
need for RoR. Furthermore, we found vessel involvement
was the strongest predictor of RoR and additional clinical
or radiographic features provided no additional predictive
power. Based on the PPV and NPV, patients with tumor
contacting one of the great vessels, vessel involvement of
at least 135° for the IVC and 330° for the AA, »50% of
patients require RoR of the respective vessel with < 10%
requiring RoR under the given threshold.
The clinical factors identified in our study may poten-

tially aid urologists in preoperative identification of
patients at high risk for requiring vascular intervention,
allowing for preoperative consultation of additional surgi-
cal services, through patient counseling, and referral to
high-volume centers if appropriate.
There are important limitations to our study. The deci-

sion to perform RoR can be subjective and affected by sur-
geon experience and comfort level with vascular surgical
procedures. That being said, we do think that these objec-
tive findings on preoperative imaging may help identify
patients at high risk for needing these adjunct vascular
procedures. Further, our findings are based on the results
of 2 institutions only and due to the low event rate, we
were not able to externally validate the model but encour-
age others to do so.
CONCLUSION
The degree of circumferential tumor involvement of the
aorta (> 330°) and IVC (> 135°) is highly associated
with the need for RoR during PC RPLND, irrespective of
other clinical or radiographic findings. All patients under-
going RPLND should be counseled on possible need for
vascular intervention, however patients with these tumor
characteristics on preoperative imaging should be consid-
ered at high risk and planned for accordingly.
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EDITORIAL COMMENT
This is a paper which attempts to use radiologic criteria to pre-
dict which post chemotherapy retroperitoneal lymph node dis-
section (RPLND) patients will require vascular grafts or patches
at surgery. Desperation RPLND patients (those who have
exhausted all chemotherapy options and have obvious localized
cancer remaining) were excluded. Thus, the presumption is that
most of these patients had teratoma or necrosis at surgery is rea-
sonable.

I clearly agree that the preoperative CT scan is important.
However, the decision to do vascular replacement or patch-
ing is really an intraoperative decision. With normal HCG
and AFP, the question becomes: what is being resected? If it
seems to be teratoma or necrosis, the split and roll technique
works because cutting across teratoma or necrosis does not
affect the prognosis.

So the decision relies upon the clinical history, the potential
morbidity of RPLND with or without vascular replacement/
reconstruction and thus is dependent upon the judgment of an
experienced testis cancer surgeon.

I think it is nice that these authors have tried to demonstrate
that some easily measurable preoperative criteria may be helpful.
Ultimately, however, the clinical scenario and intraoperative
judgment are the factors which are most important. I wish it
were more objective; unfortunately it is not.

D1X XRichard Foster, D2X XM.D., Barnhill drive, Indianapolis, IN
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