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Abstract

Introduction. The relationship between autosomal dominant polycystic kidney disease (ADPKD) and the develop-
ment of Renal cell carcinoma (RCC) is not fully understood, but according to some recent studies, ADPKD is an in-
dependent risk factor for RCC. Renal transplantation is the treatment of choice for the patients with end stage renal 
disease (eSRD). There are no solid indications for RCC screening in these patients, but according to some recent stud-
ies, prevalence of RCC is high, especially when eSRD is associated. It is very important to know the oncological status 
before the transplant procedure in order to obtain the best outcome.

Case report. We report the case of a 52 years old female, with eSRD and ADPKD, who was referred to our depart-
ment by the nephrologist for incidentally diagnosed left kidney tumor being evaluated for admission on the kidney 
transplant wait list. Left radical nephrectomy was performed and the histopathological study revealed papillary RCC 
pT2a pN0. At the six month follow-up, CT scan revealed no local recurrence or distant metastases. The estimated time 
before kidney transplant in case of cancer remission is at least 2 years. 

Conclusions. For clinicians it is important to be aware of the higher incidence of RCC in patients with ADPKD, es-
pecially for patients receiving long term dialysis, in order to diagnose them in an early stage. For the patients with 
ADPKD undergoing evaluation for kidney transplant, screening should be considered, in order to choose the right 
time for transplant after cancer remission, bearing in mind that tumor recurrence or de novo kidney cancer is more 
frequent after kidney transplant; this could provide the best oncological outcome and graft function. Because there 
are no clear indications for kidney cancer screening of these patients, it is important to report every case of ADPKD 
harbouring RCC. 
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Introduction
Autosomal dominant polycystic kidney disease 

(ADPKD) is the most common hereditary kidney dis-
ease and a leading cause of end-stage renal disease, 
5-10% of cases requiring renal replacement therapies, 
kidney transplant being the treatment of choice. De-
spite the lack of large studies on the subject, the prev-
alence of RCC in patients with ADPKD on dialysis is two 
to three times higher than in eSRD patients without 
ADPKD; prevalence of RCC in ADPKD patients is 8%. 
The symptoms of RCC in ADPKD patients are non spe-
cific and poor, making it difficult to suspect on clinical 
examination; furthermore, the imagistic studies often 
don’t show specific features of RCC due to the modified 
renal architecture. In 25% of cases, an intracystic papil-
lary tuft-like lesion is observed, and is considered to be 
a precursor of RCC. 

Regarding histology, clear cell RCC is the most fre-
quent, followed by papillary RCC, clear cell papillary 
RCC and chromophobe RCC; in recent studies, ADPKD 
harbouring RCC showed multifocal and bilateral be-
haviour, worsening the prognosis.

Clear cell RCC is the predominant subtype for pa-
tients with short dialysis time and papillary RCC is pre-
dominant for those on dialysis for more than 4 years; 
dialysis affects the tumour-type histology. It is known 
that malignancies are the second most common cause 
of death after cardiovascular disease; the increased risk 
of cancer is owed to immunosuppression, viral infec-
tions with oncogenic viruses and altered T-cell immuni-
ty. This makes pre-transplant screening more valuable 
and can lead to an early stage diagnostic. According to 
the Cincinnati Registry, for RCC incidentaloma (tumor 
smaller than 3 cm), no waiting time is needed before 
the transplant surgery; for early diagnosed tumours 
the waiting time is at least two years, and for large in-
vasive tumours is at least 5 years of tumour remission. 

Case report
We present the case of a female patient, D.C., 52 

years old, with a history of ADPKD on dialysis for six 
years, high blood pressure, who was evaluated by the 
nephrology department for enrolling on the kidney 
transplant wait list, incidentally diagnosed first ultra-
sonographic, then at the CT scan with a large upper 
pole left cystic kidney tumour classified as Bosniak III 
103/98/92 mm. She was referred to our department for 
therapeutic decision. At admission, serum creatinine 
was 5.28 mg/dl and Hb 8.0 g/dl. On clinical examina-

tion, her blood pressure was 150/83 mmHg. The ab-
dominal examination showed bilateral asymmetrical 
palpable renal masses, with the lower pole of the left 
kidney at the iliac crest. 

After the multidisciplinary consult, formed by a 
team of urologists, nephrologists, radiologists, anaes-
thesiologists and cardiologists, we decided to perform 
a left radical nephrectomy with local lymphadenecto-
my. The surgery underwent in good conditions and the 
patient was discharged after seven days. The resected 
kidney measured 170/100/90 mm; the tumour was sit-
uated on the upper pole and it measured 90/75 mm, 
the remaining renal parenchyma being occupied by 
numerous cysts. The tumour presented a large necrot-
ic area, invades the renal parenchyma but is separated 
from the perirenal fat by a pseudocapsule formed by 
atrophic renal tissue. The histopathological exam re-
vealed papillary-RCC stage pT2a pN0.

The six month follow-up CT scan showed no local 
recurrence or distant metastases. According to the Cin-
cinnati Registry recommended waiting time until kidney 
transplant, our patient will need at least two years of can-

Figure 1. Coronal section 
of contrast-enhanced CT 
study showing left renal 
mass 10.34/10.29 cm.

Figure 2. Axial section of CT study showing the upper 
pole left renal tumour
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Conclusions 
Screening for RCC proved to be useful in our case, 

because this patient benefits of a good prognosis, 
being diagnosed in an early stage. After a minimum 
of two years of cancer remission, the patient may be 
a good recipient of kidney transplant. Right nephrec-
tomy may be considered in her case, due to the bilat-
eral behaviour of ADPKD related RCC. After the kidney 
transplant procedure, an individualised oncological fol-
low-up will be needed in this case, given the high risk 
of recurrence or de-novo tumours, being associated 
with a high mortality rate.

For clinicians it is important to be aware of the high-
er incidence of RCC in patients with ADPKD, especial-
ly for patients receiving long term dialysis, in order to 
diagnose them in an early stage. For the patients with 
ADPKD undergoing evaluation for kidney transplant, 
screening should be considered, in order to choose the 
right time for transplant after cancer remission, bear-
ing in mind that tumour recurrence or de novo renal 
cancer is more frequent after kidney transplant; this 
could provide the best oncological outcome and graft 
function. Because there are no clear indications for re-
nal cancer screening of these patients, it is important to 
report every case of ADPKD harbouring RCC.   
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