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Editorial
Current perspectives on active surveillance
for patients with small renal masses
Small renal mass (SRM) incidence has been increasing over
last decades due to the widespread access to diagnostic
tools and is now accounting for 48%e66% of all renal cell
carcinoma (RCC) diagnoses [1]. The optimal management of
SRM is still debated since approximately 25% of T1a is
benign lesions. The role of active surveillance (AS) and the
problem of SRM overtreatment are widely described in the
current literature. However, RCC mortality has remained
stable over the last 2 decades. The major strength of AS is
the “tetrafecta” concept as it brings renal function
preservation, safe oncological outcomes, and no surgical
complications, and it maintains quality of life. AS is nowa-
days considered as a safe strategy for many SRMs.

Several issues have jeopardized AS in the past. First, AS
definition was not well-stablished initially; therefore, a
mixture of watchful waiting and AS patients might be
included in those series. Secondly, progression labelling is
equivocal and triggers for intervention have evolved with
improvement on characterization of SRM biology. Third,
progression or recurrence within the first 6 months of AS is
currently not considered as that due to the likelihood of
prior existence; however, that might not have been the
case on initial series. Last, retrospective published series
provided short follow-up outcomes (mean follow-up 24e36
months) [2].

Two prospectively maintained AS registries for SRM
have recently updated their long-term follow-up outcomes
[3]. The Canadian registry reported on 5-year follow-up
for AS patients. A total of 136 were included, 49 (36%)
remaining on AS at 5 years. All patients included in the
current report underwent a SRM biopsy for proof of RCC.
Several interesting findings were to be highlighted.
Growth rates for biopsy-proven SRM were slow (mean:
0.19 cm per year) and extremely variable over the first
year on surveillance. Only six patients developed meta-
static disease and 29 died (three cancer-related deaths).
From the Delayed Intervention and Surveillance for Small
Renal Mass (DISSRM) registry, the 10-years outcomes have
been recently published. A total of 495 patients were
enrolled on the AS arm; only 110 had a biopsy-proven RCC;
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the 5-year progression-free survival rate on AS group was
67%, like the Canadian series and mostly driven by
elevated growth rates. The 5-year recurrence-free sur-
vival rate for patients on AS was 93%, similar to patients
that had chosen a primary intervention pathway. To
highlight that, the long-term cancer-specific survival out-
comes at 7-year were similar amongst primary interven-
tion and AS. Therefore, the prospective registries are
excellent in terms that provide strong evidence to support
the role of AS for SRM without hesitation. The oncological
outcomes remained similar to primary intervention and
the likelihood of metastatic disease was minimal. Never-
theless, the selection of patients that would mostly
benefit from AS is still unclear. Most series are reporting on
patients with very SRMs (<2 cm) and high comorbidity
burdens. American Urological Association guidelines sug-
gest AS for renal masses <2 cm while European Association
of Urology guidelines encourage AS to frail and/or co-
morbid patients with T1a tumors. Patient selection with
tailored approaches according to patient needs and tumor
biology might bring some light on optimal decisions.

Moreover, standardized follow-up schemes and AS pro-
gression definitions represent an open issue. Most common
follow-up schemes consist of monitoring the mass size by
serial abdominal imaging (ultrasound, computed tomogra-
phy, or magnetic resonance scheduled every 6e12 months)
with delayed intervention reserved for tumors showing
clinical progression. Most authors define progression based
on a growing mass, adopting it as a trigger for active
treatment (growth rate over 0.5 cm per year and/or abso-
lute tumor size >4 cm) [4].

However, recent retrospective long-term series have
shown how increased initial growth rate did not impact on
overall survival outcomes. In fact, no (<1 mm per year),
low (1e<5 mm per year), moderate (5e10 mm per year),
and high (>10 mm per year) growth groups presented
similar overall survival rates (pZ0.4) [5]. These data are in
line with a recent analysis from cancer-specific survival
which found that most SRMs with significant growth rate
variability in the first 6 months on AS do not always
on and hosting by Elsevier B.V. This is an open access article under
-nd/4.0/).
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demonstrate persistently elevated growth rates and
commonly have positive outcomes with continued
follow-up and repeat imaging. Clinically relevant progres-
sion definitions remain to be elucidated.

Percutaneous renal mass biopsy allows for patient
stratification. SRM biopsies were reported diagnostic in up
to 80% of patients with a minimal risk of major complica-
tions. On the current literature, less than 30% of patients on
AS had a biopsy proven RCC, a key point in the management
of SRM that needed to be addressed in the future [6].
Moreover, pathology might aid to tailor surveillance imag-
ing schedules since a significant difference in growth and
progression among different RCCs [7].

Quality of life (QoL) of patient on AS also requires
maximal attention. QoL of patients undergoing immediate
intervention versus AS has also been assessed on DISSRM
registry. Patients undergoing immediate intervention had
higher QoL scores at baseline, specifically for physical
health. The perceived benefit in physical health persisted
for at least 1 year following intervention; however, mental
health, which includes domains of depression and anxiety,
was not adversely affected while on AS [8].

Looking forward, the main concern is risk stratification
either at diagnosis or during follow-up. RCC biomarkers
remain on their infancy as they are still not ready for prime
time. SRM biopsy aids on decision making, but it still lacks
power of discrimination. The lack of stratification pre-
cludes also tailored follow-up schedules. Currently not
evidence-based schedules are suggested at guideline pub-
lications, only expert statements. The future of AS holds a
combination of clinical, imaging, and biological tools to
help tag decisions on the right time without jeopardizing
outcomes. The main goal of treatment strategies should
include weighing patient-specific prognosis relative to their
competing health risks and their QoL status.

In summary, AS is defined as initial observational man-
agement for SRM including the monitoring of renal tumor
size. Long-term registries showed proof of oncological safety
of AS for SRM. AS follow-up protocols commonly include
enhanced abdominopelvic computed tomography scan or
renal ultrasound. Progression is defined as a linear growth
rate greater than 0.5 cm per year, diameter greater than
4 cm, or presence of metastasis.
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