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Small renal masses (SRM) are encountered by most urol-
ogists as part of their routine clinical practice, which 
makes best practice statements or guidelines like those 

published in this month’s CUAJ important in standardizing 
care.1 While it is good for patients to have options, the man-
agement of SRMs has started to resemble that of localized 
prostate cancer – each patient and the treating physician 
have many potentially difficult choices to make, and there 
is an underlying concern for over-treatment. 

The European Association of Urology (EAU) and the 
National Comprehensive Cancer Network (NCCN) have 
recently updated their kidney cancer guidelines includ-
ing the management of SRMs.2,3 The American Urological 
Association (AUA) published guidelines specifically on 
SRMs in 2009 and validated these in 2010.4 Furthermore, 
the Kidney Cancer Research Network of Canada (KCRNC), 
which includes many of the same contributors who drew up 
these SRM guidelines, has developed best practice guide-
lines in the past.5 The question therefore arises how these 

new guidelines compare to other international guidelines, 
how they differ from the prior KCRNC consensus statement, 
and what makes them specifically Canadian. The answer to 
all these questions is: not much. 

Specific Canadian content to the literature on the man-
agement of SRMs relates primarily to the utility of renal mass 
biopsy6-8 and the adoption of active surveillance,9 both of 
which we as a Canadian community of urologists would 
generally promote. However, neither of these components 
is emphasized particularly strongly in the current guidelines, 
reflecting a degree of uncertainty in their widespread adop-
tion. With respect to these two issues, these guidelines do 
not read much differently than the AUA guidelines from 
2010, which also recognize an increased role for biopsy 
and allow for active surveillance in older patients and those 
with significant medical comorbidities.4 The EAU and NCCN 
guidelines do not really entertain the notion of SRM biopsy 
to decide on surgical intervention versus surveillance, but 
instead limit its scope to patients with metastatic disease, 
those on surveillance, or those undergoing ablation. The 
NCCN guidelines are more restrictive than these Canadian 
guidelines with respect to use of ablative procedures, and 
reserve these for patients who are explicitly not candidates 
for surgery. However, this represents a deviation of the 
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NCCN guidelines from the general consensus of the other 
guidelines rather than a deviation of the Canadian guidelines.

These Canadian guidelines take a weak stance on the 
European Organisation for the Research on the Treatment 
of Cancer (EORTC) prospective randomized trial demonstrat-
ing an overall survival advantage for radical nephrectomy 
over partial nephrectomy in 541 patients with a renal mass 
≤5 cm in diameter.10 The overall survival difference (81.1% 
vs. 75.7% at 5 years; hazard ratio 1.50 with 95% confidence 
interval 1.03–2.16) was significant on an intention-to-treat 
(ITT) analysis, but not when restricted to patients with patho-
logically confirmed renal cell carcinoma. Since the histologic 
diagnosis of renal cell carcinoma is not generally made until 
after partial nephrectomy because pre-operative biopsy has 
not been widely adopted, the ITT analysis is the clinically 
more relevant one. It appears easy to disregard this level one 
evidence without critical analysis of the results. While we are 
reluctant to give up the purported advantage of preserving 
renal function despite the results of this EORTC trial, should 
they not at least dissuade the urologist from performing tech-
nically very challenging partial nephrectomies? Interestingly, 
the NCCN guidelines do not even refer to this paper,2 and 
the EAU guidelines completely disregard any controversy with 
the simple statement: “In a prematurely closed randomized 
study of RCC < 5 cm, comparing PN and RN, there was no 
difference in OS in the targeted population.”3 At least the con-
troversy has been acknowledged in the Canadian guidelines.
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