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Transitional cell carcinoma arising in a pyelocaliceal cyst
An unusual cystic renal lesion with cytologic and imaging findings

Received: 28 July 1998 / Accepted: 24 November 1998

Abstract The differentiation between benign and maligial cysts by noninvasive means remains a challenge [10,
nant cystic lesions of the kidney is a diagnostic chdl4]. Large cysts or those with thickened and irregular
lenge. Medical imaging aids in this task, but many cystialls, intracystic septa, increased density or contrast en-
renal lesions require further work-up, frequently by corhancement are designated as “complex” and require fur-
puted tomography-guided fine needle aspiration. We ther evaluation, which is frequently performed by com-
port on the pathological findings in a case of moderatglyted tomography (CT)-guided fine needle aspiration
differentiated papillary transitional carcinoma, whicfFNA) biopsy [3]. This report describes a papillary tran-
arose in a pre-existing pyelocaliceal cyst in a 53-year-aitional cell carcinoma (TCC) which arose in a pre-exist-
man. In the case of this lesion, the distinction betweeing benign pyelocaliceal cyst.

benign and a malignant renal cyst is blurred. To our

knowledge, this is the third such occurrence to be repaort-

ed and the first to be diagnosed by fine needle aspirat@iimical history

biopsy.

The patient was a 53-year-old man with a past medical history of

Key words Kidney - Solitary cyst - Transitional cell coronary artery disease, congestive cardiomyopathy (thought to

. : e S be related to excessive alcohol consumption) and arterial hyper-
carcinoma - Fine-needle aspiration bic,»sy tension. During a work-up for his hypertension, an excretory uro-

gram unexpectedly revealed a large mass in the middle region of
the right kidney. Sonography and CT with and without contrast

Introduction enhancement showed the mass to be a large (9.5 cm), complex
cyst (on the basis of focal wall thickening; Fig. 1). Serial sono-

. . . . graphic examinations during the next 24 months revealed addi-
Solitary renal cysts are a relatively common |mag”§@nal cystic structures in the vicinity of the renal pelvis adjacent

finding. Although most solitary renal cysts are benign the mass. A repeat CT examination showed that the mass had

cortical cysts of little or no clinical significance, in somicreased in size to 11 cm and that the medial cyst wall had be-

; ; ; ; ; ; ne thicker (exceeding 4 mm) and enhanced with intravenous
cases a cystic lesion is associated with a malignant ng%ﬂlrast. All of these changes elicited concern about the possibili-

plasm. To distinguish between benign and malignant {@of an underlying malignant neoplasm. A cystoscopic examina-
tion and periodic cytological examinations of voided urine were
unremarkable.
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Fig. 1a, b Medical imaging of
renal cysta computed tomo-
graphic imageb sonographic
image:

Fig. 2 Photomicrograph of a papillary frond of moderately differFig. 4 Composite photomicrograph of the moderately differenti-
entiated papillary transitional carcinoma in a cell block made froated superficial papillary transitional cell carcinoma that arose
the fine needle aspiration biopsy. Haematoxylin and eosin, «210rom the mucosa lining the cyst Atlow andB high magnifica-

Fig. 3 Gross photograph of the bisected nephrectomy specimt'eonn' Haematoxylin and eosin, x25, x225

showing the large cyst (9.5 cm). The probe tip indicates the area of
papillary transitional cell carcinoma. x(:.6
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Nephrectomy findings technique is FNA performed under CT imaging guid-
ance [15].
The kidney contained a 9.5 cm cyst in the middle region, The association between renal neoplasm and renal
which completely displaced the parenchyma of the supgstic lesions remains controversial. In a comprehensive
rior and inferior pole (Fig. 3). The cyst was uniloculareview of the literature with an individual series, Lang
encapsulated and tense, and it contained serosanguineoasluded that between 2.1% and 3.5% of kidneys with a
fluid and a blood clot (presumed to be secondary to thyestic lesion also harbor a neoplasm, renal cell carcino-
previous fine needle aspiration biopsy). The kidnewa being the most common [7]. The relationship be-
weighed 240 g after evacuation of the cystic contentseen a renal cyst and a renal neoplasm appears to fall
The epithelium lining the cyst was remarkable for an anto one of five general categories: proximity without an
ea of moderately differentiated papillary TCC measurimgiological relationship (a coincidence) [7], cystic degen-
3x2.5 cm on the hilar aspect (grade 2/3 according to #ration within a neoplasm [6, 10, 12, 14], cystic dilata-
World Health Organization histological grading systetion distal to a tumour secondary to tubular obstruction
[11]) (Fig. 4). There was neither stromal invasion, nor t{t, 14], adult polycystic renal disease (that is to say a ge-
mour extension beyond the cyst. The remaining cyst limetic cystic condition with possible predilection for renal
ing appeared to be atrophic, being composed of onlgeal carcinoma) [5], and tumours arising within a sporad-
single layer of benign cuboidal urothelium. The latera cyst (as in the case presented). Other examples of re-
wall of the cyst consisted of a thin rim of fibrous tissueal neoplasms that have arisen within or adjacent to be-
The renal parenchyma adjacent to the medial aspechigih renal cysts are “latent adenocarcinoma” [1], renal
the cyst was fibrotic and chronically inflamed, and prolell carcinoma [18], renal cell oncocytoma [16] and clear
ably corresponds to the thickened and enhancing cysli adenoma [4].
wall noted by CT. The additional cystic structures in the In conclusion, conventional wisdom and practice view
vicinity of the renal hilum noted on sonography probabbystic renal lesions as either benign or malignant. We
correspond to pelvicaliceal dilatation, which is presumédve presented an unusual renal lesion consisting of a
to have been secondary to compression by the cyst. Malignant neoplasm in a benign cyst, in which the dis-
croscopic examination of renal pelvis, calices, and ut@iction between a benign and a malignant renal cyst is
teral stump demonstrated multifocal atypical urotheliblurred. To our knowledge, this is the third report of
hyperplasia. Periodic urinary cytological examinatioRCC arising in a benign renal cyst, and the only reported
subsequent to the nephrectomy has been unremarkablease diagnosed by FNA biopsy.
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