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Renal angiomyolipomas (AMLs) are relatively
common tumors containing fatty tissue, blood

vessels, and muscular cells in various proportions.
They have a benign clinical course, with a slow
growth pattern and lack of distant metastasis.
However, a propensity for aggressive local growth
has been described, with invasion of the renal
calyceal and pelvic spaces, extension of the renal
capsule, involvement of the renal vein and inferior
vena cava by a fatty thrombus, and the presence of
lymph nodes at the renal hilum with angiomyolipo-
ma tissue.

Typical AMLs can be diagnosed without histo-
logical confirmation by a combination of ultrasound
(US) and computed tomography (CT) imaging in up
to 95% of cases.  In contrast, simultaneous involve-
ment of the kidney, renal vein, or lymph nodes is
less known and might be confused with a metasta-
sizing malignant tumor.  We present a pathologically
proven case of the very uncommon simultaneous
involvement of the kidney and lymph nodes in
AML.

CASE REPORT  

A 37-year-old woman, with a 2-week history of
left flank pain, was referred for evaluation of a left
renal mass discovered during US of the abdomen.
The physical examination was unremarkable, and
laboratory evaluations of hematological as well as
serum chemistry parameters were within normal lim-
its.  However, CT revealed a heterogenous mass in
the left kidney measuring 7 5 5 cm, with suspect-
ed invasion of the left renal vein. Enlargement of the
hilar lymph nodes was also noted (Figs. 1, 2).  A rad-
ical left nephrectomy was performed under the
impression of renal cell carcinoma with renal vein
involvement.  Para-aortic lymph nodes were noted
during the operation. Grossly, the tumor was con-
fined within the renal capsule.

The major histological components of the tumor
and lymph nodes were characterized by abnormally
thick-walled vessels, mature fat cells, and smooth
muscle bundles (Figs. 3, 4).  Consequently, the diag-
nosis was a multicentric angiomyolipoma.
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DISCUSSION

Most cases of AML with its typical appearance
of echogenicity are diagnosed incidentally by the
widespread use of ultrasound.  In ultrasonography,
the echogenicity of the AML depends on the propor-
tion of fat in the renal mass.  A typical renal AML is
suggested by renal masses that are markedly hypere-
choic relative to the renal parenchyma.  In hypere-
choic renal masses, the presence of acoustic shadow-
ing, a hypoechoic rim, and intratumoral cysts are
important findings that help distinguish AML from
renal cell carcinoma (RCC).(1-4) Meanwhile, demon-
stration of fat within the tumor by CT (-20 to -80
Hounsfield units) imaging is thought to confirm the
diagnosis.(5)

Although most fat-containing renal tumors are
not RCC, the appearance of fat in a renal mass
should not rule out this diagnosis when calcification
is identified within the mass or when other features
of the mass strongly suggest malignancy.(6-8)

Diagnosis becomes uncertain when the amount
of fat in the tumor is too low to be clearly imaged.
The use of 5-mm-thick, non-enhanced CT sections
increases the chance of establishing the presence of
fat within the tumor.(9)

Lymph node involvement in AML represents a
multifocal version of the tumor rather than a metasta-
tic disease, a belief that arose from the benign
appearance of the tumor and lymph nodes on patho-
logical examination and the lack of evidence of dis-
tant spread on follow-up.(10) No recurrence or meta-

Fig. 1 Non-contrast-enhanced CT.

Fig. 3 Renal angiomyolipoma with 3 classic elements.
(H&E, reduced from 100)

Fig. 4 Lymph node with involvement by an angiomyolipo-
ma.

Fig. 2 Contrast-enhanced CT. There is a heterogenous
enhanced tumor (7 5 5 cm) (arrow) of the left kidney.
There is invasion of the left renal vein by the tumor (arrow-
head). The hilar lymph node can be noted (short arrow).



Chang Gung Med J Vol. 26 No. 8
August 2003

Wei-Yu Lin, et al
Renal AML involving LN

609

synchronous growth after complete resection has
been described.

Even if the typical features of an angiomyolipo-
ma are present, para-aortic lymph adenopathy may
increase suspicions of a more-aggressive tumor, pos-
sibly leading to unnecessarily aggressive surgery.

Despite improvements in current imaging meth-
ods, multicentric AML of the kidney remains a diffi-
cult preoperative diagnosis in some cases, not least
due to its very low prevalence.  Any metastasizing
malignant disease should be considered.  Because a
preoperative diagnosis cannot be made with certain-
ty, renal parenchyma-sparing surgery should not be a
therapeutic option unless the pathology proves it to
be benign.
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