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We read with interest the paper by Hammett and 
colleagues in this issue of CUAJ.1 The authors 
investigated trends in the proportion of nephron-

sparing surgeries (partial nephrectomy and ablative pro-
cedures) versus radical nephrectomy in the management of 
renal masses in Virginia and Kentucky by searching ICD-9 
codes from 2004 to 2009. The authors used the Virginia 
Department of Health Patient Level Database and the 
Kentucky Hospital Association database to retrieve patient 
information. 

The increased popularity of research based on administra-
tive datasets of this kind can be attributed to their availabil-
ity, large size, low cost and perceived real world applicabil-
ity.2 Nevertheless, the limitations of these datasets should not 
be overlooked. They were not designed for clinical research 
and, as a result, they lack structured data collection process-
es and have limited links to pertinent clinical information.

The validity of a database (i.e., whether the available 
information accurately reflects the true characteristics 
of a study population) is the first issue to consider when 
appraising studies of this kind. Uncertainty arises due to 
difficulty determining whether a condition is truly absent 
or merely unrepresented due to coding imprecision. The 
authors attempted to minimize inaccuracies by excluding 
ICD-9 codes pertaining to upper tract urothelial tumours. 
However, the accuracy of ICD-9 codes remains question-
able and might have been clarified by cross-referencing with 
procedure codes or other databases.

During the 6-year study period, the use of nephrectomy 
decreased from 74.3% to 67.3% of all surgeries performed 
for renal malignancies in Virginia and from 80.5% to 66% 
in Kentucky. The vast majority of nephron-sparing surgeries 
were partial nephrectomies. 

The lack of statistical analysis to demonstrate that the 
reported trends are not random fluctuations is a limitation. If 
we are to conclude, by comparing data from 2004 to 2009, 
that there is a trend towards decreased nephrectomy use 
in both states, then we would also have to conclude that 
there has been a trend towards increased nephrectomy use 
in Virginia from 2005 to 2009. The lack of a priori justifica-
tion for the selected study period may threaten the validity 
of the results.

Reasons for the apparent increased use of nephron-sparing 
surgeries are likely multifactorial. Recent studies support the 
use of partial nephrectomy over radical nephrectomy when 
feasible, suggesting comparable oncologic outcomes with 
decreased risk of chronic kidney disease and other med-
ical comorbidities.3-5 Additionally, while the authors did not 
evaluate the use of laparoscopic or robotic approaches, the 
increased adoption of robotic technology has been associ-
ated with an increased use of partial nephrectomy.6

While the apparently slow adoption of nephron-sparing 
surgeries highlighted in this study may seem disheartening, 
the findings should be interpreted with caution. Since data 
on tumour characteristics (e.g., stage, location, etc.) were 
not available, the results included renal masses which would 
not have been amenable to nephron-sparing surgeries. 
Additionally, the increased emphasis on nephron-sparing 
surgeries has coincided with an increased interest in active 
surveillance for small renal masses, likely excluding a subset 
of tumours which would have been particularly amenable 
to nephron-sparing surgeries. 

As one might expect, the trend towards increased nephron-
sparing surgeries observed by Hammet and colleagues is most 
pronounced in academic centres. Taking into consideration 
the study’s inclusion of higher stage renal masses, the inher-
ent limitations of administrative databases, and the exclu-
sion of patients undergoing active surveillance (the ultimate 
nephron-sparing approach), the fact that nephron-sparing 
procedures comprised 43% of procedures in academic cen-
tres in 2009 is perhaps quite reassuring. 
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