
R AL NE'OP C:LIINICAl CASE' 
C. Savona Ve:ntura 

CASE HISTORY: A 25-year old female pa" 
tient was referred to St. Luke's Hosrp~ta,l with a 
history of hypertension detected 4 nlOnths pre­
viously when the patient visited her G.P. fo'r a 
sore throat. She was then put on Bendrofiuo-
2'Jiclie and a sa,u-fre,e diet pending investigations. 
Systemic enquiry of the patient only revealed 
frequent fronta,l headaches, slight dyspnoea on 
exert'ion and a slight aohe OV'8r her loins. She 
gave no ihis.tory of haematuria or dysuria, no 
ankle oedema o.r puffiness around the eyes, no 
loss of weight, nausea o'r vomiUng. The patie:lt 
had been operated two years previously for a 
lump in -the' breast which histo,logy showed to 
be due to mammary dystplaslia. The14e wel"e 110 

rema~k'alble feat1:ures in her family history. 
EXAMINATION: Her general phys<ical con­

dition was sati:s,facto,ry, except for clinwally de' 
tectable anaemia. Her tonsils were not enl.argcd 
of inflamed and the'1'e was no cervical lympha­
denoipathy. He'r B.P. was 150/90. Pulse was re­
gular at 96/ mmute and heart sounds were nor­
mal with no murmurs or extra sounds. Her 
jvp was not ralised. Her respiration was regular 
with chest expansion equal on both sides. There 
we,re no signs 0'£ mecHastinal shift. Breath 
sounds were vesicular and adventitious sounds 
were heard. Percussion was normally resonant. 

The abdomen was not distended and moved 
symetrically with .respiration. On palpation 
there was s1<ight tenderness in the right iJiac 
regi'on and the right kidney was felt to be en­
larg'ed. There was no' hepatostplenomega,ly and 
no' evidence 0& ascites. 

The' patient was kept at S.L.H. for a period 
of investigation of ten days during which she 
was no,ted to 'be 0'ccasion1aJIy pyrexic. Her dias­
toEc pressure Iiemaiined in tlhe' regton of 90-10D 
mmHig. The patienrt. was discharged on Bendrn­
fiuozlide' and was told tOl artteTJJd fthe oUlt:pa;tient 
derpantment p'e'lllding cOiffip,1etion of her invest­
igationsi• 

INVEST'lGATlOHS: B~ood - Haemoglo;)'i,l 
11.3 mg%; white een count 9,300/mm3 with ;', 
diffe'rential count of 69% neutrophils, 1% eos!­
nophils, 21% lymphocytes 'and 9% monocytes. 
The 'blood picture showed sl:i:ght hypochromia with 
anisocytosis and pOlikilocytosis. The neutrophil 
series exhibited a shift to the left. Platlets were 
normally represented. Serum protein eJectrophJ­
resis . showed no, significant departure from the 
n;o.rmal pCllttern w.ttha total prote'in 'of 6,8 gm/dJ, 

Urine - pH 6.0, protein and glucose absent 
(a repeat showed traces of protein). Mieroscopv 
showed rare RBC's oceas:ionaJ.1y WBC's and :.l 

few transitional ce<lls. OuJture, re'Vea~ed a strepto­
coccal species. 

Renal functJoll t~sts ,..- Blood urea 17 mg%, 
serum cre'asinine 1.0 mg% wfth a cre'atinine 
clearanCe of 69. 

1.t,diolngy - A chest X-ray sho,wed no ab­
i1o~maJities. A plain aJdomen lUm showed the 
l:"sat kwney to be obscured by an indis:tinct 
S~ladCW Oil SOI~t density. An intrave~lOus pyelogram 
(lVP) s~}owed the right pelvicalyceal system to be 
di:I;::,~"ccd by pr'essure from above. T'his was caused 
by a large sj)ace-oc'2upying mass growing near 
[18 upper poJe 0'1 t:he kidney. The left kidney, 
p81v:~s and ureter, and the bladder were normal. 

DIFFERENTIAL DIAGNOSIS: The tent,a,tive 
(1iagno::;::s at this point was that of a renal tumour. 

Truly benign tumours of the kidney are so 
rare thalt it is considered best to treat all kidney 
neo,plasms detected clinically as malignant. In 
genenl, benign tumours are tDivial and clrinically 
ins~gnificant. The< angiomas may ho,wever give 

'rise to' profuse haematuria. The commoner malig­
nant tumours of the kidney are characteristically 
seen rin two periods od' life: during infancy be~ow 
the age of 7 years, and during adult Hfe after 
the age of 40 yea1rs. Between the ages of seiVen 
and forty malignant tumours are unusual and pre­
E',ent a totally different pathology. 
(TABLE 1). 

The clinicatl presentation of renal tumou:-s de­
pends 011 their patho,logy. The presence of blood 
in the urine is usually noticed by the patient ani 
makes him seek early advlice. Its transient or in­
tennittent nature is howe'Ver an important cause 
fo'r delay. Pain is nOlt a prominent feature and is 
usually of a continuous dull aching character 
producing discomfort or a feeHng of weight in 
the loin. Renal colic is mre and is o.ften due to 
the passage of blood clots through the ureter. An 
intermittent pyre'Xia with an evening temper:'.ture 
reaching 103°F may be a fe'aliure. A siWeUiing in 
the loin may be a relatively late presentation in 
adult tumours but is the prime presenting feature 
in the nephroh1:asioma. A raiSled sedimentation 
rate (ESR), hyperternsion or poJycythaemia which 
have no relady explanation should aB raise sus­
;,)i,cton ofa renal tumour. 
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Along with the differential c1iagnDsis of a 
renal LUlliOUr one must consLUer a sOlltary renal 
cyst. 'rIlese are usually glo-bumr and ullliateraL 
'ine p'at:~ent usually complains of a painless mass. 
'rhis is smQio'th, glo'bu1ar and tens-e, La:rge cysts 
may cause a du:l1 aC'he olver the loin. The diagno­
sis depends on the pyelogram wmch demonstflates 
a glQlDUl'ar mass with elongaltion and dtisto·rtion of 
aUJolil1mg calyces. An encaJp~uHllued neoplasm may 
prouuce an ilct:enticM pu.cmre malung. diagnosIs 
uUticmt wlithout the use od' an arterlO'gram. 

Adrena:l tumours, pa,rticularly if malignant, 
may produce a pyelQigram showing displacement 
01' the uplper p01e od' the kidney and possibly a 
distortion olf the pevlicaJyceal system. Three 
tumours may originate from the adren-al medulla. 
The ganglioneuroma may be found in 15% uf 
cases. It is a symprtomless relative~y benign 
tumQiur which may occur at -any .age and may 
gmw to a large' siizJe. Affecting ohildI1en bel'ow 
the age of ·fivel ye1ars is the hLghly maUgnallt 
neuroblasltoma. This uSUlatlly presents as an wbdo­
minal, swelling with signs and symptoms attrliJbut­
ahle to· metastasis and general effects of malig­
nancy. The common: adrenlal medulla tumour af­
fecting adults it the: phaeocllromocytoma which 
may attain a diameter ofalbout 5 cm. Thlis pro­
duces intelrmittent or con:bmuous catecholamine 
secretion which gives rise' to: the symptoms of 
paroxysmal or pers~slteilJt hypertension, headache, 
palpitations, vomiting, dyspnoea, weakness and 
pa},lor. 

Tumours of the adrenal cQirtex are usually 

functioll'a~. Thesle include the small rare adrenocor­
tical aKtenoma whiah causes features of Primary 
Aldosteronism. Sodium retention and a fall m po­
tassium give rise to the feClltures of hypertensnon 
aIlid episodic muscular wea'kness associated with 
polyuriaand polydypsia. Another functi'Onmg 
tumour of the adrenal cortex is that which may 
give r,ise to Cushing's syndrome or the Adreno­
gmtital syndrome·. 'l~hese very rarely may he ma­
lignant large carcinomas weighing as much as 
4,000 gm. Extension beyond the adrenal capsule 
with invasion of the ktdney may occur with the 
more a.ggress:ive tumours. The benilgn adrenomas 
are weU encapsulated tumours which may reach 
a mass of 200 gm. 

OPERATION: The patient was )}eadmrLtted 
ten days }latelr for a dgblt-sd.ded transp,elritoneal 
nephrectomy. During olpe'I1afuton a large tumour 
me1asurting 18 x 12 x 12 cm. orverlying the lower 
pole of the right kidney was found. The tumour 
was aJttacrhed tOI fue imelT:i,olr vena cava causd.ng 
an aneur1ism contaiIring a thrombus. A radical 
nephrectomy was pe'rformed and the tumour mass 
affecbing the NC was, removed by resection of 
the anteriO:r wall of the vein. Major hleleding 
could not be pre,vented and was controlled by 
massd.ve blood transfusion and fluid infusion. The 
anterior wall of the IVC was repaired and mesh 
sutures were placed in the lower aibdominal NC 
to reSltI'Iict effilboHsm. 
PATHOLOGY: On incision ;bhe renal tumour was 
shown tOI he bQirdeQ'loo larteTlall y by SU:rVlVlng 
renal tissue. The tumolUr was yellowish in ap-

TABLE 2: CLASSIFICATION & STAGING OF NON-HODGKIN LYMPHOMAS 

FOLLICUAR 
LYMPHOMAS 

Small Imphoid ceH 

Mixed lymphoid ceil 

Large lymphoid ceH 

DIFFUSR J .YMPHOMAS 

SmaJl1lympholid cell Viarients 
1. Small lymphocytic 
2. SL wirbh plasmacytoid 

diff erentiation 
3_ Ttypical SL 
4. Cv!nvoluted lymphocytic 

(thymic) 

Miixed lymphoid cell 

Large lymphoid cell 

Varients 
1. Histiocytic 
2. Burkiitt's 
3. MycQis!i:s f:ungoides 
4. Undefined 
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STAGING 

ST.A!GE. O:~ no detectable disease 

ST.A!GE 1:- locaJizaJtion to' Slingle 
node oradj'acenrt group of 
nodes. 

STAGE. II:- inV'oilvement of more 
than one relgion of node,s but on 
one side of diaphmgm. 
A) withQlUt geneil}ail symptoms 
B) with general symptoms. 

STAGE III:- involvement ()(f bo·th 
stdes of di:aphmgm. 
A) wltho,ut genera,l symptoms 
B) with general symptoms 

STAGE. IV:- generalized disease 
demonsrtraJble in bone, lungs, 

GIT, s~tin. or kidneys. 



p,earance wtth extensive areas of 
Microscopy showed a sarcomatous 
lymphohlasts as the component 
was extension into the infe!rior 
evident from the microscopy of 
mass. 

haemorrhage. 
tumour with 
cells. There 

vena cava as 
the thrombotic 

DIAGNOSIS: Diffuse Lymphocytic Lymphoma 
of the r1ghtkidney exte'll!ding to the inferior vena 
cava. 

POST-OPERAT'ION [![ANAGEMENT: The 
pabient did very well heing covered with fluid 
therapy and broad spectrum antiJbiotics. He'r 
subsequent anaemila was treated with blood 
transfusion and iron tablet therapy. She was 
discharged ,19 days aft'er ,0pelYlation and was 
referred for future management with chemo­
therapy. 

LYMPHOMAS: Most p'wti.ents with Lympho­
mas present as otherwise healthy lindividuals 
wi,th painless 'enlargement of a single Q1r group 
of lympilmodes usually in tlhe ce'YVtcal chain. 00-
casionailly, ev.i.de!n:ce of eoctranodwl lnvolvement is 
already present and indeed 25% of patirents 
have in:itlial compla'ints retfeflaible to' hep'atQlsple­
nomeg1aly. With mOire advanced disease, systemic 
manifestation induding fever, night sweats, 
marked we'ight loss, weakness and anaemia 
may be ervident. As would be e~ected, the ma­
niJestation of advanced widespread disease is 
truly proliean. Invollvemeirlit of the, gastrointestin­
al tract may produce diarrhO'e'a, sometimes with 
the full hlown picture of the malaibsorption 
syndrome. Mul.ti1p,le osteo,lytic lesions with bone 
pains and pathologieall fractures. may occur. Re'­
Illal'enlargement may ,l'lesullt Ifrom direct lym­
p1homatous linlfiltraHon iQir from hydronephrosis 
resru}tin~ from obstruction to' the lower urinary 
tract hv tumour. Lvmnhomatous infiUmtion of 
the kidney as ewidence'a a!t necropsy was found 
in R5% o,f non"Hod!!kin's~ lvrnnhomas, the ma' 
joritv (72%) bering BUl'kitt's Lvmnhoma,. Infilt­
ration in' Hod!!k1in Di.<;~easle was fouurl in 10% 
of cases. ,In'IT::l''''ion of the' ijdnney sllffiri'ent to 
c~m"p, l'eTl::ll i::l:i1ruT1e is nrad"n('::lHv confined to the 
Jvm.n:h()"~l'comll.and the l'e,t.ic1l1nm cp,1.1 s:~n·com8. 
3Tl(! is tlhp, C::lll!'le' orf death in only 0.5% o,f C8Si'::!S 

of rerna,l lympihoma's. 

Nervous system invo,lvement can create a 
bewildering array od: eentral and pel):1ipiheraJ 
finidin1gs. 'Dhe peripiheTlaJ blood exam~nartion and 
bone ma,rrow aspiration is in most lymphomas 
usuaUy normaL Some types of lymphoma, par­
ticularly the diffuse lymphocyt,ic lymphomas, are 
associa!ted with a corres!ponding leukaemia. 
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Primary lymphomas of various o1he'r or­
gans have also been reported, however docu­
mented pr1imary lympihomas of the kidney is 
rare. T'herefo're the unicentric theory commonly 
accepted for other lymphomas has been ques­
tioned in lihe ease of renal involvement. Until 
1956 it was assumed that lymphO'ma of the kid­
ney was noit pflima,ry. In that yea,r Knvepp re­
pnrted a case of solitary lymphoma in the right 
kidney whieh radical resect~on apparently cured. 
Othe'r autho'rs have since documented cases 
whi.ch sUP'Po,rt the unicentric theory of lympho­
mastorus lesion in the kidney. 

Pmgnos!is depelllds: on the histoJogical pat­
tern and staging of the diseaste (TABLE 2). The 
overall 5 year surviva[ rate is about 25% 
being worse with stage IV disease with a diffuse 
histo,logical pattern. Radiomherapy and chemo­
the!rapy have hOIW'eiVer in recent yelars alteTed 
cO'l1stde'raihly the natura~ course of many of the 
lymphomas. 
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TABLE 1: CLASSIFICATION OF RENAL MALIGNANT NEOPLASMS 

NEOPLASM 

Adenocardnoma 
(Grawirtz tumour) 

N ephrolbJasrtoma 
(Wilms's tumour) 

Mali,gnant haemartoma 
Sarcomas 

filbro,sarcoma 
Hproslarcoma 
leomyo,sarcoma 
o ste:osar'com a 
ne:urofihrosarcoma 
rhaihdomyosa:rcoma 

L~mphosarcoma and 
leUllmemic deiposMs 

Metasta:t:ic carcinoma 
from Lungs 

Breast 
Stomach 

AGE 

55-60 

1-4 

varilable 

INCIDENCE 

26 

80% 

8% 

2% 

50%orf 
generra.Iized 
dis'eas~ 

8% of 
malignant 
dti'3:eas:e 

PATHOLOGY 

CUlb~caJ. or polyhedral ceHs ar­
Il~anJgeld as slo,ltid al VleO'lli, paip'll­
la,ry cysts od' tUlbulels. The strome 
is seamy and rich in large hlood 
vesseJs. V:adous degrees of ana­
pl'C\lsia may OCCUlr. 

Primitive' o,r a!hortive glomeruli 
wMlh JpolO'rly formed Borwman's 
spaces: anid 'abottiVletUlbules all 
enJcliosecl" an 'a; spindLe cell Istro­
ma incl'u!dinJg cells of muscle', fat, 
bon,e' and carldlage. 

Connectivel tissue malignant tu­
mours of f~broUls \ tissue" fat, 
smootlh muscle, 'etc. Variouls de­
~ree,s: of anaplasia may be' see:n. 

IInvo,]viemernt \ of :1lhe Irenal pal'~ 

enchyma rwiith the mailiig'I1Jant 
lymphodd ceHs, usually associated 
with stalge IV dis1ease. 

Rlesemlbi!e luhe ipiI11mary c3'rcin0-
ma. 


