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EDITORIAL COMMENT
IMPLEMENTATION AND EXTERNAL
VALIDATION OF PREOPERATIVE ASPECTS
AND DIMENSIONS USED FOR AN
ANATOMICAL (PADUA) SCORE FOR
PREDICTING COMPLICATIONS IN 74
CONSECUTIVE PARTIAL NEPHRECTOMIES
Neprhon-sparing surgery was initially
reserved for patients at high risk of
developing renal failure after kidney surgery
to treat renal cancer. Several series have
shown OPN to be equivalent to open RN in
terms of long-term cancer-free survival with
unilateral renal involvement, unifocal
disease and a tumour size of <4 cm [1–5].
Van Poppel et al. [1], in a randomized,
prospective, phase 3 trial reported
equivalent oncological outcome after NSS
and RN, and suggested that NSS may be
considered as an acceptable approach for
small asymptomatic RCC. Fergany et al. [3]
reported a 10-year CSS of 100% in patients
who underwent a NSS for localized RCC.
Lesage et al. [4] concluded that a better
health-related quality of life is achieved
after PN than after RN.
In 2009, Ficarra et al. proposed a new
classification (PADUA-score) to propose a
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standardised and original classification
system of renal tumours suitable for
conservative treatment based on their
anatomical aspects and dimensions; to
evaluate the ability of this classification
system to predict the risk of overall
complications in a series of patients
who underwent NSS; and to define a
complication risk-group stratification of
patients according to the different score of
anatomical classification [6].

The authors concluded that a total PADUA
score cut-off value of 8 was the threshold
that would predict a significant increase in
complication rate.
According to the results of this study
(comparable to that described in the
literature), we can consider to adopt the
PADUA-score in the daily surgical practice
as a valid support in optimizing the
operation strategy.

According to this, the following variables
and scores were assigned for every tumour:
1 face location, anterior (a) or posterior (p)
2 longitudinal location, upper or inferior
pole (1 point); middle pole (2 points)
3 rim location, lateral (1 point) and medial
(2 points)
4 tumour deepening into the parenchyma,
≥50% exophytic (1 point), <50% exophytic
(2 points), entirely endophytic (3 points)
5 renal sinus involvement, not involved (1
point); involved (2 points)
6 urinary collecting system involvement,
not involved (1 point), dislocated or
infiltrated (2 points)
7 tumour size, <4 cm (1 point), 4.1–7 cm (2
points), >7 cm (3 points) [5].
The authors concluded that the PADUA
score is a simple anatomical system that can
be used to predict the risk of surgical and
medical perioperative complications in
patients undergoing open NSS.
In this manuscript, the authors applicated
the PADUA-score to 74 consecutive
patients who underwent an open partial
nephrectomy in order validate its
reproducibility and ability to relate to the
pathology report as well as to predict the
outcome and the complication rate.
Surely the retrospective nature and the
small cohort of the patients represents
a limitation of this study; nevertheless
it is the first external validation of the
PADUA nephrometric system, in a single
institution.
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Another potential limitation of this study is
the lack of evaluation of warm ischaemia
time, which is an important indirect
parameter of the difficulty of conservative
treatments so as the lack of informations
concerning the postoperative renal function
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