CUA Guidelines: SRMs

27. Lesage K, Joniau S, Fransis K, et al. Comparison between open partial and radical nephrectomy for renal
tumours: Perioperative outcome and health-related quality of life. Eur Urol 2007;51:614-20. http://
dx.doi.org/10.1016/j.eururo.2006.10.040
28. Wang AJ, Bhayani SB. Robotic partial nephrectomy versus laparoscopic partial nephrectomy for renal cell
carcinoma: Single-surgeon analysis of >100 consecutive procedures. Urology 2009;73:306-10. http://
dx.doi.org/10.1016/j.urology.2008.09.049
29. Ho H, Schwentner C, Neururer R, et al. Robotic-assisted laparoscopic partial nephrectomy: Surgical technique and clinical outcomes at 1 year. BJU Int 2009;103:663-8. http://dx.doi.org/10.1111/j.1464410X.2008.08060.x
30. Kassouf W, Siemens R, Morash C, et al. Follow-up guidelines after radical or partial nephrectomy for
localized and locally advanced renal cell carcinoma. Can Urol Assoc J 2008;3:73-6.
31. Kunkle DA, Uzzo RG. Cryoablation or radiofrequency ablation of the small renal mass: A meta-analysis.
Cancer 2008;15:2671-80. http://dx.doi.org/10.1002/cncr.23896

32. Heuer R, Gill IS, Guazzoni G, et al. A critical analysis of the actual role of minimally invasive surgery
and active surveillance for kidney cancer. Eur Urol 2010;57:223-32. http://dx.doi.org/10.1016/j.
eururo.2009.10.023
33. Psutka SP, Feldman AS, McDougal WS, et al. Long-term oncologic outcomes after radiofrequency ablation
for T1 renal cell carcinoma. Eur Urol 2013;63:486-92.
34. Smaldone MC, Kutikov A, Egleston BL, et al. Small renal masses progressing to metastases under active
surveillance: A systematic review and pooled analysis. Cancer 2012;118:997-1006. http://dx.doi.
org/10.1002/cncr.26369

Correspondence: Michael A.S. Jewett, 610 University Ave., Suite 3-130, Toronto, ON M5G 2M9;
m.jewett@utoronto.ca

CoMMentARy

Canadian guidelines for SRMs: How Canadian are they?
Peter Black, MD, FRCSC
Department of Urologic Sciences, University of British Columbia, Vancouver, BC
See related article on page 160.

Cite as: Can Urol Assoc J 2015;9(5-6):163,213. http://dx.doi.org/10.5489/cuaj.3040
Published online June 15, 2015.

S

mall renal masses (SRM) are encountered by most urologists 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 management 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 including 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 guidelines 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 management 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 adoption. 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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• Do not use concurrently with Prolia
• Do not use concurrently with bisphosphonates
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• Caution on risk of hypocalcemia in patients with renal impairment
• Skin infections
• Hypersensitivity reactions including anaphylaxis
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• Not recommended for use in pregnant women. Women should not
become pregnant during treatment and for at least 5 months after the
last dose of XGEVA.
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was higher with longer duration of exposure. In patients with risk factors
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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 demonstrating 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 pathologically 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 technically 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 controversy has been acknowledged in the Canadian guidelines.
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