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THE LIMIT OF DIFFERENTIAL DIAGNOSIS OF RENAL
ANGIOMYOLIPOMA FROM RENAL CELL CARCINOMA ON
COMPUTERIZED TOMOGRAPHY: A CASE REPORT

Nobumasa Fujimoro, Yasuharu Tapa,
Yasuji Icuixkawa and Takuo Kome
From the Department of Urology, Osaka University School of Medicine
(Director: Prof. T. Sonoda)

Recent reports have described that the accurate preoperative diagnosis of renal angio-
myolipoma js possible with computerized tomography (CT). There are, however, some cases
of angiomyolipoma which are indistinguishable from renal cell carcinoma on CT. Herein we
report a case of renal angiomyolipoma which CT failed to reveal preoperatively.

In « 7l-year-old Japanese male, a left renal tumor was incidentally suspected on ex-
cretory urogram. Then CT demonstrated a homogeneous mass in the upper part of the left
kidney, 6 cm in diameter, which showed a positive attenuation coefficient, slightly denser
than renal parenchyma. Selective left renal arteriogram showed hypervascularity without
aneurysmal formation or arteriovenous fistula. These radiologic findings strongly suggested
renal cell carcinoma and radical left nephrectomy was performed. Histological examination
confirmed angiomyolipoma composed mainly of smooth muscle with thick-walled vessels and
immature fat cells.

We reviewed the literature and discussed the computerized tomographic-pathologic cor-

relation of angiomyolipoma.
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HURIE « 19844 2 B 14H, EWBRRC TUEEHE 2 /MR
T Miles EMixZ 157, itk HRE 150~400 ml
DIRRHFEL fe, 387 B4Rz L.

&R . 4E 162cm. 7 42kg. HHLOAN
B. Rf49/ 5, A%, mE 114/70 mmHg. [RER, R
Wﬁﬁﬁﬁ%,ﬁm&L R B ST Rs L.
Wi $TIES R A iR 3. iR Fammsl & AT
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KeArscst - ¥imm ; RBC 375x104/mm3, Hb 12.1g
/dl, Ht 36.5%, WBC 3,000/mm?® (Neu. 60.0%,
Eo. 3.0%, Ba. 2.6 %, Lym. 25.1 %, Mo. 4.2%),
Ple. 256 x 103/mm®. ik ; | W§HEE 32 mm, 2 K]
ﬁe&mmmmm+,wuunmqlK46mmu
Cl 104 mEq/l, BUN 1l mg/dl, UA 5.9 mg/dl, Cr
1.0 mg/dl, T.P. 7.2 ¢g/d]l, A/G 1.4, GOT 16 U/l,
GPT 11 U/l, »-GTP 21 U/l, ALP 181 U/l, LDH
319 U/1, Total Bil. 1.0 mg/dl. Z&K =% ; Alb. 594
%, ai-Glob. 3.9%, a>-Glob. 8.9%, 3-Glob. 7.1%,
r-Glob. 20.7%. |LMukgRe ; IEH%. BIR ; k¥, pH
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HaRDT.
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Fig. 1. Excretory urogram showing downward

compression of left upper and middle
calyces (arrows).

7z (Fig. 5a, b).
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Fig. 2a. CT scan demonstrating a homogeneous mass slightly denser than renal parenchyma in the
left kidney. 2b. Post-contrast CT scan: the tumor was markedly enhanced with contrast medium.

Fig. 3. Selective left renal arteriogram showing
a hypervascular tumor without aneurys-
mal formation or arterio-venous fistula.
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Fig. 4. Macroscopic appearance of the left kidney: the tumor
measured 4.6x6.7cm and was dark red and soft on

cut surface (arrows).
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Fig. 5a. Microscopic findings of the tumor composed mainly of smooth muscle with thick-
walled vessels. H & E. reduced from x 100,

5h.  Histological section showing predominantly immature fat cells and mature fat cells.

H & E, reduced from x200.
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