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Abstract

Introduction and Objectives. Papillary renal cell carcinoma is the second most common histological subtype of 
renal cell carcinoma, after the clear cell carcinoma.

Materials and Methods. This is a case of a 48-year-old male with history of transperitoneal radical nephrectomy for 
a left renal mass, with a histopathological diagnosis of pT3a pN1 type 2 papillary renal cell carcinoma, Fuhrman grade 
3, who developed large adenopathies three years after the excision of the primary tumor.

Results. The histopathological analysis of the excised intraabdominal adenopathies confirmed the suspicion of 
lymph node metastasis from type 2 papillary renal cell carcinoma, Fuhrman grade 3. Nine months postoperatively 
the intraabdominal masses reappeared, at which point Sunitinib therapy was initiated, with favorable response: the 
significant reduction in size of the adenopathies after six months of treatment.

Conclusions. The presence of positive lymph nodes on the surgical specimen should warrant the initiation of adju-
vant chemotherapy with curative objective, as the sole removal of the affected lymph node is most likely not enough 
to cure the disease.
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Introduction and Objectives
Papillary renal cell carcinoma is the second most 

common histological subtype of renal cell carcinoma 
(RCC), after the clear cell carcinoma and makes up 10-
15% of all renal cell carcinomas.[11] The introduction 
of various surgical treatment options for renal tumors 
provided key insights into the clinical and histopatho-
logical aspects that stand at the basis of present day 
guidelines of renal cell carcinoma therapy. Cure is rare-
ly achieved without complete surgical excision of RCC, 
although immune-based and targeted molecular treat-
ments can provide long-lasting clinical results. Howev-
er, despite a trend of earlier detection, the incidence of 
RCC is increasing and mortality rates remain high. [2,3,10]

Materials and Methods
This is a case of a 48-year-old male without any co-

morbidities and with a history of transperitoneal radi-
cal nephrectomy for a left renal mass, for which the his-
topathological diagnosis was pT3a pN1 type 2 papillary 
renal cell carcinoma, Fuhrman grade 3. The patient was 
examined at three months and six months postoper-
atively and then called for follow-up yearly. The year-
ly evaluations included contrast enhanced computed 
tomography (CT) examinations of the chest, abdomen 
and pelvis. When deemed necessary, a positron emis-
sion tomography - computed tomography (PeT-CT) 
was performed.

Results
All throughout follow-up the patient remained 

asymptomatic. There was no evidence of local or dis-
tant disease and the three months, six months, first 
and second year follow-ups. Postoperative CT scans 
showed only a few visible nonspecific retroperitone-
al lymph nodes under 1 cm in greatest length. At the 
third-year postoperative examination, the CT and sub-
sequent PeT-CT scans showed retroperitoneal adenop-
athies predominantly on the right side of the median 
line and several enlarged, metabolically active lymph 
nodes located left latero-cervical and in the right iliac 
fossa. An anterior transperitoneal approach was taken 
in order to perform a complete en-bloc excision of the 
intraabdominal adenopathies (interaortocaval and ret-
rocaval lymph nodes which were in contact with the 
vertebral bodies; right iliac lymph nodes) together with 
the right adrenal gland. The histopathological analysis 
of the surgical specimens showed and epithelial ma-
lignant neoplastic proliferation with a predominantly 
papillary architecture, with solid and tubular patches, 

high cytonuclear pleomorphism and small areas of 
hemorrhage, with presence of lymphovascular tumor 
emboli. The histopathological aspect corroborated 
with the clinical data established the diagnosis of lo-
cal recurrence of type 2 (Delahunt and eble) papillary 
renal cell carcinoma, Fuhrman grade 3, nucleolar grade 
3 (WHO/ISUP 2016). Postoperatively the patient devel-
oped adrenal insufficiency due to bilateral adrenalec-
tomy and was treated with intravenous hydrocortisone 
hemisuccinate in progressively lowering doses, later 
converted to oral treatment with Prednisone. The pa-
tient was discharged with a dose of 12.5 mg per day of 
Prednisone and referred to a specialized endocrinology 
department for follow-up. Nine months following the 
surgery, the PeT-CT examination showed a large retro-
peritoneal mass measuring 10 cm in greatest length, 
left retrocrural metabolically active adenopathy as well 
as left cervical and right obturator fossa adenopathies.

Fig. 1a

Fig. 1b Fig. 1c

Fig. 1. Right obturator fossa adenopathy (a), retroperitoneal mass, left 
retrocrural adenopathy and left cervical adenopathy (b, c), nine months 
after the excision of the intraabdominal adenopathies.

Fig. 2a

Fig. 2b

Fig. 2. Retroperitoneal 
adenopathic mass (a) and 

left cervical adenopathies (b) 
before Sunitinib treatment
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The patient was referred to the Oncology depart-
ment where Sunitinib therapy was initiated. A CT 
scan performed after 6 months of adjuvant treatment 
showed a significant reduction in size of the retroperito-
neal mass, as well as the all the adenopathies found on 
the previous imagery. The patient remains in the care 
of the Oncology department for continued treatment.

Discussions
The papillary subtype of renal cell carcinoma makes 

up 10-15% of all renal cell carcinomas. [11] Macroscopi-
cally the tumors are spherical, beige to white in color, 
frequently having a hemorrhagic component. The ten-
dency for multicentricity is typical for this subtype (up 
to 40% of cases) and appears more frequently in pa-
tients with end-stage chronic kidney disease and indi-
viduals with acquired cystic kidney disease.[4] There are 
two types of papillary RCC: type 1 – the most common, 
with basophilic cells and scarce cytoplasm, and type 2 
-  potentially more aggressive, with eosinophilic cells 
and highly granular cytoplasm.[8] The five-year survival 
rate for patients with papillary RCC varies between 86 
and 92%, as most patients have low grade tumors and 
are in an early stage.[4,6] In cases where the tumors are 
locally advanced and high grade, these have the poten-
tial to be lethal, in part also because of the inefficiency 
of currently available systemic therapies for papillary 
RCC. [1,5,7,9]

Fig. 3a

Fig. 3b

Fig. 3. Aspect after 6 months 
of Sunitinib therapy. Note the 
absence of the left retrocrural 
adenopathy and the significant 
decrease in size of the retro-
peritoneal mass (a) as well as 
the decrease in size of the left 
cervical adenopathies (b).

Conclusions
The presence of positive lymph nodes on the sur-

gical specimen shows that distant micrometastases 
might already be present at the time of the initial radi-
cal surgery for the primary tumor. This should warrant 
the initiation of adjuvant chemotherapy with curative 
objective, as the sole removal of the affected lymph 
nodes is most likely not enough to cure the disease.
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