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6. Patients with features suspicious of hereditary renal cell

Below are recommendations from the CUA on the manage- carcinoma (RCC) should be offered genetic counselling
ment of small renal masses (SRM). The full-text guideline, (Adopted from CUA guideline on genetic screening for
found at cuaj.ca and cua.org, includes a detailed descrip- hereditary RCC; expert opinion).

tion of methodology, as well as the summary of evidence | 7. For patients with SRM suspicious for renal malignancy

in support of these recommendations. AND significant comorbidities and/or limited life expect-

1. Patients diagnosed with SRM should undergo routine lab- ancy, observation (or watchful waiting) is recommended
oratory investigations, including at a minimum a serum as the preferred strategy for patients (Strong recommen-
creatinine and glomerular filtration rate (Clinical principle). dation, high certainty in evidence of effects).

2. Patients with SRM incidentally discovered on routine | 8. For patients with a suspected renal malignancy measuring
imaging should be investigated with a multiphasic, <2 c¢m in diameter, active surveillance is suggested as the
contrast-enhanced abdominal computed tomography preferred strategy, given their slow growth rate and low
(CT) or magnetic resonance imaging (MRI) scan (Clinical probability of aggressive histology (Conditional recom-
principle). mendation, moderate certainty in evidence of effects).

3. For patients with suspected renal malignancy, a base- | 9. For patients with a suspected renal malignancy measuring
line chest X-ray is suggested to assess for pulmonary 2-4 cm in diameter, active surveillance and definitive treat-
metastases (Conditional recommendation, low certainty ment (partial nephrectomy or percutaneous thermal abla-
in evidence of effects). tion) are suggested as management options (Conditional

4. Patients with SRM and pre-existing renal dysfunction in recommendation, low certainty in evidence of effects).
whom a radical nephrectomy is being considered, may | 10. For patients with a suspected renal malignancy, the choice
be offered renal scintigraphy when the result may alter of treatment should be personalized using a shared deci-
their management (Clinical principle). sion-making approach, after proper counselling and while

5. Patients with SRM should be offered a renal mass biopsy taking into account tumor characteristics, patient factors,
when the result of the biopsy may alter their management and patient preferences and values (Expert opinion).
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. For patients with a suspected renal malignancy who prefer

management by upfront definitive treatment, surgery or
percutaneous thermal ablation are suggested (Condlitional
recommendation, low certainty in evidence of effects).
Patients with a suspected renal malignancy who prefer
management by upfront definitive treatment should be
informed of the higher uncertainty surrounding the data
on the efficacy and harms of percutaneous thermal abla-
tion treatment compared to surgery (Expert opinion).
Patients with a suspected renal malignancy who opt
to be treated by percutaneous thermal ablation should
have a renal mass biopsy performed prior to, or at the
time of thermal ablation (Adopted from KCRNC consen-
sus on the role of renal mass biopsy in the management
of kidney cancer; expert consensus)

For patients with suspected malignant SRM undergoing
surgery, partial nephrectomy is recommended over rad-
ical nephrectomy (Strong recommendation, moderate
certainty in evidence of effects).

For patients with suspected renal malignancy undergoing
partial nephrectomy, a minimally invasive approach
(robotic-assisted or conventional laparoscopy) is sug-
gested over an open approach when technically feasible
and oncologically safe (Conditional recommendation,
moderate certainty in evidence of effects).

For patients with suspected renal malignancy under-
going radical nephrectomy, a conventional laparoscopic
approach is recommended over open or robotic-assisted
approaches (Strong recommendation, moderate certain-
ty in evidence of effects).

For patients undergoing percutaneous thermal ablation
for a suspected renal malignancy, cryoablation and
radio-frequency ablation are both suggested as options
for management, as they yield similar oncological out-
comes and adverse events (Conditional recommenda-
tion, moderate certainty in evidence of effects).
Patients under active surveillance should be monitored
until the oncological risk increases, they select interven-
tion, or the benefits of treatment outweigh the compet-
ing risks. The factors that define oncological risk are
not completely elucidated but the most well-accepted
factors are: growth of tumor to >4 cm, consecutive
growth rate >0.5 cm/year, progression to metastases,
and patient’s choice (Clinical principle).

Patients with suspected tumor growth on ultrasound
imaging should undergo cross-sectional imaging to
confirm growth prior to intervention (Expert opinion).
For patients with suspected renal malignancy who
opted to be managed by active surveillance, routine
abdominal ultrasound (assuming good visualization and
good agreement in size measurements between ultra-
sound and cross-sectional imaging) is suggested until
definitive treatments are no longer considered (i.e.,
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watchful waiting) (Conditional recommendation, low
certainty in evidence of effects).

21. For patients with suspected renal malignancy who
opted to be managed by active surveillance, chest X-ray
imaging is suggested until definitive treatments are no
longer considered (i.e., watchful waiting) (Conditional
recommendation, low certainty in evidence of effects).

22. The panel was unable to achieve a consensus as to the
frequency of abdominal imaging, which varied from at
least once every 3—6 months for the first year and then
once every 6-12 months if the lesion remains stable.
The same can be said regarding the frequency of chest
imaging, which varied from for-cause to once a year
(Expert opinion).

23. Patients with RCC who have undergone definitive treat-
ment should be followed with routine chest and abdomin-
al imaging to rule out recurrence or progression to metas-
tasis (Adopted from CUA guideline for followup of patients
after treatment of non-metastatic RCC; expert opinion).

24. Patients with an estimated glomerular filtration rate
(eGFR) <45 ml/min/1.73m? or with progressive chronic
kidney disease following definitive treatment should be
considered for a referral to a nephrologist (or their gen-
eral practitioner), especially if associated with protein-
uria (Adopted from CUA guideline for followup of patients
after treatment of non-metastatic RCC; conditional recom-
mendation, low certainty in evidence of effects).
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