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ABSTRACT

BACKGROUND

The association of renal adenocarcinoma and tuberculosis is uncommon.[!l While the incidental discovery of Renal Cell Carcinoma
(RCC) in a tuberculous kidney is well-described, the discovery of tuberculous lesions after nephrectomy for cancer is exceptional.ll]
We report here a case of 54-year-old female who came to our hospital presenting with small renal lesion with tumour suspicion
along with multiple hilar and para-aortic lymphadenopathy without having any other comorbid illness underwent laparoscopic
radical nephrectomy. On histopathological examination, the renal lesion turned out into concurrent conventional renal cell
carcinoma with multiple foci of granulomatous reaction in the renal parenchyma with characteristic granulomas comprising
Langhans giant cells, which was suggestive of tuberculous nephritis. In support to this, the multiple hilar and para-aortic regional
lymph nodes showed features of tuberculous lymphadenitis with extensive areas of caseating granulomas with Langhans giant

cells, following which the PCR studies confirmed the diagnosis of tuberculosis.
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BACKGROUND

The association of renal tuberculosis and renal cancer is
exceptional; less than fifty cases have been reported in the
literature.[2] We hereby report a case of adult lady presented
with a small renal mass and multiple para-aortic
lymphadenopathy establishing the association of renal cell
carcinoma with tuberculosis.

Case Report

A female patient aged 54 years without any co-morbid illness
was incidentally detected to have a renal tumour. CT urogram
revealed a 39 x 34 mm, exophytic, solid, enhancing lesion
with necrotic area within the left kidney with multiple
enlarged para-aortic and left renal lymph nodes. There was
no obvious abnormality in the rest of the parenchyma of the
urinary tract. A laparoscopic radical nephrectomy was
performed, during which multiple enlarged lymph nodes
were seen in the renal and para-aortic region (Figure 1). The
entire specimen was sent for histopathology.

Grossly, the kidney appeared enlarged with 10 *6 * 1 cms
weighing 155 gms. A nodular growth was seen on the
anterior surface of kidney with cut surface showing firm and
variegated appearance located 4.8 cms from the superior pole
and 4 cm from the inferior pole measuring 4 * 4 * 1 cm with
intact capsule. The renal vessels, renal pelvis, ureter and
adrenal gland grossly appeared free from the tumour.
Microscopically, tumour tissue showed tumour cells in sheets
and nests separated by thin fibrovascular septae. These cells
had abundant clear to granular cytoplasm with centrally
placed hyperchromatic nuclei and few having prominent
nucleoli. Surprisingly, on meticulous examination there were
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seen vaguely formed granulomas with collection of
epithelioid histiocytes, lymphocytes and fibroblasts with
characteristic Langhans giant cells in the renal parenchyma.
In addition to this all the fifteen hilar and para-aortic lymph
nodes showed caseating granulomas with Langhans giant
cells and extensive areas of caseous necrosis without any
evidence of tumour deposits.

On histopathology, it was reported as conventional clear
cell carcinoma (Figure 2, 3), Fuhrman grade II with
tuberculous nephritis. The surrounding renal parenchyma
adjacent to the tumour showed granulomas with Langhans
giant cells (Figure 4, 5). The margins and perirenal fat
removed, ureter and hilar vessels were free from the tumour.
The para-aortic lymph nodes showed features of
granulomatous lymphadenitis with no tumour metastasis
suggestive of tuberculous lymphadenitis (Figure 6, 7).

The search for tubercular bacilli performed in urine and
sputum after surgery was negative. Neither of the
preoperative chest radiographs showed any signs of
tuberculosis. PCR studies yielded and supported the
diagnosis of tuberculosis. A quadruple anti-tubercular
regimen was subsequently started.

Figure 1. Low Power View of Tumour
Cells (Clear Cell Carcinoma) (10X) H& E
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Figure 2. High Power View of
Tuberculous Nephritis (45X) H & E
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Figure 3. Low Power View of Lymph Node showing
Granulomas with Caseous Necrosis (10X) H& E

Figure 4. Low Power View of Lymph Nodes showing
Granulomas with Large Area of Caseous Necrosis (10X) H
&E
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DISCUSSION

In our case, it was clinically a small renal tumour with lymph
node metastasis, which was later diagnosed to have
associated tuberculous lesions. The patient had no known
history of mycobacterial infection. To our knowledge, only
few cases of accidental discovery of isolated renal
tuberculosis have been reported in the literature. Authors
have reported that kidney cancer occurs in 0.2% of cases of
renal tuberculosis.31 There is a high frequency of this
association in the Mediterranean region.[31 The age of onset of
this association according to published cases is between 50
and 70 years with male predominance.l*] For most authors
this association could be related to reactivation of latent
tuberculosis secondary to local immunosuppression induced
by the tumour.i51 The conventional clear cell carcinoma is the
histological form, which is predominantly found associated
with renal tuberculosis.34 Cancer treatment on renal
tuberculous nephritis is based on the radical nephrectomy,
this one can only be achieved after impregnation with a TB
treatment for at least four weeks to prevent secondary
infection and spread of Mycobacterium tuberculosis.
Presently, conservative surgery is increasingly performed for
tumours of small size.[6]

CONCLUSION

The originality of our observation is based on the double
chance discovery of a tumour of the kidney and renal
tuberculosis. The concomitant occurrence of renal
tuberculosis and renal tumours is rare, the possibility of
concurrence should be kept in mind especially in patients
with small renal masses with lymph nodal mass, especially
from tuberculosis endemic areas and in patients with
equivocal symptoms. Treatment should be adapted to the
characteristics of cancer. In case of small tumour polar partial
nephrectomy followed or preceded by a TB treatment is
possible.
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