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2 March 2026
NCCN Guidelines Panel: Kidney Cancer Panel

On behalf of the Society of Interventional Oncology, we respectfully request the NCCN Guidelines
Panel for Kidney Cancer review the enclosed recommendations:

Specific Change 1: Remove stereotactic body radiation therapy (SBRT) from KID-1 as a primary
treatment and keep it as a footnote (e).

Rationale: NCCN Version 1.2026 currently lists SBRT alongside percutaneous ablation as a
Category 2A primary option for T1a disease and as an option “in select patients” for T1b disease.
However, the strength of evidence does not support this positioning. SBRT data derive
predominantly from single-center prospective trials and retrospective series with limited patient
numbers (36 studies, 822 patients) and short median follow-up (28-40 months).[1] In contrast,
thermal ablation has extensive comparative data with long-term follow-up demonstrating
comparable cancer-specific survival to partial nephrectomy (96-97% vs 97%).[2] Importantly, the
recent Huang et al. Lancet Oncology 2025 meta-analysis comparing SBRT to thermal ablation
applied fundamentally different local failure criteria, biasing results in favor of SBRT.[3] SBRT
studies used RECIST 1.1 criteria (220% growth), whereas thermal ablation studies defined failure
by any persistent enhancement or growth. Combined with more intensive early surveillance after
ablation, this methodological inconsistency inflates apparent ablation failure rates and
undermines direct comparison. Until SBRT is evaluated using equivalent criteria and demonstrates
comparable long-term outcomes in adequately powered comparative studies, it should be
designated a third-line option in footnote form.
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Specific Change 2: Add “(preferred)” after “Percutaneous ablation” for T1a tumors on KID-1.
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Rationale: Contemporary 2025-2026 evidence demonstrates therapeutic equivalence with
superior perioperative safety. A 2025 propensity-matched analysis of 12,546 patients showed
identical 10-year survival for percutaneous ablation versus partial nephrectomy (89.2% vs 89.4%,
p>0.05) with no difference in metastasis rates and significantly lower 90-day complications after
ablation (8.9% vs 20.3%).[1] A 2026 multicenter study confirmed comparable 5-year metastasis-
free and cancer-specific survival with microwave ablation versus surgery, with equivalent renal
function preservation despite treatment of older, more comorbid patients.[2] A 2025 network meta-
analysis of 8,568 T1a patients found no difference in recurrence-free survival between thermal
ablation and partial nephrectomy, with microwave ablation demonstrating lower local recurrence
and fewer postoperative adverse events.[3] A 2025 European Radiology review concluded that
thermal ablation for tumors <4 cm “can be offered as an alternative to surgery” based on
comparable oncologic outcomes.[4] Given consistent contemporary evidence of oncologic
equivalence with lower complication burden, maintaining partial nephrectomy as preferred while
excluding percutaneous ablation from this designation no longer reflects the strength of current
data for appropriately selected T1a patients.
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Specific Change 3: Remove the second bullet point “Percutaneous ablation is suitable for renal
masses </=3cm.” on Kidney-A.

Rationale: This 3-cm size restriction is not supported by contemporary evidence and creates
unnecessary confusion in patient selection. Recent 2025 data demonstrate excellent oncologic
outcomes for tumors up to 4 cm. A 2025 European Radiology review concluded that thermal
ablation of renal cell carcinoma up to 4 cm can be offered as an alternative to surgery based on
comparable clinical and oncologic outcomes.[1] The 2025 Huang et al. Lancet Oncology meta-
analysis similarly found comparable local control across ablative modalities for T1 tumors.[2] A
2025 German registry analysis of 1,102 patients showed that while heat-based ablation had slightly
lower technical success in 3-4 cm tumors compared to <3 cm lesions, cryoablation demonstrated
no significant size-related difference, supporting its effectiveness in the 3-4 cm range.[3] A 2025
network meta-analysis of 8,568 T1a patients found no significant difference in 5-year recurrence-
free survival between thermal ablation and partial nephrectomy.[4] For selected T1b tumors,
emerging evidence further supports ablation. Sequential embolization and cryoablation for tumors
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>3 cm (median 4.5 cm) achieved high primary efficacy and durable progression-free survival.[5]
Percutaneous cryoablation for T1b tumors achieved 98.8% 24-month local progression-free
survival when adequate margins were obtained.[6] Importantly, NCCN already lists percutaneous
ablation as a Category 2B option for T1b masses in select nonsurgical candidates. Maintaining a
rigid =3 cm bullet point contradicts this recommendation and implies a cutoff that lacks evidence-
based justification. Patient selection should instead reflect tumor location, complexity, patient
comorbidity, and operator expertise rather than an arbitrary size threshold.
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Specific Change 4: Exchange “Active Surveillance” with "Percutaneous ablation (category 2B) (in
select patients)” on KID-1 for Stage T1b tumors.

Rationale: We propose that on KID-1 for T1b tumors, “Active surveillance (in select patients)” be
exchanged with “Percutaneous ablation (category 2B) (in select patients)” to better reflect the
relative strength of evidence. Contemporary data support percutaneous ablation as an effective
definitive therapy for appropriately selected T1b patients. A 2025 study of biopsy-proven T1b RCC
treated with cryoablation demonstrated 95% primary efficacy, 98.8% 24-month local progression-
free survival, minimal renal function decline, and no high-grade adverse events.[1] A 2025 network
meta-analysis found no significant differences in 5-year recurrence-free survival, local recurrence,
or postoperative adverse events between ablation and partial nephrectomy for T1b tumors.[2]
Sequential embolization plus cryoablation for tumors >3 cm similarly achieved high primary
efficacy and durable progression-free survival.[3] NCCN currently lists both active surveillance and
ablation for T1b disease, yet active surveillance carries inherent risk of progression, and a 2026
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meta-analysis demonstrated higher overall survival with ablative therapy compared with
surveillance.[4] Reordering these options would clarify that percutaneous ablation provides

definitive local control for nonsurgical candidates with adequate life expectancy, while active
surveillance should remain reserved for patients with substantial competing risks.
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Specific Change 5: On page KID-A, under section “Active surveillance is an option for the initial
management of clinical stage T1 renal lesion, for example:”, remove “Active surveillance of patient
with T1a tumors (</-4cm) that have a predominantly cystic component is recommended” and
place in the previous section entitled “Percutaneous ablation (eg cryosurgery, radiofrequency
ablation, microwave ablation)...” consider adding: “Percutaneous may be an option for patients
with cystic renal masses.”

Rationale: Contemporary evidence demonstrates that ablation is safe and effective for cystic renal
masses, while the assumption that these lesions are uniformly indolent is not supported. A 2026
study of Bosniak llI/IV cystic masses treated with microwave ablation demonstrated 95.1% primary
technical success, no significant renal function decline, and no Grade =2 complications.[1] Earlier
series consistently showed high primary and secondary efficacy (91-100%) with minimal morbidity
following RFA of Bosniak IlI/IV lesions.[2][3][4] In parallel, a 2025 meta-analysis reported
malignancy rates of 80% for Bosniak Il and 88% for Bosniak IV lesions,[5] and a 2023 pathology
series demonstrated 23% high-grade disease and faster growth rates for Bosniak IV lesions.[6]

Given these malignancy rates, a blanket recommendation for surveillance is difficult to justify.
While long-term comparisons of surveillance and surgery show similar metastasis-free and
cancer-specific survival in selected patients,[7] surgery remains the primary treatment for Bosniak
IV lesions due to their high malignant potential. Percutaneous ablation offers definitive local
control with renal preservation and minimal morbidity, providing an evidence-based alternative to
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surgery without deferring treatment in lesions with substantial risk of progression. Moving this
recommendation to the Percutaneous Ablation section would better align the guidelines with
contemporary data.
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Thank you for your consideration of these recommendations.

Sincerely,
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