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The classical presentation of 

was of weight loss, haematuria 
and loin pain, however with the 
advent and availability of modern 
radiological imaging there has 

in the presentation of the disease, 
as presently it is far more common 

incidentally while undergoing 

radiological imaging for 

present with that classic historical 
triad as described. 

detection of the disease and 
potentially a greater opportunity for 
curative surgical treatment, it has 
also created the dilemma of how 
to manage potentially clinically 
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with increasingly sophisticated 
imaging techniques being so 
widely available.

However without doubt the 
most important symptom or 
sign  for detection of Renal 

advised that both  are investigated 
by a Urologist when a patient 
presents to their GP with either 
or is detected in their surgery by 
dipstick.3

by a Urologist should  include 
a cystoscopy and upper tract 
imaging potentially within the 
environment of a dedicated 

become more widely available in 
recent years.

preferred Radiological imaging 

a delayed phase will allow the 

to the lesion and as renal tumours 
are vascular tumours associated 
with angiogenesis (new blood 

give a characteristic blush on a 

can identify with a high degree 

of certainty whether the lesion is 
malignant or not. This is extremely 

however where there is some 

the diagnosis with Histological 

biopsy of the kidney does carry the 

bleed and therefore it is preferable 
to rely on the Radiologists report 
for a diagnosis of cancer where 

identify whether there is  Vascular 

thrombus  which can extend from 
the  renal vein into the Inferior 

2

pulmonary Mets,  the presence 
or absence of skeletal and liver 
Mets should also be commented 
upon by the radiologist in any 

can be given an accurate 

surgical or oncological approach 
to their treatment.

If surgery is contemplated 

include Haemoglobin as patients 
can either be anaemic  from 
severe haematuria or occasionally 
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hyperaemic due to excessive 
erythropoietin production, a serum 

associated with renal cancer.3

tumour and appropriate blood and 
radiological work up the treatment 
depends on the size of the mass, 
the presence of metastatic  or 
locally extensive disease and the 
patients renal function and overall 
health status. 

This distinction is important as 
in a patient with normal renal 
function a tumour of less than 4 
cm may be considered suitable for 

complete removal of the kidney 
and its surrounding structures i.e. 
a radical nephrectomy. In a partial 

have a tumour of less than 4 cm 
the tumour and a margin of renal 
parenchyma of at least 2mm are 
removed from the kidney and the 

remaining defect is oversewn with 
sutures and surgical bolsters to 
reduce the risk of bleeding and 
urinary leakage post operatively. 
This procedure can be performed 
either open, laparoscopically or 

on the location of the tumour 

performed for tumours of 3 to 
4 cm, however can be performed 
in larger tumours when the 
patient has limited renal function 
in an attempt to preserve as 
much functioning renal tissue 
as possible. i.e. in a single 
functioning kidney, or patients 
with limited renal function 
secondary to nephrological 
or systemic disease such as 
Diabetes therefore attempting 
to reduce the requirement for 
dialysis post operatively.8

When tumours of less than 3 

will choose between a partial 
nephrectomy, active surveillance 
of the tumour by following the 
patient with serial scans on a 6 
monthly basis to determine the 
rate of growth of the tumour or if 
the patient is elderly or has 

a high risk sometimes a 
percutaneous ablation of 

the mass  performed by an 
Interventional radiologist whom 
will  percutaneously pass a 
probe into the kidney and then 
utilise an energy source such as 

the size of a small renal lesion. 

While the energy source can 
destroy the cancer and the 
surrounding tissue creating a 

follow up can be problematic as 

recurrence occurs. It is therefore a 
selective procedure to be utilised 
in appropriate  patients.4

i.e. T3 disease, and the patient 
is suitable for surgery then a 

the kidney, the surrounding 
gerotas fascia and encapsulated 

Open depending on the 
surgeons preference. 

as described by Whitmore 

however in a lower pole mass or 
when the tumour is not directly 

is now left to the discretion of the 
operating surgeon.

Vascular Involvement with 
extension into the renal vein or 

would suggest that an open 
surgical approach is favourable to 
allow adequate vascular control 

safe removal of the thrombus 
in its full extent. However some 
experienced laparoscopic 

the renal vein with the aid of a 

The Involvement of a Vascular 

Thrombus is large, extends into 

can help reduce potential bleeding 
complications. Occasionally if 
the thrombus were to extend to 

required for full surgical 

associated thrombus.

Despite the introduction of 

Improved Imaging , some patients 
will still present with Metastatic 
disease and in a young and 

arises as to whether removal of 
the primary cancer i.e. 

patients overall prognosis.

and patients were routinely 
offered a nephrectomy on the 
basis of improving systemic 
symptoms if they were present 

survival.  However since the 
advent of newer biological agents 
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remaining defect is oversewn with 
t d i l b l t t

the mass  performed by an 
Interventional radiologist whom
will  percutaneously pass a 
probe into the kidney and then

Vascular Involvement with
extension into the renal vein or 

would suggest that an open
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help stabilise the progression of 
the disease a recent Randomised 

suggested that selection for 
surgery in the presence of high 
volume metastatic disease  and 
poor performance status should 
be limited and that use of the 
disease modifying agents available 

favourable than a combination 
of surgery and those agents 
post operatively. On occasions a 
difference of opinion can occur, 

and discussion.6

balancing the decision making in 
elderly or unhealthy patients when 
contemplating surgery versus risk 
of the disease.

With so many different potential 

cancer depending upon size of 
tumour and presence of metastatic 
disease and such an array of 
treatment options and decisions, 
it is paramount the each patient is 
discussed at an MDT meeting so 

Oncological opinion can be given 

given situation.

disease remains excellent with 

hence the drive for early detection. 

hospital stay for a patient.

With Renal Tumours , annual follow 
up is important and a variety of 

place an appropriate follow up 
regimen in order that recurrence 

treated appropriately.

If patients are unfortunate 
enough to suffer a  recurrence a 
number of biological agents that 
actively target the growth pattern 
of renal cancer are available 

the progression of the disease. 
These agents can often be 
administered orally rather than by 
IV and therefore the patient can be 
monitored on an out patient basis 
rather than requiring long periods 
of hospitalisation.8

The Modern management of renal 
cancer requires an institution 
to have the necessary skills to 

Radiological and Oncological 

comprehensive treatment plan 
for a patient presenting with 
this disease. 

Modern Units should be 

these needs to the population 

they serve and although renal 
cancer may not have as high a 

remains a tumour with a potentially 
poor outcome if not detected 
and treated early, that can be 
transformed by good diagnostics 
and appropriate treatment options 
and interventions being available. 
It will require ongoing investment 
in adequately resourced Urology 
Units to help improve the 
outcomes for this disease.
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