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ABSTRACT

Renal cell carcinoma is the most common type of malignancy in pregnancy. Rupture of renal cell carci-
noma is not uncommon. The diagnosis of renal cell carcinoma is often delayed as the clinical presenta-
tion might resemble other pregnancy-related disorders or asymptomatic in most cases and a complete
ultrasonographic examination of the abdomen is not a part of the routine obstetric evaluation. We report
a rare case with spontaneous rupture of renal cell carcinoma in 20 years old in full-term pregnancy prim-
igravida presented by hypertensive disorder and severe abdominal pain with massive retro peritoneum
collection, radical nephrectomy was done and the patient life was saved.
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Introduction

Urological malignancy in pregnancy is a rare event. It is
only (13/1,000,000 pregnancies) (1) of estimated all types of
neoplasm during pregnancy 0.1% (2). Renal cell carcinoma is
the most common renal malignancy accounting for almost 90-
95% of all primary renal neoplasms (3). High parity and hor-
monal factors are potential risk factors (4). Diagnosis of renal
cell carcinoma during pregnancy comes late because it is
asymptomatic or sometimes presents similar to the common
symptoms of pregnancy (5). The possibility of malignancy
during pregnancy may not be kept in mind (5). It is difficult to
identify renal malignancy during pregnancy until the ad-
vanced stage of pregnancy because in most cases a complete
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ultrasound of the abdomen is not a part of the routine obstet-
ric evaluation (5). We report a rare case of spontaneous rup-
ture of a huge renal tumor during a full-term pregnant female.
A multidisciplinary approach is mandatory in the diagnosis
and management of renal cell carcinoma in pregnancy.

Case Report

A 20-years-old primigravida female presented at 38th
weeks of gestation. She was referred to Aswan university hos-
pital from a rural area. The patient complained of hypertensive
disorder during pregnancy. The clinical and radiological ob-
stetric evaluation revealed a viable single intrauterine fetus.
The delivery was by cesarean section. The patient developed
acute abdominal pain and distention shortly postoperative.
Abdominal ultrasonography revealed a huge left retroperi-
toneum hematoma. A computed tomography scan revealed a
hugely enlarged left kidney with heterogeneous density which
was surrounded by a large retroperitoneum perinephric
hematoma (Figure 1).

Immediate laparotomy was done with exposure of the left
retroperitoneal space, control of the left renal pedicle then re-
moval of the necrotic tissues and blood clots. The anterior
wall of the kidney was ruptured. Radical nephrectomy was the
line of treatment (Figure 2). The histopathological study from
kidney tissue revealed clear cell carcinoma GII with a wide
area of necrosis, focal papillary features, free tumor margin,
and focal interstitial nephritis. The patient survived with a
smooth post-operative course. Informed consent was obtained
from the patient for the publication of the case report
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Figure 2: Nephrectomy specimen

Discussion

Renal cell carcinoma is a common type of urological ma-
lignancy in pregnancy, it represents 3% of the adult popula-
tion, and its peak is after the 5th decade of life (5). The classi-
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cal triad of hematuria, flank mass, and flank pain are less com-
monly presented (26%). The main reported symptoms are pain
(50% of cases), hematuria (47%), and hypertension (18%).
Infrequent presentations such as hemolytic anemia, hypercal-
cemia, and rupture of tumor cyst were also reported (6).
Diagnosis of RCC is more frequently made incidentally dur-
ing ultrasound examinations performed for other reasons (7).
The safest diagnostic imaging test during pregnancy is ultra-
sound, with no radiation risk because of teratogenicity or car-
cinogenesis. Ultrasound has a sensitivity of (82%) to detect le-
sions of size 2x3 cm but it is operator-dependent (8). MRI is
the first choice for investigation in cases of malignancy in
pregnancy and can replace CT in non-pregnant. Plasma renin
level can be used as a screening test in young hypertensive
pregnant patients with suspicion of kidney cancer (2). Doppler
ultrasound can be used to assess the function of the contralat-
eral kidney (9) and renal scintigraphy may be needed to assess
renal function reserve before nephrectomy (10). Management
guidelines for RCC in pregnancy are not standardized and the
decision is individualized according to the time of diagnosis,
trimester stage, stage of the malignancy, and the safety of both
the mother and the fetus. The management needs a multidisci-
plinary approach and team discussions for decision making in-
cluding urologists, gynecologists, oncologists, and radiolo-
gists, the mother's choice and her wishes are always important
and respected.

Radical or nephron-sparing surgery remains a gold stan-
dard part of the management of RCC, even in metastatic dis-
ease as renal neoplasm is slowly growing with a doubling time
of more than 500 days (11). If the diagnosis of RCC is late in
pregnancy it will be reasonable to wait till after delivery. In the
20 trimester, surgery could be delayed till fetal lung maturation
by the 28" week of gestation or even postpartum in some re-
ports (12). If the diagnosis of RCC is in 1st trimester, it will be
advisable to wait till 2" trimester or have immediate surgery
despite the small increased risk of miscarriage (13). A solid
mass needs immediate surgery by either laparoscopic or open
surgery, transperitoneal or retroperitoneal governed by the
tumor site, size, and the expertise of the surgical team.

No correlation was reported between tumor size and fre-
quency of rupture. Rupture of the mass may be due to exten-
sion of the mass to the renal vein, causing an elevation in ve-
nous pressure secondary to tumor emboli or direct invasion of
the renal capsule (14). Spontaneous rupture of primary RCC
seldom occurs only in one case (0.3% of 309 cases) (14).
Another study reported 2 cases of ruptured RCC in pregnant
patients who were treated for end-stage disease (6).
Perioperative diagnoses are very difficult (15).

Conclusions

All cases of hypertensive disorders in pregnancy should be
investigated for secondary causes of hypertension. Abdominal
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ultrasonography must be done for all cases of hypertensive
disorders during pregnancy in the 2nd trimester. Even though,
there are more benign causes for hematuria and hypertension
during pregnancy such persistent symptoms should be evalu-
ated for rare causes also. With the increasing usage of ultra-
sonography in obstetrics, such conditions should not be
missed. Because renal cell carcinoma in pregnancy is poten-
tially curable with prompt diagnosis and management.
Awareness of rare events should always be kept in mind.
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