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Introduction
Diffuse large B‑cell lymphoma (DLBCL) 
is the most common subtype of 
non–Hodgkin’s lymphoma (NHL), and 
constitutes 25% of all NHL cases.[1] The 
disease usually presents with a rapidly 
enlarging symptomatic mass,[2] and the 
diagnosis is made on a excision biopsy. It is 
a morphological and immunophenotypical 
diagnosis.

Renal NHL is most commonly a part of a 
disseminated disease, and primary renal 
lymphoma (PRL) is thought to be a rare 
disease. There are many case reports on 
PRL, and DLBCL is the most common type 
of PRL.[3] Clinically and radiologically, 
PRL may be confused with renal cell 
carcinoma (RCC).[4]

We present a patient who came with a 
diagnosis of RCC, but on workup, the 
diagnosis was changed to PRL after a 
fine‑needle aspiration cytology (FNAC).

Case Report
A 64‑year‑old female patient presented to 
the clinical with a history of pain abdomen, 
localized in the flank, and loss of appetite 
for 1 month. She had documented a loss 
of weight of 3 kg. On examination, a 
right renal lump was palpable. Computed 
tomography (CT) scan of the abdomen was 
done before presentation, which showed 
a large 8.9 cm × 8.6 cm mixed density 
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Abstract
The symptoms of primary renal lymphoma (PRL) may mimic a renal cell carcinoma. Since the 
diagnosis is mostly after a radical nephrectomy, we recommend a percutaneous biopsy or cytology 
from the renal mass in patients who have features suggestive of a lymphoma. A magnetic resonance 
imaging may give an image more specific for a lymphoma. There are no clinical trials for the 
treatment of PRL, but all previously published case reports used R‑CHOP and a few patients did 
better than the median survival of 6 months.
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mass in the right kidney. The patient 
presented to us with a diagnosis of RCC, 
for further evaluation and management. To 
confirm the diagnosis, we did ultrasound 
guided FNAC from the right renal mass 
that showed large round cleaved nuclei, 
coarse chromatin, and scanty dense blue 
cytoplasm. This was suggestive of NHL. 
Positron emission tomography–magnetic 
resonance imaging (PET‑MRI) was done 
to see evidence of metastasis, which 
showed fluorodeoxyglucose avid thyroid 
lesion, right renal mass [Figure 1] with 
metabolically active subcentimeter nodes 
in the cervical, mediastinal, and enlarged 
discrete and confluent retroperitoneal and 
mesenteric nodes. An excision biopsy from 
a cervical node was done to classify the 
disease. Histopathology confirmed DLBCL, 
which was CD20 positive and Mib‑1 
labeling index of 80% [Figure 2]. The 
patient was started on chemotherapy with 
R‑CHOP, which she tolerated well for three 
cycles. Repeat PET scan was done which 
showed regression of primary renal lesion 
and absence of any other lymph node.

Discussion
This is a case report describing a case of 
primary NHL of the kidney. A renal lump 
was found in the examination, and after 
imaging using CT scan, the patient was 
planned for a nephrectomy with a probable 
diagnosis of RCC. The patient had symptoms 
of abdominal pain and a palpable mass in 
the abdomen, which was also suggestive of 
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RCC. The contrast‑enhanced CT scan showed a lump with a 
large lesion of mixed density, which could be present in an 
RCC. We did a cytopathology test due to previous experience 
at our center where the biopsy from the nephrectomy 

specimen showed renal lymphoma. Cytopathology of this 
patient confirmed our suspicion of PRL.

Renal involvement of NHL is usually part a disseminated 
disease, and PRL is NHL from renal parenchyma and not 
invasion from adjacent lymphomatous mass.[3] The disease 
usually affects adults over the age of 60 years of age. 
Severe histogenetic theories have been postulated since 
there is no lymphoid tissue present in the kidney, these 
are: a possible origin in subscapular lymphatics, possible 
hematogenous seeding in the kidney, or an extension of 
retroperitoneal disease.[4]

PRL is often confused for RCC, which means that the 
diagnosis is usually made after radical nephrectomy.[5] 
The clinical presentation may be similar to the other renal 
malignancies. Flank or abdominal pain is the most frequent 
symptom.[6] However, PRL can present with proteinuria or 
nephrotic syndrome and rapidly progress to renal failure, 
especially when both kidneys are affected.[7]

Imaging may give hints about the diagnosis. Indirect 
signs of PRL include renal size enlargement, sinus 

Figure 2: Histology of the tumor specimen (a) H and E, (b) CD20 
immunohistochemistry, (c) MiB labeling
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Figure 1: Whole body positron emission tomography‑magnetic resonance imaging of the patient. Mass lesion is seen replacing the upper mid pole of 
right kidney with intence FDG uptake (SUV Max 26.4) (T2W coronal MR: a & Coronal PET/MRI: b) with marked diffusion restriction (DWI MR: d) missing 
any striking arterial phase blush (arterial phase CE MR: e). Note: Enlarged confluent right renal hilar, mesentric and retroperitoneal nodes with high 
FDG uptake (SUV Max ∼32) and diffusion restriction (b, d & PET/MRI: c) encasing right renal pedicle effacing flow in right renal vein & renal IV with no 
thrombus (CE MRA: f). Multiple avid mediastinal nodes, active right lung lesion & the thyrod (g: WB MIP PET) and soft tissue lesion in right nasopharynx 
(PET/MRI: h). No osseous lesion seen (sagittal PET/MRI spine: j). The avid lesion in the pelvis (PET/MRI: k) is a soft tissue deposit in the right obturator 
externus muscle (STIR MRI: i)
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or hilum direct infiltration by a bulky mass, or diffuse 
retroperitoneal infiltration. Indirect signs that may 
indicate an RCC include the following: the presence of 
calcifications, venous thrombosis, or an obstructive mass 
effect over the renal vessels or urinary tract.[6] These 
signs are indirect, and it is always required to confirm 
the diagnosis with a percutaneous biopsy. MRI and CT 
are considered to have the same accuracy for detection 
and characterization of the most renal lesion.[8,9] MRI is 
the modality of choice in those who will not be able to 
take iodinated contrast.

There are no clinical trials on the treatment of PRL, but all 
the case reports we reviewed treated the patient with CHOP 
and rituximab.[3,6,7,10,11] The mean survival of the patient is 
known to be 6 months only.[10]

The symptoms of PRL may mimic an RCC. Since the 
diagnosis is mostly after a radical nephrectomy, we 
recommend a percutaneous biopsy or cytology from 
the renal mass in patients who have features suggestive 
of a lymphoma. The features suggestive of lymphoma 
include common symptoms such as proteinuria or 
lymphadenopathy. We believe that an MRI gave an image 
more specific for a lymphoma. The MRI we did as part 
of the PET‑MRI gave a more characteristic picture of 
lymphoma which the CT scan could not. A PET scan 
helped us pick up sub‑centimeter metabolically active 
nodules, which helped us with the diagnosis. We excised 
a superficial lymph node in the cervical area to confirm 
the diagnosis. We did not find any clinical trials for the 
treatment, but all previously published case reports used 
R‑CHOP, and a few patients did better than the median 
survival of 6 months.

Conclusion
Thus, we conclude that a tissue diagnosis and an MRI 
should be done in patients with a renal lump to rule out 
other diagnosis.
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