih.gov/pubmed/20225227
http://dx.doi.org/10.1016/j.juro.2013.02.094
http://dx.doi.org/10.1016/j.juro.2013.02.094
http://www.ncbi.nlm.nih.gov/pubmed/23454156
http://dx.doi.org/10.1016/j.eururo.2009.10.019
http://www.ncbi.nlm.nih.gov/pubmed/19853988
http://dx.doi.org/10.4111/kju.2013.54.5.283
http://www.ncbi.nlm.nih.gov/pubmed/23700492
http://dx.doi.org/10.1016/j.eururo.2014.03.010
http://www.ncbi.nlm.nih.gov/pubmed/24680360
http://dx.doi.org/10.1089/end.2014.0166
http://www.ncbi.nlm.nih.gov/pubmed/24708445
http://dx.doi.org/10.1089/end.2011.0217
http://dx.doi.org/10.1089/end.2011.0217
http://www.ncbi.nlm.nih.gov/pubmed/21988126

