
Introduction:
Renal involvement in lymphoma is not very uncommon.
Probably the exact incidence of the condition is
underestimated as most cases are asymptomatic and less
sensitive to conventional investigations like
ultrasonography or intravenous urography. Autopsy studies
shows that secondary involvement of kidney occurs in ~
50% of patients with lymphoma.1 This condition is most
common in non-Hodgkin’s than Hodgkin’s lymphoma.
Involvement of kidney may occur by haematogenous
dissemination of systemic disease or contiguous spread from
retroperitoneal disease. It has an insidious clinical
presentation that occurs late in the course of disease.2,3

Sometimes it may be detected during follow up after giving
specific treatment when patient is in remission.4 Very rarely
it can also be involved as primary organ. Though primary
renal lymphoma as a clinical entity has been disputed initially
because kidney do not contain any lymphatic tissue, but
there are some reported cases.4-8 It is a rare condition,
comprising only 0.1% of renal lymphoma.8 The term is used
when the initial manifestation involves kidney or the lesion
is limited to it.3 The pathogenesis of primary renal lymphoma
is poorly understood. Some investigators believe that
lymphoma in non lymphoid organ arise in the setting of an
inflammatory disease with a lymphoplasmacytic infiltrate.9
However such explanation has not been applied for kidney.
It usually occurs in middle aged people and has slight male
predominance.6 Clinical presentation includes flank pain,
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symptoms of renal insufficiency due to obstruction,
haematuria and fever.3,10,11 In the series studied by
Dimopoulos et al, all of 6 patients presented with urinary
symptom without any peripheral lymph node enlargement.3
It disseminate rapidly from their renal origin.12 CHOP regimen
is the standard treatment and rituximab may be added.8
Survival is extremely poor, 75% of patients die in less than 1
year.12,13 Early detection of disease and initiation of systemic
chemotherapy may improve survival.

Case report:
A 20 year-old male garments worker from Tangail was admitted
in medicine unit, Mymensingh Medical College Hospital with
a 15 day history of dull, constant, localized pain and rapidly
progressive swelling in the left upper abdomen. His appetite
was reduced and lost weight approximately 5 kg. He had
history of low grade fever for few days before the onset of
pain and swelling. He had no urinary complaint and bowel
habit was normal. He did not give any history of vomiting,
cough, respiratory distress, jaundice or itching. He did not
have any history of TB or contact with known TB patient.
He consulted local doctors and was prescribed analgesics
with partial relief of pain. He was a smoker for 3 years, no H/
O sexual exposure and family history was insignificant.

On examination, he was ill looking, nutritional status was
below average, mildly anaemic, non icteric, pulse 72 beat/
min, BP 125/80mmHg, temperature 98.6 0F. Left kidney was
hugely enlarged, tender, firm with irregular surface. Liver

J MEDICINE 2011; 12 : 174-176

.



was enlarged, 3 cm from right subcostal margin along mid
clavicular line, nontender, firm with irregular surface. Other
systemic examination reveals no abnormality.

On investigation, WBC - 7800/mm3, neutrophil-68%,
lymphocyte-26%, monocyte-02%, eosinophil-04%. Hb was
10.5 gm/dl and ESR-104 mm in 1st hour. Urine R/E, Chest X
ray P/A view was normal. Prothrombin time was 15 sec, SGPT
60 u/l, Serum creatinine 0.8 mg/dl. USG of whole abdomen
revealed multiple SOL in liver, abdominal (para aortic)
lymphadenopathy, enlarged heterogenous left kidney
measuring 19×14cm. USG guided FNAC was done from liver
and left renal mass. Cytology of liver showed round cells
malignancy consistent with lymphoma and left renal mass
FNAC was consistent with large cell lymphoma. CT guided
FNAC was done from left kidney mass for cytology and
immunocytochemistry which showed B cell non-Hodgkin’s
lymphoma.

The patient was diagnosed as high grade B cell non-
Hodgkins lymphoma stage IVB. In fact, it was a case of
primary renal lymphoma. He was treated with chemotherapy
cylophosphamide, doxorubicin, vincristine, prednisolone for
8 cycle 4 weeks interval between each cycle and supportive
treatments. Response was excellent initially though relapse
occurred 7 months after the end of chemotherapy. Then he
was referred to a specialized oncology centre.

Discussion:
We consider that this is a rare and important case for
discussion in many points of view. The patient presented
with very short history and initially considering all the clinical
features it seemed to be a case of renal cell carcinoma with
metastases to liver and paraaortic lymph node. But he was
too young. We also considered disseminated tuberculosis
and lymphoma as differential diagnoses. Tuberculosis is very
common in our community. Moreover age and occupation
of the patient, history of low grade fever, weight loss was in
favour of tuberculosis. But duration of symptom was very
short and there was no urinary complaint. After doing the
initial noninvasive investigations including ultrasonography,
we did not get any specific evidence of tuberculosis and we
were also unable to reach a diagnosis. We did FNAC from
the liver mass which showed evidence of lymphoma. Then
we did FNAC from the renal mass to ensure the diagnosis
revealed by liver FNAC. It was also consistent with large
cell lymphoma. After doing immunocytochemistry of renal
FNA, the patient was leveled as high grade non-Hodgkin’s
lymphoma stage IVB as there was diffuse renal and hepatic
involvement and also systemic symptoms like fever, weight
loss. Secondary renal involvement in non-Hodgkin’s
lymphoma is a late and insidious feature, sometimes occur

during or after chemotherapy and mostly asymptomatic and
usually diagnosed by CT or MRI or at autopsy.2-4 But our
patient had presented with rapid onset of symptoms related
to left renal mass and examining and investigating the patient
also revealed huge renal mass and relatively small liver and
paraaortic node enlargement indicating that left kidney is
the primary organ involved and dissemination in liver and
para aortic nodes. So we finally diagnosed the patient as a
case of primary renal lymphoma. However treatment regimen
will not vary on the diagnosis whether primary or secondary.
Probably the only concern is dilemma in diagnosis and
prognosis. In some similar cases the suspicion of primary
renal lymphoma was not even kept and patient was diagnosed
after undergoing unnecessary nephrectomy and
histopathology.13,14 Most of the reported primary cases had
rapid systemic progression and survived less than a year.4,12

Our patient responded initially very well to intensive
chemotherapy though relapse occurred very soon and
ultimate prognosis could not be known. As the patient did
not followup.

Conclusion:
Our case is a rare one as very few like it was reported before.
Another thing is, in any patient with unilateral renal mass,
along with the diagnosis renal cell carcinoma, we should
keep lymphoma also as a differential diagnosis particularly
in atypical group. It may prevent unnecessary renal surgery
and specific therapy can be started without delay.
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