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to more rational treatments. 
Protective factors such as physical

activity, a diet rich in fruit and vegetables
and moderate alcohol intake have all
been suggested by epidemiological
studies and healthy lifestyle advice
seems just as relevant for prevention of
kidney cancers as for many other chronic
diseases.

INVESTIGATIONS
If kidney cancer is suspected on history,
physical examination or initial screening
tests then a red flag ultrasound
examination of the renal tracts should be
requested. 

Some simple tests such as urinalysis,
full blood picture, ESR, urea and
electrolytes, liver function tests and bone
profile can be organised. Dipstick
urinalysis is of great value as
asymptomatic haematuria may be the
only abnormal test in the presence of
non-specific symptoms such as weight
loss or loin pain. 

Persistent painless haematuria
should trigger urgent referral to
secondary care. A urine spot test to
measure the albumin:creatinine ratio
will quantify any proteinuria. Visible or
non-visible haematuria, in the absence
of proteinuria, suggests an underlying
structural abnormality is present in the
kidneys, ureters or bladder. 

Ultrasound is helpful in detecting
renal masses while a CT scan with
contrast can help differentiate between
benign and malignant kidney lesions
and simultaneously stage any tumours
found. Some patients will require a
cystoscopy to exclude co-existing
bladder pathology. 

The recommendationsfrom the 2005
NICE guidelines on referral for
suspected cancer are summarised in
table 3, opposite. 6

TREATMENT
Surgery
As up to 85% of suspicious lesions on CT
scanning are found to be carcinomas at
nephrectomy many surgeons will
proceed to excise a part of, or the entire,
affected kidney without performing a
preliminary biopsy. Surgical removal of
RCCs, where feasible, may result in cure
in up to 40-60% of cases. 7

There is also a role for cytoreductive
surgery followed by drug therapy in
improving patient survival in cases where
distant metastatic spread has already
occurred. 8 The timing of, and decision to
perform, such debulking surgery is still
controversial. Individuals too frail for
major surgery may benefit from evolving
surgical approaches such as thermal
ablation and cryotherapy, often
employed in combination with active
surveillance aiming to reduce
interventional morbidity. An advantage is
that repeat interventions can be
performed but disadvantages include
the inability to treat tumours larger than
3.5 cm in diameter effectively and the
long-term outcomes compared with
more conventional surgical treatment
remain unknown.

In cases where surgical excision is not
clearly curative, treatment of RCC can be
challenging. 9 RCC tends to be relatively
resistant to chemotherapy or
radiotherapy and this limits the
usefulness of such treatments. These
difficulties, however, have promoted the
development of both the surgical
techniques discussed previously and
targeted immunotherapy with agents
designed to modulate the molecular
pathways that promote tumour growth. 

Immunotherapy
Patients for whom surgery would not be
curative or who have advanced disease
at presentation historically received
interferon or aldesleukin immunotherapy.
However, the standard care has now
changed with the introduction of agents
that target the VEGF (vascular
endothelial growth factor) and mTOR
(mammalian target of rapamycin)
pathways. These drugs are considered
first line in the treatment of metastatic
RCC. Sunitinib, now recommended by
NICE,10 is administered orally and acts by
inhibiting the VEGF receptor. There is
robust trial data supporting its efficacy
and it has an acceptable side effect
profile. 11,12

Other drugs such as sorafenib,
bevacizumab and temsirolimus are not
yet endorsed by NICE but are used in
clinical practice in other countries.

Opportunities exist, however, for
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Kidney cancers account for 2-3% of all adult malignancies
in the UK. Men are predominantly affected by renal
cancer with an average age at diagnosis of 64 years.
Renal (or clear) cell carcinoma (RCC) accounts for 90% 
of kidney cancers. Early diagnosis improves survival with
five-year survival rates for renal cancer of 70-94% for
localised tumours in the UK. RCC should be suspected 
in the presence of localising symptoms such as flank pain,
a loin mass or haematuria; constitutional upset including
weight loss, pyrexia and/or night sweats; or with unexplained
laboratory tests.

Smoking, obesity and hypertension are the most 
important and most common risk factors. Environmental
exposure to asbestos, cadmium and trichloroethylene 
are recognised, but less common, risk factors. Patients 
on chronic dialysis and renal transplant recipients are 
at increased risk of RCC in their native kidneys. Inherited
polycystic kidney disease does not appear to be 
a demonstrable risk factor for RCC.

If kidney cancer is suspected on history, physical 
examination or initial screening tests then a red flag
ultrasound examination of the renal tracts should 
be requested. Dipstick urinalysis is of great value as
asymptomatic haematuria may be the only abnormal test
in the presence of non-specific symptoms such as weight
loss or loin pain. Visible or non-visible haematuria, in the
absence of proteinuria, suggests an underlying structural
abnormality is present in the kidneys, ureters or bladder.

Surgical removal of RCCs, where feasible, may result in 
cure in up to 40-60% of cases. Individuals too frail for
major surgery may benefit from evolving surgical
approaches such as thermal ablation and cryotherapy.
RCCs tend to be relatively resistant to chemotherapy 
or radiotherapy and this limits the usefulness of such
treatments. Agents that target the VEGF (vascular
endothelial growth factor) and mTOR (mammalian 
target of rapamycin) pathways are considered first line 
in the treatment of metastatic RCC. Sunitinib, now
recommended by NICE, is administered orally and acts 
by inhibiting the VEGF receptor. Common toxicities of
sunitinib include fatigue, diarrhoea, nausea, altered taste
sensation, mucositis, hypothyroidism and hand-foot
syndrome. More serious side effects include blood
dyscrasias such as anaemia and neutropaenia, and
bleeding diatheses.

‘If kidney cancer
is suspected on
history, physical
examination or
initial screening
tests a red flag
ultrasound ...
should be
requested’




