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DIAGNOSIS AND TREATMENT OF RENAL CELL
CARCINOMA ACCOMPANYING THE CYSTIC LESION

Toshiro Terachi
From the Department of Urology, Faculty of Medicine, Kyoto University

Approximately 15% of cases of renal cell carcinoma (RCC) present cystic configuration on
radiologic and pathologic examination. The mechanisms of cyst formation in RCC are intrinsic
multilocular cystic growth (multiloculated renal cell carcinoma: MCRCQC), unilocular cystic growth
(cystadenocarcinoma), cystic necrosis and tumor growth from the epithelial lining of a preexisting
cyst. These cystic lesions accompanying RCC are often difficult to differentiate from the multilo-
culated renal cyst (MLC) or other benign cystic lesions such as hemorrhagic cyst and so on.
Differential diagnosis of the complicated renal cystic lesions is discussed in this review.

(Acta Urol. Jpn. 41: 697-701, 1995)
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B REEREOEHII o OMEY GA TV 5. %
THE—R, BREIBERREOFEYRHTHE
ETHhY, I —2FROAHYREL VT &
T#%. Table 1B TR L& & 1o REMEER
BERLEk. ZoF T4 ERE (autosomal domi-
nant polycistic kidney: ADPKD) < multiple

Table 1. Cystic disease of the kidney"

Genetic
Autosomal recessive (infantile) polycystic kidneys
Autosomal dominant (adult) polycystic kidneys

Juvenile nephronophthisis -medullary cystic disease
complex

Juvenile nephronophthisis (autosomal recessive)
Medullary cystic disease (autosomal dominant)

Congenital nephrosis (familial nephrotic syndrome)
autosomal recessive,

Familial hypoplastic glomerulocystic (cortical microcystic)
disease Z;utosomal dominant

Multiple malformation syndromes including renal cysts
Nongenetic

Multicystic kidney (multicystic dysplastic kidney)
Multilocular cystic kidney (multilocular cystic nephroma)
Simple cysts

Mudullary sponge kidney (<5per cent of cases inherited)
Sporadic glomerulocystic kidney disease

Acquired renal cystic disease

Calyceal diverticulum (pyelogenic cyst)

malformation syndromes 22 ¥ 5 YOS
Mfed von Hippel-Lindau J&, SEHE{LENS
BrabtTs. i, ERIBAKEBOFTL, SHE%
F#hg (multilocular cystic kidney: MLC) i
it B B (simple cysts), B 5\ ILEBUBTLES
D BRI 4 WE (acquired renal cystic disease:
ARCD) ~DOBEDAH R D 5.

—7%, BEMMaE (renal cell carcinoma: RCQC)
DRINE% AEHR 15 B\ LR B bR R
FTEvbhTwaD, iz RCC REEMCRE L
% i BERREHE (multilocular cystic renal cell
carcinoma: MCRCQC) ¥, IEEEHEB O AIME
o MLC o#Efaitic RCC BFAE Lich D L DE:g
», WCHBEE s,

ZoTEY, BIMEREY 4 BEA RN 458
L, MCRCC ¢ MLC iz RCC 2388t L b D&
DEICOWCTEEERRLS. 2K, BlR~OEE
WREOEPOFEOEIICES%EE, complica-
ted renal cystic mass DBWHTOWTHRE LN 5.
X b, von Hippel-Lindau fFicfk 5 B ¥R 1 #E
FE W TR R AR~

ERMREE S BHRREOKENS R
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Fig. 1. Enhanced CT of the multilocular cystic
renal cell carcinoma. The thick septum
of the multiloculated renal cyst is enha-
nced by contrast medium.

Fig. 2. Enhanced CT of the cystadenocarci-
noma of the kidney. The cyst content
is not homogeneous and an enhanced
tumor is located on the unilocular renal
cyst wall.

O Hartman 5ix, BHIlaRH YK OB =T
WL LT, HNER%DEFENRE (Fig. 1: MCRC-
C), WRM: © HBEMRE (Fig. 2: cystadenocarci
noma), BEfat:EE%E (cystic necrosis), ¥ X O'Haffip:
Bl (preexisting simple cyst) @ _[fh b OB
DFRERFEF T BD. WO fEx R+ RCC D
Tk d %\ Dk MCRCC THI40% % 5%, cys-
toadenocarcinoma (1#930% % 5%, [l D4 i
HIRRAE 27”7, cystic necrosis (1#20% % 5%
HH%, W23 E DEMM E U BIERLELR IR O Tl
REORMCIGHIIEA R b higo o & THB. Bty

The cyst wall of the multilocular cystic
renal cell carcinoma is lined by tumor
cells and the clear cell tumor cells are
also seen in the septum of the locules.

oty L

Fig. 4. The cyst wall of the multilocular cystic
kidney is lined by eosinophilic cuboidal
epithelial cells. Immature renal tubules
are seen in the septum of the locules of
this case.

BIEO LEIC RCC A RELCLDIZTHTHD,
TR LB AR T, KX BRI
DI D B EEIIBETE LT B 2 &A%,

MCRCC & MLC+RCC &0
|AESHT & iR

MLGC i3ff#fiE o piiic @ h, ARMLHETR
LiE LiE 0 w8 bh 72 MCRCC L &3 R
TH5. L, MCRCC OIERDOEEL B
TSI CE LI, TORECMEC £ DBE
BT B 5 (Fig. 3). —J%, MLC 0%l
DORMEIHBOFEEMY T LR TBbhTkY, & &
R 72 SRETIR R A RT. ¥, MBS
A HPEET, RERRAEASEEAbh5Z L3
% (Fig. 4). Hartman 53 MLC #B3Fdan s
RET S Wilms BEORS BREOTEM L LTH T
KH, McAbh3EEDL DT, FOMEBE HE
BECHD T ENBCEBRTNB2Y, T b, H
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RabmEE D RE R BB M s B i MCRCC T
»Y, MBaRREEDME A HLERMIED A THRAEIER
MlazRoT, MR LR O—Ho ik BB R
DX MLC Bl Rk Licb oLz
B. BEFMICOITIMBOLE L ORBITENE B,

TDE 2k Powell 52 2 Boggs H¥ M IEIE L 7o
i o EHZ
BB ORI R & LCEERap o il #I%E, AIRAEA
MCRCC £ Ebhs L uvbhTnah, #Exiic
LTk, L, REECEA B Y CT #®
MRI T2 enhancement % B ¥ hu i, 7,

MLC DEHEIR TS DTidic\ .

MCRCC &% % (Fig. 1).

2¥i MCRCC ¢ MLC BB OWTIRRS.
MCRCC 1. low grade Di%BIMEFAR OIEEMAKA
57 bh, DNA ploidy % diploid Hl%Rr1lL, D
A 2o
B E LCFEMThE Xv. MLC w3435 BH#
fafEd low grade DRBMRETBETH B, ¥
BEOXCHET 5 1o, Bifs G &38RIk & 7
5. BAD MLC g & A K40 Lo thic &0
BN, BEOAHYELEAMANE Il h
BRI VBRMOHIG &L E2 5. Lhrl, HEER

FHRIEFCBVEZIRT VAP,

compromized host TIXEBEELHH X 5.

Complicated renal cystic mass

o} lEA ]

BRI A L BEMRE L OER, B 5\ B
DEVHOBJ/OERNOE—AITBEBRBMIC X 5. T
bbb, BRI ORIB0% % 78 B Bt B 1R A

s3T5,

BEFEEE LS L0 CT @ X % Biihig %k
DLWELIE % Table 2 1RT. & hbOBRALHE
Fifitc &7¢\~ complicated renal cystic mass & L
TENZET D b0y, BELLEIERO M,
TG X 2 il BRa £ O BELLCL O, &

Table 2. Diagnostic criteria on ultrasonography
and computer tomogram (CT) for

the simple renal cysts

. T3—

1) ARIa-pY—ThbI L

2) BRIBEDDRREN2NVI L

3) EREFOII-DOMMBMEALNDL E
2. CT

1) WEE—TKISEW CTHEERT L

2) BEIM<, CT CHHETERZW

3) ERELDDBHITFRTHLZ L

4) HEEBHEIBVIE

Fig. 5.

Magnetic resonance imaging (MRI) of

the congenital mesoblastic nephroma.
The solid mass and the cyst fluid in
the right kidney appear at the same low
intensity area on the upper T1 weighted
image. On the T2 weighted image in
the middle the cystic lesions in the solid
mass appear as an enhanced mass in
comparison to the adjacent cystic lesions.

Fig. 6.

The cyst fluid of this MCRCC case is
visualized as high intensity area in both
the T1 and T2 weighted images, which
means that the fluid is bloody or very
viscous.
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Fig. 7. The cyst fluid of this hemorrhagic cyst
case also appears as high intensity area
on both the T1 and T2 weighted images.

Yo X 5 R ERCEE, HanNFEREREA

=5a7SF7, =k 2y, hARE, H5HCEEIRE
PEBIRELLEDV DD, ThbOENEHIC KT
Rofiwe, m&EE, MRI, b5\ 3ERENRE
ERERATHS.

MRI T#EROSE, mE, AR T EHEE
%, T2 WRERL SCBEESESRERBELY, B
i Tl BAEGBCTHE- GEE BRERE LTHEE
ha., ZoMOd DRBEEMGR X VxR BHRE
#iRT. BERAOKE Lk Bkt ok T2
FEGRCTEES Tl HAESR TEES THBHH
(Fig. 5: congenital mesoblastic nephroma), If#
HHrVIIREBRARECKMAL T2, Tl LIEEEC
#Hxh5 (Fig. 6: MCRCC, Fig. 7: H4E#E
). # ¥V =v AKX BER MRI T, Ti, T2
hFAE S & b solid mass DFFIC enhancement
HEIBDHRS. Fig. 5 TREBHS & NHO M
W BRAD IS & o EH, ¥ T BREERTI D
(& D EHEHIRTWS.

BRI X 5 RAROMIERE O RFZHITE & T
BERMNED, Kleist b1, BFEFOEHBFEEL
D & BEAMA DN IREE AN B T & LR
L, %o total lipid & cholesterol 37
4.7 3 X0 23 mmol/l = THIE T BBOS
BB LT VLAY, T hilk, Bl AYET
LERELSRNBMETH D b, FREVCHR
ThhH. bbb, HIMmY:BERCIFEERKE TLRE

9% 19954

M Thz EbHEIRTWA, %%, Ljunberg
DI RN DB RN T ERO—>DRBECE 7 mm D
BB By S ES T, BRNARS D CA-
50 A% 225 units/ml (IEEMEPEE : 17 units/ml
Kl & EEA T Licfik BT 5. BlaAAK
DIEE® CA-50 ThZUIH BERIESITIL, Thb
ORI E A B EIBEICEREEL DN S,

von Hippel-Lindau 55 [C&HfT %
BEIROBESH

BT, 2 %10 von Hippel-Lindau JRIE G % /&5
Lic. 1618 i s odk CT EEERL &
BIAVRETH >R 1l cm O [EFH, dynamic CT
XL RERBREE LTRITE. 26IH
TIXBRRC T 5 B Bk OB, AHFER L&
lem o 2B B HED /B B 7787, von Hippel
-Lindau i Cix B IO &PH176%, BEOAHIN
38% L\ b B MDD, KEB TR TRT OB LRI
BOBIES Livich.

E b b I

BERAMERE L Bl e 2\ T, AFIP ©
Hartman LOSEE LR, KBNS XOEEEN
B, EEAR X%, Fh, complicated renal-
cystic mass DEFNCONWT, HREAZXERR LKL
HEE2H, ERTER O RETR B L IBRNEEY
Tot.
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