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Abstract

Aim: Living kidney donation is important due to the shortage of organ donors in Turkey. Classic retroperitoneal open donor
nephrectomy is more beneficial as it can prevent intraperitoneal organ injuries and postoperative adhesion formation. Here we have
presented our initial experience about donors who were undergone open donor nephrectomy.

Material and Methods: We retrospectively analyzed 14 donors who were undergone open nephrectomy between November 2010
and June 2011. We reviewed demographic data, intraoperative and postoperative complications, hospital stay, and serum creatinine
levels (discharge time, postoperative maximum level and currently) for these donors.

Results: Fourteen donors were operated during this period. The male to female ratio was 8:6 among donors. Mean age was 43.57
(range; 27-68) years. Mean body mass index was 27.71 (range; 21.3-36.1). Five right and nine left kidneys were harvested. There was no
intraperitoneal organ injury. All kidney grafts started to function immediately. There was no vascular thrombosis in the transplanted
kidneys. There was one major hemorrhagic complication requiring reoperation (7.1%). There were three minor wounds complications
(21.4%). None of the donors had incisional hernia. Mean postoperative hospitalization time was 5.85 (range; 4-18) days. Mean flow up
period was 125 days (range; 18-210 days). Mean serum creatinine level of discharge time, postoperative maximum level, and currently
were; 1.04 mg/dL (range; 0.6-1.7); 1.26 mg/dL (range; 0.8-1.9); 1.08 mg/dL (range; 0.78-1.41) respectively.

Conclusions; We did not have any major complication in our initial series for open donor nephrectomy. For those who are starting
kidney transplantation, open donor nephrectomy is a safe method.
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Bobrek Nakline Baslarken A¢ik Donér Nefrektomi Guivenli Bir Yaklagimdir

Ozet

Amag: Tirkiye’de canlt vericili bébrek nakli, organ bagisinin azhigi nedeni ile olduk¢a 6nemlidir. Klasik retroperitoneal acik donor
nefrektomi, intraperitoneal organ yaralanmasi ve postoperataif adezyonlari 6nlemesi bakimindan faydali bir yontemdir. Biz de
klinigimizde agtk dondr nefrektomi gegiren hastalarda baslangic deneyimlerimizi sunmayr amagladik.

Gereg ve Yontemler: Kasim 2010 ve Haziran 2011 tarihleri arasinda acik dondr nefrektomi yapilan 14 hasta retrospektif olarak analiz
edildi. Bu donétlerde demografik 6zellikler, intraoperatif ve postoperative komplikasyonlar, hastanede kalis siiresi, serum kreatinin
seviyeleri ( taburculuk zamaninda, postoperative maksimum seviyeleri ve simdiki degerleri) gézden gegirildi.

Bulgular: Bu dénemde 14 donér opere edildi. Erkek kadin orani 8:6 idi. Ortalama yag 43.57y1l ( 27y-68y), ortalama viicut kitle indeksi
27.71 kg/m? ( 21.3-36.1 kg/m?) idi. Bes sag bébrek, 9 sol bébrek nefrektomi yapildi. Intraoperatif organ yaralanmast gézlenmedi. Tim
greftler hemen calismaya bagladi. Transplante edilen bébreklerde vaskiler tromboz olmadi. Bir adet reoperasyon gerektiren major
kanama gézlendi (%7.1). Ug hastada minor yara komplikasyonlart gézlendi (%21.4). Higbir hastada insizyonel herni gézlenmedi.
Ortalama hastanede kalis stiresi 5.85 giin (4-18glin), ortalama takip siresi 125gin (18-210 giin) idi. Ortalama serum kreatinin,
taburculuk zamaninda, postoperative en yiksek oldugu seviye ve simdiki degetleri sirastyla; 1.04 mg/dL (0.6-1.7 mg/dL); 1.26 mg/dL
(0.8-1.9 mg/dL); 1.08 mg/dL (0.78-1.41 mg/dL) idi.

Sonug: Agik donér nefrektomi yaptigimiz baslangic serimizde major komplikasyon ile karsilasmadik. Bu nedenle bobrek nakline yeni
baslayan merkezler icin baslangicta acitk donér nefrektominin givenli bir yéntem oldugu kanaatindeyiz.

Anahtar Kelimeler: Nefrektomi; Bobrek Nakli; Canli Verici.

patients with ESRD is kidney transplantation,
TR OIDOEAEIOLY which is associated with improved quality of life

and better survival (1-0). Living organ donation is

Number of patients with end-stage renal disease very important for these patients. This is the most
(ESRD) has increased gradually in our country as effective way to solve the shortage of decease donor
all over the word. The best treatment choice for organ in a number of countries, including our own.
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There are different donor nephrectomy techniques
which are open and a lot of minimal invasive
techniques. Our aim is to present our initial
experience concerning open donor nephrectomy
technique in this study.

MATERIAL AND METHODS

We retrospectively analyzed 14 donors undergone
open nephrectomy between November 2010 and
June 2011. We reviewed demographic data,
intraoperative and postoperative complications,
hospital stay, and serum creatinine level of
discharge time, maximum level and currentstatus
of these donors. All donors were evaluated
according to the criteria of Amsterdam Forum (7).

The procedure was always performed from the
same transplant surgeon team under general
anesthesia. Our kidney transplant team has one
transplant surgeon team. Because of this reason,
we first started donor nephrectomy. Left kidney
donor nephrectomy preferred if possible. We
selected right kidney only when there was a
potential benefit to the donot’s remaining left
kidney or in the preoperative evaluation period, if
both kidneys were equal but right kidney had
surgically any advantages, as there were multiple
vessels of left kidney. Foley catheter was inserted
in all of the donors. The patients were placed left
or right flank position and 7-15 c¢m in length
abdominal flank incision was performed. The
anteromedial portion of Gerota’s fascia was
opened; the upper pole of the kidney was
dissected. The ureter was then dissected together
with the gonadal vein at the level of the iliac
vessels. The wvascular and fatty tissue in the
triangular region encompassing the ureter was
preserved. Dissection of the renal hilus was started
with renal vein. The adrenal, lumbar and gonadal
veins were dissected, ligated and divided. The renal
artery was then freed down to the aorta. The
adrenal gland was separated from upper pole of
kidney, and the remainder of the upper pole was
dissected. The lateral attachments of the kidney
were then dissected. After completing dissection,
operation was halted for a while. And then, we
prepared  implantation  area, which  was
extraperiotenal area in right or left iliac fossa in
recipient. Having completed this procedure, we

gave a break to the recipient operation. Then we
again continued donor nephrectomy. The ureter
was divided and ligated, and then renal artery was
divided. Finally, renal vein was divided. The kidney
was removed and perfused in back table. We used
routinely drain in the first nine cases and also in
the thirteenth case. After donor nephrectomy, we
immediately started implantation procedures in the
recipient.

All of our donors were discharged from the
hospital if they were ambulating, had sufficient
pain control with oral medication, tolerance of diet
and no wound complications or any other
postoperative complications. We had zero donor
mortality.

RESULTS

Fourteen donors were operated in this period. The
male to female ratio was 8:6 among donors. Mean
age was 43.57 (range; 27-68) years. Mean body
mass index (BMI) was 27.71 (range; 21.3-36.1).
One donor’s BMI was higher than 35. The donors
and recipients were related in 9 cases (64.3%),
emotionally related 3 cases (21.4%) and unrelated
2 cases (14.3%). Five right and nine left kidneys
were harvested. One donor had two arteries.
There was no intraperitoneal organ injury. All
kidney grafts started to function immediately.
There was no vascular thrombosis in the
transplanted kidneys. There was one major
hemorrhagic complication requiring reoperation
(7.1%). There were three minor wound
complications (21.4%). Foley catheters were taken
out on the first operative day in all donors except
for one donor. His Foley catheter was taken out
on the first postoperative day. But, he could not
tolerate it. We inserted Foley catheter again. His
Foley catheter was taken out on the second
postoperative day without encountering any
problem. None of the donors had incisional
hernia. Mean postoperative hospitalization time
was 5.85 (range; 4-18) days (Table 1). Mean flow
up was 125 days (range; 18-210 days). Mean serum
creatinine level of discharge time, postoperative
maximum level, and currently were; 1.04 mg/dL
(range; 0.6-1.7); 1.26 mg/dL (range; 0.8-1.9); 1.08
mg/dL (range; 0.78-1.41) respectively (Graphic 1).




www.jtomc.org

|
]
|
Graphic 1. Creatinine levels of donors in discharge time, maximum level and current.
Table 1. Demographic traits of donors and details of flow-up period in donors.
Number Ageand Related of Donor  Donor Side of Drain Discharge Postoperative
of Gender BMI Nephrectomy Usage  Time From Complication (Yes or No.
Donor Hospital If yes, what was it?)
(POD)
1 48, F Mother 32.5 Left Yes 6 No
2 50, F Grandmother 30.5 Left Yes 5 No
3 64, M Father 23.5 Left Yes 4 No
4 43, M Father 23.7 Left Yes 5 No
5 39,F Mother 36.1 Left Yes 7 No
6 34, M Father 23.1 Right Yes 5 Minor Wound Problem
7 68, M Father 21.3 Left Yes 5 No
8 48, M Father 31.5 Left Yes 5 No
9 50, M Unrelated 29 Right Yes 18* Minor Wound Problem
10 30, F Sibling 28.9 Right No 5 Minor Wound Problem
11 27, F Emotional related 26.4 Right No 4 No
12 41, F Emotional related 23.9 Right No 4 No
13 34, M Unrelated 31.6 Left Yes 4 Reoperation
14 34, M Emotional related 26 Left No 5 No

BMI: Body Mass Index. POD: Postoperative Days. * Because of; recipient discharge time.

DISCUSSION

The patients with terminal renal insufficiency in
the waiting list are increasing day by day. The most
effective way is to increase the number of living
donor to solve this problem in many countries as
our own country, Turkey.

Currently, it is known that the health of live kidney
donors at long-term follow-up is good and the

procedure is considered to be safe (1). But, such
serious complications as donor mortality about
lout of 3000 living donor nephrectomies,
bleeding, bowel and adjacent organ injuries, pleural
and pulmonary complication ocur (8-11). Surgical
techniques have changed significantly from open
donor nephrectomy, through mini-incision donor
nephrectomy, to minimally invasive laparoscopic
techniques (1). Advantages or disadvantages of
different methods for donor nephrectomy are
similar (8). Minimal invasive techniques offer
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better postoperative quality of life. The
laparoscopic live donor nephrectomy is technically
more demanding than the open approach, with
prolonged learning curve (1). But, laparoscopic
techniques have some disadvantages as fatal
complications with higher rate than open
techniques (4,11). And also warm ischemic or total
ischemic time and operating time are longer than
open techniques (8,12). The standard open
extraperitoneal or transperitoneal approaches have
proved to be a safe approach for donor
nephrectomy during the past 50 years (8). It has a
low complication rate (8). Most surgeons are more
confident and familiar with this approach (8).

In conclusion; we did not have any major
complication in our initial series for open donor
nephrectomy. Open donor nephrectomy is safe
method starting kidney transplantation. But, we
are planning to switch off the retroperitonoscopic
hand-Assisted donor nephrectomy.

REFERENCES

1. Dols LF, Kok NF, Ijzermans JNLive donor nephrectomy:
a review of evidence for surgical techniques. Transpl Int
2010;23:121-30.

2. Chung BH, Jung MH, Bae SH, Kang SH, Hwang HS,
Hyoung BJ et al. Changing donor source pattern for
kidney transplantation over 40 years: a single-center
experience. Korean ] Intern Med 2010;25:288-93.

3. Hajji S, Cheddadi K, Medkouri G, Zamd M, Hachim K,
Benghanem GM et al. Profile of living related kidney
donors: a single center experience. Saudi ] Kidney Dis
Transpl 2010;21:967-70.

4. Aboutaleb E, Herbert P, Crane ], Hakim N. Mini-incision
donor nephrectomy techniques: a systematic review. Exp
Clin Transplant 2010;8:189-95.

5. Chalise PR, Shah DS, Sharma UK, Gvawali PR, Shrestha
GK, Joshi BR et al. Renal transplantation in Nepal: the
first year's experience. Saudi ] Kidney Dis Transpl
2010;21:559-64.

6. Andersen MH, Bruserud F, Mathisen L, Wahl AK,
Hanestad BR, Fosse E. Follow-up interviews of 12 living
kidney donors one yr after open donor nephrectomy. Clin
Transplant 2007;21:702-9.

7. Delmonico F. Council of the Transplantation Society. A
Report of the Amsterdam Forum On the Care of the Live
Kidney Donor: Data and Medical Guidelines.
Transplantation 2005;79:53-66.

8. Ruszat R, Sulser T, Dickenmann M, Wolff T, Gurke L,
Burster T et al.  Retroperitoneoscopic  donor
nephrectomy: donor outcome and complication rate in
comparison with three different techniques. World ] Urol
2006;24:113-7.

9. Hartmann A, Fauchald P, Westlie L., Brekke 1B, Holdaas
H. The risk of living kidney donation. Nephrol Dial
Transplant 2003;18:871-3.

10. Mitre Al, Dénes FT, Nahas WC, Simoes FA, Colombo
JR, Piovesan AC et al. Comparative and prospective
analysis of three different approaches for live-donor
nephrectomy. Clinics (Sao Paulo) 2009;64:23-8.

11. Kim BS, Yoo ES, Kwon TG. Complications of
transperitoneal laparoscopic nephrectomy: a single-center
experience. Urology 2009;73(6):1283-7.

12. Brook NR, Gibbons N, Nicol DL, Mc Donald SP et al.
Open and laparoscopic donor nephrectomy: activity and
outcomes from all Australasian transplant centers.
Transplantation 2010;89:1482-8.

Received/Bagvuru: 03.07.2012, Accepted/Kabul: 27.08.2012

Correspondence/Iletigim o For citing/Autf i¢in

Bulent UNAL

Inonu University Faculty of Medicine,
Department of General Surgery,
MALATYA/TURKEY

Tel: 0532 5254455 Fax: 0422 3410728
E-mail: bulentunal2005@yahoo.com.tr
bulent.unal@inonu.edu.tr

Unal B, Piskin T, Yilmaz S. Open donor
nephrectomy is safe approach for starting kidney
transplantation. J Turgut Ozal Med Cent
2013;20(1):4-7 DOI: 10.7247 /jtomc.20.1.2



http://www.ncbi.nlm.nih.gov/pubmed?term=%22Hajji%20S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Cheddadi%20K%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Medkouri%20G%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=Hajji%20s%2C%20Cheddadi%20k
http://www.ncbi.nlm.nih.gov/pubmed?term=Hajji%20s%2C%20Cheddadi%20k
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Chalise%20PR%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Shah%20DS%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Sharma%20UK%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=Chalise%20PR%2C%20Shah%20DS.
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Delmonico%20F%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Council%20of%20the%20Transplantation%20Society%22%5BCorporate%20Author%5D
http://www.ncbi.nlm.nih.gov/pubmed/15785361
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Hartmann%20A%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Fauchald%20P%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Brook%20NR%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Gibbons%20N%22%5BAuthor%5D
mailto:bulentunal2005@yahoo.com
mailto:bulent.unal@inonu.edu.tr

	Abstract
	Özet
	Unal B, Piskin T, Yilmaz S. Open donor nephrectomy is safe approach for starting kidney transplantation. J Turgut Ozal Med Cent 2013;20(1):4-7 DOI: 10.7247/jtomc.20.1.2

