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Abstract:

Objective: To determine the pulmonary manifestations of renal malignancy.

Patients And Methods: The two year cross sectional study was conducted at tertiary care hospital. All the patients
either gender who were diagnosed as renal cell carcinoma were included in the study. These patients were allowed
to undergo necessary investigations and treatment. All the specific patients had thorough clinical history, relevant
clinical examination and important investigations to explore the pulmonary presentations while the frequency /
percentages (%) and means +SD computed for study variables.

Results: During 2 year study period total fifty patients with renal cell carcinoma were explored and studied. The
frequency for male and female population was 30 (60%) and 20 (40%) with mean + SD for age of male and female
individuals was 50.92+7.94 and 52.83+5.31 respectively. Regarding gender male 30 (60%) and female 20
(40%) whereas the pulmonary manifestation, metastatic lesions 09 (18%), pleural effusion 19 (38%), sarcoid
like reaction 05 (10%), pulmonary emboli 05 (10%), arterio-venous malformations 05 (10%) and adverse effects of
therapy 07 (14%).

Conclusion: Renal cell carcinoma can give different pulmonary signs and these respiratory highlights can either be
the displaying manifestation of the illness.
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INTRODUCTION:

Renal cell carcinomas (RCCs) which begin inside the
renal cortex comprise 80 to 85% of essential renal
neoplasms. The work of art exhibiting set of three of
renal cell carcinoma includes flank agony, hematuria
and substantial stomach renal mass [1]. RCC every
now and again includes the renal vein and can
likewise include the sub-par vena cava (IVC). IVC
inclusion can deliver an assortment of clinical
indications, including lower furthest point edema,
ascites, hepatic brokenness (Stauffer's disorder) and
aspiratory emboli. The most basic destinations of
metastasis incorporate the lung, lymph hubs, bone,
liver, and cerebrum. Numerous patients with RCC
can likewise create paraneoplastic disorders including
iron deficiency [2], Stauffer's disorder [3],
erythrocytosis [4] and hypercalcemia [5]. Patients
with renal cell carcinoma may likewise give different
pneumonic indications like metastatic sickness,
pleural emanation, hemoptysis and pneumonic
embolism among others [6]. The motivation behind
this audit is to talk about the different aspiratory
appearances of renal cell carcinoma. Thus this study
was conducted to explore pulmonary manifestation of
renal malignancy at tertiary care hospital.
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PATIENTS AND METHODS:

The two-year cross-sectional study was conducted at
tertiary care hospital. All the patients either gender
who were diagnosed as renal cell carcinoma were
included in the study. These patients were allowed to
undergo necessary investigations and treatment while
the subjects excluded from study were known cases
for chronic kidney disease and the non-cooperative
patients who not interested to participate in the study.
All the specific patients had thorough clinical history,
relevant clinical examination and important
investigations to explore the pulmonary presentations
whereas the data was collected on proforma while
analyzed in SPSS to manipulate the frequencies,
percentages and mean +SD.

RESULTS:

During 2 year study period total fifty patients with
renal cell carcinoma were explored and studied. The
frequency for male and female population was 30
(60%) and 20 (40%) with mean + SD for age of male
and female individuals was 50.92+7.94 and
52.83+5.31 respectively. The demographical and
clinical profile of study population is presented in
Table 1.

TABLE 1: THE DEMOGRAPHICAL AND CLINICAL PROFILE OF STUDY POPULATION

Parameter Frequency (N=50) Percentage (%)

AGE (yrs)

40-49 13 26
50-59 20 40
60-69 09 18
70+ 08 16
GENDER

Male 30 60
Female 20 40
Pulmonary manifestation

Metastatic lesions 09 18
Pleural effusion 19 38
Sarcoid like reaction 05 10
Pulmonary emboli 05 10
Avrterio-venous malformations 05 10
Adverse effects of therapy 07 14
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DISCUSSION:

RCC metastasizes most oftentimes to the lungs (50 to
60%) and the most normal introduction is in structure
lone or various lung knobs [7]. Single lung knobs are
effectively mistaken for essential lung tumors. RCC
can metastasize to the lung parenchyma, pleura or
then again can give endobronchial metastasis. RCC
can likewise present as a pulsatile metastatic sore on
the sternum and as confined metastatic injuries of the
ribs [8].

Renal cell carcinomas represent just 1-2% of all
danger related pleural emanations. This may be the
situation since metastases to the pleura is a late
occasion and happened just in 12% of the dissections
performed on patients with metastatic RCC [9].

Sarcoid responses allude to the improvement of non
caseating epitheloid cell granuloma in patients who
don't satisfy the criteria for foundational Sarcoidosis.
Roughly 4e14% of disease patients show sarcoid like
response. The reason for sarcoid response is not
clear. Sarcoid response are conceivably brought
about by solvent antigenic factors, shed by tumor
cells or discharged in tumor putrefaction [10].

Pulmonary embolism (PE) is a very much recorded
reason for intense respiratory disappointment in
patients with disease. PE can happen at any phase in
a patient with threat and can regularly be the showing
side effects prompting a work up and consequent
analysis of harm [11].

RCC is a very vascular tumor and is known to
contain little arterio-venous (AV) fistulas. Seldom,
RCC is additionally known to cause expansive vessel
fistulas. In spite of the fact that most basic additional
renal AV fistulas are found in the bone, aspiratory
AV fistulas have been accounted for. Cough has been
accounted for as a paraneoplastic-introducing side
effect of RCC. Fujikawa et al [12] hypothesized that
raised interleukin-6 (IL-6) levels, seen on patients
with renal cell carcinoma, may assume a job being
developed of cough.

Everolimus, temsirolimus and sirolimus is a class of
medications which shows hostile to tumor impacts
through the hindrance of mammalian focus of
rapamycin and along these lines are affirmed for the
treatment of renal cell carcinoma and medication
related pneumonitis is a class impact.
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CONCLUSION:

Renal cell carcinoma can give different pulmonary
signs and these respiratory highlights can either be
the displaying manifestation of the illness or can
happen in last phases of the sickness.
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