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ABSTRACT
A report is presented on two cases of bilateral renal cell carcinoma together with
a review of the literature. Bilateral renal cell carcinoma is rare and there is much con-
troversy concerning its treatment. Our current experience supports conservative ther-

apy for bilateral renal cell carcinoma.

In 1910 Chute reported the first case of
bilateral renal cell carcinoma®. Bilateral renal
cell carcinoma has been reported to be present
in 1.1% to 3.8% of the patients with renal cell
carcinoma®”. Up to the present time, nine
cases of bilateral renal cell carcinoma have been
reported in Japan. Because of the unpredicta-
ble course of the disease and the difficulties in-
volved in curative operation, many therapeutic
options ranging from non surgical measures to
total nephrectomy with dialysis have been
recommended.

CASE REPORT

Case 1: A 66 year-old woman was referred to
this Department with complaints of hyperten-
sion, proteinuria, and microscopic hematuria. In
the physical examination, blood pressure was
178/84 mmHg and urinalysis showed persistent
proteinuria and microscopic hematuria. An ex-
cretory urogram revealed lesions in both kid-
neys. Renal angiogram confirmed the presence
of a 5.5 x 4.5 cm tumor in the lower pole of
the left kidney and a 7.5 X 7.5 ¢cm tumor in
the right kidney (Fig. 1). Through lumbar ap-
proach, left partial nephrectomy was performed.
Microscopically, the resected tissue showed a

clear cell adenocarcinoma, grade 2. Because to-
tal renal function deteriorated postoperatively
with increase in serum creatinine from 1.2 to 1.4
mg/dl and decrease in creatinine clearance from
53.4 to 30.8 ml/min, right partial nephrectomy
was not performed to preserve total renal func-
tion. She is well five years after the operation
without any clinical evidence of distant metasta-
sis. However, renal cell carcinoma in the right
kidney has shown a slow growth.

Case 2: A 77 year-old man, who had under-
gone right radical nephrectomy for renal cell
carcinoma 11 years previously, was found to
have left renal cell carcinoma by excretory urog-
raphy and CT scan. The lesion was located in
the middle pole of the left kidney and surgical
resection did not seem to be technically feasi-
ble without moderate deterioration of total renal
function. Bone scintigram demonstrated
metastatic deposits in the ribs. No surgical treat-
ment was performed for the left renal cell car-
cinoma. One year after the diagnosis of
contralateral renal cell carcinoma, the patient
died of the disease. At autopsy, two-thirds of the
left kidney was replaced with renal cell carci-
noma, and the renal vein and renal pelvis were
filled with carcinoma. However, pathological ex-
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Fig. 2. A, Right renal adenocarcinoma, surgically resected. This tumor is composed of clear cells with tubular
pattern. B, Left renal adenocarcinoma, at autopsy. This tumor is also composed of clear cells with tubulo-papillary
pattern. H & E, reduced from x 50.

amination revealed no evidence of malignancy specimen showed pathological findings similar to
except for the lesion in the left kidney. the right kidney specimen which had been re-
Microscopically, the left renal tumor was a clear moved (Fig. 2).

cell adenocarcinoma, grade 3. The left kidney
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Table 1. Summary of data on 2 patients treated at our hospital
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Case No. Presentation Surgical Treatment Current Status
Age-Sex TNM pTNM
1 Simultaneous Rt.: None well, serum creatinine: 1.0mg/dl, no recurrence in
66-F  Rt.. TSNOMO Lt.: Partial nephrectomy thealleft lllqdney, slow local extenm.on of the right
Lt TSNOMO pT3pNOpMXG2VO renal cell carcinoma, no metastasis
2 Sequential Rt.: Nephrectomy dead, blood clot obstruction and uremia
%M Rt T3MONO pT3pNOpMXG3VO
Lt.: TSNXM1 Lt.: None
autopsy-pT3pNOpMOG3VI
DISCUSSION These survival analyses include many young

In our two cases, one patient with syn-
chronous bilateral renal cell carcinoma is still liv-
ing five years after left partial nephrectomy, and
the other patient with asynchronous renal cell
carcinoma died of uremia one year after the di-
agnosis of second renal malignancy (Table 1).
The remaining tumor of the kidney showed slow
local extension. One patient died of progressive
loss of renal function. The other patient has a
tumor which has shown steady growth in the
right kidney without metastasis of the disease
to other organs.

In a postomortem study, metastases were
found to be present in almost 95% of the pa-
tients with renal adenocarcinoma, and metasta-
sis to the opposite kidney was 11%". This
report suggest that many patients with bilater-
al renal cell carcinoma may have systemic
occult micrometastases even without clinical
metastasis at diagnosis.

In patients without extensive local disease and
multiple metastatic deposits in other organs,
bilateral partial nephrectomy for bilateral renal
cell carcinoma may be a reasonable treatment.
Schiff and his associates reported that partial
nephrectomy was a satisfactory treatment for
solitary and bilateral renal cell carcinoma”. Re-
cently, enucleative surgery for bilateral renal
malignancy was advocated by Graham and his
associates to conserve maximum renal
function®.

When it is technically not possible to preserve
adequate renal parenchyma, total nephrectomy
and dialysis is the only alternative treatment for
complete removal of all visible tumor tissue.
However, the 5 year survival rate of dialysis pa-
tients is approximately 65% and the 2 year sur-
vival rate of renal transplatation is 50 to 60%.

cases. Furthermore, possible recurrence of
malignancy must be recognized in patients with
renal cell carcinoma. Many authors have report-
ed the survival rates of renal carcinoma treat-
ed by total nephrectomy with hemodialysis and
by renal transplantation, but the results do not
seem to be promising®®*'.

Johnson and his associates in their experience
with four patients not given surgical treatment
for bilateral renal cell carcinoma have suggest-
ed that total nephrectomy with dialysis is not
acceptable as reasonable treatment because of
the unpredictable behavior of bilateral renal cell
carcinoma®. One patient in our series has been
living for more than five years after the diag-
nosis and Johnson and his associates have
reported one patient who has been alive for 14
years without surgical intervention. These clini-
cal courses of bilateral renal cell carcinoma are
noteworthy. The survival of patients with
bilateral renal cell carcinoma undergoing total
nephrectomy is not necessarily better than that
of patients only under clinical observation. Fur-
thermore, patients in the cancer age are not
good candidates for hemodialysis and the quali-
ty of life may be miserable. Our patient who
died of uremia was also not a good candidate
for hemodialysis because of his coronary heart
disease.

The evidence now available suggest that par-
tial nephrectomy should be considered for
bilateral renal cell carcinoma, and if partial
nephrectomy is not technically feasible, surgical
treatment should be avoided particularly in those
of advanced age. Until further improvement can
be made in survival rates by hemodialysis and
transplantation, observation with or without
cancer chemotherapy may be a reasonable alter-
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native in patients with extensive local disease.
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