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Abstract: Renal Cell Carcinoma (RCC) is a rare malignancy but it is the most common renal neoplasm. Its 

presentation is usually in advanced stage if not diagnosed incidentally. This study sought to document the 

presentation, histological pattern and treatment of the RCC. This is a hospital-based retrospective study of 22 

patients, who presented with RCC over a period of 7 years from June, 2007. Patients’ records were retrieved to 

collate data which were subjected to statistical analysis. A total of 22 patients presented with RCC during the 7 

year study period.  The mean age of the patients was 52±16 years (range, 24 – 89 years) and male/female ratio 

was 1: 1.2. Most of the patients were in the age range of 40 – 49 years. All the patients presented with features 

of advanced disease. The classical triad of symptoms of RCC was found in 10(45.5%) patients. Seventeen 

(77.3%) patients had both abdominal ultrasound and computed tomography of the abdomen to further 

characterize the tumour. All the patients presented with tumour size more than 7cm with mean size 

16.34±7.11cm and 16.99±4.84cm in males and females respectively. Fourteen (63.6%) patients had radical 

nephrectomy while in 8(36.6%) patients tumour was non-resectable. Only 3 (13.6%) patients survived up to 5 
years while 9(40.9%) died and 10 (45.5%) were lost to follow up. Renal cell carcinoma (RCC) is a rare tumour 

but the number patients seen is increasing. It remains a deadly tumour of the kidney and in our environment this 

is compounded by late presentation of patients.  
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I. Introduction 
Renal cell carcinoma (RCC) represents 3% of adult malignancies1, 2. There are various types of renal 

tumours3, 4, but renal cell carcinoma is the most common renal malignant neoplasm and it constitutes 80 – 85 % 

of all kidney tumours in adults5, 6. Its incidence is increasing globally. 

Due to its retroperitoneal location, RCC remains asymptomatic and non-palpable until advanced 
disease develops. Most cases are identified during radiological examination for other reasons. In modern era, 

computed tomography (CT) scan of the abdomen obtained for other reasons identifies early renal masses. 

Presentation in the West African sub-region is usually late, with consequent high mortality and 

morbidity 7, 8, 9, 10. Chemotherapy and radiotherapy are ineffective and disappointing in the treatment of RCC. 

Therefore, surgery remains the mainstay of treatment of the tumour even in the advanced stages. 

Various studies in other parts of the West African subregion have looked at the presentation and 

management of the renal cell carcinoma9, 10, 11, 12.  

This was a retrospective cross-sectional study that sought to document the presentation, histological 

characteristics and pattern of treatment of renal cell carcinoma in Jos. 

 

II. Patients And Methods 
This a hospital-based retrospective cross-sectional study carried out at Jos University Teaching 

Hospital (JUTH). The records of patients presenting with renal cell carcinoma between June, 2007 and June, 

2014 were retrieved. Patients’ demographic data, clinical presentation, investigations, surgical treatment, 

histologic characteristics and outcome were entered into SPSS version 21. The data was subjected to statistical 

analysis using the same statistical software. 

 

III. Results 

A total of 22 patients presented with RCC during the 7 year study period.  There were 10 males 

(45.5%) and 12 females (54.5%) giving male to female ratio of 1: 1.2. The mean age of the patients was 52±16 

years (range, 24 – 89 years). Most (38.1%) of the patients were in the age range of 40 – 49 years. Patients within 

50 – 59 age range constituted 27.3% of the total number of patients (Table 1). 

The presenting complaints were haematuria, flank pain, flank mass and weight loss for varying 

duration of 12 – 30 months prior to presentation. Only two (9.1%) patients presented with haematuria as the 

only complaint. Five (13.6%) patients presented with flank pain while seven (31.8%) patients had with flank 

pain along with flank mass. The classical triad of flank mass, flank pain and haematuria was found in 10 

(45.5%) patients. Eighteen patients (81.8%) had weight loss (Table 2). 
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All patients had previously had initial evaluation (including abdominal ultrasonography) in a private or 

general hospital before presentation. Seventeen (77.3%) patients who had abdominal ultrasonography 

subsequently had Computed Tomographic urography while 5 (22.7%) of the patients had Intravenous urography 
(IVU). 

All the patients presented with tumour size > 7 cm. The mean tumour size for male patients was 16.34 

± 7.11cm while that in females was 16.99 ± 4.84 cm. The mean difference was 0.65cm (-5.99 – 4.69, p=0.85). 

Radical nephrectomy was the mainstay of treatment in 14 (63.6%) patients. In 8(36.4%) patients, 

tumour was non-resectable and only biopsy was obtained at surgery. No patient had partial nephrectomy. Only 

one patient had post-operative interferon and bevacizumab. All patients with severe pain who also had non-

resectable tumour were referred for palliative radiotherapy. 

Three (13.6%) patients survived for 5 years or above. Nine (40.9%) died, while 10(45.5%) were lost to follow 

up. 

 

Table 1: Age distribution 
 

Age group 

 

Number of patients 

 

Percentage (%) 

20 – 29 2 9.1 

30-39 2 9.1 

40 – 49 7 31.8 

50 – 59 6 27.3 

60 – 69 1 4.5 

70 – 79 2 9.1 

80 – 89 2 9.1 

Total  22 100 

 

Table 2: Patients and Tumour Characteristics 
Presentation,Characteristics,Treatment Total % 

   

Presentation 

          Incidental detection 

 

0 

 

0 

          Haematuria 2 9.1 

          Flank pain 5 13.6 

          Flank mass   

          Flank pain + Flank mass 7 31.8 

          Classic triad 10 45.5 

           Weight loss 18 81.8 

Preoperative Imaging   

          Abdominal USS+ IVU 5 22.7 

          Abdominal USS+ CTU 17 77.3 

Surgery   

          Radical Nephrectomy 14 63.6 

           Irresectable 8 36.4 

Histological subtype   

          Clear cell carcinoma 15 67.7 

           Papillary carcinoma 5 23.8 

           Unclasssified 1 4.8 

           Not stated 

Tumour size 

            ≤7cm 

            >7cm 

1 

 

0 

22 

4.5 

 

0 

100 

 

IV. Discussion 

Our study buttressed the fact that Renal cell carcinoma (RCC) is a rare malignancy as reported in other 

studies1, 2. We noted an increase in the number of patients that presented during the period under review. A total 

of 22 patients were seen over a 7 year period.  Over 10year duration, Mandong13, in a previous review at the 
same institution found that of 2,246 malignant tumours that presented only 17 were RCC. Also, a 10year review 

by Seleye-Fubara14 and colleagues recorded only 10 cases of RCC in Port Harcourt. Other studies from South-

Eastern Nigeria also recorded lower number of patients compared to our finding 5, 15. The incidence of RCC has 

been increasing globally over the last two decades.  Several studies have shown that the overall incidence of 

RCC and the incidence of late-stage RCC have been increasing gradually 16, 17. 

The age range of patients in this study was 24 to 89years, with mean age of 52yeares. The peak age 

incidence at presentation in our study was 40-49. This differs from report from Europe and North America 

where the peak incidence of RCC is after the 5th decade of life, commonly early 60s2, 19, 20.  Past studies support 

that RCC is diagnosed in younger patients in our subregion5, 8, 9. 



Presentation And Management Of Renal Cell Carcinoma: A 7-Year Review 

DOI: 10.9790/0853-14441619                                       www.iosrjournals.org                                           18 | Page 

The male-to-female ratio in this study was 1: 1.2. This slight female preponderance agrees with 

previous retrospective review in our Hospital13. This contrasts with findings from other studies where RCC is 

noted to be commoner in males19, 21, 22. This may be a reflection of the fact that the incidence of RCC has been 
found to increase rising in women23. 

 Overall, the difference in our patient demographics compared to other studies may be due to the small 

number of patient we reviewed or indeed due to genetic and environmental differences in our patients.  

This study also highlights the problems associated with the management of RCC in our subregion, 

particularly late presentation of patients. Most patients in our study presented with features of advanced disease. 

The diagnostic classical triad is a feature of late presentation. Many patients (45.5%) presented with classical 

triad of weight loss, haematuria and abdominal mass. The finding of late presentation agrees with reports from 

other centres in the subregion7, 8,9,10. 

 No patient presented with incidental tumour in our study.  In contrast, in Europe and America, most 

RCCs are diagnosed incidentally. Jayson 24 and colleague, in a review of 131 consecutive patients who had 

nephrectomy for RCC found that 61% of the patients were incidentally diagnosed. Additionally, tumour stage is 
lower and 5 year survival rate is better in incidentally diagnosed RCC. 

Abdominal ultrasound can be used to detect the presence of renal mass but it is operator dependent and 

is limited in complete characterization of such masses.  Computed tomography (CT) scan is the imaging 

modality of choice in the diagnosis and characterization of RCC. It reveals the tumour, its extent, venous 

involvement, status of loco-regional lymph nodes as well as adrenal and liver extension. Computed tomography 

(CT) scan is available and largely affordable in our center.   Many of the patients (77.7%) had CT urography 

and abdominal ultrasound, indicating increasing use of the modality to charaterise the tumour. This contrasts 

with earlier studies where CT of the abdomen were rarely done due to non-availability or high cost5, 8, 9 .

Our study also found that all the patients presented with tumour size greater than 7cm with the mean 

tumour size measuring 16.6cm. There is positive correlation between renal mass being malignant and tumour 

size. Tumour size of more than 7cm in diameter is 95-99% likey to be malignant25. 

There are several histological subtypes of RCC. In this study, 67.7% of the tumours were clear cell 
carcinoma. The clear cell variety of RCC arises from the epithelial cells lining the proximal convoluted 

tubules26, 27. Papillary carcinoma accounted for 23.8% of the tumours. Other studies have also demonstrated that 

clear cell carcinoma is the commonest histological subtype of the RCC28, 29. 

The detection of smaller tumours has stimulated increased use of minimally invasive techniques in the 

treatment of RCC e.g. cryotherapy, partial nephrectomy, laparoscopic resection and radiofrequency ablation. 

None of these techniques was used for our patients as all our patients presented with advanced disease and 

tumour size more than 7cm in diameter. Most of the patients (63.6%) had radical nephrectomy while 36.4% of 

the tumours were non-resectable. Surgery remains the mainstay of treatment for the RCC as it is not responsive 

to radiotherapy or chemotherapy30. 

Less than 10% of patients with metastatic disease survive more than five years31. In this study, only 

three (13.6%) patients are still alive after 5 years. Ten patients were lost to follow up and 9 have died. 
Our study is limited by the fact that small number of patients was evaluated and relatively of shorter 

duration. Also, our data represent a retrospective review and therefore subject to inherent biases of a 

retrospective study. 

 

V. Conclusion 

Renal cell carcinoma (RCC) is a rare tumour, though the number of patients seen is increasing. It 

remains a deadly tumour of the kidney and in our environment this is compounded by late presentation of 

patients.  

 

References 
[1]. Walker JL, Knight EL. Renal cell carcinoma in pregnancy. Cancer.1986; 58: 2343 – 2347. 

[2]. Kirkali Z, Cal C. Renal cell carcinoma: Overview. In: Nargund VH, Raghavan D, Sandler HM, editors. Urological Oncology. 

London: Springer; 2008: 263 – 280. 

[3]. Motzer RJ, Bander NH, Nanus DM. Renal cell carcinoma. N Engl J Med.1996; 335: 865 – 875. 

[4]. Jemal A, Siegel R, Ward E. Cancer statistics, 2007. CA Cancer J Clin.2007; 56: 43 – 66. 

[5]. Aghaji AE, Odoemene CA. Renal cell carcinoma in Enugu, Nigeria. West Afr J Med.2000; 19: 245 – 258. 

[6]. Oliech JS. Clinical presentation and Management of Renal Cell carcinoma. East Afr Med J. 1998; 75: 594 – 597. 

[7]. Odubanjo MO, Oluwasola AO, Ikuerowo SO, Akang EE. Histopathological pattern of Renal Cell Carcinoma in Ibadan. Afr J Med 

Sci.2010; 39: 317 – 321. 

[8]. Badmus TA, Salako AB, Arogundade FA, Sanusi AA, Adesankanmi A. Malignant renal tumours in adults: A ten- year review in a 

Nigerian. Saudi J Kidney Dis Transpl.2008; 19: 120 – 126. 

[9]. Gueye SM, Diallo B, Fall PA. Malignant kidney tumours in adults in Senegal: diagnostic and therapeutic problems. Dakar Med. 

1998; 48: 213 – 215. 

[10].  Awori NW. Renal tumours in Kenya. Trop Doct. 1975; 5: 170 – 172. 



Presentation And Management Of Renal Cell Carcinoma: A 7-Year Review 

DOI: 10.9790/0853-14441619                                       www.iosrjournals.org                                           19 | Page 

[11].  Klufio GO. A review of genitourinary cancers at the Korle-Bu Teaching Hospital Accra, Ghana. West Afr J Med.2004; 23: 131 - 

113 

[12].  Sow M, Nkegoum B, Oyono JL, Garou, Nzokou A. Epidemiological and histological features of Urogenital tumours in Cameroon. 

Prog Urol.2006; 16: 36 – 39. 

[13]. Mandong BM, Iya D, Obekpa PO, Orkar KS. Urological Tumours in Jos University Teaching Hospital , Jos, Nigeria (A Hospital-

based Histopathological study). Nigerian  Journal of Surgical Research.2000; 2: 108 – 113. 

[14].  Seleye-Fubara D, Etebu EN, Jebbin NJ. A ten-year pathological study of renal tumours in Port Harcourt, Nigeria. Annals of 

African Medicine.2006; 5: 64 – 67. 

[15]. Mbaeri TU, Orakwe JC, Nwofor AME, Oranusi CK, Ulebe AO. Malignant renal tumours in adults in Nnamdi Azikiwe University 

Teaching Hospital, Nnewi, Nigeria. Nigerian Journal of   Medicine. 2012; 21: 377 – 380. 

[16].  Mathew A, Devesa SS, Fraumeni JF Jr. Gobal increases in Kidney cancer incidence, 1973 – 1992. Euro J Cancer Prev.2002; 11: 

171 – 178. 

[17].  Mindrup SR, Pierre JS, Dahmoush L. The prevalence of renal cell carcinoma diagnosed at Autopsy. BJU Int.2005; 95: 31 – 33. 

[18].  Bryant DA Scheinfeld AG, Russo P, Gardin PB, Reuter VE. Conventional renal cell carcinoma: A Clinicopathological study of 183 

cases from 1991 to 1994. Mod Pathol.1998; 11: 77 – 77. 

[19]. Parkin CM, Whelan SL, Ferlay J. Cancer incidence in five continents. IARC Scientific publication No.155. Lyon,France: 

International agency for Research on cancer.2002. 8. 

[20]. Parkin DM, Bray F, Ferlay J, Pisani P. Global cancer statistics, 2002. CA cancer J Clin.2005; 55: 74 – 108. 

[21].  Landris SH, Murray T, Boldens S, Wingo PA. Cancer statistics, 2005. CA Cancer J Clin.2005; 55: 10 – 30. 

[22].  Michael T. Kidney tumours. In: Daniel N, editor. Urological Oncology. Texas: Landes Bioscience; 2005: 35 – 36. 

[23]. Chow WH, Devesa SS, Warren JL. Rising incidence of renal cell cancer in the United States. JAMA.1999; 281: 1628 – 1631. 

[24]. Jayson M, Sanders H. Increased incidence of serendipitously discovered renal cell carcinoma. Urology.1998; 51: 203 – 205. 

[25].  Frank I, Blute ML, Cheville JC, Loshe CM, Weaver AL, Zincke H. Solid Renal Tumours: An Analysis of pathological features 

related to tumour size. J Urol.2003; 170: 2217 – 2220. 

[26]. Wallace AC, Nairn RC. Renal Tubular antigens in Kidney tumours. Cancer. 1972; 29: 977 – 981. 

[27]. Yoshida SO, Imam A, Olson CA. proximal renal tubular surface membrane antigens identified in primary and metastatic renal cell 

carcinomas. Arch Pathol Lab Med.1986; 110: 825 – 832. 

[28]. Thoenes W, Storkel S, Rumpelt HJ. Histopathology and classification of renal tumours (adenomas, oncocytomas, 

adenocarcinomas): the basic cytological and histopathological elements and their use for diagnostics. Pathol Res Pract. 1986; 181: 

125 – 143. 

[29].  Reuter VE, Presti JC Jr. Contemporary approach to the classification of renal epitheloid tumours. Semin Oncol.2000; 27: 124 – 

137. 

[30].  Yagoda A, Abi-Rached B, Petrylak D. Chemotherapy for advanced renal-cell carcinoma: 1983 – 1993. Semin Oncol.1995; 22: 42 – 

60. 

[31]. Delahunt B, Eble JN. Papillary adenomas of the kidney: an evolving concept. J Urol Pathol.1997; 7: 99 – 112. 


