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Laparoscopic adrenalectomy: is the choice of the best surgical

approach a resolved issue?

Andrea Balla, Silvia Quaresima, Alessandro M. Paganini

Department of General Surgery and Surgical Specialties “Paride Stefanini”, Sapienza University of Rome, 00161 Rome, Italy

Correspondence to: Andrea Balla, MD. Department of General Surgery and Surgical Specialties “Paride Stefanini”, Sapienza University of Rome,

Azienda Policlinico Umberto I, Viale del Policlinico 155, 00161 Rome, Italy. Email: andrea.balla@gmail.com.

Comment on: Coste T, Caiazzo R, Torres F, et al. Laparoscopic adrenalectomy by transabdominal lateral approach: 20 years of experience. Surg

Endosc 2017;31:2743-51.

Received: 18 March 2018; Accepted: 30 March 2018; Published: 23 April 2018.

doi: 10.21037/ales.2018.04.01
View this article at: http://dx.doi.org/10.21037/ales.2018.04.01

In the article “Laparoscopic adrenalectomy by transabdominal
lateral approach: 20 years of experience” the authors reported
their twenty years’ experience with laparoscopic lateral
adrenalectomy to identify the predictive factors of intra-
and post-operative complications and of conversions (1).

Since its first description by Gagner in 1992, laparoscopic
adrenalectomy (LA) has quickly become the gold standard
surgical technique for most adrenal lesions as an alternative
to open adrenalectomy (2,3). Different minimally invasive
approaches have been proposed in the last three decades to
perform adrenalectomy (3). The first and most frequently
reported approach is the transabdominal lateral one (TLA)
with patient in lateral decubitus position, as proposed by
Gagner and as performed also in the case series by Coste
et al. (1,2,4). With this approach, excellent exposure of the
operative field and a wide working space are achieved, with
fluids being drained by gravity away from the operative
field (3). Moreover, it is possible to reach the gland
without retracting any organ, thereby reducing trauma to
nearby organs. In a systematic review and meta-analysis
by Constantinides et /. (5) the mean operative time with
this approach ranged between 77.5 and 423 minutes,
the conversion rate ranged from 2% to 14% and a 6.4%
morbidity rate were reported. In the article by Coste et al.
the mean operative time (141.3 minutes for right LA and
of 136.7 minutes for left LA) and conversion rate (4%)
are similar to those reported in the literature, but a higher
morbidity rate is also reported (15.6%) (1).

The next mostly performed procedure is the
retroperitoneal approach (RPA) with the patient in prone
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position (4). This approach is preferred by some authors
due to several reported advantages in comparison to TLA,
including a shorter operative time, less intraoperative blood
loss, lower postoperative pain and shorter hospital stay.
Moreover, the absence of any intraperitoneal manipulation
makes it ideal in case of peritoneal adhesions from previous
surgery and reduces the risk of damage to intra-abdominal
organs from mobilization, which also translates into quicker
return to normal bowel functions (6-9).

The least common approach is the anterior one with the
patient in supine position (3,10). More familiar anatomical
recognition, the possibility to explore the abdominal
cavity and to perform associated procedures, including
contralateral adrenalectomy, without repositioning the
patient on the operative table, are the main advantages of
this approach (11,12). The postoperative outcomes that
are reported in the literature are similar to the outcomes
reported after other approaches (11,12).

Each of these approaches, however, has some inherent
weakness. With TLA, early ligation of the adrenal vein
may not be obtained without some degree of gland
manipulation, with the consequent risk of catecholamines,
hormones or cancer cells spread. RPA is reported to be
difficult to perform in patients with large tumors (>7-8 cm)
and in patients with a high BMI (13). Conversion to open
surgery in case of massive bleeding is difficult and the
patient’s position on the operative table can contribute
in itself to hemodynamic instability, especially in case of
pheochromocytoma. Finally, the anterior approach to
left-sided lesions requires mobilization of the left colonic
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flexure that results in prolonged operative time and a higher
surgical risk.

In the authors’ opinion the approach of choice for
LA is the transperitoneal anterior one in case of right
adrenalectomy and the transperitoneal submesocolic and
retropancreatic one in case of left adrenalectomy (3,10).
This approach provides more direct, early control of the
adrenal vein as the first and foremost step of the procedure
without any adrenal gland manipulation and therefore no
risk of catecholamines, hormones or cancer cells spread. It
is possible to perform associated procedures and to explore
the contralateral gland without changing the patient’s
position and conversion to open surgery, if required, is
straightforward. In case of right-sided lesions, early division
of the adrenal vein gains space between the adrenal gland
and the inferior vena cava in order to facilitate gland
mobilization. In case of left-sided lesions, the submesocolic
route provides the most direct access to the inferior adrenal
vein, as compared to TLA, without any mobilization
of the left colonic flexure or of the splenopancreatic
complex, reducing the operative time and the risk of organ
damage (3,10). The rare occurrence of postoperative
wandering spleen and acute gastric volvulus from extensive
mobilization of the splenopancreatic complex requiring
delayed open surgical treatment, as reported by Corcione
et al. (14) or of the not negligible occurrence of left
pneumothorax requiring thoracic drainage, as reported
also by Coste et al. as well as by other authors (15,16), are
complications inherent to TLA that are very unusual after
other types of approach.

Coste et al. also provide the important data that blood
transfusion, conversion to open surgery, intraoperative
incidents and lesion diameter more than 4.5 cm are
associated with an increase of the overall complication
rate (1). As reported in the literature, lesion size of more
than 4 cm is associated with increased risk of malignancy
and this must be considered in the choice of the surgical
strategy before the intervention (17).

Finally, the greatest experience of the senior surgeons
in the article by Coste er al. seems to be associated with
an increase of postoperative complications. This can
be explained by the fact that a randomization to young
or senior surgeon has not been done and consequently
the more difficult cases are treated by senior surgeons.
However, in accordance to Coste et 4/., it is important to
underline that LA can be performed by junior surgeons
under adequate supervision by a senior surgeon, without
increase of intra- and postoperative complications or
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conversion to laparotomy.
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