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ABSTRACT

We present a case of a 49-year Turkish woman who had synchronous renal leiomyoma and breast cancer. The patient was eval-
uated for a suspicious breast mass; and renal mass was detected incidentally by contrast-enhanced computed tomography
(CT). Diagnostic tru-cut biopsy was performed for both masses. Breast mass biopsy was reported as invasive ductal carcinoma
(IDC) while renal biopsy was described as benign mesenchymal tumour. According to the biopsy results, the renal mass was
followed for six months. For breast cancer, segmental mastectomy and concomitant sentinel lymph node biopsy was performed.
Histologically, the tumour was reported as IDC and low-grade cribriform ductal carcinoma in situ (less than 1%). Six months
later, renal mass was excised by laparoscopic approach. Histopathological examination was consistent with renal leiomyoma.
For both tumours, no recurrence within one year was found on follow-up.
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INTRODUCTION

Leiomyomasarebenigntumours,andkidneyisaveryrareloca-
tion forthese tumours. Upto 45 cases of renal leiomyoma have
been reported till date in English language medical literature.
Synchronousrenalleiomyomaand breast cancerwas reported
onlyinonecaseinthestudiestill date.' This casereportistothe
bestofourknowledge, thefirst caseintheliterature with simul-
taneousoccurrenceofrenalleiomyoma (RL) and breastcancer
inthe same patient.

CASE REPORT

A 49-year woman in menopause was admitted with suspicious
right breast mass in November 2018. In the physical examina-
tion, asolitary nodularmass wasfoundinthe upperouterquad-
rant of the right breast. No pathological lymph nodes were
detected in the axillary area. It was reported as a low-density
nodular opacity on mammography. Magnetic resonance
imaging (MRI) was performed to evaluate nodular opacity in
the breast tissue. The mass size was 9x6 mm and location of
masswas 8 cmfarfromthe nipple. Breastmass wasirregularly
shapedwithanirregularcontour.
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Figure 1: On the MRI, breast mass was hypointense in T1A, hyperintense
appearanceinT2Wand compatible withmalignancy.

Figure 2: In abdominal contrast-enhanced computed tomography,
approximately 53x43x35mm hypervascular solid mass lesion.

On MRI, hypointense appearance in T1-weighted images and
hyperintense appearance in T2-weighted images were
reported in the right breast and these findings were compatible
with malignancy (Figure 1). Left breast tissue was normal. Tru-
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cut biopsy was performed to confirm the diagnosis for suspi-
cious breast mass. Pathology result was reported as infiltrating
ductal carcinoma (IDC). To assess metastases, contrast-en-
hanced CT was planned and an approximately 53x43x35 mm
hypervascular solid mass lesion in the right kidney in the
posteroinferior region of Morison's pouch was found inciden-
tally (Figure 2). Tru-cut biopsy was performed because the
imaging of renal mass was not compatible with the diagnosis of
either metastasis or primary renal cell cancer. Pathology result
of renal mass was reported as a benign mesenchymal tumour.
Therefore, segmental mastectomy and sentinel lymph node
biopsy was performed for breast cancer. Breast mass was
reported as IDC and low-grade cribriform ductal carcinoma in
situ (DCIS) (less than 1%) that was 0.9x0.9x0.8 mm with pT1lb
stage (Figure 3). While vascular invasion was not detected,
perineural invasion was present. No tumour was observed at
surgical margins. Hormone receptors were reported as nega-
tive. Sentinel lymph node biopsy was negative for tumor. After
this surgical removal, adjuvant radiotherapy (RT) was
performed due to breast conserving surgery (BCS) plus DCIS
that posed a risk of local recurrence. Six months after BCS and
RT, abdominal contrast-enhanced CT was repeated for evalua-
tion of renal mass. The size of renal mass did not change in six
months and excision of renal mass was planned. Laparoscopic
nephron-sparing surgery was performed (Figure 4). Patient was
discharged on the third postoperative day. In histopathological
examination, a benign encapsulated leiomyomatous tumour
composed of proliferation of benign smooth muscle cells was
reported. There was whorled (fascicular) pattern of smooth
muscle bundles separated by well vascularised connective
tissue. No adipose tissue was seen. Immunohistochemistry
confirmed myoid differentiation, with positivity for smooth
muscleactin (SMA), muscle-specificactin (MSA), desmin, and h-
caldesmon. Tumour cells did not show positive reaction for
HMB-45, S-100 protein, estrogen receptors (ER), or proges-
terone receptors (PR). Surgical margins were negative (Figure
5). The patient was followed regularly. At first year of follow-up,
therewasnorecurrenceof RLorIDC.

formationsareprominentandtumorcellsarepleomorphic.

Figure 4: Laparoscopic removal of retroperitoneal tumor and partial
nephrectomy.
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Figure 5: Typical histology of leiomyoma. Representative slides demons-
trating the typical hematoxylin/eosin (H/E) slide and immunohistochem-
istry stains forsmooth muscle antigen (SMA), desmin, calponinand Ki-67
in leiomyoma. Note the expanded leiomyoma tissue and increased
nuclearsizeinleiomyomasmooth musclecells.Immunoreactive SMAand
calponin (brown stain) are localised to the cytoplasma of leiomyoma
smooth muscle cells. Desmin shows nuclear and cytoplasmic staining.
Prolipherativeindexislow withKi-67 staining.

DISCUSSION

RLis a rare benign tumour that can originate in the retroperi-
toneal area including kidney. It is usually a single and unilat-
eral tumour but Goren et al. have reported bilateral RLs in a
50-year woman.” The etiology of RLs is unknown. Current
findings point to cytogenetic and molecular genetic factors
thatinclude fusion of the genes EWSR1 and PBX3.? But in this
case report, no genetic factors were found on analysis. RLs
include smooth muscle tissue and are similar to uterine
leiomyomas.

Clinically, asymptomatic RLs are commonly detected in
recent years due to widespread use of ultrasonography and
computed tomography. They are usually non-metastatic and
have no aggressive behaviour.® In our case too, there were no
symptoms and the tumorwas managed conservatively dueto
concurrent breast mass. Size of RL did not change in six
months. No metastasis was found.

Journal of the College of Physicians and Surgeons Pakistan 2021, Vol. 31(10): 1234-1236

1235



Renal leiomyoma and breast cancer

Association of retroperitoneal leiomyoma and breast cancer has
been reported in only one case in the literature.! However, this
case was not a synchronous tumour, but it was a metachronous
tumour. Four years before diagnosis of retroperitoneal
leiomyoma, the patient received an anti-estrogen therapy for
breast cancer. In another case, Victory et al. have reported that
the gonadotrophic hormones seem to influence the develop-
ment of this complication.’ But there is not enough supporting
evidence about this unexplored issue. In our case, we are
reporting for the first time the synchronous occurrence of RLand
breast cancer in the same patient. This coexistence does not
support its association with anti-estrogen therapy. Also in this
case, therewasno positivereaction forERand PRin tumour cells.
It may have been caused by another genetic factor that is not
described orsomeenvironmental factors.

Inthe literature, Gupta et al. have published the largest series on
smooth muscle neoplasms and have reported that RLs uniformly
expressed all smooth muscle markers and were ER/PR/WT1 posi-
tiveinnearly all cases.’ Butin our case, tumour cells did not show
positivereactionforERand PR.

EAU guidelines recommend partial nephrectomy (PN) for
patients with T1 tumours. Laparoscopic nephron-sparing
surgery is a safe technique for renal masses that belong to T1
stage. Therefore, we performed laparoscopic PN in this case. The
renal mass was easily dissected from the posterior surface to the
lateral area of the kidney. Renal ischemia was not experienced
during PN as opposed to routine practice. Total operation time
was 90 minutes and intraoperative bleedingwas about 50 ml. We
donotrecommendroutinerenalischemiainsmallasymptomatic
RLs, because the tumor does not exhibit aggressive behaviour
and the tendency forinvasion is poor. RLs generally do not recur
aftercomplete excision.

RL is a rare benign mesenchymal tumor of the kidney with
favourable prognosis. In addition to the possibility of metastasis
to kidney, in cases of incidental detection of renal masses, RL
should be kept in mind in patients with breast cancer who
undergo metastatic screening. Nephron-sparing surgery with
zero ischemia is a possible and feasible technique in patients
withsmallRLs (pT1).
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