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Abstract

Renal cell carcinomas (RCC) have been considered as a
single entity, until recently. Today, however, these are not
considered as a single tumour but instead represent various
distinguishable entities, each having unique histology,
cytogenetic and molecular features. The variants of renal cell
carcinoma can be easily recognized histologically and hence one
can identify tumours having similar clinical course, morphology,
genetics, prognosis and possibly treatment. This descriptive study
carried over a period of one and a half year at Shifa International
Hospital, Islamabad, focuses on presenting our data of various
variants of renal cell carcinoma and the need for their recognition
as the correct diagnosis may help to modify the therapeutic
protocol. During the study period a total of 13 cases of RCC were
diagnosed with the clear cell variant as the most frequent type (n
= 9; 69.2%). There was one case each of chromophobe renal
carcinoma, medullary carcinoma, mucinous tubular and spindle
cell carcinoma and multilocular cystic renal carcinoma. The
average size of tumour ranged from 2.8 cm to 9.0 cm. Furhman's
nuclear grade 2 was most frequently encountered (n= 6; 46 %)
while the most frequent pathologic tumour stage was pT2 (n=7;
54%). This series is limited due to small sample size. More such
studies on a larger scale with incorporation of follow up data are
recommended to obtain population based statistics and identify
biologically favourable variants in which nephron sparing surgery
may be a suitable option.

Keywords: Renal cell carcinoma, Chromophobe renal
carcinoma, Medullary carcinoma, Mucinous tubular
carcinoma, Spindle cell carcinoma.

Introduction

Amongst renal tumours, renal cell carcinoma
constitutes the most frequent diagnosis that is about 90 % and
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occurring in adults in both sexes. Although no authentic data
for the prevalence of renal cell carcinoma in Pakistan is
available, one study carried out at Aga Khan University
Hospital, Karachi on 2393 cases of solid malignancies
showed a frequency of 1.8% amongst males.! The purpose of
classifying renal tumours is to identify tumours having
similar course, prognosis and possibly treatment. Current
advances in molecular studies and cytogenetics justifies
grouping of prognostically similar tumours arising from
unique cell types. Today these tumours are considered as
various distinguishable entities,23 each having unique
histology, cytogenetic and molecular features.#5 Using the
current WHO classification we recognize subtypes with
excellent prognosis (Multilocular cystic renal carcinoma,
Type I renal papillary carcinoma, Tubular and spindle cell
mucinous carcinoma), from the very aggressive ones
(Bellini's collecting duct carcinoma, Medullary carcinoma).

Despite the incorporation of ever expanding variants
of renal carcinoma by the WHO, several independent reports
have come forward describing morphological forms not
fitting into any of the well known groups®’ which requires
molecular studies and continuous surveillance to determine
their exact cellular origin and prognosis.

The aim of this study was to present our data of renal
cell carcinoma variants and highlight the importance of correct
diagnosis as each type carries its individual prognostic value.

Methods and Results

This study was carried out in the histopathology
department of Shifa International Hospital, Islamabad over a
period of one and a half year (Jan 2008 to June 2009). Every
nephrectomy specimen of renal carcinoma was dealt according
to the set protocol® after adequate fixation. At least three
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Figure-1: Chromophobe renal cell carcinoma (a) A well circumscribed tumour
occupying mid and lower pole (b) tumour arranged in tubules with no involvement
of capsule, fat or gerota's fascia (H &E X 40M) (c), (d) Tumour cells showing well

defined boundaries, paranuclear halo and grade 2 nuclei (H & E 200 and 400 M
respectively).

sections were taken from the tumour, one section of renal
capsule and painted Gerota's fascia and one each from renal
vein and ureteric resection margin. Sections from remnant renal
parenchyma and from pelvis were also submitted. In every
specimen a thorough search was made for hilar lymph nodes
and adrenal gland. After routine processing, thin sections were
obtained and stained with H & E. Each case was diligently
examined. Immunohistochemistry (EMA and pan cytokeratin)
was also done to confirm the diagnosis in rare variants.
Prognostic parameters including tumour size, fuhrman nuclear
grade, gerota's fascial margin, ureteric resection margin, renal
vein involvement and pathologic tumour stage were recorded.

During the study period, a total of 13 cases of renal cell
carcinoma were diagnosed. Six patients were males while
remaining seven were females. The clear cell carcinoma was
the most frequent variant (n = 9; 69.2%); with two cases of
clear cell carcinoma having more than 50% sarcomatoid
component and one case displaying rhabdoid features. There
was one case each of chromophobe renal carcinoma (Figure-
1), medullary carcinoma, mucinous tubular and spindle cell
carcinoma (Figure-2) and multilocular cystic renal carcinoma.

The average size of tumour ranged from 2.8 cm to 9.0
cm. Furhman's nuclear grade 2 was most frequently
encountered (n= 6; 46 %). Gerota's fascial margin, ureteric
resection margin and renal vein were free in all cases except
two; one being medullary carcinoma and the other clear cell
carcinoma with sarcomatoid component. The most frequent
pathologic tumour stage was pT2 (n=7; 54%).

Figure-2: Mucinous tubular and spindle cell carcinoma (a) tubulo papillary areas (H
&E X 200M), (b, c) tightly packed tubules and spindle cells (H &E X 400M), (d)
positivity to EMA seen in both spindle cell and tubular areas.

Although an attempt was made to gather follow up
data, most of the cases were lost to follow up.

Conclusion

Due to an ever expanding spectrum of morphological
variants of renal cell carcinoma as well as continuous
incorporation of new entities, the recognition of these rarities
becomes necessary to reach a correct diagnosis. This case series
is limited due to small sample size and the fact that most of the
patients were lost to follow up. More such studies on large scale
with incorporation of follow up data are recommended to obtain
population based statistics and identify biologically favourable
variant, which subsequently can steer the therapeutic protocol in
future, like less aggressive or nephron sparing surgery.
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