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NCCN Guidelines RCC

• Where does IO stand?
• Where could we stand? 





NCCN Guidelines
Stage I Tumor Size Primary Treatments Adjuvant Treatments

Limited to 
kidney 

Smaller than 
7cm

T1a 
<4cm

Partial nephrectomy * Active surveillance
Ablation

Active surveillance
Radical nephrectomy

T1b 
4.1-<7cm

Partial nephrectomy * Active surveillance
Radical nephrectomy
Active surveillance 



NCCN Guidelines
Stage IV Tumor Size Primary Treatments Adjuvant Treatments

Tumor beyond 
Gerota’s fascia 
& into adrenal 

gland 

Surgery is an 
option 

Consider a 
biopsy 

Cytoreductive 
nephrectomy 

Clinical trials or 
subsequent trials

Systemic therapy 
(preferred for poor risk 

ccRCC)
Surgery is not 

an option
Biopsy tumor

Clinical trial supportive 
care

Clinical trials or 
subsequent trials

1st line therapy
Metastasectomy or 
SBRT or Ablation



Renal Mass Biopsies 

• NCCN guidelines:
• Biopsy may be considered in small lesions before 

active surveillance or pre-ablation 
• SIR guidelines recommend biopsy before ablation 
• Imaging= high diagnostic accuracy therefore 

needle biopsy is not always needed pre-surgery.



Renal Mass Biopsies

• 18k underwent PNx b/w 2007-2014 from Truven Health 
MarketScan Research database

• Prevalence of benign pathology= 30% prevalence every 
year of study



Renal Mass Biopsies

• Study noted female and adv 
age-> higher tendency for 
benign path post PNx

• MRI & biopsy significantly 
reduced benign path post 
PNx vs CT which did not 
• CT is still the Dx method of 

choice and recommended by 
NCCN 



Renal Mass Biopsies



Renal Mass Biopsies

• Underutilized although most societal guidelines recommend 
greater recourse to renal mass Bx



Ablation 

• Ablation vs active surveillance
• 5-yr analysis of a multi-institutional prospective 

clinical trial of delayed intervention and surveillance 
for small renal masses: The DISSRM registry 2015 

• CSS & MFS 98-100% 
• OS 69-94% older pop, comorbidities 
• Of note, all pts requiring delayed interventions were 

still eligible for nephron sparing options



Ablation 

• 1860 pts 2000-2009 AS vs TA 
• CSM > AS vs TA (9.1% vs 3.5%, respectively; HR ¼ 

0.47; 95% CI, 0.25–0.89)



Ablation

• Database 2002-2011, 1yr f-up PSM T1aN0M0 RCC 
• 10k pts 2.8k PN, 4.5k RN, 989 TA, 1978 AS
• CSS + OS < w/ AS. No statistical diff b/w TA, RN or PN 

for CSS @ 9yrs 



• SEER database b/w 2000-2013 all histo proven T1a RCC who 
underwent CA, MWA/RF or deferred Tx included in this 
study



• T1a ccRCC undergoing CA or 
MWA/RFA improved CSS vs 
deferred therapy 

• CA vs deferred 
• HR: 0.25 (95%CI 0.14-0.45 

p<0.001) 
• MWA/RFA vs deferred

• HR:0.27 (95%CI: 0.13-0.55 
p<0.001)

• CA vs MWA/RFA
• HR: 1.03 (95%CI 0.45-2.33 

p=0.95)



Ablation

• Several population-based studies seem to favor ablation vs. 
active surveillance for RCC 

• Prospective multicenter RCT may change guidelines 

• Ablation vs. surgery? 



Ablation

• A Feasibility Study for a Multicenter Randomized 
Controlled Trial to Compare Surgery With Needle 
Ablation Techniques in People With Small Renal 
Masses (CONSERVE)=> terminated early due to 
poor accrual

• Comparison Between Partial Nephrectomy and 
Ablation for Renal Tumor => recruiting but NO 
status update since 2017



• All pts tx w/ perc microwave ablation (MWA) vs 
laparoscopic partial nephrectomy (LPN) b/w 04/06-
11/17

• Retrospective study single center but large # of pts
• Inclusion: histologic confirmation of RCC + RCC ≤ 4cm
• Exclusion: vascular invasion or extrarenal spread



MWA vs PN cT1a RCC

• Local tumor progression: new lesion w/in or abutting ablation 
zone or resection bed seen on f-up

• Complications w/in 30 days post-Tx based on SIR classification 
and Clavien-Dindo system

• Metastases, cancer-specific survival (CSS), overall survival 
(OS), and disease-free survival (DFS)







Ablation

• Growing for T1b but not consistent w/ some studies finding 
TA good option while others favoring robotic assisted PN

• All these studies are retrospective and poor quality





Ablation 



Conclusions

• TA can play bigger role with better evidence
• Biopsy should play a bigger role 



Thank you 

Questions 


