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highlight important changes to the NCCN Guidelines® 
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markings in the algorithm show changes and the discus-
sion aims to further the understanding of these changes 
by summarizing salient portions of the NCCN Guide-
line Panel discussion, including the literature reviewed.

These NCCN Guidelines Insights do not represent the 
full NCCN Guidelines; further, the National Comprehen-
sive Cancer Network® (NCCN®) makes no representation 
or warranties of any kind regarding the content, use, or ap-
plication of the NCCN Guidelines and NCCN Guidelines 
Insights and disclaims any responsibility for their applications 
or use in any way.

The full and most current version of these NCCN 
Guidelines are available at NCCN.org.
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Abstract
The NCCN Guidelines for Kidney Cancer provide multidisciplinary recommendations for the clinical management of patients with 
clear cell and non-clear cell renal carcinoma. These NCCN Guidelines Insights highlight the recent updates/changes in these guide-
lines, and updates include axitinib as first-line treatment option for patients with clear cell renal carcinoma, new data to support 
pazopanib as subsequent therapy for patients with clear cell carcinoma after first-line treatment with another tyrosine kinase inhibi-
tor, and guidelines for follow-up of patients with renal cell carcinoma. (J Natl Compr Canc Netw 2015;13:151–159)
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tivity for a maximum of 1.0 AMA PRA Category 1 Credit(s)™. 
Physicians should claim only the credit commensurate with 
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Learning Objectives: 
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•  Integrate into professional practice the updates to  
NCCN Guidelines for Kidney Cancer

•  Describe the rationale behind the decision-making process for 
developing the NCCN Guidelines for Kidney Cancer
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Overview
Renal cell carcinoma (RCC) constitutes approxi-
mately 3.9% of new cancers, with a median age of 
64 years at diagnosis. The American Cancer So-
ciety estimated that 63,920 Americans would be 
diagnosed with and 13,860 would die of RCC in 
the United States in 2014.1 The rate of RCC has 
increased by 1.6% per year for the past 10 years 
(2002–2011).2 Analysis of the SEER database, 
however, indicates that the 5-year survival rate 
for kidney cancer has increased over time for lo-
calized disease (from 88.4% during 1992–1995 to 
91.8% during 2004–2010) and advanced disease 
(from 7.3% during 1992–1995 to 12.3% during 
2004–2010).2 This improvement in survival may 
be attributed to the recent advances in treatment 
options for patients with RCC.

The NCCN Kidney Cancer Panel is a multi-
disciplinary panel of leading experts from NCCN 
Member Institutions consisting of medical oncol-

NCCN Categories of Evidence and Consensus
 
Category 1: Based upon high-level evidence, there 
is uniform NCCN consensus that the intervention is 
appropriate.
Category 2A: Based upon lower-level evidence, there 
is uniform NCCN consensus that the intervention is 
appropriate.
Category 2B: Based upon lower-level evidence, there is 
NCCN consensus that the intervention is appropriate.
Category 3: Based upon any level of evidence, there 
is major NCCN disagreement that the intervention is 
appropriate.

All recommendations are category 2A unless otherwise noted.

Clinical trials: NCCN believes that the best management 
for any cancer patient is in a clinical trial. Participation in 
clinical trials is especially encouraged.

Version 3.2015 © National Comprehensive Cancer Network, Inc. 2015, All rights reserved. The NCCN Guidelines® and this illustration may not be reproduced in any 
form without the express written permission of NCCN®.

Relapse or 
Stage IV and 
surgically 
unresectable

Predominant 
clear cell 
histology

Non-clear cell 
histology

Clinical trial
or
Sunitinib (category 1)
or
Temsirolimus (category 1 for poor-
prognosis patients,f category 2B for 
selected patients of other risk groups) 
or
Bevacizumab + IFN (category 1)
or
Pazopanib (category 1)
or
High dose IL-2 for selected patientsg

or 
Axitinib
or
Sorafenib for selected patients

and
Best supportive care:h 

See NCCN Guidelines for Palliative Care

FIRST-LINE THERAPYe

Clinical trial
or
Targeted therapy:

or
Cytokine therapy:
• High-dose IL-2 for selected patientsg 

(category 2B)

and
Best supportive care:h
See NCCN Guidelines for Palliative Care

See Systemic 
Therapy (KID-4)

eCategory 1 recommendations are listed in order of FDA approval.
fPoor-prognosis patients, defined as those with ≥3 predictors of short survival.  See Predictors of Short Survival Used to Select Patients for Temsirolimus (KID-C).
gPatients with excellent performance status and normal organ function.
hBest supportive care can include palliative RT, metastasectomy, bisphosphonates, or RANK ligand inhibitors for bony metastases.
iChemotherapy (category 3) in clear cell and non-clear cell RCC with predominant sarcomatoid features has shown modest response to gemcitabine + doxorubicin or 

gemcitabine + capecitabine.
jCurrently available tyrosine kinase inhibitors include: axitinib, pazopanib, sorafenib, or sunitinib.

SUBSEQUENT THERAPYi

• After tyrosine kinase inhibitor therapyj

�Everolimus (category 1)
�Axitinib (category 1)
�Sorafenib 
�Sunitinib
�Pazopanib (category 3)
�Temsirolimus (category 2B)
�Bevacizumab (category 2B)

• After cytokine therapy
�Axitinib (category 1)
�Sorafenib (category 1) 
�Sunitinib (category 1) 
�Pazopanib (category 1)
�Temsirolimus
�Bevacizumab

KID-3

Follow-up 
(See KID-B)
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Axitinib as First-Line Therapy for Patients 
With Predominantly Clear Cell RCC
Patients with predominantly clear cell RCC treated 
with axitinib, 5 mg orally twice daily in the second-
line setting demonstrated greater objective response 
and longer median progression-free survival (PFS) 
compared with those treated with sorafenib, 400 mg 
orally twice daily. To determine whether this held 
true in the first-line setting, a randomized, open-
label, phase III trial was performed in newly diag-
nosed patients randomized (2:1) to receive axitinib 
(5 mg, twice daily) or sorafenib (400 mg, twice dai-
ly).3 The median PFS in patients treated with ax-
itinib was 10.1 months (95% CI, 7.2–12.1) versus 
6.5 months with sorafenib (95% CI, 4.7–8.3), a dif-
ference that was not statistically significant.3 The 
adverse events more commonly seen with axitinib 
(≥10% difference) than with sorafenib included di-
arrhea, hypertension, weight loss, decreased appe-
tite, dysphonia, hypothyroidism, and upper abdom-

ogists, hematologists and hematologic oncologists, 
radiation oncologists, urologists, and pathologists. 
The NCCN Clinical Practice Guidelines in On-
cology (NCCN Guidelines) for Kidney Cancer are 
developed by the NCCN Kidney Cancer Panel 
and updated by the panel continually. The most 
recent and complete version of these guidelines, 
is available on the NCCN Web site (NCCN.org). 

These NCCN Guidelines Insights highlight 
recent updates/changes in the NCCN Guidelines 
for Kidney Cancer, including the addition of ax-
itinib as a first-line treatment option for patients 
with clear cell RCC, the inclusion of new data 
supporting pazopanib as subsequent therapy for 
patients with clear cell carcinoma after first-line 
treatment with another tyrosine kinase inhibitor, 
and guidelines for follow-up of patients with RCC 
during or after primary treatment.

Version 3.2015 © National Comprehensive Cancer Network, Inc. 2015, All rights reserved. The NCCN Guidelines® and this illustration may not be reproduced in any 
form without the express written permission of NCCN®.

• H & P every 6 mo for 2 y, then annually up to 5 y after diagnosis
• Comprehensive metabolic panel and other tests as indicated every 6 mo for fi rst 2 y, then annually up to 5 y after diagnosis
• Abdominal imaging:
�Abdominal CT or MRI within 6 mo of surveillance initiation, then CT, MRI or US at least annually 

• Chest imaging: 
�Chest x-ray or CT annually to assess for pulmonary metastases, if biopsy positive for RCC

• Pelvic imaging, as clinically indicated
• CT or MRI of head or MRI of spine, as clinically indicated
• Bone scan, as clinically indicated

• H & P every 6 mo for 2 y, then annually up to 5 y after diagnosis
• Comprehensive metabolic panel and other tests as indicated every 6 mo for fi rst 2 y, then annually up to 5 y after diagnosis
• Abdominal imaging: 
�Abdominal CT or MRI with and without contrast at 3-6 mo following ablative therapy unless otherwise contraindicated then CT, 

MRI or US, annually for 5 y
• Chest imaging: 
�Chest x-ray or CT annually for 5 y for patients who have biopsy proven low risk RCC, nondiagnostic biopsies or no prior biopsy

• Repeat biopsy: 
�New enhancement, a progressive increase in size of an ablated neoplasm with or without contrast enhancement, new 

nodularity in or around the treated zone, failure of the treated lesion to regress over time, satellite or port site lesions
• Pelvic imaging, as clinically indicated
• CT or MRI of head or MRI of spine, as clinically indicated
• Bone scan, as clinically indicated

aDonat SM, Diaz M, Bishoff JT, et al. Follow-up for clinically localized renal neoplasms: AUA Guideline. J Urol 2013;190:407-416.
bNo single follow-up plan is appropriate for all patients. Follow-up frequency and duration should be individualized based on patient requirements, and may be 

extended beyond 5 years at the discretion of the physician. Further study is required to define optimal follow up duration.

FOLLOW-UPa,b

(category 2B)

KID-B
 1 of 4

Stage I (pT1a)
Follow-up During Active Surveillance

Follow-up After Ablative Techniques

Continued on next page
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inal pain, whereas those more commonly seen with 
sorafenib included palmar-plantar erythrodysesthe-
sia, rash, alopecia, and erythema.3 Even though the 
difference in PFS between patients treated with ax-
itinib versus sorafenib was not statistically signifi-
cant, these results showed that axitinib had clinical 
activity and an acceptable toxicity profile in the 
first-line setting. 

Another randomized multicenter phase II trial 
evaluated the efficacy and safety of axitinib dose es-
calation in patients with newly diagnosed metastat-
ic RCC.4 In this study, all patients received axitinib, 
5 mg twice daily for 4 weeks. They were then as-
signed (1:1) to undergo upward titration of axitinib 
or continuation of axitinib, 5 mg twice daily plus 
placebo titration. The axitinib dose was increased 
in the study arm to 7 mg orally twice per day, and if 
tolerated, was increased up to a maximum of 10 mg 
orally twice per day.4 More patients in the axitinib 
titration group experienced an objective response 
than those treated with axitinib, 5 mg orally twice 

daily (54% vs 34%), although PFS was not different 
between groups.4

Based on the findings from the studies described, 
the NCCN Kidney Cancer Panel included axitinib as 
an option for the first-line treatment of patients with 
predominantly clear cell carcinoma (category 2A; see 
KID-3, page 153).

Pazopanib as Subsequent Therapy for 
Predominantly Clear Cell Carcinoma
The safety and effectiveness of pazopanib in pa-
tients who received first-line cytokines was evalu-
ated in a phase III, open-label, international, mul-
ticenter study, which randomized patients to either 
pazopanib, 800 mg orally daily, or placebo. Of the 
435 patients with advanced clear cell RCC, 202 
had received prior cytokine therapy. The average 
PFS in cytokine pretreated patients was 7.4 months 
in pazopanib-treated patients versus 4.2 months in 

Version 3.2015 © National Comprehensive Cancer Network, Inc. 2015, All rights reserved. The NCCN Guidelines® and this illustration may not be reproduced in any 
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• H & P every 6 mo for 2 y, then annually up to 5 y after nephrectomy
• Comprehensive metabolic panel and other tests as indicated every 6 mo for 2 y, then annually up to 5 y after nephrectomy
• Abdominal imaging:
�After Partial Nephrectomy: 

 ◊ Baseline abdominal CT, MRI, or US within 3-12 mo of surgery
 ◊ If the initial postoperative scan is negative, abdominal CT, MRI, or US may be considered annually for 3 y based on individual 
risk factors

�After Radical Nephrectomy:
 ◊ Patients should undergo abdominal CT, MRI or US within 3-12 mo of surgery
 ◊ If the initial postoperative imaging is negative, abdominal imaging beyond 12 mo may be performed at the discretion of the 
physician

• Chest imaging: Chest x-ray or CT annually for 3 y, then as clinically indicated
• Pelvic imaging, as clinically indicated
• CT or MRI of head or MRI of spine, as clinically indicated
• Bone scan, as clinically indicated

FOLLOW-UPa,b

(category 2B)

KID-B
2 of 4

Stage I (pT1a) and (pT1b)
Follow-up After a Partial or Radical Nephrectomy

aDonat SM, Diaz M, Bishoff JT, et al. Follow-up for clinically localized renal neoplasms: AUA Guideline. J Urol 2013;190:407-416.
bNo single follow-up plan is appropriate for all patients. Follow-up frequency and duration should be individualized based on patient requirements, and 

may be extended beyond 5 years at the discretion of the physician. Further study is required to define optimal follow up duration.

Continued on next page
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placebo-treated patients.5 Based on the results of this 
trial, the NCCN Kidney Cancer Panel included pa-
zopanib as a category 1 option after cytokine therapy. 

Until now, the use of pazopanib after progression 
on a first-line tyrosine kinase inhibitor was listed as 
a category 3 recommendation because of lack of data 
in this setting. Recently, a prospective phase II trial 
examined the activity and toxicity of second-line 
treatment with pazopanib (800 mg, orally daily) in 
56 patients with advanced metastatic RCC.6 The 
patients enrolled in this trial had received first-line 
treatment with sunitinib (n=39) or bevacizumab 
(n=16). Responses were evaluated after 8 weeks of 
treatment using RECIST. The trial showed that 27% 
of patients (n=15) had an objective response to pa-
zopanib and 49% (n=27) had stable disease.6 After a 
median follow-up of 16.7 months, the median PFS 
was 7.5 months (95% CI, 5.4–9.4 months).6 The 
PFS was similar whether previous treatment was 

with sunitinib or bevacizumab. The estimated over-
all survival rate at 24 months was 43%.6

A retrospective analysis reported data on 93 pa-
tients with metastatic RCC treated with multiple lines 
of prior targeted therapies and who were subsequently 
treated with pazopanib.7 Among 85 evaluable patients, 
15% (n=3) had a partial response and the observed me-
dian PFS was 6.5 months (95% CI, 4.5–9.7).

Based on these data, the use of pazopanib is now 
listed as a category 2A recommendation after tyrosine 
kinase failure in the updated NCCN Guidelines for 
Kidney Cancer (see KID-3, page 153). 

Follow-up of Patients With Kidney Cancer
The updated NCCN Guidelines provide a framework 
for follow-up of patients undergoing surveillance of 
a small renal mass, those who underwent surgery or 
ablative therapy of a primary RCC, and those under-

Version 3.2015 © National Comprehensive Cancer Network, Inc. 2015, All rights reserved. The NCCN Guidelines® and this illustration may not be reproduced in any 
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• H & P every 3-6 mo for 3 y, then annually up to 5 y after radical nephrectomy and then as clinically indicated 
thereafter

• Comprehensive metabolic panel and other tests as indicated every 6 mo for 2 y, then annually up to 5 y after 
radical nephrectomy, then as clinically indicated thereafter

• Abdominal imaging: 
�Baseline abdominal CT or MRI within 3-6 mo, then CT, MRI or US (US is category 2B for Stage III), 

every 3-6 mo for at least 3 y and then annually up to 5 y 
�Imaging beyond 5 y: as clinically indicated
�Site specifi c imaging: as symptoms warrant

• Chest imaging: 
�Baseline chest CT within 3-6 mo after radical nephrectomy with continued imaging (CT or chest x-ray) 

every 3-6 mo for at least 3 y and then annually up to 5 y 
�Imaging beyond 5 y: as clinically indicated based on individual patient characteristics and tumor risk factors

• Pelvic imaging, as clinically indicated
• CT or MRI of head or MRI of spine, as clinically indicated
• Bone scan, as clinically indicated

FOLLOW-UPa,b

(category 2B)

KID-B
 3 of 4

Stage II or III
Follow-up After a Radical Nephrectomy

aDonat SM, Diaz M, Bishoff JT, et al. Follow-up for clinically localized renal neoplasms: AUA Guideline. J Urol 2013;190:407-416.
bNo single follow-up plan is appropriate for all patients. Follow-up frequency and duration should be individualized based on patient requirements, and 

may be extended beyond 5 years at the discretion of the physician. Further study is required to define optimal follow up duration.

Continued on next page
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going systemic therapy for advanced disease. These 
NCCN Guidelines incorporate a risk-stratified use 
of imaging that may target the patients most in need 
of intensive surveillance and/or imaging tests during 
follow-up. 

The panel has reiterated in a footnote that no 
single follow-up plan is appropriate for everyone, and 
follow-up should be modified for the individual pa-
tient using clinical judgement. Because uniform con-
sensus is lacking among the panel members regarding 
the most appropriate follow-up plan, these recom-
mendations are listed as category 2B (see KID-B, 
1–4 of 4; pages 154–157). Additionally, the NCCN 
Guidelines include follow-up for the first 5 years af-
ter nephrectomy, with follow-up evaluation to be ex-
tended beyond 5 years at the discretion of the physi-
cian. Results from a retrospective analysis indicate 
that in a subset of patients, relapses occur more than 
5 years after surgery for their primary RCC.8 This re-

port suggests that continued follow-up/surveillance 
after 5 years may be of potential value in some pa-
tients. Identification of subsets of patients with higher  
risk that require longer follow-up has not been de-
fined, and further research is required to refine fol-
low-up strategies for patients with RCC. 

Follow-up During Active Surveillance for 
Stage pT1a RCC
For follow-up during active surveillance, the NCCN 
Guidelines recommend a history and physical ex-
amination, comprehensive metabolic panel, and 
other tests every 6 months for the first 2 years and 
then annually up to 5 years after diagnosis. To study 
the growth rate of the tumor, the panel recommends 
abdominal imaging (with CT or MRI) within 6 
months from initiation of active surveillance, and 
subsequent imaging (with CT, MRI, or ultrasound) 
may be performed annually thereafter. All 3 modali-
ties (ultrasound, CT, and MRI) have been found to 

Version 3.2015 © National Comprehensive Cancer Network, Inc. 2015, All rights reserved. The NCCN Guidelines® and this illustration may not be reproduced in any 
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• H & P every 6-16 weeks for patients receiving systemic therapy, or more frequently as clinically indicated and adjusted for type of 
systemic therapy patient is receiving

• Laboratory evaluation as per requirements for therapeutic agent being used
• Chest, abdominal and pelvic imaging: 
�CT or MRI imaging to assess baseline pretreatment or prior to observation
�Follow up imaging every 6-16 weeks as per physician discretion and per patient clinical status. Imaging interval to be adjusted 

upward and downward according to rate of disease change and sites of active disease. 
• Consider CT or MRI of head at baseline and as clinically indicated. Annual surveillance scans at physician discretion.
• MRI of spine as clinically indicated.
• Bone scan as clinically indicated. 

cNo single follow-up plan is appropriate for all patients. Follow-up should be individualized based on treatment schedules, side effects, comorbidities, and symptoms.

FOLLOW-UPc

(category 2B)

KID-B
4 of 4

Follow-up for Relapsed or Stage IV and Surgically Unresectable Disease
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accurately predict pathologic tumor size in a retro-
spective analysis.9 Therefore, best clinical judgement 
should be used in choosing the imaging modality. For 
patients with biopsy-proven RCC, the recommenda-
tion is to assess annually for pulmonary metastases 
using chest imaging techniques (radiograph or CT). 
The panel recommends imaging of the pelvis; CT 
or MRI of the head or MRI of the spine in the pres-
ence of neurologic symptoms; or bone scan in cases 
of elevated alkaline phosphatase (ALP), bone pain, 
or abnormal radiologic findings.

Follow-up After Ablative Therapy for  
Stage pT1a RCC
Most follow-up tests recommended by the panel af-
ter ablative therapy are similar to those included dur-
ing active surveillance. For imaging tests after abla-
tive therapy, the panel recommends abdominal CT 
or MRI with or without intravenous contrast unless 
otherwise contraindicated at 3 and 6 months to assess 
treatment response, followed by annual abdominal 
CT or MRI scans for 5 years. The panel recommends 
annual chest radiograph or chest CT for 5 years to 
assess for pulmonary metastases in patients who have 
biopsy-proven low-risk RCC, nondiagnostic biop-
sies, or no prior biopsy to assess for liver metastases. 
The panel suggests repeat biopsy if radiographic evi-
dence shows progressive increase in size of an ablated 
neoplasm with or without contrast enhancement, 
new nodularity in or around the treated zone, failure 
of the treated lesion to regress over time, or the pres-
ence of satellite or port site lesions.

Follow-up After Nephrectomy for Stage I–III RCC
For patients with stages pT1a and pT1b RCC after 
partial or radical nephrectomy, the panel recom-
mends a history and physical examination, compre-
hensive metabolic panel, and other tests be performed 
every 6 months for 2 years, and then annually up to 
5 years after nephrectomy. The panel recommends a 
baseline abdominal scan (CT, MRI, or ultrasound) for 
patients undergoing either partial or radical nephrec-
tomy within 3 to 12 months after renal surgery. If the 
initial postoperative imaging shows negative results, 
abdominal imaging beyond 12 months for patients 
who have undergone radical nephrectomy may be 
performed at the discretion of the physician; for those 
who have undergone partial nephrectomy, abdominal 
scans (CT, MRI, or ultrasound) may be considered 
annually for 3 years based on individual risk factors. 

Local recurrence rates for smaller tumors after partial 
nephrectomy are 1.4% to 2.0% versus 10.0% for larger 
tumors.10–12 

The panel recommends yearly chest imaging 
(chest radiograph or CT) for 3 years, and as clinically 
indicated thereafter. Imaging of the pelvis, CT or MRI 
of the head or MRI of the spine, or bone scan is rec-
ommended as clinically indicated. 

Follow-up for Patients With Stage II–III RCC  
After Radical Nephrectomy 
Larger tumors have a substantially higher risk of both 
local and metastatic recurrence; therefore, an increase 
in frequency of examinations is recommended com-
pared with patients with stages pT1a or pT1b. The 
panel recommends a history and physical examina-
tion every 3 to 6 months for 3 years, then annually up 
to 5 years after radical nephrectomy, and thereafter as 
clinically indicated. Comprehensive metabolic panel 
tests and other tests as indicated every 6 months for 
2 years, then annually up to 5 years after radical ne-
phrectomy, and thereafter as clinically indicated. 

The panel recommends baseline chest imaging 
(with CT) and abdominal scans (CT or MRI) within 
3 to 6 months after radical nephrectomy, with contin-
ued imaging (CT or radiograph of the chest; CT, MRI, 
or ultrasound of the abdomen) every 3 to 6 months for 
at least 3 years, and then annually thereafter for up to 
5 years.13 Although the use of ultrasound imaging for 
follow-up is an option for low-risk patients, CT is the 
preferred modality for those with a high risk of recur-
rence. Disagreement exists among the panel members 
regarding the usefulness of ultrasound in patients with 
stage III disease; therefore, it is listed as a category 2B 
option specifically for patients with stage II disease. 
The panel has noted that imaging beyond 5 years may 
be performed as clinically indicated, and site-specific 
imaging performed as symptoms warrant. Other tests, 
such as imaging of the pelvis, CT or MRI of the head 
or MRI of the spine, or bone scan, are recommended 
as clinically indicated. 

Follow-up for Relapsed or Stage IV and  
Surgically Unresectable RCC
Patients with relapsed or stage IV and unresectable 
disease often receive systemic therapy. For these pa-
tients, the panel recommends a history and physical 
examination every 6 to 16 weeks, or more frequently 
as clinically indicated, adjusting according to the type 
of systemic therapy the patient is receiving. The panel 
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lower level of evidence (phase II data) 
supporting its use?
a.  As first-line therapy
b.  As subsequent therapy after initial 

therapy with a tyrosine kinase in-
hibitor

c.  As subsequent therapy after initial 
therapy with a cytokine

3.  True or False: Data show that relapses 
may occur after 5 years of surgical removal of primary RCC 
in a subset of patients.

choice questions. Credit cannot be obtained for tests complet-
ed on paper. You must be a registered user on NCCN.org. If you 
are not registered on NCCN.org, click on “New Member? Sign 
up here” link on the left hand side of the Web site to register. 
Only one answer is correct for each question. Once you suc-
cessfully answer all posttest questions you will be able to view 
and/or print your certificate. Software requirements: Internet.

Instructions for Completion
To participate in this journal CE activity: 1) review the learning 
objectives and author disclosures; 2) study the education con-
tent; 3) take the posttest with a 66% minimum passing score 
and complete the evaluation at http://education.nccn.org/
node/60898; and 4) view/print certificate. After reading the 
article, you should be able to answer the following multiple-

Posttest Questions
 1.  In the recently updated NCCN Guidelines for Kidney Can-

cer (Version 3.2015), which of the following agents is a new 
first-line treatment option for patients with predominantly 
clear cell carcinoma?
a.  Pazopanib
b.  Axitinib
c.  Everolimus

2.  For patients with predominantly clear cell carcinoma, in 
which of the following instances does pazopanib have a 

recommends laboratory tests as per requirements for 
the therapeutic agent being used. For the chest, abdo-
men, and pelvis, the panel recommends pretreatment 
CT or MRI imaging to obtain a baseline evaluation. 
The panel suggests follow-up imaging every 6 to 16 
weeks as per physician discretion and patient clinical 
status, adjusting the imaging intervals according to 
the rate of disease change and sites of active disease. 
The panel also suggests considering CT or MRI of the 
brain at baseline and as clinically indicated. Annual 
surveillance brain MRI or CT scans can be performed 
according to physician discretion. Other imaging 
tests, such as MRI of the spine and bone scan, can be 
performed as clinically indicated.

Conclusions
The NCCN Guidelines are in continuous evolution. 
They are updated annually, and sometimes more of-
ten if new high-quality clinical data become avail-
able in the interim. The recommendations in the 
NCCN Guidelines, with few exceptions, are based 
on evidence from clinical trials. Expert medical clin-
ical judgment is required to apply these guidelines in 
the context of an individual patient to provide op-
timal care. The physician and the patient have the 
responsibility to jointly explore and select the most 
appropriate option from among the available alter-
natives. When possible, consistent with NCCN phi-

losophy, the panel strongly encourages patient/phy-
sician participation in prospective clinical trials. To 
view the full and most recent version of the NCCN 
Guidelines for Kidney Cancer, visit NCCN.org 
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