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Synchronous renal oncocytoma, endometrioid
ovarian and endometrial carcinoma: a case report

Renal onkositorn ile es zarmarili endometrioid over ve endornelrium karnseri
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Abstract

Ozet

The simultaneous presentations of endometrial and ovarian carcino-
mas are well-recognized. Oncocytoma is a benign renal tumor. In this
presentation, it was purposed that the simultaneous presentations of
endometrial, ovarian and renal tumors are reviewed. A 48-year-old
woman presented with abdominal distention was found to have stage
IB endometrioid cell carcinoma of the ovary, stage IC endometrial
carcinoma of endometrioid type, and oncocytoma of the right kidney.
Radical hysterectomy, bilateral salpingooopherectomy, retroperito-
neal lymph node dissection, and right nephrectomy were performed.
The present case is the first case of simultaneous presentation of re-
nal oncocytoma, endometrioid type endometrial and ovarian carcino-
mas.(J Turkish-German Gynecol Assoc 2009; 10: 43-6)
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Endometrium ve overin es zamanl kanserleri iyi tanimlanmistir. On-
kositom iyi huylu bébrek tiimoriidiir. Bu sunumda endometrium, over
ve bobregin es zamanh tiimorlerinin gézden gecirilmesi amacland.
Karnn siskinligi ile bagvuran 45 yasindaki kadinda evre IB endometrio-
id hiicreli over kanseri, evre IC endometrium kanseri ve sag bobrekte
onkositom saptandi. Radikal histerektomi, bilateral salpingoooferek-
tomi, retroperitoneal lenf nodu diseksiyonu ve sag nefrektomi yapildi.
Bu olgu yayinlanan ilk renal onkositom ile es zamanl endometrium ve
overin endometriod tip kanseridir.

(J Turkish-German Gynecol Assoc 2009; 10: 43-6

Anahtar kelimeler: Endometrium kanseri, over kanseri, renal onkosi-
tom, eszamanl kanser, renal timor

Introduction

Oncocytoma is a non-frequent renal neoplasm. Oncocytoma
is a benign tumor, and accounts for approximately 3-7% of all
renal neoplasm’s (1). A few cases of local invasion and metas-
tases have been reported in the literature, but these probably
represent chromophobe renal cell carcinoma, rather than
oncocytomas. The preoperative distinction between benign
oncocytoma and renal cell carcinoma is important because a
correct diagnosis could allow patients to avoid aggressive sur-
gical procedures. For distinction between renal oncocytoma
and renal cell carcinoma, ultrasonography, magnetic resonan-
ce imaging, and computerized tomography scan can be perfor-
med, but the accurate diagnosis is not possible before surgery
and histologic examinations of the specimens. The consensus
for the treatment of oncocytoma is surgical excision. In patient
with definite preoperative diagnosis, nephron sparing surgery
or laparoscopic surgery could be performed (2).

The simultaneous presentations of endometrial and ovarian
carcinomas are a well-recognized phenomenon. Most of them
are metastatic lesions arising from either endometrial or ova-
rian carcinomas. Cancers occurring primarily and simultane-
ously in endometrium and ovary are relatively rare (3). These
synchronous tumors occur in 5% of women with endometrial

and 10% of women with ovarian cancers. The most frequent
hystological subtype of synchronous endometrial and ovarian
cancer is endometrioid/endometrioid adenocarcinoma. The-
se carcinomas account for 0.58% of all female genital cancer
(4). Synchronous primary carcinomas of endometrium and
ovary are seen in younger women, with lower parity, and they
are more differentiated, at earlier stages, have lower invasion,
and better prognosis than single carcinomas of endometrium
and ovary (5).

In this paper, the first case of coexistence of renal oncocyto-
ma, endometrioid type endometrial and ovarian carcinomas
was presented.

Case Report

A 48-year-old (gravida 1, para 1) woman presented with ab-
dominal distention and vaginal bleeding was found to have
bilateral pelvic and right renal mass. There were hypertensi-
on and seizures in medical history. Family history of ovary and
endometrium cancer was absent. Abdominal examination de-
monstrated a right flank and pelvic mass. The values of hemog-
lobin, creatinine, urea, and electrolytes were normal. Chest
X-ray revealed few atelectasic slits on right bottom of lungs.
Abdominal ultrasound showed an 8.5 cm mass in the right up-
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per pole of kidney, 53x45x112mm measured uterus, 5mm thick
endometrium, a pelvic solid mass of 125x75mm in diameter at
right adnexial site, and ascites. Computerized tomography and
magnetic resonance imaging confirmed these findings.

Cal25 and Cal99 levels were 1282 IU/ml, and 386 IU/ml, res-
pectively. Preoperative endometrial biopsy revealed endomet-
rioid type adenocarcinoma. Radical hysterectomy and bilateral
salpingooopherectomy were performed. After intraoperative
urology and pathology consultations, right nephrectomy, surgi-
cal staging including omentectomy, bilateral pelvic, para-aortic
lymph node dissections were performed. Peritoneal washing
fluid was collected for cytologic evaluation.

On macroscopic examination the specimen was composed of a
9x7x3cm measured uterus, normal fallopian tubes and ovaries
measured 17cm on the right side, and 20cm on left side. Endo-
metrial mass measured 6x3,5cm bulged into the endometrial ca-
vity. The cross sections of both ovaries were solid, off white, and
partially cystic. The microscopic appearance of the endometrial
mass exhibited the features of moderately differentiated histolo-
gical grade II, with >1/2 myometrial invasion (Figure 1). The sec-
tions of the ovaries showed histological grade II, malignant endo-
metriod tumor, and both of the capsules were intact (Figure 2).
Omentum and dissected lymph nodes from bilateral pelvic and
para-aortic regions were negative for any metastatic neoplasm.
The right nephrectomy specimen was measured 16x9x3cm. On
sectioning, in the upper pole of the kidney, there was a well cir-
cumscribed, tan colored tumor, with a large central area of he-
morrhage, measuring 9x9cm in diameter. The tumor was com-
posed of cells with abundant granular eosinophilic cytoplasm
growing in a tubular manner. The nuclei were small, round, and
regular with a centrally placed nucleolus (Figure 3).

The surgical-pathologic stage of ovarian endometrioid adeno-
carcinoma was IB and of endometrial carcinoma was IC. Patho-
logic diagnosis of renal mass was oncocytoma. She underwent
postoperative radiotherapy. Seventeen months after surgery,
she remained well without evidence of recurrence.

Because of our inadequate laboratory circumstances, the ge-
netic investigation of BRCA1 and BRCA2 germline mutation
couldn’t be done.

Discussion

Synchronous multiple primary tumors are relatively rare. While
the etiology and pathogenesis of these tumors remain uncle-
ar, it has been proposed that embryologically similar tissues,
when simultaneously subjected to either hormonal influences
or carcinogens, may develop synchronous neoplasms (6). The
most common synchronous gynecological neoplasms are ova-
rian and endometrial cancers in the literature. Patients suffering
from primary genital malignancies are sometimes co-afflicted
with other primary cancers (7,8).

On the other hand, many cases of histological distinct renal tu-
mors occurring coincidentally in the same patient and cases
of urologic cancers associated with colorectal and endomet-
rial cancer have been reported (9,10). The cases with familial
cancer syndromes like the Lynch syndrome are at high risk for
cancer, including cancers of the upper urologic tract, ovary, co-
lorectal and endometrial cancers (11).

However renal oncocytoma which is categorized as benign ne-
oplasm has several features that overlap with other renal neop-

lasms such as chromophobe, granular, and papillary renal cell
carcinomas. Lack of knowledge of this entire spectrum of eo-
sinophilic renal cell neoplasms has led to several misconcepti-
ons in the literature regarding renal oncocytoma. It is frequently
difficult to distinguish renal cell carcinoma from benign renal
oncocytoma on clinical or radiologic grounds. The accurate
diagnosis of renal tumors can only be made histologically. In

Figure 1. The microscopic appearance of the endometrial carci-

noma (H&Ex100)

¥

Figure 2. The microscopic appearance of malignant ovarian en-
dometriod tumor (H&Ex100)
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Figure 3. The microscopic appearance of oncocytoma (H&Ex100)

addition, in 10% of cases, multiple, distinct renal tumors occur-
ring synchronously have been reported (12). It’s accepted that
oncoytomas and renal cell carcinomas has a common patho-
genic denominator (13). Renal oncocytomas which might be
sporadic and familial are generally encountered in seventh and
eighth decades (14,15).

Because of difficulties of preoperative distinguishing of renal cell
carcinoma from renal oncocytoma, the treatment of solid renal
mass is preferred as nephrectomy (10). Nephron sparing surgery
is recommended for renal oncocytoma wherever possible.
Synchronous ovarian and endometrial cancer constitutes the
most common synchronous gynecological neoplasms (6). The
most frequent histological subtype is endometrioid adenocar-
cinoma on both tissues. The synchronous primary cancers of
endometrium and ovary are generally encountered in younger
women then separately developed endometrium and ovary
carcinomas. The median ages of women with synchronous pri-
mary cancers of endometrium and ovary are 49-50 years (4,16).
Most of cases are premenopausal (4,5). The histological types
of endometrial and ovarian carcinomas were endometrioid/en-
dometrioid in presented case. The case was 45 years old and
premenopausal.

The incidence of poorly differentiated carcinoma is significantly
lower in women with endometrioid/endometrioid subtype.
Soliman et al found lymph-vascular space invasion in 31% and
>50% myometrial invasion in %66 of their cases (5). In our pa-
tient histological grade of both tumors were grade I and there
was no lymph-vascular space invasion and no myometrial inva-
sion more than 50%.

92-95% of synchronous primary cancers of endometrium and
ovary have FIGO stage I-Il endometrial cancer, and 37-39% of the
cases have FIGO stage I ovarian cancer (4,5). Our patient was
found to have FIGO stage IB endometrioid cell carcinoma of
the ovary and stage IC endometrial carcinoma of endometrioid

type. The patient with endometrioid/endometrioid synchronous
primary cancers of endometrium and ovary has better overall
survival (4,5,17,18). Our patient was well without the evidence
of any disease during 14 months of postoperative period.
Primary ovarian carcinoma is followed by an increased risk of
developing endometrial carcinoma. The risks of developing
many other malignancies including intestinal malignancies,
renal cell carcinoma, bladder carcinoma, squamous cell skin
carcinoma, connective tissue malignancies, and leukemia are
also increased in women with endometrial carcinoma (7). The
5-year survival rates for patients with endometrial carcinoma
and ovarian carcinoma were >80%, and >40%, respectively.
Some subsequent neoplasms can develop after the treatment of
endometrial and ovarian carcinomas. According to the Swedish
Family-cancer Database, after primary ovarian and endometrial
carcinomas the incidence of subsequent malignancies at geni-
talia, bladder, and kidney increases. Familial cancer syndromes,
radiotherapy, and chemotherapy also may contribute to the inc-
reased occurrence of secondary primer malignancies (8).
Familial cancer syndromes frequently account for diagnoses of
multiple cancers in patients, or for the development of cancers
at a young age in other patients. Distinct renal tumors occurring
coincidentally in the same patient, sporadic and familial renal
tumors, concurrent urothelial cancer and colorectal cancer, and
coexistence of urothelial cancer with the Lynch syndrome have
been reported. Like these findings, the coexistence of oncocy-
toma, endometrium, and ovarian cancer and the younger age
of cases support a possible common pathogenetic mechanism
among these tumors.

No case has been documented with the coexistence of oncocy-
toma, endometrium, and ovarian cancer in the related litera-
tures. This is the first presented case of synchronous renal on-
cocytoma, endometrioid ovarian, and endometrial cancer.
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