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Objective: Papillary renal cell carcinoma (pRCC) is the second most common type

of renal cell carcinoma and an important disease affecting older patients. We aimed

to establish a nomogram to predict cancer-specific survival (CSS) in elderly patients

with pRCC.

Methods: Patient information was downloaded from the Surveillance, Epidemiology,

and End Results (SEER) project, and we included all elderly patients with pRCC from

2004 to 2018. All patients were randomly divided into a training cohort and a validation

cohort. Univariate and multivariate Cox proportional risk regression models were used

to identify patient independent risk factors. We constructed a nomogram based on a

multivariate Cox regression model to predict CSS for 1-, 3-, and 5- years in elderly

patients with pRCC. A series of validation methods were used to validate the accuracy

and reliability of the model, including consistency index (C-index), calibration curve, and

area under the Subject operating curve (AUC).

Results: A total of 13,105 elderly patients with pRCC were enrolled. Univariate

and multivariate Cox regression analysis suggested that age, tumor size,

histological grade, TNM stage, surgery, radiotherapy and chemotherapy were

independent risk factors for survival. We constructed a nomogram to predict

patients’ CSS. The training and validation cohort’s C-index were 0.853 (95%CI:

0.859–0.847) and 0.855 (95%CI: 0.865–0.845), respectively, suggesting that

the model had good discrimination ability. The AUC showed the same results.

The calibration curve also indicates that the model has good accuracy.
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Conclusions: In this study, we constructed a nomogram to predict the CSS of elderly

pRCC patients, which has good accuracy and reliability and can help doctors and

patients make clinical decisions.

Keywords: nomogram, papillary renal cell carcinoma, cancer-specific survival, elderly patients, SEER

BACKGROUND

Renal cell carcinoma (RCC) is the most common Renal
malignant tumor in adults, accounting for 90% of renal
tumors (1). RCC is divided into three main types based
on histological features, with papillary renal cell carcinoma
(pRCC) being the second most common type, accounting
for ∼10 to 15% of the total number of diseases. Clear
cell renal cell carcinoma (ccRCC) accounts for 70–80% of
these cases, and chromophobe renal cell carcinoma (cRCC)
remains in the rest (2, 3). According to pathological features,
pRCC is divided into two main subtypes: Type I papillary
renal cell carcinoma is characterized by unique basophilic
papillary cells. In contrast, Type II is characterized by
many papillary cells, and the cytoplasm of type II pRCC
is eosinophilic (4). It is worth noting that compared with
other RCC, pRCC has special clinical manifestations, biological
behaviors and pathological morphology, and its diagnosis and
treatment are also different from other RCCS, which are still
controversial (5, 6).

Around the world, 400,000 people are diagnosed with

RCC every year (1), and the elderly over 60 years old

account for more than 75% of the cases (7). In addition,

with the aggravation of population aging and the extension

of life expectancy, the incidence rate of renal cancer in

the elderly is also increasing year by year (8). At present,

the prognosis of pRCC is still poor, especially for advanced

patients, and there is no effective treatment (9). Therefore, it is

particularly important to judge the prognosis of elderly pRCC

patients accurately.
Traditionally, TNM staging has been regarded as the

main criteria for the prognosis of various malignant tumors.

However, it is not enough to cover the biological characteristics

of various malignant tumors nor to validate the survival

outcome (10). Other clinical variables, such as age, sex,

race, grade, surgical treatment, adjuvant therapy, and
molecular characteristics, may also impact the outcome of
cancer patients.

In recent years, the nomogram prediction model, including
UISS (11), SSIGN (12), etc., is considered to be one of the most
accurate methods for tumor prediction (13). However, there
are no relevant reports of these clinical variables on elderly
pRCC cases at the present stage (14). The objective of this
retrospective study was to investigate the clinicopathological
features associated with the prognosis of elderly pRCC patients
collected from the Surveillance, Epidemiology, and End Results
(SEER) database of the National Cancer Institute. We then used
these features to construct a nomogram to predict cancer-specific
survival of patients with pRCC.

PATIENTS AND METHODS

Data Source and Data Extraction
We downloaded clinicopathological information of all patients
with pRCC from 2004 to 2018 to the SEER database. SEER data
is the national cancer database of the United States, consisting
of 18 cancer registries covering∼30% of the national population.
Clinicopathological information and follow-up data for all cancer
patients are publicly available from the SEER database. Patient
personal information is not identifiable, and SEER database
information is publicly available, so we do not need to obtain
ethical approval and informed consent from patients. Our
research methods strictly follow the rules of SEER data.

We collected the basic information of the patient, including
age, gender, race, year of diagnosis, marital status; we collected
the patient’s clinical-pathological information, including the
tumor size, laterality, histological grade, TNM staging, surgery,
radiation therapy, chemotherapy, patients with follow-up
information including living status, the cause of death and
survival time. Inclusion criteria:(1) pathological diagnosis of
papillary renal cell carcinoma (ICD-O-3 code, 8260); (2) Age
≥65; (3) Unilateral renal tumor. Exclusion criteria:(1) TNM
staging is unknown; (2) Tumor size is unknown; (3) Unknown
surgical method; (4) Survival time<1 month. The screening flow
chart of all patients is shown in Figure 1.

The patients’ marital status was divided into married and
unmarried (single, divorced, widowed); Patients’ races were
divided into white, black, and others (American Indian /AK
Native, Asian/Pacific Islander). The years of diagnosis were
divided into between 2004 and 2010 and between 2011 and
2018. The histological grades of the patients included grade I
(well differentiated), grade II (moderately differentiated), grade
III (poorly differentiated), and grade IV (undifferentiated).
The surgical classification of patients included non-surgical
(surgical code 0), local tumor resection (surgical code 10–27),
partial nephrectomy (surgical code 30), and radical nephrectomy
(surgical code 40–80).

Nomogram Development and Validation
All patients enrolled were randomly assigned to a training
cohort (70%) or a validation cohort (30%). In the training
cohort, we used a univariate Cox regression model to pre-
screen the influencing factors of patients’ prognoses. We then
used a multivariate Cox proportional risk regression model to
determine the independent risk factors for CSS in patients.
Based on a multivariate Cox proportional risk regression model,
we constructed a new nomogram to predict CSS at 1-, 3-,
and 5 years in patients with pRCC. Then, we use a series of
validation methods to test the accuracy and discrimination of
the prediction model. We used consistency index (C-index) and
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FIGURE 1 | Flowchart for inclusion and exclusion of all patients.

area under the receiver operating curve (AUC) to test the model’s
discrimination. Calibration curves of 1,000 bootstrap samples
were used to validate the model’s accuracy.

Clinical Utility
A decision analysis curve (DCA) is a new algorithm to calculate
the net benefits of models under different thresholds. DCA was
used to validate the clinical utility of the nomogram. In addition,
we calculated the value of risk for each patient based on the
nomogram and used truncation values to divide all patients into
high-risk and low-risk groups. Kaplan-Meier (K-M) curves and
log-rank tests were used to determine differences in survival
among groups.

Statistical Analysis
Continuous variables (age, tumor size) were described by
means and variance, and comparisons between groups were
performed by chi-square or non-parametric U-tests. Count
data were expressed by frequency (%), and a chi-square test
was used to compare groups. Univariate and multivariate
Cox proportional regression models analyzed the survival and
prognostic factors. All statistical analyses were conducted by
SPSS 26.0 and R software 4.1.0. A P value <0.05 was considered
statistically significant.

RESULTS

Clinical Features
Based on inclusion and exclusion criteria, a total of 13,105
elderly patients with pRCC were included. All patients were
divided into a training cohort (N = 9250) and a validation
cohort (N = 3855). The mean age of the patients was 75.2
± 7.57 years, and there were 10936 (83.4%) white patients,
7594 (57.9%) male patients, and 7089 (54.1%) married patients.
There were 768 (5.86%) patients at grade I, 2560 (19.5%) at
grade II, 1685 (12.9%) at grade III, and 497 (3.79%) at grade

IV. There were 5794 (65.8%) patients with stage T1a, 11983
(91.4%) patients with stage N0, and 10665 (81.4%) patients with
stage M0. Local tumor excision, partial nephrectomy and radical
nephrectomy were performed in 1269 (9.68%), 1519 (11.6%),
and 4521 (34.5%) patients, respectively. 1,085 (8.28%) patients
underwent chemotherapy, and 638 (4.87%) patients underwent
radiotherapy. The clinicopathological information of all patients
was shown in Table 1, and there was no significant difference
between the training and validation cohorts.

Univariate and Multivariate Cox
Regression Analysis
We analyzed patient prognostic factors using univariate and
multivariable Cox regression models. The univariate Cox
regression model showed that age, year of diagnosis, race,
marriage, histological grade, tumor size, TNM stage, surgery,
radiotherapy, and chemotherapy influenced patients’ CSS.
Multivariate Cox regression analysis showed that age, histological
grade, TNM stage, tumor size, surgery, radiotherapy and
chemotherapy were prognostic factors affecting patients’ CSS.
Cox regression analysis results are shown in Table 2.

Nomogram Construction for 1, 3, and
5-Year CSS
The essence of the nomogram is to visualize the multivariate
Cox regression analysis. Therefore, we constructed a nomogram
based on multivariate Cox regression analysis to predict CSS in
elderly patients with pRCC (Figure 2). As shown in the figure,
tumor size and TNM stage are the biggest factors affecting the
prognosis of patients, followed by surgery, radiotherapy and
chemotherapy. In addition, age and histological grade are also
important factors. The larger the tumor, the higher the risk of
death, and the higher the TNM stage, the higher the risk of
death. Patients with partial nephrectomy had the lowest risk, and
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TABLE 1 | Clinicopathological characteristics of elderly patients with pRCC.

All Training cohort Validation cohort

N = 13105 N = 9,202 N = 3,903 p

Age 0.024

65–74 6,847 (52.2%) 4,762 (51.7%) 2,085 (53.4%)

75–84 4,432 (33.8%) 3,110 (33.8%) 1,322 (33.9%)

≥85 1,826 (13.9%) 1,330 (14.5%) 496 (12.7%)

Race 0.404

White 10,936 (83.4%) 7,658 (83.2%) 3,278 (84.0%)

Black 1,444 (11.0%) 1,036 (11.3%) 408 (10.5%)

Other 725 (5.53%) 508 (5.52%) 217 (5.56%)

Sex 0.337

Male 7,594 (57.9%) 5,307 (57.7%) 2,287 (58.6%)

Female 5,511 (42.1%) 3,895 (42.3%) 1,616 (41.4%)

Marital 0.002

Married 7,088 (54.1%) 4,885 (53.1%) 2,203 (56.4%)

Unmarried or Domestic Partner/Single 1,874 (14.3%) 1,341 (14.6%) 533 (13.7%)

Separated/Divorced/ Widowed 4,143 (31.6%) 2,976 (32.3%) 1,167 (29.9%)

Year of diagnosis 0.683

2004–2010 6,125 (46.7%) 4,312 (46.9%) 1,813 (46.5%)

2010–2018 6,980 (53.3%) 4,890 (53.1%) 2,090 (53.5%)

Laterality 0.660

Left 6,440 (49.1%) 4,510 (49.0%) 1,930 (49.4%)

Right 6,665 (50.9%) 4,692 (51.0%) 1,973 (50.6%)

Grade 0.652

I 768 (5.86%) 531 (5.77%) 237 (6.07%)

II 2,560 (19.5%) 1,785 (19.4%) 775 (19.9%)

III 1,685 (12.9%) 1,167 (12.7%) 518 (13.3%)

IV 497 (3.79%) 347 (3.77%) 150 (3.84%)

Unknown 7,595 (58.0%) 5,372 (58.4%) 2,223 (57.0%)

T 0.925

T1a 5,794 (44.2%) 4,070 (44.2%) 1,724 (44.2%)

T1b 3,011 (23.0%) 2,121 (23.0%) 890 (22.8%)

T2 1,606 (12.3%) 1,137 (12.4%) 469 (12.0%)

T3 2,607 (19.9%) 1,813 (19.7%) 794 (20.3%)

T4 87 (0.66%) 61 (0.66%) 26 (0.67%)

N 0.295

N0 11,983 (91.4%) 8,430 (91.6%) 3,553 (91.0%)

N1 1,122 (8.56%) 772 (8.39%) 350 (8.97%)

M 0.724

M0 10,665 (81.4%) 7,481 (81.3%) 3,184 (81.6%)

M1 2,440 (18.6%) 1,721 (18.7%) 719 (18.4%)

Tumor size 0.963

<40mm 6,109 (46.6%) 4,284 (46.6%) 1,825 (46.8%)

41–80mm 4,680 (35.7%) 3,293 (35.8%) 1,387 (35.5%)

>80mm 2,316 (17.7%) 1,625 (17.7%) 691 (17.7%)

Surgery 0.125

No 5,796 (44.2%) 4,110 (44.7%) 1,686 (43.2%)

Local tumor excision 1,269 (9.68%) 911 (9.90%) 358 (9.17%)

Partial nephrectomy 1,519 (11.6%) 1,048 (11.4%) 471 (12.1%)

Radical nephrectomy 4,521 (34.5%) 3,133 (34.0%) 1,388 (35.6%)

Chemotherapy 1.000

No/Unknown 12,020 (91.7%) 8,440 (91.7%) 3,580 (91.7%)

Yes 1,085 (8.28%) 762 (8.28%) 323 (8.28%)

Radiation 0.757

No/Unknown 12,467 (95.1%) 8,758 (95.2%) 3,709 (95.0%)

Yes 638 (4.87%) 444 (4.83%) 194 (4.97%)
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TABLE 2 | Proportional subdistribution hazard analyses of CSS in training cohort.

CSS

HR 95%CI P

Age

65–74

75–84 1.20 1.09–1.32 <0.001

≥85 1.50 1.32–1.7 <0.001

Race

White

Black 0.94 0.81–1.08 0.35

Other 0.89 0.75–1.06 0.18

Sex

Male

Female 0.87 0.79–0.95 0.001

Marital

Married

Unmarried or Domestic Partner/Single 1.05 0.93–1.19 0.4

Separated/Divorced/ Widowed 1.10 1–1.21 0.56

Year of diagnosis

2004–2010

2010–2018 0.88 0.81–0.95 0.002

Laterality

Left

Right 1.08 1–1.17 0.057

Grade

I

II 0.95 0.73–1.23 0.7

III 1.37 1.06–1.78 0.017

V 1.76 1.31–2.37 <0.001

Unknown 1.19 0.92–1.52 0.18

T

T1a

T1b 1.56 1.19–2.04 0.001

T2 2.00 1.54–2.6 <0.001

T3 2.38 1.87–3.04 <0.001

T4 2.03 1.24–3.32 0.005

N

N0

N1 1.49 1.32–1.68 <0.001

M

M0

M1 4.32 3.84–4.87 <0.001

Tumor size

<40mm

41–80mm 1.26 0.99–1.59 0.06

>80mm 1.44 1.13–1.82 0.003

Surgery

No

Local tumor excision 0.47 0.37–0.58 <0.001

Partial nephrectomy 0.30 0.24–0.39 <0.001

Radical nephrectomy 0.49 0.42–0.56 <0.001

Chemotherapy

No/Unknown

Yes 0.99 0.88–1.12 0.92

Radiation

No/Unknown

Yes 1.20 1.04–1.38 0.013

patients without surgery had the highest risk. In addition, the
older the patient, the higher the risk of death.

Validation of the Nomogram
We first use the C-index to validate the discrimination of
the prediction model. In the training cohort and validation
cohort, the C-index was 0.853 (95%CI: 0.859–0.847) and 0.855
(95%CI: 0.865–0.845), respectively. The results showed that the
nomogram had good discrimination. The calibration curve was
also used to validate the accuracy of the model. The calibration
curve showed that the predicted value of the nomogram was
highly consistent with the actual observed value, indicating that
the prediction model had good accuracy (Figure 3). In the
training cohort, the nomogram’ 1-, 3- and 5-year AUC values
were 91.5, 91.5 and 90.2, respectively. In the validation cohort,
the nomogram’ 1-, 3- and 5-year AUC values were 92.1, 91.2
and 90.3, respectively. It shows that the nomogram has good
discrimination (Figure 4).

Clinical Application of the Nomogram
DCA was used to test the clinical application value of the
predictionmodel. DCA showed that the nomogram had potential
clinical application value and was more practical than the
traditional TNM staging (Figure 5). Based on the nomogram,
we calculated the risk values of all patients and divided them
into the high-risk group using ROC cut-off values (total score
> 95.7) and the low-risk group (total score ≤95.7). The K-M
curve showed that the survival rate of patients in the high-risk
group was significantly lower than that in the low-risk group
(Figure 6). In the high-risk group, 1-, 3-, and 5-year survival
rates were 64.7, 47.9, and 42.2%, respectively. In the low-risk
group, 1-, 3-, and 5-year survival rates were 98.4, 95.7, and 92.2%,
respectively. In addition, we analyzed surgical procedures in the
high-risk and low-risk groups. In the low-risk group, survival
was highest in patients who received partial nephrectomy and
lowest in radical nephrectomy. In the high-risk group, survival
was highest who underwent radical nephrectomy and lowest for
those who did not (Figure 7).

DISCUSSION

RCC accounts for about 2% of all cancer diagnoses and deaths
worldwide, with higher rates in developed countries. RCC is
the most common type of renal malignancy, accounting for
more than 90%. pRCC accounts for 10–20% of all renal cell
carcinomas. However, compared with other types of RCC, pRCC
lacks specific clinical manifestations and associated symptoms,
and more importantly, pRCC does not have typical radiographic
findings. In addition, some elderly patients may present with
perirenal abscesses due to weakened immunity. It brings great
difficulties to the diagnosis and treatment of pRCC for clinicians
(15). According to recent reports, the overall prognosis of
pRCC is slightly better than that of clear cell renal carcinoma
and chromophobe renal carcinoma (16). However, in clinical
practice, in addition to TNM staging, there is currently a lack of a
model that can accurately predict the prognosis of elderly patients
with pRCC.
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FIGURE 2 | The nomogram for predicting 1-, 3-, and 5-year CSS in elderly patients with pRCC.

Nomogram is a data-based graphical computing tool that can
estimate the risk of a disease based on staging systems such as the
American Joint Commission on Cancer (AJCC) and other key
risk factors related to prognosis (17). Compared with traditional
TMN staging, nomogram has better accuracy in prognostic
prediction and can provide better advice and help for clinicians
in diagnosis and treatment (18). To our knowledge, there have
been no reports on the prognosis of elderly patients with pRCC.
In addition, due to the relatively low incidence of pRCC, it is
difficult to collect a large sample size for single-center studies
of this disease to draw reliable conclusions (19). Therefore, it is
particularly important to establish a more reliable and accurate
predictive model for pRCC in the elderly. This study collected
data from the SEERDatabase, a large sample database established
in 1973. At present, the database covers 18 countries and regions,
effectively avoiding the lack of sample size and single type (20).

In this study, we established and validated a new nomogram
to accurately predict CSS in elderly pRCC. Previous studies have
found that pRCC has a higher incidence and worse survival rate
in elderly patients (21). Our study also confirmed that age is a
key factor in the development of pRCC in the elderly. As we

age, it is well known that the risk of genetic mutations leading
to cancer increases. Studies have shown that age plays a key role
in the survival rate of various cancers (22, 23). Huang et al.
found by propensity matching comparison that pRCC had a
significantly worse prognosis than ccRCC in patients aged ≤45
years (24). Su et al. collected the SEER database of pRCC patients
who underwent nephrectomy from 2010 to 2016 for analysis.
They confirmed that age is a key factor influencing the all-cause
mortality of pRCC (25). The study of Nelson et al. also found
that the survival rate of mRCC patients aged ≥75 years was
significantly lower than that of patients aged < 75 years (26).
There is no consensus on defining the age of elderly patients, but
more than 60% of initial cancer diagnoses and more than 70% of
cancer deaths occur in patients over 65 years old (8). To improve
the accuracy and representativeness of the prediction model,
pRCC patients over 65 years old were included in this study.

At the same time, we found that tumor size is a major
risk factor affecting the prognosis of pRCC in the elderly, and
larger tumor occurrence often suggests poor prognosis, which
is consistent with the results of previous studies. Hutterer et al.
previously established a nomogram to predict the survival rate of
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FIGURE 3 | Calibration curve of the nomogram. (A) Calibration curves of 1 -, 3 - and 5-year CSS in the training cohort; (B) calibration curves of 1-, 3-, and 5-year

CSS in the validation cohort.

FIGURE 4 | AUC for predicting 1-, 3-, and 5-year CSS in the training cohort (A) and the validation cohort (B).

RCC and found that tumor size was an important risk factor (27).
Zastrow et al. also found that tumor size was a risk factor for the
long-term survival of pRCC (28).

As is known to all, the TNM staging system is a common
method for clinical evaluation of various malignant tumors,
which helps to judge the prognosis of cancer patients and guide
clinicians to take better treatment (29, 30). However, only the size
of the tumor, the presence of lymph node metastasis, and distant
metastasis were used as criteria. Age, marital status, surgical
method, chemotherapy and radiotherapy, and other important
factors that have been proven to affect cancer patients’ overall
survival rate (OS) were ignored (31). Our study found that in

elderly patients undergoing pRCC surgery, partial nephrectomy
(PN) had the best prognosis, radical nephrectomy (RN) was
intermediate, and local tumor resection had the worst prognosis.
It is consistent with most research conclusions. Shum et al.
showed that in T2 stage malignancies, the OS of PN was
significantly better than that of RN (32). Hellenthal et al.
collected RCC patients from 1988 to 2005 in the SEER database.
After analysis, it was concluded that PN could still significantly
improve OS even with tumor metastasis, benefiting mRCC
patients (33). In recent years, postoperative radiotherapy has
been gradually included in various cancer guidelines because
of its good effect as a key means of postoperative treatment.
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FIGURE 5 | DCA of the nomogram in the training cohort (A) and the validation cohort (B). The Y-axis represents a net benefit, and the X-axis represents threshold

probability. The green line means no patients died, and the dark green line means all patients died. When the threshold probability is between 0 and 100%, the net

benefit of the model exceeds all deaths or none.

FIGURE 6 | Kaplan-Meier curves of patients in the low-risk and high-risk groups in the training cohort (A) and the validation cohort (B).

RCC is sensitive to radiotherapy, and the strategy has been
agreed upon.

Interestingly, we found that postoperative chemotherapy
did not improve CSS in elderly patients with pRCC,
which is consistent with Tachibana and De Vries-Brilland
et al. The former retrospectively analyzed RCC patients
who received nivolumab and ipilimumab as a first-line
treatment between December 2015 and May 2020 and

found that the chemotherapy regimen achieved good
results in ccRCC, but intermediate results in pRCC (34).
The latter summarized the treatment methods of pRCC
and concluded that the existing chemotherapy regimens
were not sensitive to pRCC. The combination of immune
checkpoint inhibitors (ICI) and tyrosine kinase inhibitors
(MET) may be a new direction for the treatment of pRCC in
the future (35).
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FIGURE 7 | Kaplan-Meier curves of patients with different surgery in the low-risk group (A) and high-risk group (B).

Finally, the newly constructed nomogram model for
predicting CSS in elderly patients with pRCC includes many
factors, such as diagnosis age, tumor size, TNM grade, Fuhrman
grade, and operation at the primary site, which is convenient
for clinical information collection. In summary, the nomograms
we developed can accurately predict CSS at 1, 3, and 5 years in
patients with pRCC. Furthermore, we used AUC, C-index, and
DCA to validate its accuracy and predictive power for elderly
papillary renal cell carcinoma.

However, there are still some limitations in this study.
First of all, the SEER database does not include BMI,
smoking, alcohol consumption, etc. These are important
factors affecting patients’ survival. However, we included
the basic patient information cohort, tumor information,
and other key factors. Secondly, because this study is
retrospective, there is inevitable selection bias. Finally,
the prediction model is only validated internally, and
further external validation is necessary to validate the
model’s accuracy.

CONCLUSION

In this study, we explored the prognostic factors of
elderly pRCC patients and the patient’s age, histological
grade, TNM stage, tumor size, surgery, radiotherapy,
and chemotherapy as independent risk factors affecting
patients CSS. We constructed a nomogram to predict
the CSS of elderly pRCC patients with good accuracy
and reliability, which can help doctors and patients make
clinical decisions.

DATA AVAILABILITY STATEMENT

Publicly available datasets were analyzed in this study. This data
can be found here: https://seer.Cancer.gov/.

ETHICS STATEMENT

The data of this study is obtained from the SEER database. The
patients’ data is public, so this study does not require ethical
approval and informed consent.

AUTHOR CONTRIBUTIONS

JW and CZ designed the study. CZ, JW, LL, YX, and HT collected
and analyzed the data. JW drafted the initial manuscript. CZ, KZ,
and BY revised the article critically. CZ, ZY, and BY reviewed and
edited the article. All authors approved the final manuscript.

FUNDING

This study was supported by Yunnan Education Department
of Science Research Fund (No. 2020 J0228), Kunming City
Health Science and Technology Talent “1000” Training Project
(No. 2020- SW (Reserve)-112), Kunming Health and Health
Commission Health Research Project (No. 2020-0201-001),
and Kunming Medical Joint Project of Yunnan Science and
Technology Department (No. 202001 AY070001-271). The
funding bodies played no role in the study’s design and
collection, analysis and interpretation of data, and writing
the manuscript.

Frontiers in Public Health | www.frontiersin.org 9 April 2022 | Volume 10 | Article 874427

https://seer.Cancer.gov/
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Zhanghuang et al. Nomogram for pRCC

REFERENCES

1. Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global cancer

statistics 2018: GLOBOCAN estimates of incidence and mortality worldwide

for 36 cancers in 185 countries. CA Cancer J Clin. (2018) 68:394–424.

doi: 10.3322/caac.21492

2. Sung H, Ferlay J, Siegel RL, Laversanne M, Soerjomataram I, Jemal A, et al.

Global cancer statistics 2020: globocan estimates of incidence and mortality

worldwide for 36 cancers in 185 countries. CA Cancer J Clin. (2021) 71:209–

49. doi: 10.3322/caac.21660

3. Hsieh JJ, Purdue MP, Signoretti S, Swanton C, Albiges L, Schmidinger

M, et al. Renal cell carcinoma. Nat Rev Dis Primers. (2017) 3:17009.

doi: 10.1038/nrdp.2017.9

4. Shuch B, Amin A, Armstrong AJ, Eble JN, Ficarra V, Lopez-

Beltran A, et al. Understanding pathologic variants of renal

cell carcinoma: distilling therapeutic opportunities from biologic

complexity. Eur Urol. (2015) 67:85–97. doi: 10.1016/j.eururo.2014.

04.029

5. Dralle H, Musholt TJ, Schabram J, Steinmüller T, Frilling A, Simon D, et al.

German association of endocrine surgeons practice guideline for the surgical

management of malignant thyroid tumors. Langenbecks Arch Surg. (2013)

398:347–75. doi: 10.1007/s00423-013-1057-6

6. Daugherty M, Sedaghatpour D, Shapiro O, Vourganti S, Kutikov A,

Bratslavsky G. The metastatic potential of renal tumors: influence of

histologic subtypes on definition of small renal masses, risk stratification,

and future active surveillance protocols. Urol Oncol. (2017) 35:153.

doi: 10.1016/j.urolonc.2016.11.009

7. Quivy A, Daste A, Harbaoui A, Duc S, Bernhard JC, Gross-Goupil M, et al.

Optimal management of renal cell carcinoma in the elderly: a review. Clin

Interv Aging. (2013) 8:433–42. doi: 10.2147/CIA.S30765

8. González León T, Morera Pérez M. Renal cancer in the

elderly. Curr Urol Rep. (2016) 17:6. doi: 10.1007/s11934-015-

0562-2

9. Durinck S, Stawiski EW, Pavía-Jiménez A, Modrusan Z, Kapur P, Jaiswal

BS, et al. Spectrum of diverse genomic alterations define non-clear cell

renal carcinoma subtypes. Nat Genet. (2015) 47:13–21. doi: 10.1038/n

g.3146

10. Park YH, Lee SJ, Cho EY, La Choi Y, Lee JE, Nam SJ, et al. Clinical

relevance of TNM staging system according to breast cancer subtypes.

Ann Oncol. (2019) 30:2011. Erratum for: Ann Oncol. (2011). 22:1554-60.

doi: 10.1093/annonc/mdq617

11. Capogrosso P, Larcher A, Sjoberg DD, Vertosick EA, Cianflone F,

Dell’Oglio P, et al. Risk based surveillance after surgical treatment of

renal cell carcinoma. J Urol. (2018) 200:61–67. doi: 10.1016/j.juro.2018.

01.072

12. Parker WP, Cheville JC, Frank I, Zaid HB, Lohse CM, Boorjian SA, et al.

Application of the stage, size, grade, and necrosis (ssign) score for clear cell

renal cell carcinoma in contemporary patients. Eur Urol. (2017) 71:665–73.

doi: 10.1016/j.eururo.2016.05.034

13. Balachandran VP, Gonen M, Smith JJ, DeMatteo RP. Nomograms in

oncology: more than meets the eye. Lancet Oncol. (2015) 16:e173–80.

doi: 10.1016/S1470-2045(14)71116-7

14. Ruddy KJ, Winer EP. Male breast cancer: risk factors, biology,

diagnosis, treatment, and survivorship. Ann Oncol. (2013) 24:1434–43.

doi: 10.1093/annonc/mdt025

15. Motzer RJ, Escudier B, McDermott DF, George S, Hammers HJ,

Srinivas S, et al. Nivolumab versus everolimus in advanced renal-cell

carcinoma. N Engl J Med. (2015). 373:1803–13. doi: 10.1056/NEJMoa15

10665

16. Lu Y, Huang H, Kang M, Yi M, Yang H, Wu S, et al. Combined

Ki67 and ERCC1 for prognosis in non-keratinizing nasopharyngeal

carcinoma underwent chemoradiotherapy. Oncotarget. (2017) 8:88552–562.

doi: 10.18632/oncotarget.19158

17. Tang J, Wang J, Pan X. A web-based prediction model for overall survival of

elderly patients with malignant bone tumors: a population-based study. Front

Public Health. (2022) 9:812395. doi: 10.3389/fpubh.2021.812395

18. Duan J, Xie Y, Qu L, Wang L, Zhou S, Wang Y, et al. A nomogram-based

immunoprofile predicts overall survival for previously untreated patients

with esophageal squamous cell carcinoma after esophagectomy. J Immunother

Cancer. (2018) 6:100. doi: 10.1186/s40425-018-0418-7

19. Capitanio U, Bensalah K, Bex A, Boorjian SA, Bray F, Coleman J,

et al. Epidemiology of Renal Cell Carcinoma. Eur Urol. (2019) 75:74–84.

doi: 10.1016/j.eururo.2018.08.036

20. Morgan TM, Mehra R, Tiemeny P, Wolf JS, Wu S, Sangale Z, et al.

A multigene signature based on cell cycle proliferation improves

prediction of mortality within 5 yr of radical nephrectomy for renal

cell carcinoma. Eur Urol. (2018) 73:763–9. doi: 10.1016/j.eururo.2017.

12.002

21. Mejean A, Hopirtean V, Bazin JP, Larousserie F, Benoit H, Chrétien

Y, et al. Prognostic factors for the survival of patients with

papillary renal cell carcinoma: meaning of histological typing and

multifocality. J Urol. (2003) 170:764–7. doi: 10.1097/01.ju.0000081122.57

148.ec

22. Escudier B, Porta C, Schmidinger M, Rioux-Leclercq N, Bex A, Khoo

V, et al. Electronic address: clinicalguidelines@esmo.org. Renal cell

carcinoma: ESMO Clinical Practice Guidelines for diagnosis, treatment

and follow-up
†
. Ann Oncol. (2019) 30:706–20. doi: 10.1093/annonc/m

dz056

23. Dias-Santos D, Ferrone CR, Zheng H, Lillemoe KD, Fernández-Del Castillo C.

The Charlson age comorbidity index predicts early mortality after surgery for

pancreatic cancer. Surgery. (2015) 157:881–7. doi: 10.1016/j.surg.2014.12.006

24. Huang J, Huang D, Yan J, Chen T, Gao Y, XuD, et al. Comprehensive subgroup

analyses of survival outcomes between clear cell renal cell adenocarcinoma

and papillary renal cell adenocarcinoma. Cancer Med. (2020) 9:9409–418.

doi: 10.1002/cam4.3563

25. Su X, Hou NN, Yang LJ, Li PX, Yang XJ, Hou GD, et al. The

first competing risk survival nomogram in patients with papillary renal

cell carcinoma. Sci Rep. (2021) 11:11835. doi: 10.1038/s41598-021-9

1217-z

26. Nelson RA, Vogelzang N, Pal SK. A gap in disease-specific

survival between younger and older adults with de novo metastatic

renal cell carcinoma: results of a SEER database analysis. Clin

Genitourin Cancer. (2013) 11:303–10. doi: 10.1016/j.clgc.2013.

04.011

27. Hutterer GC, Patard JJ, Jeldres C, Perrotte P, de La Taille A, Salomon L, et al.

Patients with distant metastases from renal cell carcinoma can be accurately

identified: external validation of a new nomogram. BJU Int. (2008) 101:39–43.

doi: 10.1111/j.1464-410X.2007.07170.x

28. Zastrow S, Phuong A, von Bar I, Novotny V, Hakenberg OW, Wirth

MP. Primary tumor size in renal cell cancer in relation to the

occurrence of synchronous metastatic disease. Urol Int. (2014) 92:462–7.

doi: 10.1159/000356325

29. Zhou H, Zhang Y, Song Y, Tan W, Qiu Z, Li S, et al. Marital

status is an independent prognostic factor for pancreatic

neuroendocrine tumors patients: an analysis of the surveillance,

epidemiology, and end results (SEER) database. Clin Res Hepatol

Gastroenterol. (2017) 41:476–86. doi: 10.1016/j.clinre.2017.

02.008

30. Zhang G, Wu Y, Zhang J, Fang Z, Liu Z, Xu Z, et al. Nomograms for

predicting long-term overall survival and disease-specific survival of patients

with clear cell renal cell carcinoma. Onco Targets Ther. (2018) 11:5535-5544.

doi: 10.2147/OTT.S171881

31. Wang J, Liu X, Tang J, Zhang Q, Zhao Y. A web-based prediction model for

cancer-specific survival of elderly patients with hypopharyngeal squamous cell

carcinomas: a population-based study. Front Public Health. (2022) 9:815631.

doi: 10.3389/fpubh.2021.815631

32. Shum CF, Bahler CD, Sundaram CP. Matched comparison between partial

nephrectomy and radical nephrectomy for T2 N0 M0 Tumors, a study

based on the national cancer database. J Endourol. (2017) 31:800–805.

doi: 10.1089/end.2017.0190

33. Hellenthal NJ, Mansour AM, Hayn MH, Schwaab T. Is there a role for partial

nephrectomy in patients with metastatic renal cell carcinoma? Urol Oncol.

(2013) 31:36–41. doi: 10.1016/j.urolonc.2010.08.026

34. Tachibana H, Kondo T, Ishihara H, Fukuda H, Yoshida K, Takagi T, et al.

Modest efficacy of nivolumab plus ipilimumab in patients with papillary renal

cell carcinoma. Jpn J Clin Oncol. (2021) 51:646–53. doi: 10.1093/jjco/hyaa229

Frontiers in Public Health | www.frontiersin.org 10 April 2022 | Volume 10 | Article 874427

https://doi.org/10.3322/caac.21492
https://doi.org/10.3322/caac.21660
https://doi.org/10.1038/nrdp.2017.9
https://doi.org/10.1016/j.eururo.2014.04.029
https://doi.org/10.1007/s00423-013-1057-6
https://doi.org/10.1016/j.urolonc.2016.11.009
https://doi.org/10.2147/CIA.S30765
https://doi.org/10.1007/s11934-015-0562-2
https://doi.org/10.1038/ng.3146
https://doi.org/10.1093/annonc/mdq617
https://doi.org/10.1016/j.juro.2018.01.072
https://doi.org/10.1016/j.eururo.2016.05.034
https://doi.org/10.1016/S1470-2045(14)71116-7
https://doi.org/10.1093/annonc/mdt025
https://doi.org/10.1056/NEJMoa1510665
https://doi.org/10.18632/oncotarget.19158
https://doi.org/10.3389/fpubh.2021.812395
https://doi.org/10.1186/s40425-018-0418-7
https://doi.org/10.1016/j.eururo.2018.08.036
https://doi.org/10.1016/j.eururo.2017.12.002
https://doi.org/10.1097/01.ju.0000081122.57148.ec
mailto:clinicalguidelines@esmo.org
https://doi.org/10.1093/annonc/mdz056
https://doi.org/10.1016/j.surg.2014.12.006
https://doi.org/10.1002/cam4.3563
https://doi.org/10.1038/s41598-021-91217-z
https://doi.org/10.1016/j.clgc.2013.04.011
https://doi.org/10.1111/j.1464-410X.2007.07170.x
https://doi.org/10.1159/000356325
https://doi.org/10.1016/j.clinre.2017.02.008
https://doi.org/10.2147/OTT.S171881
https://doi.org/10.3389/fpubh.2021.815631
https://doi.org/10.1089/end.2017.0190
https://doi.org/10.1016/j.urolonc.2010.08.026
https://doi.org/10.1093/jjco/hyaa229
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Zhanghuang et al. Nomogram for pRCC

35. de Vries-Brilland M, McDermott DF, Suárez C, Powles T, Gross-

Goupil M, Ravaud A, et al. Checkpoint inhibitors in metastatic

papillary renal cell carcinoma. Cancer Treat Rev. (2021) 99:102228.

doi: 10.1016/j.ctrv.2021.102228

Conflict of Interest: The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be construed as a

potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2022 Zhanghuang,Wang, Yao, Li, Xie, Tang, Zhang,Wu, Yang and Yan.

This is an open-access article distributed under the terms of the Creative Commons

Attribution License (CC BY). The use, distribution or reproduction in other forums

is permitted, provided the original author(s) and the copyright owner(s) are credited

and that the original publication in this journal is cited, in accordance with accepted

academic practice. No use, distribution or reproduction is permitted which does not

comply with these terms.

Frontiers in Public Health | www.frontiersin.org 11 April 2022 | Volume 10 | Article 874427

https://doi.org/10.1016/j.ctrv.2021.102228
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles

	Development and Validation of a Nomogram to Predict Cancer-Specific Survival in Elderly Patients With Papillary Renal Cell Carcinoma
	Background
	Patients and Methods
	Data Source and Data Extraction
	Nomogram Development and Validation
	Clinical Utility
	Statistical Analysis

	Results
	Clinical Features
	Univariate and Multivariate Cox Regression Analysis
	Nomogram Construction for 1, 3, and 5-Year CSS
	Validation of the Nomogram
	Clinical Application of the Nomogram

	Discussion
	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	References


