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ABSTRACT - The second case of simultaneous, contralateral hypernephroma and renal transitional 
cell carcinoma is described. Methods of managing bilateral renal tumors are reviewed. 

Simultaneous, bilateral renal tumors are un- 
usual occurrences, particularly when the his- 
tologic types differ. This report describes the 
second case of simultaneous, contralateral 
hypernephroma and renal transitional cell car- 
cinoma. 

Case Report 
A fifty-five-year-old white man was admitted 

to an outside hospital with a two-month history 
of hematuria and right flank pain. Excretory 
urography with tomography was performed 
which showed a filling defect in the right renal 
pelvis and a mass in the lower pole of the left 
kidney (Fig. 1A). Arteriography was interpreted 

as showing a vascular mass in the lower pole of 
the left kidney and a mass in the right renal pel- 
vis supplied by small arterial vessels (Fig. 1B 
and C). An incidental finding was an abdominal 
aortic aneurysm below the renal arteries. In- 
ferior venacavagram was normal. Ultrasonog- 
raphy demonstrated a mass lesion in the lower 
pole of the left kidney and an echo pattern in 
the right renal pelvis compatible with blood clot 
or tumor. 

Because of a lack of facilities for hemodialysis, 
should this need arise, the patient was trans- 
ferred to the University of Michigan. Upon arri- 
val at our Center physical examination was un- 
remarkable. Complete blood count revealed 

FIGURE 1. (A) Nephrotomogram showing defect in right renal pelvis and mass in lower pole of left kidney. 
(B) Arteriogram showing small arterial vessels supplying mass in right renal pelvis. (C) Vascular mass in lower 
pole of lefl kidney. 
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hematocrit of 39 and white blood cell count of 
7,700/mm3. Serum electrolytes were normal. 
Serum creatinine was 1.0 mg., blood urea nitro- 
gen 17 mg., calcium 8 mg., and bilirubin 0.9 
mg. per 100 ml.; serum glutamic oxaloacetic 
transaminase 20 I. U., serum glutamic pyruvic 
transaminase 11 I. U., lactic dehydrogenase 125 
I.U., and alkaline phosphatase 79 I.U. per mil- 
liliter. Urinalysis showed 5-10 red blood cells 
per high-power field. Chest x-ray film and 
barium enema were normal. 

Cystoscopy was performed. The ureteral 
orifices and bladder mucosa were normal. A 
right ureteral catheter was placed to collect 
urine for cytologic examination. This was re- 
ported as urothelial atypia. 

Right renal exploration was carried out 
through a flank incision with excision of the 
twelfth rib. The renal pelvis was approached 
posteriorly and opened. A mass was excised to- 
gether with a large portion of the renal pelvis, 
and the pelvis was closed. During surgery the 
right kidney was isolated from surrounding tis- 
sues with a polyethylene drape. The right flank 
wound was then irrigated with sterile water. 
After closure of this incision the patient was 
placed in the supine position, and a transabdom- 
inal left radical nephrectomy was performed. 
There was no evidence of metastatic disease 
within the abdomen. Evaluation of the aorta re- 
vealed a 5-cm. fusiform aneurysm below the 
level of the renal vessels. Pathology report re- 
turned transitional cell carcinoma (grade II) of 
the right renal pelvis and hypernephroma of the 
left kidney, without evidence of extrarenal inva- 
sion. 

Postoperatively the patient was anuric and 
became azotemic with serum creatinine reach- 
ing 13 mg./lOO ml. A right retrograde ureteral 
catheter was placed on the fourth postoperative 
day. A hydronephrotic drip was obtained at this 
time and serum creatinine fell rapidly. The ure- 
teral catheter was removed on the eighth post- 
operative day, and the urine output remained 
good with serum creatinine stable at 2.1 mg./ 
100 ml. The transient anuria was attributed to 
obstruction caused by surgical edema of the 
right renal pelvis or a blood clot. An excretory 
urogram obtained after discharge was normal 
except for minimal surgical distortion of the 
renal pelvis (Fig. 2). 

Comment 

Jozsi et al.’ reported the first patient with 
simultaneous, contralateral renal transitional 

FIGURE 2. Postoperative nephrotomogram with min- 
imal surgical distortion of right renal collecting sys- 
tem. 

cell carcinoma and hypernephroma, although 
Villegas2 mentioned an autopsy case. Our case is 
the second reported in a living patient. 

Bilateral renal tumors of identical histology 
have been reported more frequently. This phe- 
nomenon has been described with hyperne- 
phroma, 3-12 transitional cell carcinoma, 13-17 
Wilms tumor,18~1g squamous cell carcinoma,20 
angiomyolipoma,21 and metastatic disease. 22*23 
The incidence of bilaterality has been estimated 
at 1.8 per cent in hypernephroma,* 3.5 per cent 
in transitional cell carcinoma, I4 and 3-10 per 
cent in Wilms tumor. lg VonHippel-Lindau dis- 
ease is associated with bilateral hyperne- 
phroma24*25 and tuberous sclerosis with bilateral 
angiomyolipoma. *I 

Reported therapy has varied. Finkbeiner, 
Moyad, and Herwig reported 3 patients with 
bilateral simultaneous hypernephroma, each of 
whom were treated with unilateral radical ne- 
phrectomy and contralateral partial nephrec- 
tomy. McLoughlin13 described a case of simul- 
taneous bilateral renal pelvis transitional cell 
carcinoma managed with unilateral nephrec- 
tomy and contralateral benchwork excision of 
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tumor with subsequent autotransplantation. 
Stroup et al., 4 have recommended bilateral ne- 
phrectomy with hemodialysis and eventual 
transplantation as the best means for enhancing 
survival. Ehrlich et aZ.‘* described bilateral 
Wilms tumor treated with bilateral nephrec- 
tomy and transplantation but stated that this 
should be a last resort only if other methods of 
treatment were not possible. Williams sup- 
ported this viewpoint.2s 

In a situation as difficult as simultaneous bilat- 
eral renal malignancies, management must obvi- 
ously be individualized. In the case reported by 
Jozsi et al. ,i the transitional cell carcinoma was 
localized to the left upper pole calyceal system 
and was amenable to partial nephrectomy 
through a transabdominal approach with con- 
tralateral radical nephrectomy. In the present 
case the transitional cell carcinoma was in the 
renal pelvis, and a flank approach was used to 
allow unobstructed access to this area. The al- 
ternative of transabdominal exploration with 
right nephrectomy and left partial nephrectomy 
was not chosen because it was thought that 
more renal parenchyma could be saved from the 
right kidney, and also because of the belief that 
a radical nephrectomy on the side of the usually 
more aggressive neoplasm, the hypernephroma, 
was indicated. 

At the present time the most rational ap- 
proach to simultaneous bilateral renal tumors 
would appear to consist of in situ partial ne- 
phrectomy for preservation of renal paren- 
chyma, with resort to benchwork surgery or 
bilateral nephrectomy and transplantation only 
when the more conservative procedure cannot 
be done. 

Addendum 

A recurrence of transitional cell carcinoma of 
the right renal pelvis developed in this patient. 
He underwent right nephrectomy and is cur- 
rently on hemodialysis. 

Ann Arbor, Michigan 48109 
(DR. KONNAK) 
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