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We read with interest the article by Meagher et al. on functional outcomes for
patients undergoing active surveillance (AS) versus partial nephrectomy for renal
oncocytoma(1). We commend the initiative to assess long-term outcomes in patients
avoiding surgery for biopsy-proven benign disease, however respectfully disagree
with the authors’ conclusion ‘that benign lesions may have a significant impact on
kidney function’. Rather, the study exemplifies the caution that must be taken in
mistaking association for causality in non-randomised studies.
The observational nature of this study introduces selection bias between treatment
groups that threatens the validity of any comparison. Our main concern, that has not
been addressed in this study, is the reason patients were selected for AS over
upfront partial nephrectomy. Factors likely to play a role in decision making include
co-morbidity profile, fitness, smoking and economic status in insurance-based
healthcare settings. These are known risk factors for development of chronic kidney
disease (CKD)(2,3). We suspect that these elements that precluded surgery are the
underlying reasons for eGFR decline rather than the natural history of oncocytoma.
While we concede that the authors demonstrate age, prevalence of hypertension
and diabetes was similar in both groups, one cannot correct for all known and
unknown variables in this study design. We noted previously in a propensity scorematched analysis using population-based data, even extensive matching including
but not limited to Charlson comorbidity index, cardiovascular disease, hypertension,
diabetes, and socioeconomic status, was not able to adequately account for
unknown confounding factors contributing to non-cancer survival differences in
patients with pT1a kidney tumours managed with AS(4,5).
The authors’ subanalysis showed that patients on AS who developed de novo CKD
had a lower baseline eGFR than those who did not, supporting the notion these

patients were at a higher baseline risk(3) regardless of management for their
oncocytoma. The additional risk factor profile of this subgroup was not reported or
discussed.
Oncocytoma represents 12% of T1 renal masses(6), and there is increasing concern
that surgical resection as default management represents overtreatment of this
benign pathology. Surgery is not without risk. Meagher et al reports 20% overall
surgical complication rate, with major complications (Clavien III-IV) at 4.5%. This is in
line with our previous population-based analysis on the complication rates for the
surgical treatment of oncocytomas(7). Lui et al. have reported outcomes for 53
biopsy-proven oncocytomas followed safely with AS over a median follow up of 34
months(8). Only six (11%) patients proceeded to surgical excision or ablation during
follow up; due to large size, rapid growth (>5mm/annum) or flank pain.
While the authors’ suggestion of a toxic peri-tumour microenvironment causing
damage to surrounding nephrons is hypothesis generating, care must be taken in
drawing stronger causal conclusions. Interpreting these findings as an indication for
surgery to ‘optimize functional preservation’ in oncocytoma without more robust data
is misleading. While we agree that biopsy-proven oncocytoma is not a blanket
contraindication to surgery, surgical risk and distribution of health resource must be
considered against treatment of asymptomatic, benign disease.
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