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Dear Editor,
We read with great interest the recent article by Guo et al.[1]

entitled ‘Comparing the oncologic outcomes of local tumor
destruction vs. local tumor excision vs. partial nephrectomy in
T1a solid renal masses: a population-based cohort study from
the SEER database’. Based on data from the Surveillance,
Epidemiology, and End Results (SEER) program in the United
States, they concluded that local tumor destruction (LTD) or local
tumor excision/tumor resection (LTE) is more effective than
partial nephrectomy (PN) in early-stage renal cancer patients.
They have found that the PN has a better prognosis. This study
can provide some references to the treatment options for patients
with early-stage renal cancer and has far-reaching clinical sig-
nificance. However, in our opinion, several issues deserve further
clarification and discussion.

First, according to the patient selection methodology described
by the authors in this article, the screening of this subset of patients
undergoing ‘LTD’ was based on the registration of surgery codes
‘10–15’ in the SEER database. However, we found that this subset
of patients had been noted in the coding menu (https://seer.cancer.
gov/archive/manuals/2021/AppendixC/Surgery_Codes_Kidney_
2021.pdf) as ‘No specimen sent to pathology from this surgical
event.’ This suggests that the final diagnosis for this subset of
patients with LTD was not clear, which we believe would interfere
with the results of this paper and introduce a degree of uncertainty
into the findings. We believe that it may be necessary to exclude

this group of patients further and that it would be more infor-
mative to study only the impact of LTE and PN on survival.

Second, the authors balanced the baseline levels of the two
groups of patients undergoing different surgical approaches by
propensity score matching (PSM). In retrospective studies, this is
a good statistical method to cope with baseline imbalance[2].
However, utilizing PSM in this study can only match the known
factors from the SEER database, and variables that are not
available from the SEER database, such as the patient’s physical
condition, clinical presentation, imaging, and other factors, can
also affect the survival time of the patients. This might have a
potential impact on the baseline level of patients, which could
lead to biased study results.

In addition, we think that a detailed description of the version
of the staging ‘T1a’ in the author’s characterization of the
populationmight bemore convincing. This is because the authors
chose to analyze a population of patients with a diagnosis time of
2000–2019, whereas, as far as we know, the SEER database
describes T-stage with different boundaries at different diagnostic
times. Patients with a diagnosis time of 2004–2015 correspond to
having access to the 6th edition of the AJCC’s T-stage patients
diagnosed in 2010–2015 correspond to the 7th edition of T-stage,
and patients with a diagnosis time after 2018 correspond to
having access to the 8th edition of T-stage[3]. However, at this
time, we have difficulty clarifying the origin of the version of the
T-stage chosen by the authors.

Finally, when describing the criteria for the selection of the
included population, the authors lacked a description of other
treatments such as radiotherapy and chemotherapy. With the
advancement of radiotherapy technology, in previous studies, we
have found that radiation therapy, represented by stereotactic
body radiation therapy (SBRT), has better results in terms of local
tumor control, toxicity, and tumor-specific survival in patients
with early-stage renal cancer who did not undergo surgery in both
prospective trials and retrospective analyses[4,5]. Although the
description of ‘without radiotherapy and chemotherapy’ and the
description of ‘unknown’ are the same as ‘without radiotherapy
and chemotherapy’ in the SEER database, the authors did not
describe the criteria for the selection of the included population.
Although the description of ‘non-radiotherapy and non-che-
motherapy’ in the SEER database is the same record as
‘unknown,’ the radiotherapy and chemotherapy that were
received were available, and the order of treatment (whether
preoperative or postoperative radiotherapy was given) could also
be obtained from the SEER database[6]. In conclusion, we believe
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that in the cohort of patients in this study, there may still be non-
surgical antitumor treatments such as radiotherapy or che-
motherapy that interfere to some extent with the survival benefit
of surgery.

All in all, we highly agree with the clinical significance of
this study and analysis conducted by the authors, which fills
the research gap in the comparison of the benefits of early
renal surgical modalities and is worthy of further prospective
multicenter studies. At the same time, we’d like to suggest to
the authors that perhaps it could be done to improve the
reliability and clinical value of the study, by further improving
the methodology as well as embellishing the images in future
studies.
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