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Abstract: Objective: To study the epidemiological, diagnostic and therapeutic profile of kidney tumors in adults
over the past five years. Patients and methods: This was a retrospective, descriptive and analytical Study from the 1 st
of January 2014 to 31 st of December 2018. All patients aged 18 years or older hospitalized, followed or operated in
the service for a kidney tumor were included in the serie. The parameters studied were: epidemiological, clinical and
paraclinical aspects, TNM stage (2017), treatment, histological type, evolution and survival. The calculation of
survival rate was done with SPSS IBM statistics 24. Results: sixty-seven patients were included. The average annual
incidence was 13. The average age of the patients was 49.6±15.6 years. The sex-ratio was 1.2. Hypertension, smoking
and obesity were the main risk factors found. The average size of the tumor was 7.7±4.40 cm. The left kidney location
was more frequent. Thirteen patients (20%) had a localized tumor in the kidney, twenty patients (31%) had locally
advanced cancer and thirty two patients (49%) had metastasized cancer. Forty-seven patients (70%) had surgical
treatment, including five patients with an anti-angiogenic adjuvant therapy. Twelve (17.9%) patients had an antiangiogenic therapy only. Clear cell carcinoma was the most common histology type. The overall survival (OS) rate for
cancer patients at 2 years was 22% for surgical treatment, 8% for medical treatment. Conclusion: this work reveals
that adult kidney cancer affects young adult and is discovered at advanced stages without any significant change in the
epidemiological and clinical profile of these cancers during the two decades.
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1. Introduction
The adult's kidney cancer accounts for 3% of malignant
tumors in adults and is the 3rd largest urological cancer after
prostate and bladder cancers. [1] It is characterized by a male
predominance in 90% of the cases and is met beyond 50
years in Europe and earlier in Africa [1, 2]. Kidney cell

carcinoma accounts for 85% of adult kidney cancer, the
majority of which is clear cell carcinoma (75%) [3]. The
diagnosis is made by clinical and radiological arguments, but
only histopathological examination of the specimen can
confirm the histological nature of the tumor. This sometimes
explains the surgical removal of certain benign tumors
because the indications for renal biopsy remain limited.
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Therapeutically, radical or partial nephrectomy remains the
standard treatment for renal cancer in adults in the localized
stage. However, over the last ten years, significant
therapeutic advances in the management of kidney cancer
have been noted with the development of ablative treatments,
partial nephrectomy and especially with the use of targeted
therapies in locally advanced and metastatic forms [4]. The
objective of this work was to study the epidemiological,
diagnostic and therapeutic aspects of kidney tumors in adults
over the past 5 years in our center.

3. Results
Sixty-seven patients were included. The annual incidence
was higher in 2015 with an annual prevalence to 22 (Figure 1).

2. Patients and Methods
This was a retrospective, descriptive and analytical
study from 1 st January 2014 to 31 st December 2018. All
patients aged 18 or above hospitalized, followed up or
operated in the center for a localized or metastatic kidney
tumor were included in our series. The parameters studied
were: annual incidence, size, age, sex, risk factors, history,
location of the tumor, circumstances of discovery,
physical examination, medical imaging (abdominal
ultrasound, computed tomography scan, magnetic
resonance imaging), tumor stage (TNM 2017) the
treatment carried out results, histological type, prognostic
factors, growth and survival.
The treatment used was surgical, medical or medicosurgical. Surgical treatment consisted of radical or partial
open nephrectomy. Post-operative complications were
evaluated according to the classification of Clavien Dindo.
The drug used for medical treatment was Sunitinib 50 mg /
day for 28 days followed by a 14-day therapeutic window. In
case of side effects, the dose was decreased to 25 mg. The
TNM classification 2017 was used for the TNM
classification. The judgment processing criteria were overall
survival (OS) according Kaplan-Meier. Data entry and
figures and tables were made using Excel 2016 software
(Microsoft, Redmond, WA, USA) and the survival curve was
made with SPSS IBM statistics 24.

Figure 1. Distribution of patients according to annual incidence (N=67).

The average age was 49.6±15.6 years (range 18-81 years).
The sex ratio was 1.6. The most represented age group was
between 40 and 49 years old with a rate of 22.4% (15) of
patients.
Twenty-five (37.3%) patients had risk factors for kidney
cancer. They were arterial hypertension (22.4%), smoking
intoxication (10.4%) and obesity (4.5%).
Lumbar pain (85.1%) was the most frequent finding
followed by lumbar mass (67.2%). The classic triad (pain,
hematuria and renal mass) was present in 25.4% (17) of
patients. Left kidney was more affected (56.7%).
Anemia was present in 44.7% (30) of patients. Impaired
renal function was observed in 10.4% (7) of the patients.
An abdominal CT-scan allowed the diagnosis in 97% (65)
and an ultrasound at 3% (2) patients. The average size of the
tumor was 7.7±4.4 cm (range 2-22 cm). The characteristics
of the tumor on the CT scan were illustrated in Table 1. To
complete the staging, 61% (41) had a chest scan, chest X-ray
and a bone scan, made respectively in 61% (41) 85% (57)
and 3% (2) patients.

Table 1. Characteristic of the renal tumor objectified on the abdominal CT-scan.
Characteristics
Density
Heterogeneity
Redesigned with focus of necrosis
Calcifications
Raising

Types
Tissue
Cystic Bosniak III
Heterogeneous

Peripheral

Twenty percent (13) of the patients had localized cancer, 31%
(20) locally advanced cancer and 49% (32) metastatic cancer.
Fifty-nine (88%) patients had received treatment. However,
eight (12%) patients had died before initiating any treatment.
Forty-seven (70%) patients had a nephrectomy. It was
radical in 95.7% (45) and partial 4.3% (2) of these patients.
Fourteen patients had complications from the surgery.
According to the Clavien-Dindo classification, these
complications were grade II, IIIa and V in 11, 1 and 2
patients respectively.

Number
55
3
55
7
6
65

Percentage
86.1%
1.5%
85%
10.7%
8.9%
100%

Seventeen patients (25.4%) had had anti-angiogenic treatment,
of which 5 had previously a cytoreductive nephrectomy.
Complications related to anti-angiogenic therapy were:
anemia observed in 9 patients, diarrhea in 8 patients,
stomatitis in 4 patients, and foot-hand syndrome in 1 patient.
Forty-one (87.2%) patients had reported their results of the
histopathological examination of the surgical specimen. Clear
cell carcinoma was more frequent, objectified in 68% (28) of
patients (Figure 2).
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Figure 2. Distribution of histological types according to the percentage of
reported results (N=41).

The pTNM classification was specified at 73.2% (30) of
patients. The histological class pT2 was more frequent
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(46.6%). The Fuhrman nuclear grade was noted in 68.3%
(28) of patients. The grade II was more frequent, objectified
in 39% (16) of patients.
After an average follow up time of 2.7±1.9 years, 80% (36)
of patients who had a nephrectomy for cancer showed no
tumor recurrence. Local recurrence without metastasis, local
recurrence of métastases and métastasis without local
recurrence were observed in 16% (7), 2% (1) and 2% (1) of
these patients, respectively. Twelve patients had stabilized
lesions after one or two cycles of Sunitinib. Four patients had
a reduction in tumor volume after Sunitinib treatment. One
patient had an increase with the appearance of lymph nodes
para-aortic and progression of lung and bone metastases
lesions.
The OS rate at 6 months was 78% for surgical treatment;
30% for medical treatment and 61% for medical and
surgical treatment. At 2 years it was 22% for surgical
treatment and 8% for medical treatment (Figure 3).

Figure 3. Estimation of survival Kaplan-Meier method different treatments used.

4. Discussion
Kidney cancer is the most common type of kidney tumor,
it represents 3% of adult malignant tumors and is the 3 rd
most common urological cancer after prostate and bladder
cancer [1]. Benign kidney tumors are rare tumors, accounting
for about 1/5th of all kidney tumors, or 12% of solid tumors
[5]. In our series, sixty-seven patients were collected over a
5-year period, an annual incidence of 13. An increase in this
incidence was noted compared to the incidence of 8.5 found
in the series of Fall B et al. [6] in the 2000-2009 decade
carried out in the same department as ours. Smaller
incidences were found in other African series [7, 8]. The
increase in this incidence in our series could be explained by
the development of diagnostic means such as CT-Scan in our

country. It should also be noted that this incidence of kidney
tumors in adults in our series was underestimated, because
some records were unusable. The national impact could not
be estimated in this series because the study focused only on
the exploitation of the files of a single Urology service
among many others but also because of the absence of a
register cancer research in the country. The difference
between Western and African countries in terms of average
kidney tumors occurrence of age, first attracts our attention to
the potential importance of the racial factor and environment
in the development of kidney tumors. However, in the United
States, two studies have found no difference in incidence
between Caucasian and Black American populations [9, 10].
Which suggests that environmental risk factors are more
likely to explain these differences than genetic parameters. A

42

Modou Ndiaye et al.: Kidney Tumors in Adult: Epidemiological, Clinical, Histopathological,
Therapeutic and Progressive Aspects

slight male predominance was noted in our series, which has
been reported by several African, American and European
studies [6, 9, 11]. However, our finding does not reflect the
data usually reported in the literature which show a clear
predominance of men [8, 12, 13]. The origin of this
difference could be sought in terms of lifestyles such as
tobacco, the use of which by women currently has
considerably increased in our country, or the hormonal
interdependence of kidney tumors. Left renal localization is
more frequent in renal tumors as shown in several series [9]
and then confirmed by ours. Currently, no explanation in the
literature has been given to justify this predominance of this
more frequent location on the left. The development of
radiological investigations has considerably changed the
circumstances of diagnosis of kidney tumors. In the literature,
kidney tumors are more fortuitous discovery contrary to our
results. This discrepancy can be explained by the difficult
accessibility to imaging means in our context given the low
socio-economic level of our patients. It is the first-line
examination because of its safety, availability and lower cost.
It is very effective for the study of kidney tumors. This
imaging test does not determine with certainty whether a
kidney tumor is benign or malignant. However, it does
determine the location and the solid or liquid nature of a
kidney tumor. Its sensitivity is 85% in the event of a tumor
larger than 3 cm; its specificity is low. Although less sensitive
than computed tomography, kidney ultrasound is often the
initial examination for screening for renal cystic
abnormalities, and is useful in monitoring changes in volume
and structure of a preexisting cystic image. In recent years,
medicine has benefited enormously from improved
diagnostic techniques, especially in terms of imaging. These
advances are also felt in our countries, because we had
observed a notable difference in this area between the
previous decade and the period over which our study extends.
In fact, only 19% of patients from the 1990-1999 decade had
an abdominal scanner compared to the 97% of patients in our
series who had had an abdominal scanner. The search for
loco-regional, venous, lymph node and metastatic extension
of the tumor is also based on renal, abdominal and thoracic
CT. The chest CT is superior to the chest X-ray for the
detection of pulmonary metastases. It is therefore desirable to
request a chest CT scan before all kidney tumors before
surgery or minimally invasive radiofrequency therapy [18].
In developed countries with effective health policy, this
difficulty is not in the agenda. MRI appears particularly
interesting in the exploration of cystic tumors and small
tumors poorly characterized by other imaging examinations.
His precise indications need to be defined, its implementation
is still reserved for specific cases [14-19]. Locally advanced
or metastatic cancers are more frequent in the center as in
other African centers Harira et al., [9] unlike Western
countries where the cancer is now discovered fortuitously at
an early stage [20, 21]. This difference between the two
profiles is related to the lengthy consultation period in our
country and more widespread and more sophisticated
medical imaging use in developed countries. The long

consultation period is linked to several factors such as
poverty, the remoteness of specialized health facilities and
the absence of an adequate social security system.
Radical nephrectomy is the reference of kidney cancer
treatment, our observations point in the same direction as the
literature data. Radical nephrectomy is indicated both in a
radical treatment goal and in the context of a cyto-reduction [22].
The pejorative nature of the venous invasion alone does not
explain the poor prognosis but other parameters, such as lymph
node involvement and distant metastases, are taken into
account. These parameters were significantly higher in patients
with venous invasion. Conservative treatment by partial
nephrectomy is increasingly indicated today. The rational use
of conservative surgery is based on three findings [16, 23].
Patients who had a partial nephrectomy, compared to those
with an enlarged nephrectomy, had better long-term renal
function [23].
The long-term carcinologic results were identical [16] and
22% of solid renal tumors less than 4 cm were benign tumors,
A patient with kidney cancer had between 5 to 15% chance
of developing cancer in the contralateral kidney.
This
partial
nephrectomy
can
be
performed
laparoscopically with oncological results that can be
superimposed on those of open surgery [24].
The novelty in the treatment of kidney cancer is the use of
anti-angiogenic drugs in metastatic kidney cancer. Sunitinib
was the only anti-angiogenic molecule used in our series
because it is currently the only molecule available to our
patients. Treatment with anti-angiogenic has made
undeniable progress in the treatment of metastatic kidney
cancer but it is not curative and the survival rate at five years
is low (10 to 20%) [25]. However 35 to 45% of kidney
cancers are or will become metastatic. Prevent or delay the
on set of metastasis is there fore a major challenge. In over
95% of cases, surgery remains the first line treatment. The
average tumor reduction in patients with an anti-angiogenic
treatment in our series was superimposed the results of
studies on the anti-angiogenic treatment found tumor
reduction between 10 and 20% [26, 27]. The change in tumor
mass can influence the decision in subsequent surgical
management of locally advanced kidney cancer. Karakiewicz
et al. reported a tumor reduction of 11 to 8 cm in a patient put
on Sunitinib for two months, which made the tumor mass
accessible to surgery [28]. Huang et al. [29] suggested that
sunitinib acts mainly on endothelial cells rather than by direct
targeting of tumor cells, which could explain the low rate of
tumor reduction observed in our series.
The JRC show renal tumors in adults for nearly 90% and
some benign tumors such as Oncocytoma and
angiomyolipoma. One of the major deficiencies noted in this
study was the absence of pathological findings in several
patient records. The percentages observed in our study were
similar to published data, in fact, the renal cell carcinoma
represents 85% of kidney cancer in adults, the majority of clear
cell carcinoma (75%) while the papillary tumors represent the
second most common group of kidney tumors (about 10%) [3].
This also agrees with the findings of the study on the previous
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decade in Dakar (1990-1999). By comparing our results with
that of the series of Khafaja et al. [30]
Abdominal CT-Scan is more effective than ultrasound to
detect local recurrence. This recurrence is rare after resection
of localized tumors. The risk increases with the size of the
tumor, the presence of a positive margin of resection,
multifocal tumor or grade [31]. Over 95% of recurrences
occur within the first 5 years of follow-up.
The risk of developing metastases after surgery has been
evaluated between 30 and 40% with a median time of 15
months [32].
The death rate observed in our study was similar to that
observed by Fall et al in Senegal with a mortality rate of 47%.
[6] All genitourinary cancers, kidney cancer, in particular
renal cell carcinoma (RCC), shows the rate of mortality
highest [4]. These observations only confirm the derogatory
nature of kidney cancer, which is considered to be the most
lethal cancer in humans. This lethality could be linked on the
one hand to the advanced stage at the time of diagnosis and
on the other hand to the high cost of medical treatment with
antiangiogenic agents in metastatic forms. In our series, a
specific survival rate could not be assessed due to lack of
information in the records exploited and the large number of
patients lost sight at the time of the study.

5. Conclusion
Kidney cancer in adults affects young people and is
discovered in advanced stages in our country. There is no
significant change in the epidemiological and clinical profile
during these two decades. However, the innovations concern
the current use of anti-angiogenic agents which have
increased survival rates in our series. In our developing
countries facing public health problems, it would be
necessary to implement health policies facilitating access to
healthcare for the poorest people particularly in medical
imaging. We must make available and accessible new
therapeutic weapons, namely anti-angiogenic seeing their
costs and their impact on survival rates.
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