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Abstract 

Robot‑assisted partial nephrectomy (RAPN) is the standard of care for small, localized kidney tumors. This surgery 
is conducted within a short hospital stay and can even be performed as outpatient surgery in selected patients. In 
order to allow early rehabilitation of patients, an optimal control of postoperative pain is necessary. High‑pressure 
pneumoperitoneum during surgery seems to be the source of significant pain during the first hours postoperatively. 
Our study is a prospective, randomized, multicenter, controlled study which aims to compare post‑operative pain 
at 24 h between patients undergoing RAPN at low insufflation pressure (7 mmHg) and those operated on at standard 
pressure (12 mmHg) using the AirSeal system.

This trial is registered in the US National Library of Medicine Trial Registry (NCT number: NCT05404685).
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Introduction and hypothesis
Kidney cancer is of increasing incidence in Europe and 
Worldwide. According to the Global Cancer Observatory, 
it is the 14th most common malignancy with 431,288 
new cases in 2020 including 138,611 in Europe [1]. One 
explanation for this rising incidence is the increasing 
incidental diagnosis of small renal masses on imaging 
done for another cause [2, 3]. For these localized tumors 
(cT1-T2), conservative surgery (partial nephrectomy) 
is the standard of care [4], allowing good carcinological 
results while reducing morbidity. The minimally invasive 
approach with robotic assistance (robot-assisted partial 
nephrectomy (RAPN)) is now widely used in many hos-
pitals. It combines a reduced perioperative morbidity and 
shorter hospital stays without altering the oncological 
results [5, 6]. This improvement in the procedure’s safety 
has allowed the development of Enhanced Recovery 
After Surgery protocols and ambulatory protocols [7–9]. 
Nevertheless, in general and in the context of outpatient 
care in particular, the control of postoperative pain is a 
crucial issue to allow convalescence and return to activity 
in the best possible conditions.

Laparoscopic procedures require the generation of a 
pneumoperitoneum by intra-abdominal insufflation of 
carbon dioxide  (CO2) resulting in an impact on the car-
diovascular and respiratory system (reduced venous flow 
and cardiac output, increased peripheral vascular resist-
ance and blood pressure, increased pulmonary ventila-
tory resistance and hypercapnia) [10]. In order to limit 
these adverse effects, it is commonly recommended to 
limit the insufflation pressure to the minimum level nec-
essary to allow sufficient exposure and working space. 
The commonly used insufflation pressure is 12–15 mmHg 
[10]. In addition to the side effects described above, this 
abdominal overpressure is also responsible for postop-
erative pain due to phrenic irritation and residual  CO2 
[11], which is, based on our expertise, mainly experi-
enced during the first 48 h postoperatively and is difficult 
to control with the usual analgesics.

The AirSeal® system consists of an insufflator, a 
3-channel tubing set, and a special trocar. It provides 
active, continuous, and self-regulated insufflation, suc-
tion and filtration of  CO2. This allows the preservation 
of a stable pneumoperitoneum while ensuring continu-
ous extraction and active filtration of electrocoagulation 
smoke [12].

This system has been shown to improve intra-oper-
ative ventilatory parameters during laparoscopic 
total cystectomy in a prospective randomized study 
[13]. Shahait et  al. also reported a decrease in opera-
tive time and postoperative pain during robot-assisted 
total prostatectomy with the use of AirSeal at standard 

pressure in a non-randomized comparative study [14], 
while La Falce et  al. demonstrated the feasibility of 
robot-assisted total prostatectomies at low insufflation 
pressure (8  mmHg) using the AirSeal® system [15]. 
Low-pressure insufflation is also being evaluated in 
other surgical areas. Therefore, Celarier et al. presented 
evidence of shorter hospital stay and decreased post-
operative pain after laparoscopic colonic resection in 
a phase III randomized controlled trial evaluating the 
use of AirSeal at low pressure (7 mmHg) versus stand-
ard pressure (12  mmHg) [16]. Finally, specific data in 
the literature regarding the use of AirSeal® in RAPN 
is limited to the non-randomized prospective study of 
Annino et al. comparing standard insufflation with Air-
Seal® (at standard pressure of 12 mmHg) and report-
ing a benefit in terms of operating time, duration of 
renal ischemia, and rate of procedures without arterial 
clamping [17].

During the COVID-19 pandemic, the risk of con-
tamination by surgical smoke, which may contain toxic 
gas but also viral pathogens, has been highlighted [18]. 
Their concentration within the abdominal cavity and 
the circulating insufflation gas result in a risk of aero-
solization [19] and contamination of the operating 
theater and staff during laparoscopic procedures with 
or without robotic assistance [20]. This is especially sig-
nificant in renal conservative surgery as SARS-COV-2 
appears to have a capacity to bind to proximal convo-
luted tubules through its affinity for ACE2 receptors 
[20, 21]. This risk has led the EAU Robotic Urology 
Section (ERUS) committee to publish specific practice 
recommendations [22] advocating for the use of the 
lowest possible pneumoperitoneum pressure, active 
aspiration, and filtration of surgical smoke.

In this context, the P-NeLoP (partial nephrectomy in 
low pressure) trial aims to compare the effectiveness 
of AirSeal use at low pressure (7  mmHg), in terms of 
decreasing postoperative pain and therefore allowing 
fast re-autonomization of the patient, and its safety 
compared to its use at standard pressure (12 mmHg).

Design
Protocol overview
This is a two-arm, single blinded, prospective, multi-
center randomized controlled trial that evaluates the 
impact of low insufflation pressure using AirSeal sys-
tem (7 mmHg) during RAPN on post-operative pain, 24 
h after surgery. We hypothesize that the use of AirSeal® 
at low pressure (7  mmHg) for RAPN would reduce 
post-operative pain, decrease the intake of analgesics, 
and thus facilitate patient re-autonomization. The study 
design is presented in Fig. 1.
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Study population and setting
This trial protocol is supported by the French research 
network on kidney cancer UroCCR (www. uroccr. 
fr; NCT03293563). Fifteen hospitals and clinics are 
involved in this multicentric study. The objective is to 
include 280 patients divided into two parallel groups: 
a control group undergoing surgery with a standard 
insufflation pressure (12  mmHg) and an experimen-
tal group undergoing surgery with a low insufflation 

pressure (7 mmHg), both using the AirSeal system. All 
adult patients managed for renal tumor and scheduled 
for transperitoneal RAPN are eligible for inclusion. 
The inclusion and exclusion criteria are summarized in 
Table 1.

This study was authorized and approved ethically by 
the Ouest I Ethics Committee on April 27, 2022 (ID-
RCB: 2021-A03136-35), and is prospectively registered 
in the US National Library of Medicine Trial Registry 
(NCT number: NCT05404685).

Fig. 1 Study flowchart. RAPN, robot‑assisted partial nephrectomy; NRS, numeric rating scale. Medication Quantification Scale Version III [23]

http://www.uroccr.fr
http://www.uroccr.fr
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Assessment of baseline characteristics and inclusion
Patient characteristics, including medical history, blood 
work, imaging (including RENAL [24]  and PADUA 
[25]  nephrometry scores), and clinical data, will be col-
lected by the investigating physician during diagnos-
tic work-up and included in the web-based shared 
clinical and biological national database on kidney cancer 
UroCCR.

During the inclusion consultation, the patient will 
be fully informed by the investigating physician on the 
research protocol and given information notes on the 
P-NeLoP research trial and the UroCCR network. An 
informed consent form will be signed by each patient 
participating in the research protocol (Appendix).

Randomization and blinding
Randomization will be performed just before surgery, 
with the patient being already under anesthesia. It will be 
conducted directly on the UroCCR database. After vali-
dation of the patient’s eligibility, the participant’s research 
number and the randomization result from the database, 
as well as the degree of insufflation, will be immediately 
communicated to the surgeon. The randomization list 
will be generated by the statistician at the Methodology 
and Data Management Center of the promoting hospital. 
The two groups will be balanced with a 1:1 ratio, and the 
randomization will be stratified according to the inves-
tigating centers. A detailed description of the analgesia 
habits of each center will be made at the beginning of the 
study.

A single blind will be applied. Patients will therefore 
not be informed of the group they have been allocated to.

Procedure
All surgeries will be performed via transperitoneal robot-
assisted approach with the use of an AirSeal device. The 
pressure level will be adjusted at the beginning of the 
surgery, after placement of the ports, according to the 

randomization result. In the event of technical difficul-
ties experienced by the surgeon that may be induced by 
low pressure during a procedure performed at 7 mmHg, 
the pressure can be increased to the standard pressure 
of 12 mmHg. This information will then be collected as 
described in the secondary objectives.

Intra‑ and post‑operative follow‑up
The follow-up does not differ from the standard follow-
up after RAPN. Four post-operative follow-up time 
points will be set to collect the data needed for evaluation 
(Fig. 2).

During surgery, complications, type of clamping, oper-
ative time, volume of blood loss, changes in insufflation 
pressure, and duration as well as the plateau pressure and 
 PETCO2 60 min after incision will be collected.

Post-operatively, we will record adverse events (accord-
ing to Clavien-Dindo classification), presence of pain 
(according to the numeric rating scale (NRS)), and the 
use of analgesics (according to the Medication Quantifi-
cation Scale Version III [23]), at H+6, H+24, and H+48. 
The return to eating, walking, and transit should also be 
noted. Finally, a first follow-up consultation is planned at 
day 30 (± 15 days) with collection of adverse events dur-
ing the postoperative period.

Statistics
Calculation of the study size
We hypothesize that the average pain level measured 
at 24 h post-operatively by NRS will be 4.8 in the Air-
Seal® standard pressure group of 12 mmHg [11]. We 
also believe that the use of the AirSeal® device at a low 
pressure of 7 mmHg will decrease the mean pain by at 
least 0.8 points to 4.0 or less. With a common standard 
deviation of 2 [11], a power of 90%, an alpha risk of 5%, 
and a proportion of 5% missing or uninterpretable data, 
a total of 280 patients (140 patients per group) should 
be included (SAS® version 9.4, “Proc power” with a two-
sided t-test on the difference in mean).

Table 1 Inclusion and exclusion criteria

RAPN Robot-assisted partial nephrectomy

Inclusion criteria Exclusion criteria

Male or female aged of 18 and over Daily chronic painkillers intake for another indication than the kidney 
tumor and intended to be maintained at the time of surgery

Scheduled for transperitoneal RAPN with AirSeal system Opioid substitution therapy

Affiliation to or beneficiary of the French social security Person deprived of liberty

In capacity and willing to accurately report pain‑killer intakes in the first 
postoperative 7 days

Person under trusteeship, curatorship, or legal guardianship

Free, informed, and written consent signed by the patient and the inves‑
tigating physician (at the latest on the day of inclusion and before any 
examination required by the research)

Refusal of consent or participation in the UroCCR project and the P‑NeLoP 
ancillary trial
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Data analysis
The data will be analyzed by the biostatistician of the 
promoting hospital. The analyses will be performed 
with the SAS® software (version 9.4 or later). The main 
analysis will be performed on an intention-to-treat 
basis (any missing value of the primary endpoint will 
be replaced by the value corresponding to the failure 
of management, i.e., the maximum NRS value for all 
groups combined). Secondary objectives will be ana-
lyzed on available data.

A descriptive analysis will be performed overall and 
by group. The primary endpoint (NRS at H+24 post-
operative) will be compared between the two rand-
omization groups without adjustment and then after 
adjustment for the center and the level of analgesia 
prescribed (1, 2, or 3) using a linear regression model. 
Tests on the primary endpoint will be performed with 
an α risk of 5%.

Trial status
The protocol number is ID-RCB: 2021-A03136-35, 
version no. 1.0 from 04/04/2022 promotor code: 
CHUBX 2020/62. The first inclusion was on October 
4, 2022; the trial was scheduled to end around April 
2024. The inclusion period is 18 months with 1 month 
of participation for the patient. The trial registration 
dataset can be found at https:// clini caltr ials. gov/ ct2/ 
show/ record/ NCT05 404685? term= NCT05 40468 5& 
draw= 2& rank=1.

Conclusion
In recent years, we have witnessed an increase in cases of 
small renal tumors for which RAPN is now the standard 
of care. This surgery allows a shortening of hospital stay 
and is even performed on an outpatient basis for selected 
patients. Post-operative pain management is essential to 
the completion of these care paths and to the early reha-
bilitation of the patient. The AirSeal system allows the 
reduction of the insufflation pressure of the pneumop-
eritoneum during these surgeries which could lead to a 
significant decrease in postoperative pain. The P-NeLoP 
trial will evaluate the efficacy and safety of this low insuf-
flation pressure device on a prospective basis.

Appendix
Patient consent form
UROCCR 85 – P‑NELOP – CHUBX 2020/62
Research sponsor: CHU de Bordeaux

Coordinating investigator: Pr Jean-Christophe 
Bernhard

I, the undersigned ...............................................................
..................................... (surname, first name), certify that I 
have read and understood the information note that was 
given to me.

I have had the opportunity to ask any questions I may 
have had to Professor/Dr ...................................................
............... (name, surname) who has explained to me the 
nature, objectives, potential risks and constraints of my 
participation in this research.

Fig. 2 Timeline. NRS, numeric rating scale

https://clinicaltrials.gov/ct2/show/record/NCT05404685?term=NCT05404685&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/record/NCT05404685?term=NCT05404685&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/record/NCT05404685?term=NCT05404685&draw=2&rank=1
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I am aware of the possibility of interrupting my par-
ticipation in this research at any time without having to 
justify my decision and I will do my best to inform the 
investigator who is monitoring me in the research. This 
will of course not affect the quality of subsequent care.

I have been assured that the decisions that are neces-
sary for my health will be made at any time, in accord-
ance with the current state of medical knowledge.

I have been informed that this research has received a 
favorable opinion from the Committee for the Protection 
of Persons (CPP) and has been reported to the ANSM.

The Bordeaux University Hospital has signed a com-
mitment to comply with the "Reference Methodology" 
(MR-001) in application of the provisions of article 54 
paragraph 5 of the law of 6 January 1978 relating to infor-
mation technology, files and freedoms, modified by

the law no. 2018-493 of 20 June 2018 on the protection 
of personal data.

The Sponsor of the research (CHU de Bordeaux, 12 rue 
Dubernat, 33404 Talence Cedex) has taken out insurance 
for liability insurance in case of damage with the com-
pany LLOYD’S INSURANCE COMPANY SA through 
the brokerage company BEAH SAS whose address is 
16-18 rue de Londres, 75009 Paris (tel: 04 82 25 01 62).

I agree that the persons who collaborate in this research 
or who are mandated by the Promoter, as well as possibly 
the representative of the Health Authorities, may have 
access to the information in strict confidentiality.

I agree that the data recorded during this research, in 
pseudonymized (coded) form, may be subject to com-
puterized processing under the responsibility of the Pro-
moter. I am informed that, at the end of this research, 
these data may be used for other research purposes (new 
statistical analyses) and I have been informed of my right 
to object to this.

I have noted that, in accordance with the General Data 
Protection Regulation (RGPD) and the provisions of the 
law relating to data processing, files and freedoms, I have 
a right of access, rectification, deletion, limitation of pro-
cessing, portability of data, opposition and withdrawal. 
These rights can be exercised with the investigator who is 
following me in this research and who knows my identity 
or via the UroCCR website www. uroccr. fr.

My consent does not relieve the investigator and the 
Sponsor of the research of their responsibilities to me. I 
retain all rights guaranteed by law.

The results of the study will be communicated directly 
via the UroCCR website www. uroccr. fr, in accordance 
with the law of 4 March 2002 on the rights of patients 
and the quality of the health system.

Having had sufficient time to consider my decision, I 
freely and voluntarily agree to participate in P‑NeLoP 
research.

I freely and voluntarily agree that my clinical data 
may be stored and used for other research purposes 
(new statistical analyses). …. Yes … No

Done at ………... On: Done at ………….. On:
Name of investigator:
Signature of participant: Signature of investigator:

Role of sponsor
The sponsor played no part in study design; collection, management, analysis, 
and interpretation of data; writing of the report; and the decision to submit 
the report for publication

Scientific committee
It is composed of the following persons: Pr. Jean‑Christophe Bernhard (coor‑
dinating investigator and chairman), Solène Ricard (UroCCR project manager), 
Dr. Antoine Benard (deputy head of the USMR, methodologist), Roxane 
Coueron (biostatistician, USMR), Dr. Caroline Lacoste‑Roussillon (physician 
in charge of the Clinical Trials Safety and Vigilance Unit), and Aline Doublet 
(representative of the promoter). The scientific committee meets according to 
the needs of the research. It is responsible for taking all important decisions at 
the request of the coordinating investigator concerning the proper conduct 
of the research and compliance with the protocol. It verifies compliance with 
ethical standards. It keeps the Methodology and Data Management Centre 
and the coordinating investigator informed of the progress of the research, 
any problems, and the results available. It decides on any relevant changes 
to the protocol necessary for the continuation of the research, including 
measures to facilitate recruitment into the research, changes to the research 
documents, decisions to open or close research sites, measures that ensure 
the best possible safety for research participants, discussion of the results, and 
the strategy for publishing them.
The Scientific Council may propose to extend or interrupt the research if the 
inclusion’s rate is too slow, if too many people are lost to follow‑up, if there are 
major violations of the protocol, or for medical and/or administrative reasons. 
It specifies the possible modalities for the prolonged follow‑up of the partici‑
pants included in the research

Patient public involvement
The French patients’ association A. R. Tu. R is a member of the UroCCR scientific 
committee and was involved in the design of the protocol. The research 
project was also presented at scientific conferences attended by patients from 
this association

Trial steering committee
It is composed of the coordinating investigator (a surgeon), the project 
manager, the data manager, and the clinical research assistants from the 
coordinating center. The committee is running the trial day to day and provide 
organizational support for the participating centers. They meet every month 
and additional meetings can be scheduled if necessary.

Audit and inspection
Subject to notification within a suitable period of time, an audit may be car‑
ried out at any time by persons mandated by the sponsor and independent of 
those conducting the research. The purpose of the audit is to verify the safety 
of the participants and respect for their rights, compliance with the applicable 
regulations, and the reliability of the data. An inspection could also be carried 
out by a competent authority. Both audit and inspection may apply to all 
stages of the research, from the development of the protocol to the publica‑
tion of results and the classification of data used or generated in the research. 
Investigators agree to comply with the requirements of the sponsor for an 
audit and the competent authority for an inspection of the research.
Management of adverse events/adverse reactions/incident
Adverse events/incidents should be reported to the relevant health vigilance 
circuits for each product or practice concerned in accordance with the 
regulations. The notifiers must specify that the participant is included in a 
clinical trial and identify precisely the clinical trial concerned. If the investigator 

http://www.uroccr.fr
http://www.uroccr.fr


Page 7 of 8Margue et al. Trials          (2023) 24:545  

becomes aware of a breach of patient safety in the context of the research, 
he/she must inform the sponsor without delay.

Authors’ contributions
JCB developed and designed the trial and obtained funding for the trial. JCB, 
PB, AI, MR, TW, JAL, GP, KB, HL, JO, FB, MD, JBB, RM, BP, and ADLT collected and 
entered the data. JCB and GM wrote the protocol and the manuscript. The 
authors read and approved the final manuscript.

Funding
This work was partially supported by an industrial grant (CONMED).
ConMed

Availability of data and materials
Data analysis will be performed by the principal investigator. This analysis 
will result in a written report which will be submitted to the sponsor, who 
will forward it to the Committee for the Protection of Persons and to the 
competent authority. Any written or oral communication of the results of the 
research must receive the prior agreement of the coordinating investigator 
and, where appropriate, of any committee set up for the research. The coor‑
dinating investigator undertakes to make available to the public all negative 
and inconclusive and positive research results. In accordance with the law no. 
2002–303 of March 4, 2002, the participants will be informed, at their request, 
of the overall results of the research. The results of this study will be published 
in peer‑reviewed journals and be presented at national and international 
conferences. The datasets analyzed during the current study and statistical 
code are available from the corresponding author on reasonable request, as is 
the full protocol.

Declarations

Ethics approval and consent to participate
Informed and enlightened consent will be obtained from all study partici‑
pants. One original copy of the information note and signed consent will be 
given to the patient, and the other original copy will be retained by the inves‑
tigator as part of the study documents in an area inaccessible to third parties.
The sponsor and the investigator will ensure that this research is carried out in 
accordance with the law no. 2012–300 of March 5, 2012, relating to research 
involving the human being, as well as in agreement with Good Clinical Prac‑
tice (ICH version 4 of November 9, 2016, and decision of November 24, 2006) 
and the Declaration of Helsinki (which can be found in its full version at http:// 
www. wma. net). Except in emergency situations requiring the implementa‑
tion of specific therapeutic acts, the investigators undertake to respect the 
protocol in all points, especially with regard to the collection of consent and 
notification and follow‑up of serious adverse events. This research received 
approval from the Committee for the Protection of Persons (CPP) Ouest I Eth‑
ics Committee on April 27, 2022 (ID‑RCB: 2021‑A03136‑35), and was the sub‑
ject of information to the ANSM. The University Hospital of Bordeaux, sponsor 
of this research, has taken out a civil liability insurance policy with has taken 
out insurance for liability insurance in case of damage with the company 
Lloyd’s Insurance Company SA in accordance with the provisions of the Public 
Health Code. The data recorded during this research will be recorded in digital 
format in the UroCCR database (which was authorized by the National Com‑
mission for Information Technology and Civil Liberties (CNIL) on 12/04/2013 
(authorization request no. 912578, decision DR‑2013‑206) with respect to law 
no. 78–17 of January 6, 1978, relating to data processing, files, and freedoms 
modified by law 2004–801 of August 6, 2004. This research falls within the 
framework of “Reference Methodology” (MR‑001) in the application of the 
provisions of article 54 paragraph 5 of the amended law of January 6, 1978, 
relating to information, files, and freedoms. This change was approved by 
decision of January 5, 2006, updated on July 21, 2016. The Bordeaux University 
Hospital signed a commitment of conformity to this “Reference Methodology.”

Competing interests
The authors declare that they have no competing interests.

Received: 21 February 2023   Accepted: 21 July 2023

References
 1. Bukavina L, Bensalah K, Bray F, et al. Epidemiology of renal cell carcinoma: 

2022 update. Eur Urol. 2022;82(5):529–42. https:// doi. org/ 10. 1016/j. 
eururo. 2022. 08. 019.

 2. Turner RM, Morgan TM, Jacobs BL. Epidemiology of the small renal 
mass and the treatment disconnect phenomenon. Urol Clin North Am. 
2017;44(2):147–54. https:// doi. org/ 10. 1016/j. ucl. 2016. 12. 001.

 3. Kane CJ, Mallin K, Ritchey J, Cooperberg MR, Carroll PR. Renal cell cancer 
stage migration: analysis of the National Cancer Data Base. Cancer. 
2008;113(1):78–83. https:// doi. org/ 10. 1002/ cncr. 23518.

 4. Ljungberg B, Albiges L, Abu‑Ghanem Y, et al. European Association of 
Urology Guidelines on Renal Cell Carcinoma: the 2022 update. Eur Urol. 
2022;82(4):399–410. https:// doi. org/ 10. 1016/j. eururo. 2022. 03. 006.

 5. Peyronnet B, Seisen T, Oger E, et al. Comparison of 1800 robotic 
and open partial nephrectomies for renal tumors. Ann Surg Oncol. 
2016;23(13):4277–83. https:// doi. org/ 10. 1245/ s10434‑ 016‑ 5411‑0.

 6. Choi JE, You JH, Kim DK, Rha KH, Lee SH. Comparison of perioperative 
outcomes between robotic and laparoscopic partial nephrectomy: a sys‑
tematic review and meta‑analysis. Eur Urol. 2015;67(5):891–901. https:// 
doi. org/ 10. 1016/j. eururo. 2014. 12. 028.

 7. Bernhard JC, Payan A, Bensadoun H, et al. Are we ready for day‑case 
partial nephrectomy? World J Urol. 2016;34(6):883–7. https:// doi. org/ 10. 
1007/ s00345‑ 015‑ 1746‑6.

 8. Bernhard JC, Robert G, Ricard S, et al. Day‑case robotic‑assisted partial 
nephrectomy: feasibility and preliminary results of a prospective evalua‑
tion (UroCCR‑25 AMBU‑REIN study). World J Urol. Published online June 8, 
2020. https:// doi. org/ 10. 1007/ s00345‑ 020‑ 03283‑z

 9. Bernhard JC, Robert G, Ricard S, et al. Day‑case robotic‑assisted partial 
nephrectomy: feasibility and preliminary results of a prospective evalu‑
ation (UroCCR‑25 AMBU‑REIN study). World J Urol. 2022;40(6):1351–7. 
https:// doi. org/ 10. 1007/ s00345‑ 020‑ 03283‑z.

 10. Neudecker J, Sauerland S, Neugebauer E, et al. The European Association 
for Endoscopic Surgery clinical practice guideline on the pneumoperito‑
neum for laparoscopic surgery. Surg Endosc. 2002;16(7):1121–43. https:// 
doi. org/ 10. 1007/ s00464‑ 001‑ 9166‑7.

 11. Akkoc A, Topaktas R, Aydin C, et al. Which intraperitoneal insufflation 
pressure should be used for less postoperative pain in transperitoneal 
laparoscopic urologic surgeries? Int Braz J Urol Off J Braz Soc Urol. 
2017;43(3):518–24. https:// doi. org/ 10. 1590/ S1677‑ 5538. IBJU. 2016. 0366.

 12. Nepple KG, Kallogjeri D, Bhayani SB. Benchtop evaluation of pres‑
sure barrier insufflator and standard insufflator systems. Surg Endosc. 
2013;27(1):333–8. https:// doi. org/ 10. 1007/ s00464‑ 012‑ 2434‑x.

 13. Covotta M, Claroni C, Torregiani G, et al. A prospective, randomized, 
clinical trial on the effects of a valveless trocar on respiratory mechan‑
ics during robotic radical cystectomy: a pilot study. Anesth Analg. 
2017;124(6):1794–801. https:// doi. org/ 10. 1213/ ANE. 00000 00000 002027.

 14. Shahait M, Cockrell R, Yezdani M, et al. Improved outcomes utilizing a 
valveless‑trocar system during robot‑assisted radical prostatectomy 
(RARP). JSLS. 2019;23(1):e2018.00085. https:// doi. org/ 10. 4293/ JSLS. 2018. 
00085

 15. La Falce S, Novara G, Gandaglia G, et al. Low pressure robot‑assisted radi‑
cal prostatectomy with the AirSeal system at OLV Hospital: results from a 
prospective study. Clin Genitourin Cancer. 2017;15(6):e1029–37. https:// 
doi. org/ 10. 1016/j. clgc. 2017. 05. 027.

 16. Celarier S, Monziols S, Célérier B, et al. Low‑pressure versus standard pres‑
sure laparoscopic colorectal surgery (PAROS trial): a phase III randomized 
controlled trial. Br J Surg. 2021;108(8):998–1005. https:// doi. org/ 10. 1093/ 
bjs/ znab0 69.

 17. Annino F, Topazio L, Autieri D, Verdacchi T, De Angelis M, Asimakopou‑
los AD. Robotic partial nephrectomy performed with Airseal versus a 
standard CO2 pressure pneumoperitoneum insufflator: a prospective 
comparative study. Surg Endosc. 2017;31(4):1583–90. https:// doi. org/ 10. 
1007/ s00464‑ 016‑ 5144‑y.

 18. Pavan N, Crestani A, Abrate A, et al. Risk of virus contamination through 
surgical smoke during minimally invasive surgery: a systematic review of 
the literature on a neglected issue revived in the COVID‑19 pandemic era. 
Eur Urol Focus. 2020;6(5):1058–69. https:// doi. org/ 10. 1016/j. euf. 2020. 05. 
021.

 19. Zheng MH, Boni L, Fingerhut A. Minimally invasive surgery and the 
novel coronavirus outbreak: lessons learned in China and Italy. Ann Surg. 
2020;272(1):e5–6. https:// doi. org/ 10. 1097/ SLA. 00000 00000 003924.

http://www.wma.net
http://www.wma.net
https://doi.org/10.1016/j.eururo.2022.08.019
https://doi.org/10.1016/j.eururo.2022.08.019
https://doi.org/10.1016/j.ucl.2016.12.001
https://doi.org/10.1002/cncr.23518
https://doi.org/10.1016/j.eururo.2022.03.006
https://doi.org/10.1245/s10434-016-5411-0
https://doi.org/10.1016/j.eururo.2014.12.028
https://doi.org/10.1016/j.eururo.2014.12.028
https://doi.org/10.1007/s00345-015-1746-6
https://doi.org/10.1007/s00345-015-1746-6
https://doi.org/10.1007/s00345-020-03283-z
https://doi.org/10.1007/s00345-020-03283-z
https://doi.org/10.1007/s00464-001-9166-7
https://doi.org/10.1007/s00464-001-9166-7
https://doi.org/10.1590/S1677-5538.IBJU.2016.0366
https://doi.org/10.1007/s00464-012-2434-x
https://doi.org/10.1213/ANE.0000000000002027
https://doi.org/10.4293/JSLS.2018.00085
https://doi.org/10.4293/JSLS.2018.00085
https://doi.org/10.1016/j.clgc.2017.05.027
https://doi.org/10.1016/j.clgc.2017.05.027
https://doi.org/10.1093/bjs/znab069
https://doi.org/10.1093/bjs/znab069
https://doi.org/10.1007/s00464-016-5144-y
https://doi.org/10.1007/s00464-016-5144-y
https://doi.org/10.1016/j.euf.2020.05.021
https://doi.org/10.1016/j.euf.2020.05.021
https://doi.org/10.1097/SLA.0000000000003924


Page 8 of 8Margue et al. Trials          (2023) 24:545 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 20. Puliatti S, Eissa A, Eissa R, et al. COVID‑19 and urology: a comprehensive 
review of the literature. BJU Int. 2020;125(6):E7–14. https:// doi. org/ 10. 
1111/ bju. 15071.

 21. Mihalopoulos M, Dogra N, Mohamed N, Badani K, Kyprianou N. COVID‑19 
and kidney disease: molecular determinants and clinical implications in 
renal cancer. Eur Urol Focus. 2020;6(5):1086–96. https:// doi. org/ 10. 1016/j. 
euf. 2020. 06. 002.

 22. Professionals S‑O. EAU Robotic Urology Section (ERUS) guidelines during 
COVID‑19 emergency [Internet]. Uroweb. 2020 [cité 21 juin 2020]. Dis‑
ponible sur: https:// uroweb. org/ eau‑ robot ic‑ urolo gy‑ secti on‑ erus‑ guide 
lines‑ during‑ covid‑ 19‑ emerg ency/.

 23. Harden RN, Weinland SR, Remble TA, et al. Medication Quantification 
Scale Version III: update in medication classes and revised detri‑
ment weights by survey of American Pain Society Physicians. J Pain. 
2005;6(6):364–71. https:// doi. org/ 10. 1016/j. jpain. 2005. 01. 350.

 24. 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(3):844‑853. https:// doi. org/ 10. 1016/j. juro. 2009. 05. 
035

 25. Ficarra V, Novara G, Secco S, et al. Preoperative aspects and dimen‑
sions used for an anatomical (PADUA) classification of renal tumours 
in patients who are candidates for nephron‑sparing surgery. Eur Urol. 
2009;56(5):786–93. https:// doi. org/ 10. 1016/j. eururo. 2009. 07. 040.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.1111/bju.15071
https://doi.org/10.1111/bju.15071
https://doi.org/10.1016/j.euf.2020.06.002
https://doi.org/10.1016/j.euf.2020.06.002
https://uroweb.org/eau-robotic-urology-section-erus-guidelines-during-covid-19-emergency/
https://uroweb.org/eau-robotic-urology-section-erus-guidelines-during-covid-19-emergency/
https://doi.org/10.1016/j.jpain.2005.01.350
https://doi.org/10.1016/j.juro.2009.05.035
https://doi.org/10.1016/j.juro.2009.05.035
https://doi.org/10.1016/j.eururo.2009.07.040

	Clinical trial protocol for P-NeLoP: a randomized controlled trial comparing the feasibility and outcomes of robot-assisted partial nephrectomy with low insufflation pressure using AirSeal versus standard insufflation pressure (UroCCR no. 85 study)
	Abstract 
	Introduction and hypothesis
	Design
	Protocol overview
	Study population and setting
	Assessment of baseline characteristics and inclusion
	Randomization and blinding
	Procedure
	Intra- and post-operative follow-up

	Statistics
	Calculation of the study size
	Data analysis

	Trial status
	Conclusion
	Appendix
	Patient consent form
	UROCCR 85 – P-NELOP – CHUBX 202062


	References


