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Insights on diagnosis, prognosis

and screening of renal cell carcinoma

Victor Wiinsch-Filho

e i........INTRODUCTION

Malignant tumors of the kidney account for about 1.9%
of total world cancers, with about 150,000 new cases annu-
ally.! Renal parenchyma (renal cell) cancer represents around
80% of this total and nearly all of these cases are adenocarci-
nomas.>® As a whole, it is difficult to obtain clear descriptive
patterns of incidence and mortality from renal cell cancer, since
population data from different regions are presented conjointly
with pelvis and ureter cancers.* In Latin America, the highest
incidence rates of kidney cancer are observed in Montevideo,
Uruguay (10.6 per 100,000 males) and in Porto Alegre, Brazil
(10.2 per 100,000 males). The Sao Paulo City Cancer Regis-
try has reported a lower rate (6.9 per 100,000 males), but this
is higher than the rates reported in Belém and Goidnia.** The
male/female ratio of kidney cancer in Sao Paulo is 1.9:1. The
incidence of renal cell cancer and the associated mortality have
increased throughout the world? over the last 50 years. In the
city of Sdo Paulo too, increasing incidence of kidney cancer
and associated mortality was observed from 1969 to 1998, but
the specific rates for renal cell cancer could not be shown.?

The etiology of kidney cancer has not been well established
yet, except for renal pelvis and ureter cancers, the majority of
which are related to tobacco smoking.? Nevertheless, cigarette
smoking has been associated with a moderate risk of renal cell
cancer, according to several case-control and cohort studies. It
is also suspected that some drugs, such as phenacetin and diu-
retics (hydrochlorothiazide and furosemide), may give rise to a
risk of renal cell cancer.?

Results from international studies

In their comprehensive renal cell cancer survival analysis,
Dall’Oglio et al.® collected valuable data which allowed them
to make some inferences regarding diagnosis and prognosis for
this disease. In their methodological approach, the authors di-
vided the study subjects into two groups, which were both
submitted to the same surgical procedures: those with symp-
toms, for whom a 5-year survival rate of 80% was estimated,
and another group, formed by subjects with incidental renal
cell cancer diagnosis, with a 5-year survival rate of 100%.

Their results revealed survival rates higher than those ob-
served in the United States. Data from the National Cancer
Institute’s Surveillance, Epidemiology, and End Results
(SEER) Program have shown 5-year actuarial survival rates
for renal cell cancer patients of 58% among white males and
59% among white females.” The survival rates for black males
and females were lower. The survival rates obtained by
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Dall’Oglio et al.® certainly cannot be assumed to represent
the survival for the general population of the city of Sio
Paulo because of the sources of their cases, i.e. two hospitals
that treat patients from the highest social stratum of the
population. Such a variable may have important implica-
tions on cancer survival, since this population has easier ac-
cess to healthcare and those hospitals are renowned for their
highly differentiated healthcare quality.

................... COMMENTS

Renal cell cancer survival has improved around the
world,?* and is dependent upon eatlier diagnosis, refinement
in surgical techniques and advances in immunotherapy.”'
The different rates observed between these two patient se-
ries may be attributable to the fact that32.2% of the symp-
tomatic cases were classified in stages III or IV at the time of
diagnosis. On the other hand, the majority of incidental cases
(88.2%) were detected in stages I and I and none were clas-
sified in stage IV. These distinct survival rates observed be-
tween study groups are an illustrative demonstration of lead
time bias, which is thought to exert an important influence
on survival results following cancer screening.'' In the present
study it can be postulated that incidental renal cell cancer
cases seem to have better prognosis, either due to their lower
degree of malignancy or their slower growth,’? and thus these
characteristics may have artificially improved the survival of
this group of cases.

However, no conclusive inference could be drawn from
the results of the study by Dall’Oglio et al,® in relation to the
hypothesis to account for the fact that incidental renal cell
cancer cases are a distinct clinical entity in comparison with
symptomatic renal cell cancer cases. This was because no in-
vestigations were conducted on molecular biomarkers or dif-
ferences in survival according to tumor cell type between the
groups. Furthermore, the subtype seemed to be an independ-
ent prognostic variable for renal cell cancer survival.®’

As emphasized by the authors of that study, the increase
in renal cell cancer diagnosis at its early stages is likely to have
been a consequence of advanced renal imaging technology. In
fact, this has been considered to be the major explanation for
the increase in renal cell cancer incidence rates in many re-
gions over recent decades. Dissemination of the use of this
new imaging technology may have resulted in a nonsystematic
partial screening of the population for early renal cell can-
cer.>'? Nonetheless, there has also been an increase in advanced
cases around the world, including those with regional exten-

Sao Paulo Med |/Rev Paul Med 2002; 120(6):163-4.




Sé&o Paulo Medical Journal - Revista Paulista de Medicina

sion and distant metastases. The final consequence of this
has been increased mortality due to the disease.??

CONCLUSION

On the basis of this review study, the main issue to be
pointed out is that the discovery of an incidental renal cell
cancer case presupposes prompt measures for treating the dis-
ease. As the authors stated, this will improve patients’ progno-
sis and quality of life. Meanwhile, while at the individual level
there is a clear benefit from early renal cell cancer diagnosis
and treatment, obviously nothing could be concluded about
the benefits of public screening programs for renal cell cancer.

1. Parkin DM, Pisani B Ferlay J. Estimates of the worldwide incidence of 25 major
cancers in 1990. Int J Cancer 1999;80(6):827-41.

2. McLaughlin JK, Blot WJ, Devesa SS, Fraumeni JF Jr. Renal cancer. In: Schottenfeld
D, Fraumeni JF Jr., editors. Cancer epidemiology and prevention. 2™ ed. New York:
Oxford University Press; 1996.p.1142-55.

3. DPantuck AJ, Zisman A, Belldegrun AS. The changing natural history of renal cell
carcinoma. ] Urol 2001;166(5):1611-23.

4. Parkin DM, Whelan SL, Ferlay J, Raymond L, Young ]. Cancer incidence in five
continents, vol. VIL. (IARC Scientific Publications No. 143). Lyon: IARC Press; 1997.

5. Mirra AP, Latorre MRDO, Veneziano DB, editors. Cancer incidence in the city of Sio
Paulo, Brazil, 1997-1998. Cancer mortality in the city of Sdo Paulo, Brazil. Trend in
the period 1969-1998. Brasilia, DF: Ministério da Satde; 2001.

6. Dall'Oglio ME, Srougi M, Gongalves PD, Leite K, Nesrallah L, Hering E. Incidental
and symptomatic renal tumors: impact on patient survival. Sao Paulo Med J 2002;
120(6):165-9.

7. Delahunt B, Kittelson JM, McCredie MR, Reeve AE, Stewart JH, Bilous AM. Prog-

There is no evidence for the effectiveness of the screening ap-
proach to control renal cell cancer at the level of populations.'?

. PUBLISHING INFORMATION

Victor Wiinsch-Fitho. Depar de Epidemiologia, Faculdade de Saude
Poblica, Universidade de Séo Paulo, Séo Paulo, Brazil.

Address for correspondence:
e Eesidornioocsios F

T o

Depar Idade de Saude Pblica, Universidade de
Séo Paulo

Av. Dr. Amaldo, 715

Sdo Paulo/SP~Brazil - CEP 01246-904

Tel. (+55 11) 3066-7794

E-mail: wunsch@usp.br

. REFERENCES

nostic importance of tumor size for localized conventional (clear cell) renal cell carci-
noma: assessment of TNM T1 and T2 tumor categories and comparison with other
prognostic parameters. Cancer 2002;94(3):658-64.

8. Motzer RJ, Bacik J, Mariani T, Russo B, Mazumdar M, Reuter V. Treatment outcome and
survival associated with metastatic renal cell carcinoma of non-clear-cell histology. J
Clin Oncol 2002;20(9):2376-81.

9. Lau WK, Cheville JC, Blute ML, Weaver AL, Zincke H. Prognostic features of pathologic
stage T1 renal cell carcinoma after radical nephrectomy. Urology 2002;59(4):532-7.

10. Mickisch GH. Principles of nephrectomy for malignant disease. BJU Int 2002;89(5):488-95.

11. Morrison AS. Screening. In: Rothman KJ, Greenland S, editors. Modern epidemiol-
ogy. 2" ed. Philadelphia: Lippincott Williams & Wilkins, 1998.p. 499-518.

12. Masood ], Lane T, Koye B, Vandal MT, Barua JM, Hill JT. Renal cell carcinoma: inci-
dental detection during routine ultrasonography in men presenting with lower urinary
tract symptoms. BJU Int 2001;88(7):671-4.

13. US Preventive Services Task Force. Guide to clinical preventive services. 2" ed. Balti-
more: Williams & Wilkins; 1996.

Sao Paulo Med J/Rev Paul Med 2002; 120(6):163-4.



