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ABSTRACT: Renal cell carcinoma is uncommon during the reproductive phase of a woman. Diagnosis 

of renal cell carcinoma during pregnancy is usually delayed because it is asymptomatic in most cases 

and a complete ultrasound of abdomen is not a part of routine obstetric evaluation. Although radical 

nephrectomy is the definitive treatment of choice in renal cell carcinoma, the exact timing of surgery 

is controversial. Management of renal cell carcinoma during pregnancy requires multidisciplinary 

approach. We report a case of a second gravida presenting with a renal mass during the first 

trimester with a blighted ovum. 
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INTRODUCTION: Malignancy during pregnancy is a rare event. It is estimated that less than 0.1% of 

pregnancies are complicated by any type of neoplasm and only 0.0013% (approx. 13 in 1,000,000 

pregnancies) by urinary cancer.1 Diagnosis of renal cell carcinoma during pregnancy is delayed 

because it is asymptomatic in most cases and a complete ultrasound of abdomen is not a part of 

routine obstetric evaluation. We report a case of a second gravida presenting with a renal mass 

during the first trimester with a blighted ovum. 

 

CASE REPORT: A 20 year old second gravida with one live child with one previous Caesarean section 

presented to the antenatal outpatient with history of 3 months amenorrhoea for confirmation of 

pregnancy. A pelvic examination revealed a uterus of 8 weeks size. She was sent for a USG, which 

showed gestational sac 26.6mm with no sign of foetal heart and a blighted ovum. Liver, gall bladder, 

spleen and pancreas were normal. Right kidney showed a mixed semisolid mass 130x110 mm. There 

was no history of weight loss, haematuria, loss of appetite. There was no pallor, no icterus and 

temperature was normal. There was a palpable mass in the right lumbar region, which was firm in 

consistency and nontender. A diagnosis of G2P1L1 with previous LSCS with Missed abortion with 

right renal mass was made. All investigations including liver and renal function tests, clotting profile 

were normal. The pregnancy was terminated by medical abortion and check curettage was done. 

Repeat ultrasound scan showed an empty uterus and the patient was referred to the Urology 

department for evaluation and further management of the renal mass. 

She was investigated by CT scan, which revealed a large well defined heterogeneous mass 

lesion measuring 13cm x 11cm x 9cm in the posterolateral aspect of right kidney with marked 

enhancement in arterial phase and washout in delayed phase. The mass is seen causing splitting of 

residual right kidney (Claw sign position), features suggestive of malignant renal mass (Renal cell 

carcinoma.) 

She underwent right radical nephrectomy. Gross specimen was weighing 700 gms. Cut section 

showed variegated appearance with no cortico-medullary differentiation. Histopathology revealed 

that tumour tissue was arranged in lobules, nests and cords separated by fibrous septae and rich 
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capillary network. Tumour cells showed abundant clear cytoplasm, central ovoid vesicular nuclei, 

prominent nucleoli, mitosis (2-3/10 HPF), areas of necrosis and haemorrhage. Ureter was normal, 

adjacent renal parenchyma showed mild interstitial nephritis.—features suggestive of renal cell 

carcinoma, clear cell variant. She was discharged and asked to come for check-ups at six monthly 

intervals. 

She subsequently conceived after 2 years and was attending local health center for antenatal 

check-ups. In view of her previous history of previous caesarean section and radical nephrectomy, 

she was referred to our hospital at term. All investigations including ultrasound were normal. She 

delivered a healthy male baby weighing 3 kg by caesarean section, her postoperative phase was 

uneventful. 

 

DISCUSSION: Renal cell carcinoma is rare in women of childbearing age, but it is the most common 

renal neoplasm occurring in pregnancy accounting for half of all primary tumours.2. Other less 

common tumours include renal angiomyolipoma and oncocytoma which are benign. They have been 

noted to be more common in women of high parity but less in those who have been exposed to 

contraception.3 

Walker and Knight reviewed the presentation of renal cell carcinoma during pregnancy and 

found that the commonest presenting symptoms of such tumour were a palpable mass (88%), pain 

(50%), haematuria (47%), and hypertension (18%).4 A subsequent review has suggested that there 

has been a change in the presentation of renal cell carcinoma in pregnant women, with diagnosis now 

more frequently made incidentally during ultrasound examination performed for other reasons,5 as 

happened in this case. 

It has been proposed that pregnancy related hormonal changes may act as promoters for 

renal malignancy. For example, high oestrogen levels during pregnancy can promote malignant 

changes by stimulating renal cell proliferation.6 However, there has been no demonstrable 

immunodeficiency in pregnancy to antigens carried by tumour cells.7 Furthermore, in most cases, the 

biological behaviour of malignancy is not influenced by pregnancy.8 

Diagnostic evaluation of the pregnant patient with possible renal carcinoma requires special 

consideration of non-invasive techniques and as little radiation exposure as possible to mother and 

foetus.9 Some authors have suggested that urine should be sent for cytological analysis,2 but unlike 

transitional cell carcinoma in renal cell carcinoma cytology is negative. 

Ultrasonography is the safest method to diagnose a renal mass in pregnancy and has a 

relatively acceptable sensitivity (82%).10 It can identify, differentiate between, and stage solid renal 

masses in most cases. It also avoids exposure of the foetus to radiation. Ultrasonography is less 

expensive and available in all places. MRI though more sensitive is expensive and not available in all 

hospitals. In nonpregnant patients IVP and abdominal CT are the modalities frequently employed in 

the evaluation of renal tumour, 9 but in pregnancy there is no proven safe threshold dose of radiation 

exposure to the foetus. The use of Doppler ultrasound has been suggested as an alternative to IVP to 

assess the function of the contralateral kidney.11 In the present case abdominal CT was confirmatory 

and was done after evacuation of the pregnancy. 

Since most small renal masses are asymptomatic there may be delay in diagnosis of renal 

cancer in pregnancy. Further assessment is not indicated largely because of insufficient safety data of 

radiation during pregnancy.12 Radiological assessment of extra pelvic organs is not part of routine 
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antenatal screening. A full abdominal ultrasound during pregnancy will allow the early diagnosis of 

malignancies and diseases of other organs, as happened in this case. This slight modification of full 

abdominal ultrasound is fast, simple to perform, and safe for both foetus and mother. Some authors 

recommend that a total abdominal ultrasound be performed at least once in all pregnancies in 

addition to routine foetal ultrasonography.13 

Maternal foetal prognosis in renal cell carcinoma largely depends on timely diagnosis and 

correct management at the appropriate time. Prognosis for the mother is directly related to the stage 

of malignancy. Surgical resection remains main stay of treatment. Timing of surgery for renal 

tumours during pregnancy is controversial. Timing of surgery is dictated by time of diagnosis, size 

and stage of tumour, probability of malignancy, general health of mother and probability of survival 

of foetus. Cure rate depends on the stage of malignancy. Most renal neoplasms are slow growing with 

an average volume doubling time of more than 500 days.14 Diagnosis of a suspicious malignant renal 

mass in the first trimester entails immediate surgery despite the small increased risk of 

miscarriage.15 In our case the decision for definite management was facilitated by the fact that the 

patient presented with blighted ovum. 

Surgery during second trimester will need to balance the maternal and foetal risk of abortion 

and preterm labour with the risks of delaying surgery. Avoidance of disruption of the peritoneal 

cavity in the extra-peritoneal approach may theoretically be associated with less uterine irritation 

and in turn fewer obstetric complications, including preterm labour.2 This is especially critical in the 

management of small renal cancers due to increased risk of maternal – foetal adverse outcome before 

32 weeks of gestation.16 

If a renal mass is detected during the late stages of pregnancy it is reasonable to await foetal 

delivery before surgery.17 It is reasonably safe to observe small renal masses and a short delay in 

definite treatment in the third trimester, whereas for large tumours or tumours which exhibit very 

rapid growth nephrectomy should not be delayed. If the diagnosis of renal tumour is near term, 

nephrectomy should be postponed till post-delivery. However, some physicians recommend 

immediate nephrectomy irrespective of stage of pregnancy since the main priority is mother’s 

health.18 In the presence of malignancy, maternal-foetal morbidity and mortality should be carefully 

considered with maternal health as top priority.19 The patient and her attenders need to be fully 

informed of all possible risks versus benefits of management options laid out through discussions in a 

multi-disciplinary conference (urologists, obstetricians, oncologists and neonatologists) 

 

CONCLUSIONS: Renal cell carcinoma is an uncommon in pregnancy. Routine complete abdominal 

ultrasound evaluation during pregnancy enables early diagnosis of malignancy and also other 

diseases that might be asymptomatic. Definitive treatment is nephrectomy. Timing of surgery is 

controversial. Management of renal cell carcinoma during pregnancy requires multidisciplinary 

approach. 
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CT scan showing a large well defined 
heterogenous mass lesion in the right kidney 


