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Pub Med. Search 287 papers 

AS-PC 2019 papers 



143 000 new cases of RCC were 
diagnosed in 2012 

Ferlay J at all, 2012 



Small renal mass (SRM) 
�  Solid tumor < 4 cm enhancing on CT and MRI and 

suspected of being RCC 
 

�  20% SRM show aggressive potential 
�  20% benign lesions 
�  60% indolent biological potential 

�  79%-84% SRM detected before genitourinary symptoms 
are present 

Gill IS at all,  NEJM 2010 

Lane BR et al. J. Urol. 2007 
Remzi M. et al. J. Urol. 2006 
Frank I et al. J. Urol. 2003 



eGFR< 60 

Nefrectomy should be avoided 



EAU guidelines –recomendations 
for AS 



RCC can be cured only when the tumor is 
organ-confined, and surgery is the only 

curable treatment modality  
(at least in 2015) 

Active surveilance  
Prostate Cancer v. Renal Tumors 

PC Renal Tumor 

Markers (PSA, PCA3) No markers 

mpMRI CT, MRI but … GFR 

Biopsy - easy Biopsy difficult 

QL (ED, Incontinence) QL ? 



Diagnostic possibillities 



Imaging 
� PET CT with  radioactively labelled 

antibody 1241 –girentuximab 
� Tumor size sensitivity 86%, specificity 86% 

versus 76% and 47% for conventional CT 
� For SRM sensitivity 82,8 
   Divigy et all: J Clin Oncol. 2013   

Limitations for contrast enhanced imaging –  
impaired renal function very often present  

in older patients suitable for AS 



Biopsy or not to biopsy in AS? 

�  Non diagnostic rate for percutaneus renal biopsy (PRB) is 
aproximately 20%  

    Leveridge et all; Eur. Urol. 2011, Menogue et all: BJIU Int. 2013 

�  Ability to distinguish high and low grade tumors aprox. 50% 
    Ball et all: J. Urol 2015 

�  Old cormobid patient is suitable for AS (at least initially) regardless 
of PRB result 

�  For young patient PRB (with low rate of accuracy or NSS at the 
very beginning? 



What do we know about AS? 

Borghesi et all 2015 



Metastatic progression - reviev 

�  967 pts. – metastatic progression 0 - 5,7% 
   Borghesi et all 2015 

 

�  880 pts. – 18 pts. (2,04%) metastic (FU 40 months) 
� Metatstatic patients had 
Ø Larger tumors (4,1 +/- 2,1 cm vs. 2,3 +/- 1,3) p< 0,001 
Ø Faster growth rate (0,8  vs. 0,3 cm/year) p< 0,001 
   Smaldone et all: Cancer 2012 



What about cT1b – cT2 renal 
tumors? 

Borghesi et all 2015 



Angiomyolipoma (AML) – aprox. 3% 
of renal masses 

�  No randomized studies on AS vs. Surgery !!!!! 
�  Several retrospective papers, small numbers of patients 
�  Optimal size treshold for surgical intervention is still debated 
   Nelson et all: J. Urol. 2002 

�  Risk factors for intervention: retroperitoneal and upper 
urinary tract bleeding (may be life threatening) 

   Ramon et all: Eur. Urol. 2009,  

   Zhang et all: J. Urol. 2002 



�  In Tuberous Sclerosis (TC) - Bourneville'a-Pringle 
disease -  is more often multifocal, bilateral, larger and 
more likely to result in bleeding 

�  Presence of AML in lymph nodes is not meatstatic 
disease (multicentric genesis) and is also connected with 
TC 

�  AML can involve renal vein and even vena cava 



Predictors for active treatment 

�  130 pts, 53,3 years old +/- 16,5 years 
�  70% < 4 cm 
�  78% female 
�  28 pts (21%) symptomatic – flank pain, and hematuria 
�  Mean FU 49 +/- 40 months 
�  17 pts (13%) underwent delayed surgical intervention 
   Ouzaid et all: BJU Int. 2014 

Tumor size > 4 cm and symptomatic presentation 
were clinical predictors at the multivariate analysis 



Predictive factors of renal tumor 
aggressivenes and growth rates 

� Symptomatic tumors – yes 
� Sex – conflicting data 
� RENAL score – yes 
� Size – conflicting data 

Schiavina R et all.: Clin. Genitourin. Cancer 2014 
Matsumoto et all.: Int. J. Urol. 2014 
Organ et all.: Can. Urol. Ass. J. 2014 
Mason et all.: Eur. Urol. 2011 



AS – how to do it? 

Pierorazio et all: 
Eur. Urol. 2015 



�  497 patients (non randomised – pts. choice) 
�  274 (55%) chose PI, 223 (45%) AS. 21 (9%) crossed 

over to delayed intervention 
�  2 years OS for PI 98% for AS 96% 
�  5 years OS for PI 92%, for AS 75% 
�  5 years CSS for PI 99%, for AS 100%  
   ( AS patients vere older , worse ECOG score,  
    more comorbidities, smaller tumors but more often  
    multiple or bilateral lesions) 



Are we ready? 
� Not yet 
� We need to improve: 
Ø  Imaging 
Ø Biopsy technique 
Ø Find predictive factors 
Ø Define schedule 



Conclusions 
�  AS is a valid first line option for patients with asymptomatic 

small AML 
�  AS may be offered to patients  with incidental cT1a tumors 

who have relevant comorbidities. (low risk of metastatic 
progression and cancer specific mortality is reported in 
published papers) 

�  AS with  delayed intervention seems to be noninferior 
management strategy for well selected patients with SRM 

�  For cT1b-cT2 renal masses as there is no strong evidence or 
proof of safety AS can be offered only for very motivated, 
well informed higly selected patients 


