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ASCO — No changes since 2017

Management of Small Renal Masses

Small Renal Mass (<4cm T1aNOMO lesion)

!

Renal Tumor Biopsy when results . 5
e et Benign— Surveillance’ -

No Biopsy, Non—diagnnstic1 or cancer

Does the patient have significant Perfc?rrq patient-specific
_vesp| Quantitative assessment to

comorbidities and/or limited life - 95> ;
expectancy? d?termlrfe if actlve.
I surveillance is appropriate
No
* Yes®
Is the SRM Life expectancy <5
No® amenable t? N years or hlgh risk for
nephron-sparing anesthesia or
treatment? intervention®
Yes Yes
Radical Partial
1 5,6
P! y P! y
,‘t Can Ablation
L—  completely treat
lesion?

'Repeat biopsy can be considered
Yes ZIntensity of surveillance varies from active to watchful
waiting based on life expectancy and biology of the tumour.
*Relative indications for surveillance include high risk of
Biopsy (if none previous) | ESRD if treated, SRM < 1 cm or life expectancy < 10 years
“Referral to surgeon or center with expertise should be
considered
ZIdeaIIy performed in a minimally invasive manner
6 Referral to a nephrologist should be considered for
Energy Ablation patients with CKD or progressive CKD after treatment
especially if associated with proteinuria.

ASCO | SUIDELINES

Weill Cornell Medicine




NCCN Guidelines 2021

Suspicious __

mass

INITIAL WORKUP

* H&P

« CBC with differential,
comprehensive metabolic
panel, LDH

e Urinalysis

* Abdominal % pelvic CT? or MRI?

¢ Chest x-ray

« If clinically indicated
» Bone scan,
» Brain MRI®
» Chest CT?
» Consider core needle biopsy

(FNA not adequate)®

« If urothelial carcinoma
suspected (eg, central mass),
consider urine cytology,
ureteroscopy or percutaneous
biopsy®

* If multiple renal masses,
<46 y, or family history,
consider genetic evaluation.
See Hereditary Renal Cell
Carcinomas (HRCC-1)

Weill Cornell Medicine

STAGE

Stage |
(Ta) —

Stage |
(T1b)

Stage Il —>|

Stage Il >

PRIMARY TREATMENTY:¢ ADJUVANT

Partial nephrectomy
(preferred)

or

Ablative techniques
or

Active surveillance
or

Radical nephrectomy
(in select patients)

Partial nephrectomy
or

Radical nephrectomy
or

Active surveillance
(in select patients)

Partial nephrectomy
or
Radical nephrectomy

Radical nephrectomy
or

Partial nephrectomy,

if clinically indicated

Stage IV — See KID-2

> Surveillancef ———

—>

TREATMENT

Clinical trial

or —

Surveillancef

Clear cell histology:
Clinical trial (preferred)
or

Surveillancef

or

Adjuvant sunitinib
(category 3)

Non-clear cell histology:

Surveillance

|, Follow-up__

FOLLOW-UP9Y
(category 2B)

Relapse or
Progression,

See KID-B * |g. “kiD-3



NCCN Guidelines 2021

Follow-up After Ablative Techniques®
* H&P annually

* Laboratory tests annually, as clinically indicated
* Abdominal imaging:

» Abdominal CT or MRI with and without IV contrast at 1-6 mo following ablative therapy unless otherwise contraindicated, then CT or MRI
(preferred), or US annually for 5 y or longer as clinically indicated. If patient is unable to receive IV contrast, MRl is the preferred imaging
modality

» If there is imaging or clinical concerns for recurrence, then more frequent imaging, renal mass biopsy, or further treatment may be
indicated

¢ Chest imaging:

» Chest x-ray or CT annually for 5 y for patients who have biopsy-proven low-risk renal cell carcinoma (RCC), nondiagnostic biopsies, or no

prior biopsy

Weill Cornell Medicine 6



AUA Guidelines 2017

Renal Mass and Localized Renal Cancer!

Evaluation/Diagnosis Counseling Renal Mass Biopsy (RMB)
1. Obtain high quality, 1. Aurologist should lead the counseli; ess and should consider all management strategies. A 1. RMB should be considered when a

multidisciplinary team should be included when necessary.

2. Counseling should include current perspectives about tumor biology and a patient-specific oncologic risk
assessment. For cTla tumors, the low oncologic risk of many small renal masses should be reviewed.

3. Counseling should review the most common and serious umloglc and non-urologic morbidities of each
lrealmem pathway and the importance of patient age, bidi Ity, and life

mass is suspected to be hematologi
metastatic. inflammatory. or infectious.
2. RMB is not required for
young/healthy patients who are not
willing to accept the uncertainties

multiphase, cross-sectional
abdominal imaging to
optimally characterize/stage
the renal mass.

2. Obtain CMP. CBC, and

R

Nephron-Sparing Approaches

1. Prioritize PN for the management of the
¢Tlarenal mass when intervention is indicated.
2. Prioritize nephron-sparing approaches for
patients with an anatomic or functionally
solitary kidney. bilateral tumors. known
familial RCC, preexisting CKD. or proteinuria.
3. Consider nephron-sparing approaches for
patients who are young. have multifocal
masses. or comorbidities that are likely to
impact renal function in the future.

1. Physicians should consider RN for
patients where increased oncologic
potential is suggested by tumor size,
RMB, and/or imaging characteristics.
In this setting. RN is preferred if all of
the following criteria are met: 1) high
tumor complexity and PN would be
challenging even in experienced hands;
2) no preexisting CKD/proteinuria; and
3) normal contralateral kidney and new
baseline eGFR will likely be > 452,

5

1. Consider TA an altemate approach for
management of ¢T1a renal mmscs <3cmin
size. Ap ferred
23 Botll mdlo@nencx ablmmn and
cryoablation are options.

3. ARMB should be performed prior to TA.

4. Counseling about TA should include
information regarding increased likelihood
of tumor persistence/recurrence after
primary TA, which may be addressed with
repeat TA if further intervention is elected.

UA. If mali ) 4. Ph should review the importance of renal functional recovery related to renal mass management, associated with RMB or for older/frail
suspected, metastatic including risk of progressive CKD, potential short/long-term need for dialysis, and long-term overall survival patients who will be managed
evaluation should include considerations. conservatively independent of RMB.
chest imaging and careful 5. Consider referral fo n_e@ logy in patients wnh a high risk of CKD progression, including those with GFR < (— 3. Counsel regarding rationale.
review of abdominal 452, confi ics with preexisting CKD, or wh GFR is d to be < 30 after positive/negative predictive values,
imaging. intervention. potential risks and non-diagnostic rates
3. Assign CKD stage based 6. Recommend genetic counseling for all patients < 46 years of age and consider genetic counseling for patients of RMB.
on GFR and degree of with multifocal or bilateral renal masses, or if personal/family history suggests a familial renal neoplastic 4. Multiple core biopsies are preferred
proteinuri d over FNA.
4
Management ]
.

Partial Nephrectomy (PN) and Radical Nephrectomy (RN) Thermal Ablation (TA) Active Surveillance (AS)

1. For patients with renal masses suspicious for cancer,
especially those <2cm. AS is an option for initial
management.

2. Prioritize AS/Expectant Management when the anticipated
risk of intervention or competing risks of death outweigh the
potential oncologic benefits of active treatment.

3. When the risk/benefit analysis for treatment is equivocal
and the patient prefers AS, physicians should repeat imaging
in 3-6 months to assess for interval growth and may consider
RMB for additional risk stratification.

4. When the oncologic benefits of intervention outweigh the
risks of treatment and competing risks of death. physicians
should recommend active treatment. In this setting, AS may
be pursued only if the patient understands and is willing to

Principles Related to :’N e Surgical Principles accept the associated oncologic risk
1. Prioritize preservation of renal function through efforts to Sty o n Factors Favoring AS/Expectant Management
) g . 1. In the presence of regional ly

:‘:‘:'Tiz;: ::‘l:;on e piceeryation and avoudance of prolonged lymph node dissection should be performed for staging purposﬁ Patient-related Tumor-related

2. Negative surgical margins should be a priority. The extent of f_ dM! should be P§¥f°"“,°d if imaging and/or intracperative Elderly Tumor size <3em
normal parenchyma removed should be determined by surgeon ROCLIEN SR (e e oL CHECt VAL B Life expectancy <5 years Tumor growth <Smm/year
Seica lakingy‘?r:o account the clinical situation; m::g 3. A minimally invasive approach should be considered when it would not | |High comorbidities Non-infiltrative
characteristics including growth pattern, and interface with P % % S Excessive perioperative risk | Low lexi
normal tissue. Enuclem?oi"s’holdgabe considered in patients with 4. Pathologic evaluation of the adjacent ren:':l nch .Sh‘,.“!d be Frailty (poor functional status) Favorable histology
familial RCC, multifocal disease, or severe CKD to optimize performed after PN or RN to assess for possible nephrologic disease, Patient preference for AS
 parenchymal ,rmss preservation 5 particularly for patients with CKD or risk factors for developing CKD. Marginal renal function

1. Focus is on clinically localized renal masses suspicious for RCC in adults, including solid enhanced tumors and Bosniak 3 and 4 complex cystic lesions. 2. ml/min/1.73m?.
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AUA Guidelines Amended in 2021

Renal Mass and Localized Renal Cancer!

Evaluation and Counseling

Intervention (PN, RN, or TA)

EVALUATION/DIAGNOSIS COUNSELING

1. Obtain high quality, multiphase, 1. A urologist should lead the counseling process
cross-sectional abdominal imaging to and should consider all management strategies. A
optimally characteri the renal P idisciplinary team should be included when needed.
LSS 2. Counseling should include current perspectives about
2. Obtain CMP. CBC, and UA. If tumor biology and a patient-specific oncologic risk
malignancy suspected, metastatic assessment. For cT1a tumors, the low oncologic risk of
evaluation should include chest many small renal masses should be reviewed.

imaging and careful review of

3. Counseling should review the most common and
abdominal imaging.

serious urologic and non-urologic morbidities of each

PARTIAL NEPHRECTOMY (PN) AND NEPHRON-
SPARING APPROACHES

1. Prioritize PN for the management of
the cT1a renal mass when intervention is

indicated.

2. Prioritize nephron-sparing approaches for
patients with an i or functionally

PRINCIPLES RELATED TO PN

1. Priorit It by
optimizing nephron mass preservation and avoiding
prolonged warm ischemia.

2. Negative surgical margins should be a priority.
The exlem of norma\ parenchyma removed should

soli ;ggkdﬂgy bil g}grglg mors, kngwn

3 r
for patients who are young, have multifocal

impact renal function in the future.

—

3. Assign CKD stage based on GFR treatment pathway and the importance of patient age,
and degree of proteinuria. comorbidities/frailty, and life expectancy.
1 4. Physicians should review the importance of renal
1 functional recovery related to renal mass.
v including risk of progressive CKD, potential short/long-
term need for dialysis, and long-term overall survival
RENAL MASS BIOPSY (RMB) considerations.
1. mm/& regardmgdjmﬂg[_ 5. Consider referral to nephrology in patients with a high
welneglw‘ risk of CKD progression, including those with GFR < 452,
potentialrisks and non-diagnostic confirmed proteinuria, diabetics with preexisting CKD, or
rates of RMB.

whenever GFR is expected to be < 307 after intervention.

6. Recommend genetic counseling for all patients < 46

years of age with renal malignancy, those with multifocal
or bilateral renal masses, or whenever: 1) the personal or
family history suggests a familial RCC syndrome; 2) there

2 RMB should be consicered whena. [€ =~
i ed to be hematologic,
me\aslanc inflammatory, or infectious.

3. RMB should he obtained on a

v

lity-! h, whenever it is a first-or second-degree relative with a history of renal
may influence management. RMB malignancy or a known clinical or genetic diagnosis of a
is not required for: a) young/healthy familial renal neoplastic syndrome (even if kidney cancer
patients who are unwilling to accept has not been observed); or 3) whenever the patient’s
the uncertainties associated with RMB; pathology demonstrates histologic findings suggestive of
orb) nld_e_ﬁmﬂ_p_amm& who will be such a syndrome.
managed ly
of RMB. l
4. Multiple core biopsies are preferred
et Intervention (PN, RN, or TA)}

or Active Surveillance (AS)

1. Focus is on clinically localized renal masses suspicious for RCC in adults, including
solid enhancing tumors and Bosniak 3 and 4 complex cystic lesions

2. ml/min/1.73m?.

3 PN: partial nephrectomy: RN: radical nephrectomy; TA: thermal ablation

Weill Cornell Medicine

RADICAL NEPHRECTOMY (RN)

1. Physicians should consider RN for patients
whenever increased oncologic potential
is suggested by tumor size, RMB, and/or
imaging. In lhls semng RN is preferred if all

it : 1) high tumor
complexity and PN would be challenging even
in experienced hands; 2) no preexisting CKD/
proteinuria; and 3) normal contralateral kidney
and new baseline eGFR will likely be > 451
even if RN is performed.

be d by surgeon discretion taking into
account the linical situation, tumor characteristics
including growth pattern, and interface with normal
tissue. Enucleation should be considered in patients
with familial RCC, multifocal disease, or severe CKD
to optimize parenchymal mass preservation.

SURGICAL PRINCIPLES

1.In the presence of clinically concerning regional
lymphadenopathy, lymph node dissection including
all clinically positive nodes should be performed for
staging purposes.

2. Adrenalectomy should be performed if imaging
and/or intraoperative findings suggest metastasis or
direct invasion.

3. A minimally invasive approach should be
considered when it will not compromise oncologic,
functional and perioperative outcomes.

!

OTHER CONSIDERATIONS
1. Pathologic evaluation of the adjacent renal

not met, P! nsidered unless
there are overriding concerns about the safety
or oncologic efficacy of PN.
THERMAL ABLATION (TA)

1. Consider TA an alternate approach for.
management of cT1a solid renal masses <3 cm
insize, A percutaneous approach is preferred.

2. Both radiofrequency ablation and
cryoablation are options.

3. RMB should be performed prior to.
preferred) or at the time of TA,
4. Counseling about TA should include

information regarding increased likelihood of
tumor persistence/recurrence after primary
TA, which may be addressed with repeat TA if
further intervention is elected.

should be performed and recorded
after PN or RN to assess for possible nephrologic
disease, particularly for patients with CKD or risk
factors for developing CKD.

2. Consider referral to medical oncology whenever
there is concern for linical metastasis or
incompletely resected disease (macroscopic positive
margin or gross residual disease). Patients with high
risk or locally advanced, fully resected renal cancers
should be counselled about the risks/benefits of
adjuvant therapy and encouraged to participate

in adjuvant clinical trials, facilitated by medical
oncology consultation when needed,

Follow-up after
Intervention



AUA Guidelines Amended in 2021
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EV/ ”

Cr(

COUNSELING

1.A i

urologist should lead the counseling process
and should consider all management strategies. A
multidisciplinary team should be included when needed.

2. Counseling should include current perspectives about
tumor biology and a patient-specific oncologic risk
assessment. For cT1a tumors, the low oncologic risk of
many small renal masses should be reviewed.

3. Counseling should review the most common and
serious urologic and non-urologic morbidities of each
treatment pathway and the importance of patient age,
comorbidities/frailty, and life expectancy.

4. Physicians should review the importance of renal
functional recovery related to renal mass management,

including risk of progressive CKD, potential short/long-
term need for dialysis, and long-term overall survival
considerations.

5. Consider referral to nephrology in patients with a high
risk of CKD progression, including those with GFR < 457,
confirmed proteinuria, diabetics with preexisting CKD, or

whenever GFR is expected to be < 307 after intervention.

6. Recommend genetic counseling for all patients < 46
years of age with renal malignancy, those with multifocal
or bilateral renal masses, or whenever: 1) the personal or
family history suggests a familial RCC syndrome; 2) there
is a first-or second-degree relative with a history of renal
malignancy or a known clinical or genetic diagnosis of a
familial renal neoplastic syndrome (even if kidney cancer
has not been observed); or 3) whenever the patient's
pathology demonstrates histologic findings suggestive of
such a syndrome.

9




AUA Guidelines Amended in 2021

b

2

3 PN: partial nephrectomy: RN: radical n

Evaluat

Intervention (PN, RN, or TA)

1. Obtain high quality, multiphase,
oss-sectional abdominal imaging to
optimally characterize/stage the renal
mass.
2. Obtain CMP, CBC, and UA. If
malignancy suspected, metastatic
evaluation should include chest
imaging and careful review of
abdominal imaging.
3. Assign CKD stage based on GFR
and degree of proteinuria.

1

1

A4

RENAL MASS BIOPSY (RMB)

1. Counsel regarding rationale,
positive/negative predictive values,
‘potential risks and non-diagnostic
1ates of RMB.

2. RMB should be considered when a
I to be hematologic,

m
metastatic, inflammatory, or infectious.

3. RMB should be obtained on a
utilty-based approach, whenever it
may influence management. RMB

is not required for: a) young/healthy
patients who are unwilling to accept

the uncertainties associated with RMB;

or b) older/frail patients who will be
managed conservatively independent
of RMB.

4. Multiple core biopsies are preferred
over FNA.

. mi/min/1.73m?.

Weill Cornell Medicine

PARTIAL NEPHRECTOMY (PN) AND NEPHRON- PRINCIPLES RELATED TO PN
SPARING APPROACHES e : fuaction by
1. mfﬂlmuh%mﬁis :g:m::g :Iifrl:‘rir:':::::isapresewa!ion and avoiding
THERMAL ABLATION (TA) id
1. Consider TA an alternate approach for B
management of cT1a solid renal masses <3 ¢cm | *
in size. A percutaneous approach is preferred.
2. Both radiofrequency ablation and e
. . for
cryoablation are options.
. 9
3. RMB should be performed prior to.
(preferred) or at the time of TA. i
4. Counseling about TA should include
information regarding increased likelihood of
tumor persistence/recurrence after primary
TA, which may be addressed with repeat TA if
further intervention is elected. X
tive

Focus is on clinically localized renal mz
solid enhancing tumors and Bosniak 3

margin or gross residual disease). Patients with high

3. RMB should be performed prior to. ;
‘ risk or locally advanced, fully resected renal cancers
Saseieis 1 should be counselled about the risks/benefits of
4, i should include adjuvant therapy and encouraged to participate

information regarding increased likelihood of
tumor persistence/recurrence after primary
TA, which may be addressed with repeat TA if
further intervention is elected.

in adjuvant dlinical trials, facilitated by medical
oncology consultation when needed.

Follow-up after
Intervention

10

TA)

TOPN

! il
1ass preservation and avoiding
emia.

‘nargins should be a priority.
parenchyma removed should
geon discretion taking into
ituation, tumor characteristics
tern, and interface with normal
ould be considered in patients
iltifocal disease, or severe CKD
mal mass preservation.

B
linically concerning regional

including
odes should be performed for

uld be performed if imaging
findings suggest metastasis or

‘e approach should be
ill not compromise oncologic,
erative outcomes,

!

INS

n of the adjacent ren
2 performed and recorded
355 for possible nephrologic
3 patients with CKD o risk
CKD.

medical oncology whenever
inical metastasis or

disease (macroscopic positive
J1al disease). Patients with high
d, fully resected renal cancers
about the risks/benefits of
encouraged to participate

1ls, facilitated by medical

1 when needed.

-up after
‘vention



AUA Guidelines 2021
Emphasis on Active Surveillance

OBJECTIVE EVALUATION OF:

* Patient related factors
ACTIVE SURVEILLANCE (AS) Baseline Assessment of: ® Tumor related factors
1. For patients with a solid renal mass < 2cm, or those that are complex but o Management related factors
redominantly cystic, AS with potential for delayed intervention is an option for
initial management. l

2. Prioritize AS/Expectant Management when the anticipated risk of intervention or
competing risks of death outweigh the potential oncologic benefits of intervention. COMMUNICATION

If asymptomatic, periodic clinical surveillance/imaging can be based on shared SHARED DECISION MAKING
decision-making.

3. When the risk/benefit analysis for treatment is equivocal and the patient prefers

AS, clinicians §hould repeat imaging in 3-6 mo_nlths to assess for interval growth Frequency* & Imaging
and may consider RMB for additional risk stratification. Repeat cross-sectional Modality*
imaging should be obtained 3-6 months later. Periodic clinical/imaging surveillance
can then be based on growth rate and shared decision-making with intervention ACTIVE SURVEILLANCE: EXPECTANT
recommended if substantial interval growth or if other clinical/imaging findings * Approximately every | . MANAGE'_V'ENTZ
suggest that the risk/benefit analysis is no longer equivocal or favorable for SOUmS . 4 ey every
continued AS e Use cross sectional 6-12 months

g imaging and/or US ® Use US more frequently

4.When the oncologic benefits of intervention outweigh the risks of treatment and
competing risks of death, clinicians should recommend intervention. In this setting,
AS may be pursued only if the patient is willing to accept the associated oncologic Potential triggers for
risk. Clinicians should encourage RMB for additional risk stratification. If the patient Ch(ar;'xggr';;"m:g;':";"t
continues to prefer AS, close clinical and cross-sectional imaging surveillance with i

v h 4

periodic reassessment and counseling should be recommended. P
FACTORS FAVORING AS/EXPECTANT MANAGEMENT * Stage progression * Development of
o Growth kinetics >5mm/ symptoms
Patient-related Tumor-related ye‘ar‘ ] ® Progression to mRCC
* Clinical changes in
Elderly patient/tumor factors
; Tumor size < 3cm o i
Life expectancy <5 years umor size < 3¢ o Additional biopsy results

Tumor growth < Smm/year
Non-infiltrative

Low complexity Treatment or
Favorable histology Palliative Care
Predominantly cystic

High comorbidities

Excessive perioperative risk
Frailty (poor functional status)
Patient preference for AS
Marginal renal function

* Consider concurrent renal functional assessment (sCr, proteinuria), metabolic
assessment (LFTs) and chest imaging
+ Consider alternatives to contrast when possible or necessary (doppler, diffusion

Weill Cornell Medicine i




AUA Guidelines 2021
Recommendations on follow-up

Follow-up after Surgery or Thermal Ablation

FOLLOW-UP AFTER SURGERY

1. Patients who have been managed with surgery (PN or RN) for a malignant renal mass should be
classified into one of the following risk groups for surveillance:

Low Risk (LR): pT1 and Grade 1/2

Intermediate Risk (IR): pT1 and Grade 3/4 or pT2 any Grade
High Risk (HR): pT3 any Grade

Very High Risk (VHR): pT4 or pN1, or sarcomatoid/rhabdoid

dedifferentiation, or macroscopic positive margin

If final microscopic surgical margins are positive for cancer, the risk category should be considered at
least one level higher, and increased clinical vigilance should be exercised.

2. Patients managed with surgery (PN or RN) for a renal malignancy should undergo abdominal imaging
according to Table 1, with CT or MRI pre- and post-intravenous contrast generally preferred. After 2
years, abdominal ultrasound alternating with cross-sectional imaging may be considered in the LR
and IR groups at physician discretion. After 5 years, informed/shared decision-making should dictate
further abdominal imaging.

3. Patients managed with surgery (PN or RN) for a renal malignancy should undergo chest imaging (CXR
for LR and IR, and CT chest generally preferred for HR and VHR) according to Table 1. After 5 years,
informed/shared decision-making discussion should dictate further chest imaging and CXR may be
utilized instead of chest CT for HR and VHR.

FOLLOW-UP AFTER THERMAL ABLATION
1. Patients undergoing ablative procedures with biopsy that confirmed malignancy or was non-diagnostic

should undergo pre- and post-contrast cross-sectional abdominal imaging within 6 months (if

not contraindicated). Sub follow-up should be according to the rec dations for the

intermediate risk (IR) postoperative protocol (Table 1).

TABLE 1: FOLLOW-UP PROTOCOLS BASED ON MONTHS AFTER SURGERY FOR RENAL
CANCER *

RISK 3 6 9 12 18 2 30 36 8 60 | 7284 | 96120
R X X X X X X
IR X X X xi X X X X
HR X X X X X X X X X X
VHR X X s X X X 3 X X X X X

*Follow-up timeline is approximate and allows flexibility to accommodate reasonable patient, caregiver, and
institutional needs. Each follow-up visit should include relevant history, physical examination, laboratory testing
and abdominal and chest imaging. Overall, 30% of renal cancer recurrences after surgery are diagnosed beyond 60
months. Informed/shared decision-making should guide surveillance decisions beyond 60 months.

Weill Cornell Medicine

Follow up after TA:

Pre and post contrast cross
sectional imaging within 6
months after TA

Yearly there after (can
alternate with US after 2

years)
Include chest xray
Do not stop at 5 years

30% of local recurrence
occurs after 5 years

12



AUA Guidelines 2021: Evolving role of
ablation in oligometastatic disease

GENERAL PRINCIPLES

he implications of I nd histology including the risks of recurren
ossible sequelae of treatment. Patients with pathologically-proven benign renal masses
should undergo occasional clinical evaluation and laboratory testing for sequelae of
treatment but most do not require routine periodic imaging.

)

. Patients with treated malignant renal ma hould undergo periodic medical histo
laboratory studies, and imaging directed at detecting signs/symptoms of metastatic spread
and/or local recurrence as well as evaluation for possible sequelae of treatment.

w

. Patients with treated malignant renal masses should have periodic_laboratory testing
including SCr level, eGFR, and urinalysis. Other laboratory evaluations (e.g. CBC, LDH, LFTs,
alkaline phosphatase and calcium level) may be obtained at the discretion of the clinician or
if advanced disease is suspected.

S

. Patients undergoing follow-up for treated renal masses with progressive renal insufficiency
inuria should be referr nephrology.

. Patients undergoing follow-up for treated malignant renal masses should only undergo bone

scan if one or more of the following is present: clinical symptoms such as bone pain, elevat-
ed alkaline phosphatase, or radiographic findings suggestive of a bony neoplasm.

[}

o

. Patients undergoing follow-up for treated malignant renal masses with acute neurological
signs or symptoms should undergo prompt CT or MRI scanning of the brain and/or spine.

7. For patients undergoing follow-up for treated malignant renal masses, additional site-specif-

icimaging can be ordered as warranted by clinical symptoms suggestive of local recurrence
or metastatic spread. PET scan should not be obtained routinely but may be considered
selectively.

o

. Patients with findin ive of mi ic renal malignan
define the extent of disease and referred to medical oncology. Surgical resection or ablative
therapies should be considered in select patients if isolated or oligo-metastatic disease is
present.

. Patients with findings suggesting a new renal primary or local recurrence of renal malignan-
¢y should undergo metastatic evaluation (including chest and abdominal imaging). If the
new primary or recurrence is isolated to the ipsilateral kidney and/or retroperitoneum a urol-
ogist should be involved in the decision-making process and surgical resection or ablative
therapies may be considered.

Weill Cornell Medicine 13
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Microwave ablation

European Radiology
https:/doi.org/10.1007/500330-021-07900-2

ONCOLOGY @

uuuuuu

A multicenter 10-year oncologic outcome of ultrasound-guided
percutaneous microwave ablation of clinical T1 renal cell carcinoma:
will it stand the test of time?

Jie Yu" - Hui Wang? - Zhi-Gang Cheng" - Fang-Yi Liu" - Qin-ying Li - Guang-zhi He* - Yan-chun Luo - Xiao-Ling Yu' -
Zhi-Yu Han' - Ping Liang"

Received: 15 October 2020 /Revised: 11 February 2021 / Accepted: 16 March 2021
© European Society of Radiology 2021

Q

e 275 patients
*  10-year outcomes:

Q
g
5 :
g3 7 + local recurrence free survival
= 2  cancer-specific survival 87.4%
g T . .
3 + disease-free survival, 71.8%
0

T T T T H (o)
0 12 24 36 48 60 72 84 96 108 120  overall survival, 67.5%,
No.at risk 323 273 238 205 167 138 11089 54 34 15
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Salvage surgery is not associated with increased risk of
complications

-
available at www.sciencedirect.com EUROPEAN
journal homepage: www.europeanurology.com UROLOGY

European Association of Urology

Surgery in Motion

Salvage Robot-assisted Renal Surgery for Local Recurrence After
Surgical Resection or Renal Mass Ablation: Classification,
Techniques, and Clinical Outcomes

Alberto Martini®, Filippo Turri®, Ravi Barod®, Bernardo Rocco®, Umberto Capitanio®,

Alberto Briganti®, Francesco Montorsi“, Alexandre Mottrie de Ben Challacombe”’,

Brunolf W. Lagerveld®, Karim Bensalah", Ronney Abaza®, Ketan K. Badani’, Reza Mehrazin’,
Maurizio Buscarini*, Alessandro Larcher “*on behalf of the Junior ERUS/YAU Working Group on
Robot-assisted Surgery of the European Association of Urology’

#Department of Urology, Vita-Salute San Raffaele University, Milan, Italy; bDepartment of Urology, Azienda Ospedaliero-Universitaria, Urological Residency
School Network, University of Modena & Reggio Emilia, Modena, Italy; < Specialist Centre for Kidney Cancer Royal Free Hospital, London, UK; ¢ Department of
Urology, Onze Lieve Vrouw Hospital, Aalst, Belgium; © ORSI Academy, Melle, Belgium;  Department of Urology, Guys and St. Thomas' NHS Foundation Trust,
London, UK; & Department of Urology, OLVG, Amsterdam, The Netherlands; " Department of Urology, University of Rennes, Rennes, France; ' Robotic Urologic

Surgery, OhioHealth Dublin Methodist Hospital, Columbus, OH, USA; ’ Department of Urology, Icahn School of Medicine at Mount Sinai Hospital, New York,
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Percutaneous ablation for local
recurrence after partial nephrectomy is
superior to repeat surgery
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Summary

» Ablation of small renal masses remain in guidelines

» AUA Guidelines in 2021 endorse Cryo and RFA but
not MWA

* Increasing role of active surveillance and renal mass
biopsy for patients on active surveillance

» Surgery for local recurrence after thermal ablation
does not put patients at an increased risk of post
surgical complications

» Local recurrence after partial nephrectomy is best
treated with ablation
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