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Abstract

Background: Renal malignancies in pregnancy are rare 
occurrences with a little over 100 cases described in liter-
ature. It is usually diagnosed and managed in the first tri-
mester but we present the management of a third trimester 
pregnancy with renal mass 

Case Presentation: A 27-year-old primigravida presented 
with a left sided intermittent pain at 32 weeks of pregnancy 
that on an ANC ultrasound revealed a renal mass. Diagnosis 
was through included a MRI for pre surgical planning Man-
agement included a MRI for pre surgical planning followed 
by a two staged simultaneous LSCS under spinal anesthesia 
and robotic left radical nephrectomy under general anes-
thesia. 

Conclusion: Management of renal malignancies in preg-
nancy requires careful choice of diagnostic modalities, mul-
tidisciplinary decision-making and careful surgical and anes-
thetic planning to give best maternal and foetal outcomes.
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Background

Renal malignancies diagnosed during pregnancy are rare oc-
currences with only about 100 cases described in literature so 
far [1-2]. The most common histological subtype is adenocar-
cinoma-clear cell carcinoma, with a small percentage taken up 
by chromophobe, nephroblastoma, angiosarcoma etc., [2]. It 
is usually an incidental finding during routine antenatal imag-
ing. In some cases, advanced tumors may present with palpable 
mass, pain or hematuria [3]. The diagnostic work-up for a renal 
mass including basic blood work, sonography and an MRI in-
stead of contrast CT scan as recommended by EAU guidelines 
[4].

Small renal masses can undergo surveillance, but larger 
masses need surgical intervention. Management requires 
multidisciplinary approach with careful consideration of pos-
sible consequences to mother and child. We report the case of 
27-year-old primigravida presenting with a renal mass in third 
trimester of pregnancy.

Case presentation

A 27-year-old primigravida presented at third trimester of 
gestation with intermittent abdominal pain. Ultrasound scan 
at 32 weeks of gestation revealed a large ill-defined heteroge-
neous mass in the left kidney, which was confirmed by an MRI 
scan as a 13 cm left renal tumour highly suspicious for renal cell 
carcinoma (Figure 1).

The clinical situation was discussed in multidisciplinary team 
and with the patient about the various treatment options. In 
view of advanced pregnancy, it was decided to perform a con-
comitant cesarean section and radical nephrectomy at 35 weeks 

The surgery was performed in two steps. Under spinal an-
esthesia and supine position, lower segment cesarean section 
was performed with a pfannenstiel incision. Healthy male child 
was delivered and was transferred to NICU for short observa-
tion. After delivering the placenta and securing the uterus, a 
single robotic trocar was placed under vision just supero-medial 
aspect of the left Anterior superior iliac spine. Airtight skin clo-
sure was done. 

The patient was then given a general anesthesia. The ro-
botic trocar was kept in a sterile condition and the patient was 
moved to kidney position. The operative area was cleaned and 
re-draped. The existing robotic trocar was utilized to secure 
other ports. Robot assisted radical nephrectomy and node dis-
section The renal vasculature was secured with hemolok clips. 
Highly engorged vessels were found in the perinephric and ret-
roperitoneal spaces (perhaps related to pregnancy) and these 
were secured using hemolock clips and bipolar energy. After the 
completion of nephrectomy, the cesarean section wound was 
opened, specimen delivered and abdomen was closed in layers.

The total operative time was 3 hours with robotic dock time 
of 1hour 20 minutes. Patient recovery was uneventful. 

Histopathological analysis revealed a grade 3 epithelial ori-
gin renal neoplasm suggestive of pT3aNx clear cell RCC with 
clear margins. The gross specimen was 17*14*8 cm in dimen-
sions with capsule intact. Genetic workup for VHL and fumarate 
hydratase gene mutations was offered owing to the young age 
of the patient.

Follow up consultation USG scan at 3 months and CT scan at 
6 months were normal. Both mother and baby are doing well.

Figure 1: MRI image showing renal mass and singleton live in-
trauterine pregnancy of 34 weeks. 

Discussion

Newly diagnosed malignancies occur in about 0.07-0.1% 
of all pregnancies [5]. Potentially malignant renal masses are 
extremely rare and renal cell carcinoma is the most common 
amongst them [6]. In 2015, Khaled et al., reported 106 cases of 
RCC in pregnancy described in literature with common present-
ing symptoms of flank pain, hematuria and hypertension. He 
also describes most cases to be incidental findings as part of 
routine ANC ultrasonography [5]. Our patient despite undertak-
ing routine ANC, presented only in the third trimester with flank 
pain owing to the large size of the mass.

Diagnostic evaluation of pregnant women with renal masses 
requires special consideration of non-invasive techniques and 
minimal radiation exposure to mother and foetus. MRI can ad-
equately identify, differentiate between, and stage solid renal 
masses in most cases, and with the avoidance of radiation expo-
sure to the foetus, this is the imaging of choice [4]. 

The challenge of managing RCC in pregnancy lies in the op-
erative difficulty and potential anaesthetic and surgical compli-
cation to the baby. Recommendations regarding the timing of 
surgery depend on the gestational age, the size of the mass and 
probability of survival of foetus [7,8]. Any surgery performed 
in first and third trimester is associated with a higher risk of 
spontaneous abortion and pre-term labour respectively. Third 
trimester malignancies can be either left alone until after deliv-
ery or synchronous surgery to prevent miscarriage. In contrast 
to small renal masses (usually a maximum of 4 cm in diameter), 
studies showed a positive correlation of tumour diameter with 
meta-static spread. Every additional centimetre of tumour di-
ameter added an additional risk of 25% for distant metastasis 
[9]. Thus, while smaller tumours can go into active surveillance, 
larger ones need early intervention. Considering the extremely 
large size of the mass, potential metastatic spread and mechan-
ical impact on the foetus, surgery with multidisciplinary involve-
ment was planned.

The surgical intervention needs to be timed after ensuring 
adequate growth and lung maturity of the foetus but at the 
same time ensuring a radical nephrectomy for the mother at 
the earliest available and safe opportunity, preferably within a 
month of the diagnosis.

The authors felt that performing a caesarean under spinal 
was more physiological and allowed the mother to see and feel 
the baby before going into general anaesthesia for nephrectomy.
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Securing a single robotic trocar under vision before closure 
of the abdomen after caesarean, allowed quick progress into 
the second step of the operation. 

The advantage of robot assisted surgery include reduced 
post-operative morbidity, decreased pain, and postoperative 
analgesic requirements, rapid postoperative mobilization, and 
decreased maternal hypoventilation and wound complications, 
all of which have positive impact on foetal well- being. This ad-
vantage can be clearly seen herewith, where mobilization and 
soft diet intake was achieved on POD1 and both mother and 
child were safely discharged on POD2. 

Conclusion

This case report is being written to understand the impor-
tance of right diagnostic modalities, multidisciplinary decision 
making and careful surgical planning and anaesthetic planning 
with regards to use of spinal anaesthesia for safety of the foe-
tus. The approach of simultaneous LSCS and radical nephrec-
tomy in case of adequate foetal lung maturity, use of robot as-
sisted laparoscopy and provision for intensive neonatal care in a 
tertiary level set-up and the choice of anaesthetic care can give 
best maternal and foetal outcomes. 

Informed Consent

Written informed consent has been obtained to publish this 
case from the patient.

Ethical Approval

Ethical approval is not required at our institution to publish 
an anonymous case report.
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