J Ayub Med Coll Abbottabad 2015;27(2)

ORIGINAL ARTICLE
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Background: Most common malignant tumour of the kidney is Renal Cell Carcinoma (RCC) and
is known for its unpredictable clinical behaviour. Aetiology and risk factors are not completely
understood. Extensive workup is being done in the understanding of the disease, especially to
diagnose early and to treat promptly. The objective of this study was to determine the clinical
presentation and pathological pattern of RCC. Methods: After approval from ethical committee a
retrospective review of records was conducted extending from January 2012 to January 2014 to
identify clinical characteristics of renal cell carcinomas. The study included all renal cancer
patients presented to Sheikh Zayed Hospital Lahore with in this specified period. The data was
retrieved regarding, history, physical examination and necessary investigations such as
ultrasonsgraphy of abdomen and pelvis and CT scan of abdomen and pelvis. Results: There were
total of 50 cases. The male to female ratio was 3:2. Mean age of patients were 52.38 (18–93) years
old. Most common clinical presentation was gross haematuria(66%).The mean tumour size was
8.34 (3–24) cm. Tumour histology were clear cell (84%), papillary transitional cell carcinoma
(12%) and oncosytoma contributed 4%. Conclusion: We observed that large number of the
patients with RCC presented with haematuria and most of them were male. Common pathological
type was clear cell carcinoma.
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INTRODUCTION
Renal cell carcinomas (RCCs) are the commonest
primary renal tumour in adult responsible for 80–
85% of tumours, followed by transitional cell
carcinoma (TCC). This tumour is relatively rare in
paediatrics where it is replaced by William's tumour.1
The incidence of RCC varies widely from region to
region with the highest rates observed in the Czech
Republic and North America.1 It is observed that the
incidence of RCC has increased over last decades,
and the size of mass decreased at diagnosis and so the
stage, with proportional increases in 5years survival
rate. This may be attributed to wide use of new
imaging techniques and incidental diagnosis which
approached more than (50%) along with early
surgical intervention. It has been postulated that there
are different factors have been implicated in the
aetiology of renal cell carcinoma.2,3 factors that
included are, hypertension, acquired cystic disease of
the kidney, morbid obesity, hepatitis-C, smoking,
occupational exposure to toxic compounds such as
cadmium and asbestos, analgesic abuse nephropathy.
Genetic abnormalities as von Hippel-Lindau gene,
which found in 50–60% of cases, deletion of
chromosome 3p and mutations in the p53 gene had
been implicated.2,4–7
Patients presentations can be due to different
factors such as, local tumour growth, haemorrhage,
Para neoplastic syndromes, or metastatic disease.8
With the more precise use of ultrasonography for the
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workup of non-specific symptom, incidental findings
of renal cell carcinoma is more than 50%.9,10 The
classic trait of flank pain, haematuria and abdominal
mass presented in about 10–15% of patient and
indicate an advance disease. When ultrasonography
and CT were not available, most patients of renal cell
carcinoma presented with advance diseases. Renal
cell carcinoma patients with advanced disease may
present with symptoms such as weight loss, fever,
and night sweats and on physical examination
findings such as cervical lymph nodes enlargement,
varicocele, or lower extremity oedema.
Most important point in the management of
RCC is early identification, yet unfortunately, the
classic signs of a renal cancer (gross haematuria,
flank pain and renal mass) often represent advance
disease. However, not all signs and symptoms caused
by RCC imply advance disease nor do they have
prognostic implications. Many are, in fact, reversible
following treatment of the cancer. The following is a,
review of the clinical presentations of RCC in
patients presented in our set-up.

MATERIAL AND METHODS
After approval from ethical committee, a review of
record of all the patients admitted with RCC between
January 2012 and January 2014 in urology
department of Sheikh Zayed Hospital Lahore Was
conducted. A total of 50 patients were admitted
during this period. Data was collected from the
available record providing details about the history,
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physical examination and necessary investigations
such as ultrasonsgraphy of abdomen and pelvis and
CT-scan of abdomen and pelvis, tumour size,
Fuhrman grade, classification and histological
subtype.
The patients were categorized into two
groups based on their complaints. Group-A included
the symptom-free patients, in whom disease was
diagnosed incidentally during a check-up of other
medical problem. The patients having specific signs
and symptoms of renal tumour were categorized into
the B group. The Group-B was further subdivided
into B1, B2, B3 characterizing the extent of disease.
Those patients having symptoms and signs
of local extension like haematuria, flank pain,
palpable abdominal mass, varicocele on the same
side and swelling in the lower limbs were included in
B1.
Patients presented with systemic or
constitutional symptoms like fever, loss of weight,
paraneoplastic syndrome, anaemia, hypocalcaemia,
thrombocytosis, neuromyopathia and elevated values
of the liver enzymes were included in B2. Patients
with distant metastases (haemoptysis, pain in the
bones, pathologic fractures, epilepsy) were given
place in B3. We diagnosed and staged the cases
preoperatively based on CT-scans of the abdomen
and pelvis, X-ray chest, liver function test and serum
electrolytes results. HRCT chest was performed in
specific cases.

RESULTS
Data analysis of fifty patients was done, out of fifty
patients 30 (60%) were male while 20 (40%) females,
male to female ratio was 3:2. Majority of our patients
were aged more than 50 years (66%).Mean age of
patients was 52.38 (18–93) years±12.58. About 75%
of patients have duration of more than one month
when presented to us first time. Most of the patients
presented with gross haematuria 33 (66%) while, 24
(48%) presented with flank pain. Few patients were
asymptomatic 8 (16%), but 6 (12%) patients had loin
mass at presentation, the classical triad of
(Haematuria, loin pain, loin mass) was found in 4
patients (8 %) only. The median size of the tumour
was 8.34 cm (2–24cm)±4.48. Majority of tumour
were left sided. No patient presented with metastasis
or local advanced diseases. Five (10%) patients were
having systemic symptoms such as fever, weight loss
and loss of appetite.
All patients had abdominal ultrasound as
initial imaging of the mass followed by enhance CT
scan; only six patients underwent MRI to assess the
vascular system (thrombus in renal vein and IVC).
Chest X ray was the tool for lung and chest wall
metastases, was performed in all patients.

Most common histopathology was clear cell
carcinoma found in two third of our patients 42
(84%). Six patients (12%) were having papillary type.
Only two (4%) were having oncytoma.
Clinical Presentation of Renal Tumour
Clinical Presentation
Haematuria
Loin Pain
Asymptomatic ( Incidental )
Loin Mass
Systemic Symptoms
Classical Triad

Percentage
66
48
16
12
10
8

Histopathological Type
Type
Clear Cell
Papillary cell
Oncytoma

No
42
6
2

Percentage
84
12
4

DISCUSSION
It was a review of records of RCC cases admitted in
urology department of Sheikh Zayed Hospital Lahore
between January 2012 and January 2014.Very few
local studies are available regarding pattern and
presentation of renal tumours. We collected our data
regarding these aspects and compared with
international and available local data. Renal cancer is
more common among Asian countries as a compared
to Western countries.11 The analysis of patient’s
demographic feature showed that; the sex distribution
is matching with international studies, as in our study
male are predominant with 3:2. Most of the cases in
our review were more than 50 years and the peak
incidence was between the fifth and sixth decades of
life, which is one decade earlier than western world
population where RCC is primary a disease of elderly
with typical presentation in sixth and seventh
decades.12,13
It is hypothesized that female gender have
lower incidence of RCC due to less risk factors such
as smoking and other occupational exposures.14
The majority of RCC have late presentation;
this may be due to the retroperitoneal location of the
kidney.10 In our study common presenting symptoms
was haematuria (66%) loin pain (48%) and loin mass
(12%). Gross haematuria and loin pain was observed
more frequently in females compared to males, while
loin mass was more frequent in males. The rate of
current symptoms is reversed when compared with
Lagos study; haematuria (40.6%), loin pain (86%)
and palpable loin mass (90.6%). The classical triad
appeared in four patients 8%, it is similar to
international reports 7–10%. The mean size of
tumours in our study population was 8.34 cm (3–24
cm). They are generally larger than reported mean
sizes which range from 4.7–6.3cm.15 This shows that
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our patients present late and neglect their initial
problems.
In this review some patients presented with
systemic symptoms such as; pyrexia, weight loss and
anaemia, their rates matching international.9,8,16 In
our study mean age at presentation is (52.38 years) as
a compared to other studies, where mean age ranged
between 62–66 years. Younger mean age group of 53
years was also noted among the South Koreans.17
Regarding the histopathological patterns The
histology types in our study shows similar patterns
compared to reported Western and Asian population,
in which clear cell was the dominant histology types
(84%).17 Most of patients consulted to our OPD were
already diagnosed and presented late to us.
International studies show different data where
patients present earlier, having low stage tumour and
incidental presentation is quite higher than our
patients.9,10,13

Most of RCC patients in this study presented in fifth
decade, one decade earlier than Western population.
Most common presentation was haematuria.
Incidentally diagnosed patients were few as
compared to Western population. The commonest
pathological type was clear cell carcinoma.
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