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Anatomy

RIGHT
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bowel

Interpole
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Anatomy

LEFT
. Anterior
Upper pole

diaphragm, spleen, pancreas,
bowel

Interpole
diaphragm, spleen, duodenum,
bowel

Lower pole
bowel, ureter
. Posterior
Upper pole
diaphragm, large bowel, nerves

Interpole
diaphragm, nerves, colon
collecting system

Lower pole
Nerves, colon, collecting system
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Interpole renal lesion with adjacent colon
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Probe placement, then hydrodissect
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Growing right anterior, interpole renal mass
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Liver and duodenum are in the way
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Hydrodissect the liver out of the way.
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Probe positioned, now address the duodenum
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Position the hydrodissection needle within the anterior
aspect of perinephric fat
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Excellent displacement
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Follow up scan’s show no evidence of recurrence
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Hydrodissect

« Hawkins 18 g needle or 5F Yueh
« D5 water

* Needle or catheter needs to be within perirenal fat (within Gerota’s
fascia)

» Usually after probe placement
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Ablation and biopsy at same time
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Biopsy

« When biopsy and ablation at the same time — ablation probe first
 When treating smaller lesions — consider staging renal biopsy
* If need to know tissue diagnosis — stage
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Protection of the ureteral with ureteral stenting
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Follow up
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Underwent pre-operative ureteral stent placement to protect
collecting system
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Underwent pre-operative ureteral stent placement to
protect collecting system
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Subsequent follow up
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Protect the ureter

* Placement of ureteral stent (+/- pyeloperfusion)
« Stent stays in 8 weeks
* Understand the ablation probe zone of ablation with relation to probe
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Know your ablation zone

- Be aware of burn back or freeze back
« Hydrodissect to protect
» If does happen 2 week course of
 NSAID
» Celebrex
» Steroids
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Recurrence in nephrectomy bed
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Lateral decubitus to keep lung out of ablation approach
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18 month follow up
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Ablation choice

» If can’t hydrodissect off the nerve, rib, or diaphragm to protect the
nerve - cryoablation
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Don’t focus just on the ablation
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Don’t focus just on the ablation
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Don’t focus just on the ablation
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THANK YOU

tim9047@med.cornell.edu

@TimMcClureMD
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CURRENT GUIDELINES: WHEN IS
RENAL MASS INDICATED?
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Obijectives

National Comprehensive Cancer Network
American Society of Clinical Oncology
American Urologic Association

European Association of Urology

WHEN IS RENAL MASS BIOPSY JUSTIFIED?
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National Comprehensive

NCCN | Cancer Network®

NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®)

Kidney Cancer

Version 2.2022 — September 8, 2021

NCCN.org

NCCN Guidelines for Patients® available at www.nccn.org/patients

-
We I II Co Version 2.2022, 9/8/2021 © 2021 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of NCCN.




National Comprehensive Cancer Network

INITIAL WORKUP STAGE PRIMARY TREATMENTd:¢ ADJUVANT FOLLOW-UP9Y
TREATMENT (category 2B)
Partial nephrectomy
(preferred)
or
« H&P Stage | Ablative techniques
« CBC with differential, (TMa)  —slor _
comprehensive metabolic Active surveillance
panel, LDH or
* Urinalysis Radical nephrectomy
» Abdominal * pelvic CT2 or MRI? (in select patients) .
¢ Chest x-ray . > Surveillance! ———
« If clinically indicated ::’"t'al nephrectomy
pBongscal Stage | Radical nephrectomy|

(T1b) ™ lor Follow-u Relapse or
Suspicious > oidr core needle biops Active surveillance ™ See KID-E* Progression,
mass (FNA not adequate) Psy (in select patients) = |SeeKID-3
« If urothelial carcinoma
suspected (eg, central mass), Partial nephrectomy Clinical trial
consider urine cytology, Stage Il —>for —>[or f |l T
ureteroscopy or percutaneous Radical nephrectomy Surveillance
biopsy® Clear cell histology:
Radical nephrectomy Clinical trial (preferred)
N — — 0 or or
gons|-||der g_ttaneﬂ; evalltéatlllon. Stage lll |, artial nephrectomy, Surveillancef
Wa# if clinically indicated or
arcinomas ( -1) Adjuvant sunitinib
(category 3)
Stage IV — See KID-2 Non-clear cefll histology:

Surveillance

tereotactic body radiotherapy (SBRT) may be considered for medically inoperable patients
ith Stage | kidney cancer (category 2B), with Stage II/1ll kidney cancer (both category 3).
ee Follow-up (KID-B).
o single follow-up plan is appropriate for all patients. Follow-up should be individualized
ased on patient requirements.

e Wit ara w aSt1S S ererred, S s d rerdr protocor.
b Biopsy of small lesions may be considered to obtain or confirm a diagnosis of malignancy and
guide surveillance or ablative techniques, cryosurgery, and radiofrequency ablation strategies.
¢ If metastatic disease is present or the patient cannot tolerate ureteroscopy. {
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NCCN — Pathology dictates systemic therapy

STAGE PRIMARY TREATMENTY

Cytoreductive nephrectomy
in select patients

Potentially surgically Consider tissue or
resectable primary9 sampling
Systemic therapy (See KID-3)

(preferred in clear cell histology
with poor-risk features)

Surgically unresectable9 Tissue sampling See KID-3

—_— » SeeKID-3

Stage IV
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merican Urologic Association 2021

Renal Mass and Localized Renal Cancer!

Evaluation and Counseling

Intervention (PN, RN, or TA)

EVALUATION/DIAGNOSIS

1. Obtain high quality, multiphase,
cross-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.

. Assi based on GFR
and degree of proteinuria.

—

1
1
¥

RENAL MASS BIOPSY (RMB)

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

2. RMB should be considered whena
‘mass is suspected to be hematologic,
metastatic, inflammatory, or infectious.

3. RMB should be obtained on a
utility-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

COUNSELING

1.A 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,
comorbiditiesfailty, and life expectancy.

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

PARTIAL NEPHRECTOMY (PN) AND NEPHRON-
SPARING APPROACHES
ik
when intervention is
indicated.

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

familial RCC, preexisting CKD. or proteinuria.
3. Consider nephron-sparing approaches
young, have multifocal

for patients who are

r comorbidit re I
impact renal function in the future.

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

managed ly
of RMB.

4. Multiple core biopsies are preferred
over FNA.

such a syndrome.

Intervention (PN, RN, or TA)?
or Active Surveillance (AS)

1. Focusis 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
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RADICAL NEPHRECTOMY (RN)

1. Physicians should consider RN for patients
whenever increased oncologic potential
s suggested by tumor size, RMB, and/or
imaging. In this setting, RN is preferr

ing criteri - 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 > 45
even if RN is performed. |f all of these criteria

—

PRINCIPLES RELATED TO PN

1. Prioritize preservation of renal function by
optimizing nephron mass preservation and avoiding
prolonged warm ischemia.

2. Negative surgical margins should be  priority.
The extent of normal parenchyma removed should
be determined by surgeon discretion taking into
account the clinical 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 clnically 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

unless
there are overriding concerns about the safety
or oncologic efficacy of PN.
THERMAL ABLATION (TA)

1. Consider TA an altern: roach for
management of cT1a solid renal m: <3
insize. A percutaneous approach is preferred.

2. Both radiofrequency ablation and.
: :

3. RMB should be performed prior to
preferred) or at the time of TA.

4. ling 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 clinical 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, faciltated by medical
oncology consultation when needed

Follow-up after
Intervention



American Urologic Association:
When to biopsy

* Renal mass biopsy should be considered if there is
concern the enhancing mass could be
« Hematologic
» Metastatic
 Inflammatory
* Infectious
* In patients undergoing thermal ablation

» In patients with solid or Bosniak 3/4 complex cystic
masses who are considering active surveillance but who

are considered to have a high oncologic risk
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American Urologic Association:
When not to biopsy

* Young or healthy patients who are unwilling to accept
the uncertainties associated with biopsy

» Older or frail patients who will only be managed
conservatively regardless of biopsy findings
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American Urologic Association

» Safe with low complications
* renal hematoma (4.9%)
* risk clinically significant pain (1.2%)
* risk gross hematuria (1.0% )
* pneumothorax (0.6% )
« hemorrhage requiring transfusion (0.4% )

* No reported cases of tumor seeding using contemporary
techniques.

» Adiagnosis of malignancy of RCC on biopsy is highly
accurate with

* Non diagnostic rate of 8%
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American Urologic Association:

What type of biopsy
CT or US
At least 2-3 cores with 16-18 gauge

Core biopsy is preferred
Avoid FNA
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VOLUME 35 - NUMBER 6 - FEBRUARY 20, 2017

JOURNAL OF CLINICAL ONCOLOGY ASCO SPECIAL ARTICLE

) Weill Cornell Medicine

Management of Small Renal Masses: American Society of

Clinical Oncology Clinical Practice Guideline

Antonio Finelli, Nofisat Ismaila, Bill Bro, Jeremy Durack, Scott Eggener, Andrew Evans, Inderbir Gill, David
Graham, William Huang, Michael A.S. Jewett, Sheron Latcha, William Lowrance, Mitchell Rosner, Bobby
Shayegan, R. Houston Thompson, Robert Uzzo, and Paul Russo
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American Society of Clinical Oncology

* “On the basis of tumor-specific findings and competing
risks of mortality, all patients with an SRM should be
considered for RTB when the results may alter
management”
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Limitations of renal mass biopsy

» Concerns over low negative predictive value of 63%
» Non diagnostic rates ~8% (although reported up to 20%)

» Oncocytic neoplasm — differentiating oncocytoma from
chromophobe
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Survey says...

If will help Non-diagnostic | Major Tumor Prior to
guide therapy rate Complication | Seeding? | Ablation
s
NCCN Yes - - - - - Yes
AUA Yes Yes No 14% Low <1% No Yes
ASCO Yes Yes No 10-20% No Yes

» Weill Cornell Medicine 61




Weill Cornell
Medicine

When is renal mass biopsy
indicated?




When is Renal Mass Justified?

Surveillance
Ablation

Advanced disease
Small Renal Mass?
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A significant population of small renal masses are benign!

Tumor Size (cm) No. Benign (%) No. RCC (%)
0.0-Less than 1.0 37 (46.3) 43 (53.8)
1.0-Less than 2.0 38 (22.4) 132 (77.7)
2.0-Less than 3.0 75 (22.0) 266 (78.0)
3.0-Less than 4.0 71 (19.9) 285 (80.1)
4.0-Less than 5.0 37 (9.9) 336 (90.1)
5.0-Less than 6.0 40 (13.0) 267 (87.0)
6.0-Less than 7.0 11 (4.5) 232 (95.5)
7.0 or Greater 67 (6.3) 998 (93.7)

J Urol. 2003 Dec;170(6 Pt 1):2217-20.
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Nearly 1/3 of partial nephrectomies are done for BENIGN
tumors!

Figure. Annual Prevalence of Benign and Malignant Findings
From 2007 to 2014

3500+
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325% Benign
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3"5%/1—;1/”1 F—

31.1%

500

Patients With Partial Nephrectomy, No.

IQiZ%/
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Year

Percentages represent the annual proportion of benign prevalence among total
patients who underwent PNx.

JAMA Surg. 2019;154(3):225-231.
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Renal mass biopsy in high-risk patients could reduce direct
costs by 20%

« Established a primary goal to avoid immediate
extirpative surgery in benign renal tumors:

« Elderly (>70 y) with very low-risk tumors
« High renal functional risks (= CKD3b)
« Competing risks (ASA = 3),

 RMB could have reduced direct costs by
approximately 20%

B Urol Oncol 2021 Jul 20;51078-1439(21)
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When is renal mass biopsy indicated?

« Always

» A ssignificant proportion of small renal masses are benign
« Operating on benign tumors is not justified

» Morbidity of biopsy is extremely low

» Cost savings associated with biopsy
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