Evidence Discussion Renal Cell Cancer
(ONC-17)

Initial Staging

American Urological Association (AUA) and the National Comprehensive Cancer
Network (NCCN) guidelines state that pre- and post-contrast enhanced axial imaging,
either CT or MR, is the ideal imaging technique for the diagnosis and staging of
clinically localized renal masses. Contrast-enhanced abdominal imaging best
characterizes the mass, provides information regarding both the affected and unaffected
renal unit, can assess extrarenal tumor spread (venous invasion or regional lymph
nodes), and evaluates the adrenal glands and other abdominal organs for visceral
metastasis.

Masses initially diagnosed by ultrasound should be confirmed with pre- and post-
contrast enhanced imaging.

In patients with RCC or suspicion of RCC, complete staging is typically completed with
chest radiography (CXR) or chest CT. Chest CT scan should be obtained selectively, in
patients with pulmonary symptoms or abnormal CXR, or for patients with high-risk
disease.(5,6) Bone scans should be reserved primarily for patients with bone pain or
elevated alkaline phosphatase. Brain imaging is reserved for patients with neurologic
symptoms.(8-10)

Restaging/Recurrence
Add supporting statements for use of CT imaging for restaging
Surveillance

Active surveillance Stage Tla

Active surveillance entails serial abdominal imaging in order to study the growth rate of
the tumor and it is recommended that abdominal imaging (CT or MRI with contrast)
within 6 months from initiation of active surveillance; subsequent imaging (with CT, MR,
or ultrasound [US]) may be performed annually thereafter. CT and MRI have both been
found to accurately predict pathologic tumor size in a retrospective analysis.(13)
Therefore, best clinical judgment should be used in choosing the imaging modality. A
chest x-ray or chest CT at baseline and annually as clinically indicated to assess for
pulmonary metastases. Repeat chest imaging can be considered if intervention is being
contemplated.

Follow up after ablative therapy for Stage Tla




An abdominal imaging either CT or MRI with and without IV contrast (unless otherwise
contraindicated) at 1 through 6 months to assess treatment response, followed by
annual abdominal CT or MRI (preferred) for 5 years or longer as clinically indicated. If
the patient cannot receive IV contrast, MRI is preferred

Follow up after partial or radical nephrectomy for Stages 1-2

Stage | RCC, it is recommended that abdominal CT or MRI (preferred) within 3 to 12
months following renal surgery, then annually for up to 5 years or longer as clinically
indicated. For patients with stage Il RCC, it is recommended to increase in abdominal
imaging frequency, with baseline abdominal CT or MRI (preferred) every 6 months for 2
years, then annually for up to 5 years or longer, as clinically indicated.

It is also recommended that yearly chest x-ray or CT for at least 5 years and as clinically
indicated thereafter.

Follow up for patients with Stage 3 RCC

It is recommended to obtain a baseline abdominal CT or MRI within 3 to 6 months
following surgery, followed by CT, MRI (preferred), or US every 3 to 6 months for at
least 3 years, and annually thereafter for up to 5 years.

A baseline chest CT within 3 to 6 months following surgery, is also recommended as
well as continued imaging (CT preferred) every 3 to 6 months for at least 3 years, and
annually thereafter for up to 5 years.

CT is the preferred modality for those with a high risk of recurrence.

Follow up for patient with relapse or unresectable disease or Stage 4 RCC

It is recommended to obtain chest, abdominal and pelvic imaging at baseline and then
as clinically indicated based on clinical status, and therapeutic schedule.
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