Case Report

Papillary Renal Cell Carcinoma with
Tubercular Paraaortic Lymphadenopathy:

A Blessing in Disguise

ABSTRACT
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Incidental Renal Cell Carcinoma (RCC) can be found in a tubercular kidney; however, the vice versa i.e., finding tubercular
lymphadenopathy after radical nephrectomy for cancer is exceptionally rare. To the best of our knowledge, only two cases of
coexistent renal cell carcinoma and tubercular paraaortic lymphadenopathy have been reported till date. Out of these, only one

case was of papillary renal cell carcinoma.

We hereby, report a rare case of papillary renal cell carcinoma with coexisting paraaortic tubercular lymphadenopathy, which was
upstaged based on radiology findings. This case highlights the importance of considering the possibility of tuberculosis in cancer-
associated lymphadenopathy. This can prevent unnecessary lymphnode dissection and inappropriate clinical upstaging in renal

cancer patients.
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CASE REPORT

A fifty-year-old female came to urology outpatient department
with complaints of episodic painless haematuria along with slowly
increasing heaviness in left loin region since six months. Per
abdomen examination revealed a left loin mass which was balottable.
Contrast Enhanced Computed Tomography (CECT) scan of left
kidney revealed a heterogeneously enhancing mass arising from
upper pole and interpolar region extending into pelvis and proximal
ureter. Multiple heterogeneously enhancing nodes were seen in
left paraaortic and aortocaval region [Table/Fig-1]. A provisional
clinical diagnosis of renal cell carcinoma metastasizing to regional
lymphnodes was made and radical nephrectomy with paraaortic
lymphnode dissection was done.

On gross examination, a friable, necrotic tumour adherent to the
renal capsule was identified, measuring (6.5 x 6.5 x 6) cm, involving
the upper pole and extending to the pelvic region. Histopathology
showed papillary renal cell carcinoma Fuhrman nuclear grade three
extending into the renal sinus, proximal ureter and the renal vein
[Table/Fig-2].

On immunohistochemistry, the tumour cells were positive for
both AMACR and vimentin [Table/Fig-3a,b]. The histology of the
paraaortic lymph nodes was a complete surprise as all the lymph
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[Table/Fig-1]: CECT showing renal mass with multiple paraaortic lymphadenopa-
thy; [Table/Fig-2]: Papillary renal cell carcinoma, Fuhrman nuclear Grade Ill (H&E,
40X).
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[Table/Fig-3]: a) Tumour cells showing positivity for AMACR immunostain (20X);
b) Tumour cells showing positivity for vimentin immunostain (20x).

b S 174

[Table/Fig-4]: Paraaortic lymphnode showing epithelioid cell granuloma with
langhans giant cell (H&E, 40X).

[Table/Fig-5]: Paraaortic lymphnode showing caseation necrosis (H&E, 20X);
Inset. Acid fast bacilli seen in lymphnode (ZN, 100X).

nodes showed large areas of caseation with multiple epithelioid cell
granulomas [Table/Fig-4,5]. No tumour deposits were seen. Ziehl-
Neelsen (ZN) stain for acid-fast bacilli was positive ([Table/Fig-5],
inset). Lung fields were clear on chest X-Ray examination. There
was no past history of tuberculosis and family history of contact with
tuberculosis was elicited in retrospect. The patient was referred to
Directly Observed Treatment, Short-Course (DOTS) centre and was
started on Antitubercular Treatment (ATT). The patient was lost to
further follow up.

DISCUSSION

The coexistence of tuberculosis and renal cell carcinoma is
uncommon, with less than fifty cases reported in literature [1,2].
The coexistence of renal cell carcinoma with tubercular paraaortic
lymphadenopathy is very rare. To the best of our knowledge, only two
cases of coexistent renal cell carcinoma and tubercular paraaortic
lymphadenopathy have been reported till date [3,4]. One of these
was a clear cell carcinoma which showed tubercular granulomas
within the tumour in the renal parenchyma vis a vis our case wherein
granulomas were noted only in paraaortic lymphnodes. Also, our
case is unique as Ziehl-Neelsen stain for acid-fast bacilli was positive
unlike the other two reported cases where no acid-fast bacilli were
demonstrated.

Various theories have been proposed implicating Mycobacterium
tuberculosis as an initiator of tumourigenesis. It has been found that
Mycobacterium tuberculosis can produce reactive oxygen species
and nitric oxide which cause DNA damage [5]. Also, it can induce
production of B-cell Lymphoma 2 (Bcl-2) which inhibits apoptosis
and leads to tumourigenesis [6].

Granulomatous reaction in cancer draining lymphnodes is a well-
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known phenomenon. Non-caseating granulomas with unknown
aetiology are called sarcoid-like granulomas [7]. These occur due
to a T-cell mediated reaction to tumour cells or a soluble tumour
antigen, and can be seen in lymph nodes as well as within the
tumour [7]. These have been described in Hodgkins lymphoma, Non-
Hodgkins lymphoma, various carcinomas, as well as in sarcomas.
A wide variety of carcinomas ranging from skin, larynx, cervix,
prostate, bladder, ovary, testis, stomach, Gastrointestinal tract (Gl
tract) and breast have demonstrated granulomatous inflammation
[8]. The differential diagnosis of granulomas in cancer draining lymph
nodes mainly includes sarcoid-like granulomas, sarcoidosis and
tuberculosis. In our case, the diagnosis was straightforward as ZN
stain was positive.

Metastasis is found in 20% to 30% of patients with renal cell
carcinoma [9]. The 60% of the metastatic renal cell carcinomas
present with lymph node involvement, out of which 50% have
concurrent distant metastasis [10,11]. Lymph node involvement
confers poor prognosis in renal cell carcinoma patients imparting
a five year survival ranging from just 5% to 35% [4]. Pantuck et al.,
reviewed 900 patients of renal cell carcinoma and concluded that
positive lymph node status was associated with larger, higher grade
and more locally advanced tumours. These tumours were also more
likely to demonstrate sarcomatoid features and 3-4 times more
likely to have distant metastatic disease [12]. However, the role of
lymph node dissection in renal cell carcinoma is controversial. A
prospective randomized trial by EORTC concluded that lymph node
dissection is not therapeutic in the routine management of renal cell
carcinoma. Moreover, lymph node dissection adds significant time,
potential morbidity, and requires dissection of and around great
vessels [13].

The radiologic findings of tubercular and metastatic lymph nodes
show considerable overlap [14]. In our case, the clinical diagnosis of
renal cell carcinoma with metastasis to paraaortic lymphnodes was
based on radiology findings. The poor prognosis was explained to
the patient preoperatively. An unexpected histopathologic diagnosis
of tubercular paraaortic lymphadenopathy proved to be a blessing
for the patient as her long-term prognosis improved considerably.
However, the blessing came in a disguise of unnecessary lymph-
node dissection. This experience taught us that extensive
lymphadenopathy associated with renal cell carcinoma on imaging
does not necessarily signify metastatic disease, especially in our
country, where tuberculosis is rampant. Similar findings have been
described previously in a single case reported by Pushkar P et al.,
[3].
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CONCLUSION

Metastatic lymphadenopathy is an independent poor prognostic
factor and warrants aggressive surgical resection as an attempt
to better disease-free survival. However, the mere presence of
extensive lymphadenopathy in renal cell cancer on imaging does
not always imply metastasis. In our country, where prevalence
of tuberculosis is high, tubercular aetiology should always be
considered. Guided aspiration of lymph nodes when feasible and
eliciting past or family history of tuberculosis may help circumvent
this issue. This can prevent false clinical upstaging and unnecessary
lymph node dissection.
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