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ADRENOCORTICAL CARCINOMA: 
SYMPTOMATOLOGY, DIFFERENTIAL 

DIAGNOSIS, OPERATIVE AND 
POSTOPERATIVE TREATMENT - OUR 
EXPERIENCES IN THE LAST 5 YEARS

J. Ivchev 1,2

1 DEPARTMENT OF UROLOGY, GENERAL CITY HOSPITAL “8TH SEPTEMBER”, 
SKOPJE, REPUBLIC OF NORTH MACEDONIA

2 FACULTY OF MEDICAL SCIENCES, UNIVERSITY GOCE DELCEV - STIP,  
REPUBLIC OF NORTH MACEDONIA

ABSTRACT
Adrenal gland tumors represent from 3 to 10% of the total number of tumors in humans. Most of 

them are benign non-functional adenocortical adenomas. In contrast, adenocortical carcinomas 
(ACCs) are extremely rare malignant tumors, with a representation of one to two cases per one 
million inhabitants per year. They occur more often in women than in men in a ratio of 1.5-2.5:1. 

At the Urology Department in the City General Hospital „8th of September“ in Skopje, R. 
North Macedonia, in the last 5 years, 12 patients with adrenal gland tumors were diagnosed 
and operated on. The study includes an analysis of preoperative laboratory findings of adrenal 
gland hormones, biochemical parameters, serum tumor markers, postoperative pathohistological 
findings and their correlation in relation to the clinical picture and other diagnostic procedures 
(ultrasound, CT and MR). 

Out of a total of 12 patients operated on for an adrenal gland tumor, the post-operative 
pathohistological findings showed that in 8 i.e. 66.7% of the patients it was a hormonally 
inactive benign adenoma, while in 2 i.e. 16.7% of the patients adrenocortical carcinoma was 
confirmed histologically and immunohistochemically. - ACC and in 1 patient or 8.3% a neoplastic 
hemangioma was determined. In 8 patients, the tumor of the adrenal gland was diagnosed as an 
incidentaloma, while in 3 or 25% of the patients, investigations were performed due to unspecified 
pain in the groin as the main symptom. The average age of the patients is 58 years. Of them, 8 or 
66.7% were women and 4 or 33.3% were men.

- Adrenocortical cancer is a very rare, but highly aggressive malignant disease, confirmed 
in our practice so far, with a representation of 16.7% of the operated patients with diagnosed 
adenoma of the adrenal gland.

- Adrenocortical carcinoma in this study is diagnosed as an asymptomatic incidentaloma or 
only with the presence of undefined dull pain in the lumbar region, which makes its early detection 
extremely difficult.

-  The preoperative laboratory analyzes of the adrenal gland hormones and their metabolites: 
Vanilmandelic acid - VMA, metanephrine, cortisol, ASTN, DHEA-SO4 - dehydroepiandrosterone 
sulfate and the rapid dexamethasone test, in our study group preoperatively were within the 
limits of the reference values, i.e. did not show correlation with postoperative pathohistological 
findings. Therefore, according to our previous practice, they cannot be taken as the main criterion 
for setting an indication for operative treatment.

- In our study, magnetic resonance imaging and computed tomography, as well as the size of 
the tumor over 4 cm in diameter, proved to be relevant criteria for setting an indication for surgical 
treatment.
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- Laparoscopic supraadrenalectomy enables a much faster recovery of the patient compared 
to the open surgical approach.

KEY WORDS: 
Adrenal gland, Adrenocortical carcinoma, Adrenal gland adenoma, ASTN, Cortisol, 

Vanillinmandelic acid, Metanephrine

INTRODUCTION:
Adrenal gland tumors represent from 3 to 10% 

of the total number of tumors in humans. Most 
of them are benign non-functional adenocortical 
adenomas. In contrast, adenocortical carcinomas 
(ACCs) are extremely rare malignant tumors, 
with a representation of one to two cases per 
one million inhabitants per year (1). The latest 
epidemiological data published in the United 
States show an incidence of about 0.72 per million 
patients, with a 0.2% mortality (2). The median 
age of diagnosed ACS published in Germany and 
France is 46 years, while in the United States it is 
55 years. Characteristic of ASS is their bimodal 
distribution, where they are represented by 1.3% 
of all malignant tumors in childhood and from 0.02 
to 0.2% of all malignant tumors in adult patients 
over 55 years of age. They occur more often in 
women than in men in a ratio of 1.5-2.5:1 (2). The 
most common reason for their occurrence in 50 to 
80% is considered to be a mutation of the tumor 
protein RT 53 of the germ cells (3). In children, it 
usually occurs in conjunction with Li Fraumeni‘s 
syndrome (a rare autosomal dominant hereditary 
cancer characterized by early onset of bone and 
soft tissue sarcoma, brain tumors, adrenocortical 
carcinoma and acute leukemia) (4).

MATERIAL AND METHODS:
At the Urology Department in the City General 

Hospital „8th of September“ in Skopje, R. North 
Macedonia, in the last 5 years, 12 patients with 
adrenal gland tumors were diagnosed and 
operated on. The study includes an analysis 
of preoperative laboratory findings of adrenal 
gland hormones, biochemical parameters, serum 
tumor markers, postoperative pathohistological 
findings and their correlation in relation to the 
clinical picture and other diagnostic procedures 
(ultrasound, CT and MR). The obtained data are 
statistically processed and shown through mean 
value, percentage representation and graphic 
display of the correlation between the parameters.

OBJECTIVES:
- Determining the correlation of preoperative 

values of adrenal hormones (Vanilmandelic 
acid - VMA, metanephrine, cortisol, ASTN, 
DHEA-SO4 - dehydroepiandrosteron sulfate, 
rapid dexamethasone test) serum tumor 
markers (testosteron, estrogen, progesteron 
dyhidroepiandrosteron), biochemical parameters 
and findings from imagine diagnostic procedures 
(ultrasound, MR and CT) with the clinical picture 
and the postoperative pathohistological finding.

- Determination of criteria for indicating 
operative treatment of tumors of the adrenal gland, 
based on the post-operative pathohistological 
findings obtained so far.

RESULTS:
Out of a total of 12 patients operated on for 

an adrenal gland tumor, the post-operative 
pathohistological findings showed that in 8 i.e. 
66.7% of the patients it was a hormonally inactive 
benign adenoma, while in 2 i.e. 16.7% of the 
patients adrenocortical carcinoma was confirmed 
histologically and immunohistochemically - ACC 
and in 1 patient or 8.3% a neoplastic hemangioma 
was determined. In 8 patients, the tumor of the 
adrenal gland was diagnosed as an incidentaloma, 
while in 3 or 25% of the patients, investigations 
were performed due to unspecified pain in the groin 
as the main symptom. The operation in 10 patients 
or 83.3% was performed laparoscopically and 
in 2 patients or 16.7% supraadrenalectomy was 
performed with open surgery together with gastric 
cancer and colon cancer surgery. The average 
age of the patients is 58 years (the youngest is 20 
and the oldest is 80). Of them, 8 or 66.7% were 
women and 4 or 33.3% were men.

DISCUSSION
Etiology: current knowledge about the etiology 

of adrenal neoplasms (adrenocortical carcinoma 
and pheochromocytoma) indicates a genetic 
mutation of the germ cells at the level of the so-
called tumor protein TP 53, as a basic etiological 
factor. Today, several genetic syndromes are linked 
as a risk of developing adrenocortical cancer, 
including: Beckwith-Wiedemann syndrome - 
BWS (alterations of DNA methylation of the 11p15 
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INTRODUCTION:
Adrenal gland tumors represent from 3 to 10% 

of the total number of tumors in humans. Most 
of them are benign non-functional adenocortical 
adenomas. In contrast, adenocortical carcinomas 
(ACCs) are extremely rare malignant tumors, 
with a representation of one to two cases per 
one million inhabitants per year (1). The latest 
epidemiological data published in the United 
States show an incidence of about 0.72 per million 
patients, with a 0.2% mortality (2). The median 
age of diagnosed ACS published in Germany and 
France is 46 years, while in the United States it is 
55 years. Characteristic of ASS is their bimodal 
distribution, where they are represented by 1.3% 
of all malignant tumors in childhood and from 0.02 
to 0.2% of all malignant tumors in adult patients 
over 55 years of age. They occur more often in 
women than in men in a ratio of 1.5-2.5:1 (2). The 
most common reason for their occurrence in 50 to 
80% is considered to be a mutation of the tumor 
protein RT 53 of the germ cells (3). In children, it 
usually occurs in conjunction with Li Fraumeni‘s 
syndrome (a rare autosomal dominant hereditary 
cancer characterized by early onset of bone and 
soft tissue sarcoma, brain tumors, adrenocortical 
carcinoma and acute leukemia) (4).

MATERIAL AND METHODS:
At the Urology Department in the City General 

Hospital „8th of September“ in Skopje, R. North 
Macedonia, in the last 5 years, 12 patients with 
adrenal gland tumors were diagnosed and 
operated on. The study includes an analysis 
of preoperative laboratory findings of adrenal 
gland hormones, biochemical parameters, serum 
tumor markers, postoperative pathohistological 
findings and their correlation in relation to the 
clinical picture and other diagnostic procedures 
(ultrasound, CT and MR). The obtained data are 
statistically processed and shown through mean 
value, percentage representation and graphic 
display of the correlation between the parameters.

OBJECTIVES:
- Determining the correlation of preoperative 

values of adrenal hormones (Vanilmandelic 
acid - VMA, metanephrine, cortisol, ASTN, 
DHEA-SO4 - dehydroepiandrosteron sulfate, 
rapid dexamethasone test) serum tumor 
markers (testosteron, estrogen, progesteron 
dyhidroepiandrosteron), biochemical parameters 
and findings from imagine diagnostic procedures 
(ultrasound, MR and CT) with the clinical picture 
and the postoperative pathohistological finding.

- Determination of criteria for indicating 
operative treatment of tumors of the adrenal gland, 
based on the post-operative pathohistological 
findings obtained so far.

RESULTS:
Out of a total of 12 patients operated on for 

an adrenal gland tumor, the post-operative 
pathohistological findings showed that in 8 i.e. 
66.7% of the patients it was a hormonally inactive 
benign adenoma, while in 2 i.e. 16.7% of the 
patients adrenocortical carcinoma was confirmed 
histologically and immunohistochemically - ACC 
and in 1 patient or 8.3% a neoplastic hemangioma 
was determined. In 8 patients, the tumor of the 
adrenal gland was diagnosed as an incidentaloma, 
while in 3 or 25% of the patients, investigations 
were performed due to unspecified pain in the groin 
as the main symptom. The operation in 10 patients 
or 83.3% was performed laparoscopically and 
in 2 patients or 16.7% supraadrenalectomy was 
performed with open surgery together with gastric 
cancer and colon cancer surgery. The average 
age of the patients is 58 years (the youngest is 20 
and the oldest is 80). Of them, 8 or 66.7% were 
women and 4 or 33.3% were men.

DISCUSSION
Etiology: current knowledge about the etiology 

of adrenal neoplasms (adrenocortical carcinoma 
and pheochromocytoma) indicates a genetic 
mutation of the germ cells at the level of the so-
called tumor protein TP 53, as a basic etiological 
factor. Today, several genetic syndromes are linked 
as a risk of developing adrenocortical cancer, 
including: Beckwith-Wiedemann syndrome - 
BWS (alterations of DNA methylation of the 11p15 
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locus), Multiple endocrine neoplasia type 1 - 
MEN1 (caused by mutations in the MENIN gene 
on chromosome 11q13), Lynch syndrome (caused 
by mutations in genes involved in DNA mismatch 
repair genes MSH2, MSH6, PMS2, MLH1), familial 
adenomatous polyposis (FAP), neurofibromatosis 
type 1, Werner syndrome, patients with Carney 
complex and uncontrolled use of contraceptives 
in young women (5,-13).

Symptomatology of adrenocortical 
neoplasms: published studies to date describe 
three clinical presentations. In the first, ASS 
is manifested in 40 to 60% of patients with 
symptoms and signs of hormonal excess. One-
third of patients with ACS develop symptoms as 
a result of tumor growth and are manifested by 
pain in the groin, abdominal bloating or a feeling 
of fullness, and in 20 to 30% of patients, cancer 
is diagnosed incidentally during investigations of 
other diseases (6).

In the studied group, out of a total of 12 operated 
patients, in 8 (66.7%) patients the tumor of the 
adrenal gland was diagnosed as an incidentaloma 
during a routine ultrasound examination due to 
another pathology. In 3 (25%) patients, one aged 
25 years, one aged 20 years, and a patient aged 
59 years, an adrenal gland tumor was diagnosed 
on investigation of a symptom of unspecified 
intermittent lower back pain with radiation to 
the back in back, which lasted several months 
back, while in one patient (8.3%) aged 64 years, 
a tumor of the left adrenal gland was found as an 
incidental finding intraoperatively during surgery 
for recurrent gastric cancer (table 1).

Adrenal gland 
tumor symptoms

Number of 
patients

Percentage 
representation

Asymptomatic - 
accidental finding 
(incidentaloma)

8 66,7%

Unspecified pain in 
the loin radiating to 

the back
3 25%

An incidental 
intraoperative 

finding
1 8,33%

Table 1. Symptomatology of adrenal gland tumors in 
the studied group

BIOCHEMICAL FINDINGS: 
Adrenocortical hormones (mineralocorticoids, 

glucocorticoids and androgens) according to 
previous studies, are elevated in 45 to 70% (6,7,14). 
The increased excretion of hormones (in 50 to 

80% of cases of adrenocortical cancer) causes 
symptoms such as: plethora, diabetes mellitus, 
muscle weakness/atrophy and osteoporosis.

Often, very high levels of cortisol in ACC 
saturate the renal HSD11B2 system, resulting 
in glucocorticoid-mediated activation of 
mineralocorticoid receptors. Therefore, 
hypokalemia and hypertension occur very often 
in patients with ACS (16,17,18). In most cases of 
elevated cortisol secretion, patients can detect 
decreased ASTN values of less than 10 pg/mL 
and elevated cortisol levels at the 08:00 AM blood 
draw.

The diagnosis of hypercortisolism is usually 
established by a 1-mg dexamethasone 
suppression test, midnight salivary cortisol, or 
elevated 24-hour urine-free cortisol.

TUMOR MARKERS
According to current clinical practice, analysis 

of total testosterone, estrogen, progesterone and 
Dehydroepiandrosterone sulfate (DHEA-SO4) is 
mandatory. Increased values of these hormones 
can also be used as tumor markers because 
they point to the existence of malignancy, that is, 
adrenocortical cancer (19,20). Today it has been 
confirmed that elevated values of metabolites 
of 11-deoxycortisol and DHEA in urine can be 
reliably used to differentiate ACC tumors from 
benign adenomas. The metabolite tetrahydro-
11-deoxycortisol in urine is considered the most 
significant such tumor marker (21).

In contrast to the previously published data 
regarding the change in biochemical tumor markers 
and the hormonal status of the adrenal gland, in our 
study group, with the exception of two patients in 
whom the postoperative pathohistological finding 
showed that it was an adrenocortical carcinoma, 
in the rest of the patients with a diagnosed tumor 
of adrenal gland, preoperatively all laboratory 
parameters, including the values of hormones 
and hormonal metabolites, did not show deviation 
from the reference values.

Both patients with adrenocortical carcinoma 
were characterized by mildly elevated blood 
cortisol levels ranging from 16.8 to 26 ug/dl 
(normal values 5.00 - 25 ug/dl), low protein levels 
(total protein below 50 g/l, globulins below 20.8 
g/l, albumins below 29.4 g/l) and an elevated level 
of C-reactive protein (from 40 to 63.7 mg/L), while 
the other parameters: vanillinmandelic acid in 24 
hourly diuresis with normal mean values from 
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16.5 to 21.6 umol/dU (reference values from 7.0 
to 68.0 umol/dU), metanephrine from 1.1 to 2.3 
umol/dU (reference values up to 5.5 umol/dU), 
ASTN with a mean value of 30.3 pg/ml (reference 
values from 5.00 - 46.0 pg/ml) and DHEA-SO4 
- dehydroepiandrosterone sulfate with a mean 
value of 65.5 µg/dL (reference values from 45 to 
320 µg/dL), did not indicate a possible neoplastic 
process in terms of adrenocortical carcinoma or 
pheochromocytoma (table no. 2,3).

Biochemical 
parameters in 
patients with 

adrenocortical 
carcinoma

Normal 
values

Reduced 
values

Increased 
values

leukocytes 7,5 x 10 9/l

erytrocytes 3,30 x 10 
12/l

hemoglobin 10,4 g/dl

hematocrit 29,1%

Na 138 mmol/l

Cl 103 mmol/l

K 3,7 mmol/l

Creatinin 52,1 umo/l

Total protein 50,2 g/L

globulin 20,8 g/L

albumin 29,4 g/L

CRP 63,7 mg/L

glucose 4,4 mmol/l

Table No. 2. Biochemical parameters in blood in 
patients with adrenocortical cancer in the studied 

group

Values of adrenal 
hormones and 

their metabolites 
in patients with 
adrenocortical 

carcinoma

Normal 
values

Reduced 
values

Increased 
values

Vanilmandelic 
acid-VMA (24 h 

diuresis)

21,6 umol/
dU

Metanephrin (24 h 
diuresis) 1,1 umol/dU

ACTH 30,3 pg/ml

DHEA-SO4 65,5 µg/dL

Cortisol 16,8 - 26,0 
ug/dL

Dexamethasone 
test

0.8 μg/
dL (normal 
<1,8μg/dL)

Table 3. Values of adrenal hormones, their 
metabolites and dexamethasone test in patients with 

adrenocortical carcinoma

CRITERIA FOR SETTING AN INDICATION 
FOR SURGICAL TREATMENT OF ADRENAL 
GLAND TUMORS

Very often, except for the finding of a large 
tumor, hormonal and biochemical parameters in 
patients with ACS are normal with the absence 
of any symptoms and are diagnosed incidentally 
during other routine examinations. Usually ASS are 
diagnosed as large tumors over 6 cm in diameter.

Until the use of modern „imagine“ diagnostic 
procedures (CT and MR with contrast medium) the 
size of adrenal tumors was considered the main 
criterion for setting an indication for surgery. At the 
same time, the finding of the presence of bleeding 
in the tumor, necrotic zones and calcifications, 
suggest a possible malignant destruction.

The risk of adrenal malignancy increases with 
tumor size, with the index of suspicion increasing 
for tumors larger than 4 cm (sensitivity, 97%; 
specificity, 52%) and larger than 6 cm (sensitivity, 
91%); specificity, 80%) (22). Tumors 1 to 4 cm 
in diameter without definite benign features 
and a homogeneous mass of low density (≤10 
Hounsfield units [HU]) with smooth margins 
should be regularly monitored and supplemented 
with other diagnostic protocols and procedures 
in order to timely detect the beginning of the 
malignant process.

The size of the adrenal tumors in the study 
group can be divided into two groups: tumors 
with a diameter of 2 to 4.5 cm and tumors with 
a diameter of 4.5 to 7 cm. Out of a total of 12 
operated patients, in 8 patients in whom the 
postoperative pathohistological finding showed 
that it was an inactive benign adenoma, the size of 
the tumoral change was from 2 to 4.5 cm, while in 
3 patients with confirmed adrenal carcinoma and 
one patient with glandular cavernous hemangioma 
of the adrenal gland, the size was between 5.5 and 
7.3 cm in diameter (Picture 1,2).
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Picture 1. MR of the ACC of the right adrenal gland in a 
25-year-old female patient operated laparoscopically in 
the General City Hospital „8th of September“ - Skopje 

(the size of the tumor is 73 x 55 mm)

 

Picture 2. MRI of the ACC in a 59-year-old man with 
a diameter of 53x45 mm, operated in the General City 

Hospital „8th of September“ - Skopje

POSTOPERATIVE PATHOHISTOLOGICAL 
FINDINGS IN THE STUDIED GROUP

Out of a total of 12 operated patients 
with adrenal gland tumor, in 7 patients the 
pathohistological analysis showed classic features 
of adenoma (larger cells with different cytoplasm, 
increased variation in the size of the nucleus, 
abundant foamy cytoplasm and different cell 
borders resembling zona fascicula, in one patient, 
the tumor is described as cortical hyperplasia, 
(adrenocortical nodular disease), in one patient, 
the tumor is described as a large neoplastically 
altered cavernous hemangioma, and in three 
patients, adrenocortical cancer is diagnosed (of 
which two patients have the second stage and 
one patient the third stage of malignancy) (table 
4) .

Pathohistological 
findings in the studied 

group

Number of 
patients

Percentage 
representation

Histological finding of 
benign adenoma 7 58,3%

Hyperplasio corticalis 
glandulae suprarenalis 1 8,33%

Haemangioma 
cavernosum gllandulae 

suprarenalis
1 8,33%

Adrenocortical 
Carcinoma- Stage II, 
pT2,pNX,pMx,L1,V1

2 16,7%

Adrenocortical 
Carcinoma - Stage III, 

pT3a, pN1,pMx
1 8,33%

Table No. 4. Pathohistological findings in the studied 
group

TREATMENT OF ADRENAL TUMORS
Indication for surgical treatment according to 

the Guideline of the World Urological Association 
includes the following criteria:
a) Tumors ≥4.0 cm,
b) Regardless of size, any incidentaloma with 

clinical, radiological or hormonal abnormalities 
indicative of malignancy or hyperfunction 
should be surgically removed,

c) any incidentaloma that during follow-up shows 
signs of malignancy or hyperfunction, as 
well as any tumor that shows an increase in 
diameter from 0.5 to 1 cm, should be surgically 
removed,

d) If the skill of the surgeon and the 
characteristics of the lesion allow, laparoscopic 
supraadrenalectomy is the method of choice, 
compared to the open surgical method.
In our study group, only one patient was operated 

because of symptoms and signs of hypercorticism 
and one as an incidental intraoperative finding 
during gastric cancer surgery, while in the rest, the 
indication for adrenalectomy was set based on the 
size of the tumor mass which was more than 4 
cm in diameter. out of a total of 12 patients, 10 
(83.3%) were operated laparoscopically and two 
(16.6%) with an open surgical approach (Picture 
3,4).



8 ТУМОРИ НА НАДБЪБРЕКА 3‘2024

 

Picture No. 3. Laparoscopic right 
supraadrenalectomy. Adrenocortical carcinoma 
(dimensions 72 x 58mm) in a 25-year-old female 

patient operated on in the „8th of September“ General 
Hospital - Skopje, Republic of Macedonia

 

Picture no. 4. Left supra-adrenalectomy due to 
an incidental finding of adrenocortical cancer, in 
a 72-year-old woman operated during a partial 
gastrectomy due to cancer, in the GOB „8mi 

Septemvri“ Skopje, RS Macedonia

Although in all 12 patients the hormonal and 
biochemical findings did not show indications of 

the existence of pheochromocytoma, due to the 
possible danger of bleeding or hypertensive crisis, 
a fine needle biopsy was not performed.

POSTOPERATIVE PROGNOSIS OF ADRE-
NOCORTICAL CARCINOMA

Even with apparently complete resections, local 
recurrence rates typically ranged from at least 19% 
to 34% in those patients without residual disease 
after surgery (23,24,25). In our study group, the 
two-year follow-up of patients with all „imagine“ 
diagnostic procedures, CT, MR and PET Scan 
and all hormonal, biochemical and tumor marker 
analyses, showed 100% survival.

CONCLUSION:
- Adrenocortical cancer is a very rare, but 

highly aggressive malignant disease, confirmed in 
our practice so far, with a representation of 16.7% 
of operated patients diagnosed with adenoma 
of the adrenal gland. Adrenocortical carcinoma 
in this study is diagnosed as an asymptomatic 
incidentaloma or only with the presence of an 
undefined dull pain in the lumbar region, which 
makes its early detection extremely difficult.

- Preoperative laboratory analyzes of adrenal 
hormones and their metabolites: vanillinmandelic 
acid - VMA, metanephrine, cortisol, ASTN, 
DHEA-SO4 - dehydroepiandrosterone sulfate 
and the rapid dexamethasone test, in our study 
group preoperatively were within the limits of the 
reference values, i.e. did not show correlation 
with postoperative pathohistological findings. 
Therefore, they cannot be taken as the main 
criterion for setting an indication for operative 
treatment.

- Magnetic resonance and computed 
tomography, as well as the size of the tumor 
over 4 cm in diameter, in our study proved to 
be relevant criteria for setting an indication for 
surgical treatment.

- Laparoscopic supraadrenalectomy enables a 
much faster recovery of the patient compared to 
the open surgical approach.
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РЕЗЮМЕ 
ВЪВЕДЕНИЕ
Диагнозата на чужди тела в уретрата и пикочния мехур е предизвикателство, като 

се има предвид колебанието на пациентите да докладват за поставянето им. Забаве-
ната диагностика увеличава честотата на усложненията. Магнитните чужди тела 
са особено опасни поради възможността от притискане на уретрата или стената 
на пикочния мехур, което води до тежка исхемия. Отстраняването на тези обекти е 
трудно поради тяхната магнитна адхезия.

ЦЕЛ
Целта на тази публикация е да представим рядък и интересен клиничен случай на 

поставени 91 метални магнитни топчета в уретрата и пикочния мехур от младо 15 
годишно момче и да потърсим подобни описани случаи в медицинските база данни.

МАТЕРИАЛИ И МЕТОДИ
Беше направена справка в PUB MED с ключави думи: чуждо тяло; магнитни топчета; 

пикочен мехур; уретра. В базата данни се откриха докладвани 2 случая на поставени 
магнитни топчета в уретрата и пикочния мехур: 28 г., мъж с 159 топчета и 10 г., 
момче с 83 топчета.

РЕЗУЛТАТИ
Представяме рядък и интересен клиничен случай на момче на 15 години поставило 

в уретрата и пикочния си мехур 91 метални магнитни топчета. Здраво 15 годишно 
момче постъпва по спешност в клиниката. По данни на детето и майката, пациента 
си е вкарал в уретрата около 30 метални магнитни топчета. Отричат за заболявания 
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и приемане на медикаменти. Отричат за алергия. 
Извърши се екстракция на 15 броя метални магнитни топчета от уретрата с щип-

ка за чуждо тяло. Извърши се цистоскопия и се установи когломерат от множество 
топчета в пикочния мехур и поради силните магнитни сили на неодимовите магнитни 
топчета се установи невъзможност по миниинвазивен път да се екстрахират маг-
нитните метални топчета през уретрата. Взе се решение да се извърши цистото-
мия. Извърши се екстракция на множество магнитни топчета от пикочен мехур. Ме-
талните магнитни топчета бяха общо 91 броя.

ОБСЪЖДАНЕ
Този клиничен случай на поставени в уретрата и пикочният мехур метални магнит-

ни топчета дава ценна представа за рядък, но потенциално сериозен медицински сце-
нарий и изисква допускането му в диференциално-диагностичният план. Успешното 
идентифициране и отстраняване на магнитните топчета в този случай е от реша-
ващо значение за предотвратяване на допълнителни усложнения, като инфекция или 
увреждане на уретрата и пикочния мехур.

При деца с повтарящи се дизурични оплаквания трябва да се има предвид възмож-
ността за чуждо тяло в уретрата или пикочния мехур.

За пациенти без сериозни усложнения цистоскопията е златен стандарт за диаг-
ностика и лечение.

Този случай доказва необходимостта от повишена обществена осведоменост и 
по-строги регулаторни мерки по отношение на магнитните играчки.

КЛЮЧОВИ ДУМИ: 
чуждо тяло, магнитни топчета, пикочен мехур, уретра

ABSTRACT
INTRODUCTION: 
The diagnosis of foreign bodies in the urethra and bladder is challenging given the reluctance 

of patients to report their insertion. Delayed diagnosis increases the incidence of complications. 
Magnetic foreign bodies are particularly dangerous because of the possibility of compressing the 
urethra or bladder wall, leading to severe ischemia. Removal of these objects is difficult due to 
their magnetic adhesion.

PURPOSE
The purpose of this publication is to present a rare and interesting clinical case of 91 metallic 

magnetic balls placed in the urethra and bladder of a young 15-year-old boy and to search for 
similar reported cases in medical databases.

MATERIALS AND METHODS
PUB MED was searched using keywords: foreign body; magnetic balls; bladder; urethra. The 

database found 2 reported cases of magnetic beads placed in the urethra and bladder: a 28-year-
old man with 159 balls and a 10-year-old boy with 83 balls.

RESULTS
We present a rare and interesting clinical case of a 15-year-old boy who had 91 metallic 

magnetic balls inserted into his urethra and bladder. A healthy 15-year-old boy is urgently 
admitted to the clinic. According to the child and the mother, the patient inserted about 30 metal 
magnetic balls into his urethra. They deny illness and medication. They deny an allergy.

Fifteen metal magnetic balls were extracted from the urethra with a foreign body clip. A 
cystoscopy was performed and a conglomerate of multiple balls was found in the bladder and 
due to the strong magnetic forces of the neodymium magnetic balls, it was found impossible to 
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minimally invasively extract the magnetic metal balls through the urethra. A decision was made 
to perform a cystotomy. Extraction of multiple magnetic balls from bladder was performed. The 
metal magnetic balls were a total of 91 pieces.

DISCUSSION
This clinical case of metal magnetic balls placed in the urethra and bladder provides valuable 

insight into a rare but potentially serious medical scenario and warrants its inclusion in the 
differential diagnosis plan. Successful identification and removal of the magnetic balls in this 
case is critical to prevent further complications, such as infection or damage to the urethra and 
bladder.

In children with recurrent dysuric complaints, the possibility of a foreign body in the urethra or 
bladder should be considered.

For patients without serious complications, cystoscopy is the gold standard for diagnosis and 
treatment.

This case demonstrates the need for increased public awareness and stricter regulatory 
measures regarding magnetic toys.

KEYWORDS: 
foreign body, magnetic balls, bladder, urethra

ВЪВЕДЕНИЕ
Диагнозата на чужди тела в уретрата и 

пикочния μехур е предизвикателство, като 
се иμа предвид колебанието на пациенти-
те да докладват за поставянето иμ. Заба-
вената диагностика увеличава честотата 
на усложненията. Полиеμболокоилаμания/ 
Polyembolokoilamania/, или вμъкване на пред-
μет в телесен отвор за сексуално задово-
ляване, е най-честата причина за уретрални 
чужди тела. При този акт се вкарват чужди 
тела в отвори като уретра, ректуμ и ва-
гина. Често се проявява при пациенти със 
синдроμ на Smith-Magenis, когато е μотиви-
рано от желание за сексуално удовлетворе-
ние, то μоже да се счита за парафилия. Па-
рафилията е преживяването на повтаряща 
се или интензивна сексуална възбуда къμ не-
типични обекти, ситуации, фантазии, пове-
дение или индивиди. Също така е дефинирано 
като сексуален интерес къμ нещо различно 
от конвенционален сексуален контакт със 
съгласен човешки партньор.

Други μотиви за вμъкване на чужди тела 
в уретрата включват любопитство или 
като поμощник при уриниране.

Клиничната картина на чуждо тяло в уре-
трата е подобно на инфекция или стрик-
тура. Усложненията включват хроничен 
цистит, хидронефроза, вторично образува-
не на каμъни и бъбречна недостатъчност. 
При деца и тийнейджъри е от съществено 

значение да се допусне наличието иμ и да се 
проведе образно изследване за изключване на 
чуждо тяло в уретрата. Магнитните чужди 
тела са особено опасни поради възμожност-
та от притискане на уретрата или стена-
та на пикочния μехур, което води до тежка 
исхеμия. Отстраняването на тези обекти 
е трудно поради тяхната μагнитна адхезия 
[1], [2], [3], [4]. Неодиμовите μагнитни играч-
ки бяха вреμенно преμахнати от Светов-
ният пазар, но продажбите на дребно бяха 
възобновени през 2016 г. и те продължават 
да представляват риск в нашето общество.

ЦЕЛ
Целта на тази публикация е да предста-

виμ рядък и интересен клиничен случай на 
поставени 91 μетални μагнитни топчета в 
уретрата и пикочния μехур на μладо 15 го-
дишно μоμче и да потърсиμ подобни описа-
ни случаи.

МАТЕРИАЛИ И МЕТОДИ
Беше направена справка в PUB MED с клю-

чави дуμи: чуждо тяло; μагнитни топчета; 
пикочен μехур; уретра. В базата данни се 
откриха докладвани 2 случая на поставени 
μетални μагнитни топчета в уретрата и 
пикочния μехур: 28 г., μъж с 159 топчета и 
10 г., μоμче с 83 топчета.

РЕЗУЛТАТИ
Представяμе рядък и интересен клини-

чен случай на 15 годишно μоμче поставило 
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в уретрата и пикочния си μехур 91 μетални 
μагнитни топчета. Пациента постъпва по 
спешност в клиниката. По данни на детето 
и μайката, пациента си е вкарал в уретрата 
около 30 μетални μагнитни топчета. От-
ричат за заболявания и приеμане на μедика-
μенти. Отричат за алергия. Пациента иμа-
ше дизурични оплаквания, които се „засилили 
значително през последните 3 часа“. Анали-
зът на урината показа наличие на левкоцити 
и μикроскопска хеμатурия. Пълната кръвна 
картина и биохиμия бяха в норμални грани-
ци. Проведената ехография на пикочо-отде-
лителна систеμа - без уростаза и калкулоза 
в двата бъбрека, чуждо тяло в пикочния μе-
хур. Назаначи се обзорна рентгенография на 
пикочо-отделителна систеμа-фас и профил: 
данни за μножество свързани тела с μетал-
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Фиг. 3 - Чуждо тяло от пикочния μехур и 
уретрата - 91 броя μетални μагнитни топчета 

ОБСЪЖДАНЕ
Този случай на поставени в уретрата и 

пикочният μехур μетални μагнитни топче-
та дава ценна представа за този рядък, но 
потенциално сериозен μедицински сценарий 
и изисква допускането μу при диференци-
ална диагноза при заболявания на пикочни-
те пътища [5], [6], [7], [8]. Успешното иден-
тифициране и отстраняване на μеталните 
μагнитни топчета в този случай е от ре-
шаващо значение за предотвратяване на до-
пълнителни усложнения, като инфекция или 
увреждане на уретрата и пикочния μехур [9].

При деца с повтарящи се дизурични оп-
лаквания трябва да се иμа предвид възμож-
ността за чуждо тяло в уретрата или в 
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пикочния μехур.
При пациенти без сериозни усложнения 

цистоскопията е златен стандарт за ди-
агностика и лечение. Докато по-голяμата 
част от чуждите тела се отстраняват ен-
доскопски, сложните обекти или тези, чий-
то отстраняване е свързано със значително 

нараняване на уретрата, μоже да се извър-
ши отворена оперативна интервенция [10].

Този случай доказва необходиμостта 
от повишена обществена осведоμеност и 
по-строги регулаторни μерки по отношение 
на μагнитните играчки.
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THE ASSOCIATION OF SQUAMOUS 
KERATINIZING METAPLASIA 

(LEUKOPLAKIA) OF THE BLADDER 
WITH SYMPTOMS OF THE LOWER 

URINARY TRACT IN WOMEN
D. Markovski

DEPARTMENT OF UROLOGY, GENERAL CITY HOSPITAL “8TH SEPTEMBER”, 
SKOPJE, REPUBLIC OF NORTH MACEDONIA

ABSTRACT
INTRODUCTION
Squamous keratinizing metaplasia (SCM) of the bladder, also known as leukoplakia of the 

bladder, is a condition in which the normal transitional epithelium is transformed into a squamous 
epithelium overlying a layer of keratin (1). In most patients, typical non-specific urinary symptoms 
are expressed, such as frequency, urgency, suprapubic pain, discomfort, microhematuria and, 
less often, macrohematuria (7).

OBJECTIVES OF THE STUDY
- To prove the relationship between bladder leukoplakia and urinary symptoms in affected 

women.
- To determine the effect of endoscopic resection of leukoplakia in relation to conservative 

treatment
MATERIALS AND METHODS
The study analysed 50 patients with long-term lower urinary tract symptoms (more than six 

months) between 2021 and July 2024. All underwent cystoscopy. The study included patients 
with a pathohistological diagnosis of squamous keratinizing metaplasia of the bladder. The 
severity of symptoms was determined according to the international classification for urinary 
symptoms (International prostate symptom score - IPSS). Bi-polar transurethral resection of 
squamous keratinizing metaplasia of the bladder was performed in all patients. One month after 
the intervention, the patients were called for a follow-up examination, during which the severity 
of urinary symptoms was re-evaluated according to the IPSS. Then a comparative analysis was 
performed, on the basis of which the significant difference of IPSS before and after the intervention 
was assessed.

RESULTS
Of the total number of female patients, lower urinary tract symptoms, pain and hematuria 

were the most common symptoms. After the intervention there was a significant improvement 
in the initial IPSS score. The percentage of patients with severe and moderate lower urinary 
tract symptoms decreased from 57.1% to 25.7%. No hematuria was reported, and most of the 
patients reported an improvement in their quality of life. A total of 64.4% of patients reported an 
improvement in symptoms, in 23.5% there was no improvement, and 12.1% reported worsening 
of symptoms.

CONCLUSION
Bipolar transurethral resection significantly relieves symptoms in women with squamous 

keratinizing metaplasia, improves quality of life according to the IPSS questionnaire by an 
acceptable 64.4%, and is superior to conservative treatment.

KEY WORDS: 
squamous keratinizing metaplasia, leukoplakia, bladder, non-specific urinary symptoms
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INTRODUCTION

DEFINITION
Rare bladder diseases include leukoplakia 

(white plaques on the bladder), malakoplakia 
(brown plaques on the bladder), bladder 
amyloidosis, bladder sarcoidosis, and megacystic 
bladder syndrome.

Squamous keratinizing metaplasia (SKM) of 
the bladder, also known as leukoplakia of the 
bladder, is defined as the transformation of the 
normal multilayered transitional epithelium of the 
bladder into a multilayered squamous epithelium, 
which may be covered with a layer of keratin in 
squamous keratinizing metaplasia, or to be without 
a keratinized layer in squamous metaplasia.

The first description of leukoplakia was given 
by Rokitanski in 1861. Older statistics show that 
leukoplakia was more common in men (1). In more 
recent research, women predominate among the 
sick. The greatest frequency of leukoplakia is 
between 30 and 60 years of age. Leukoplakia is 
twice as common in the bladder than in the pyelon 
and ureter (1). It is less common in the urethra. It 
can also be called in a family form. Sometimes it 
occurs as a systemic disease of the urothelium, 
affecting both the upper and lower urinary tract.

Leukoplakia pathohistologically is a metaplastic 
lesion, which occurs as a reaction of the normal 
multilayered transitional epithelium to chronic 
irritation such as frequent and long-term urinary 
infections, calculus of the bladder or a foreign 
body.

In the literature, chronic infection is often 
associated with leukoplakia (1,3). It is often 
found in chronic cystitis, calculus of the bladder, 
schistosomiasis and long-term wearing of a 
urinary catheter. However, in some patients 
neither functional nor anatomical obstruction can 
be proven, and urine cultures are sterile.

Leukoplakia can appear in different places in the 
bladder and urinary tract, but the most common 
localization is in the trigonum of the bladder. 
Microscopically, there is a picture of multilayered 
squamous epithelium with keratinization. Apart 
from squamous metaplasia, histopathological 
criteria for leukoplakia include acanthosis, cellular 
atypia and dysplasia.

The preoperative gold standard for diagnosis 
is cystoscopy. Cystoscopy shows a “snowstorm” 
phenomenon (floating scrums) and characteristic 
shiny, whitish “velvet” plates. In rare cases, 

almost the entire wall of the bladder is covered 
with irregular whitish membranes. Tumor-like 
inflammatory changes can also be seen. Therefore, 
a definitive diagnosis requires a biopsy that shows 
the nature of the change.

ETIOLOGY
The bladder has endodermal and mesodermal 

origins. The presence of ectodermal cells in the 
bladder mucosa is explained by the process of 
squamous metaplasia. Metaplasia represents 
the transformation of one type of tissue into 
another type of tissue, which is morphologically 
and functionally different. Mostofi believes that 
the transitional epithelium has a great capacity 
for metaplasia and neoplasia under the influence 
of various stimuli (chronic irritation, infection, 
hormone imbalance or vitamin deficiency) (1).

Many authors believe that chronic infection 
is often associated with leukoplakia. It is often 
found in chronic cystitis, calculus of the bladder, 
schistosomiasis and long-term wearing of a 
urinary catheter (1). However, in some patients 
neither functional nor anatomical obstruction can 
be proven, and urine cultures are sterile.

Embryological theory considers that 
leukoplakia develops from ectodermal cells, 
which during embryogenesis accidentally or by 
genetic mechanism came to the urinary tract. It is 
possible that during the caudal dislocation of the 
Wolffi duct, dislocation of some ectodermal cells 
may occur.

PATHOLOGY
Leukoplakia can appear in different places in the 

bladder and urinary tract, but the most common 
localization is in the trigonum of the bladder. 
Microscopically, there is a picture of multilayered 
squamous epithelium with keratinization. Apart 
from squamous metaplasia, histopathological 
criteria for leukoplakia include acanthosis, cellular 
atypia and dysplasia.

Keratinization is a basic pathological criterion 
that distinguishes leukoplakia from multi-layered 
squamous epithelium of the vaginal type. “Vaginal-
like” epithelium is often found on the trigone 
in women. Multilayered squamous epithelium 
without keratinization is found on the trigone and 
on the back of the urethra in 50-70% of women in 
the reproductive period of life. Under the influence 
of sex hormones, this epithelium changes during 
the menstrual cycle and over the years.

In addition to squamous metaplasia with 
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keratinization, inflammatory changes can also be 
found in the vaginal wall beneath these lesions. 
Electron microscopy showed a distinct type of 
basal cells with small, dense granulations. These 
cells resemble the Merkel cells found in the 
skin and have hormonal and sensory functions. 
This type of cells is found not only in the zone 
of leukoplakia but also in the zones of “Vaginal-
like” epithelium of the trigonum of the bladder in 
women. The presence of these cells supports the 
theory of dislocation of ectodermal cells during 
embryogenesis (1).

SYMPTOMS AND SIGNS
The symptoms of leukoplakia are long-lasting 

and refractory to conservative therapy. Lower 
urinary tract symptoms (LUTS), pollakisuria, 
dysuria, urgent urination, as well as signs of 
urinary infection are common and most common. 
The infection is present in 50% of patients. Some 
patients have difficult and painful urination as well 
as hematuria. Whitish scrums can be seen in the 
urine. In certain cases, calculi have also been 
found in the bladder (1,2).

DIAGNOSE
Cytological examination of the urine shows 

numerous mature squamous cells and keratin 
material, in addition to transitional epithelial cells.

The gold standard for diagnosis is cystoscopy. 
Cystoscopy shows a “snowstorm” phenomenon 
(floating scrums) and characteristic shiny, whitish 
“velvet” plates. In rare cases, almost the entire 
wall of the bladder is covered with irregular whitish 
membranes. Tumor-like inflammatory changes 
can also be seen. Therefore, a definitive diagnosis 
requires a biopsy that shows the nature of the 
change. (1)

 

Picture 1. Bladder leukoplakia

LEUKOPLAKIA AND CARCINOMA
According to some authors, the simultaneous 

occurrence of leukoplakia and squamous cell 
carcinoma of the bladder ranges up to 37% (1). 
This occurrence is more common in the bladder 
than in other parts of the urinary tract. According 
to other authors, the simultaneous occurrence 
during the initial diagnosis is lower and ranges 
from 10-20% (1,3). The occurrence of cancer 
in the later period of multi-year follow-up of the 
patient is even rarer.

The occurrence of squamous cell carcinoma 
in an afunctional bladder, 19 years after urine 
derivation, is described. This leads to the 
conclusion that further irritation with urine is not 
necessary for the progression of leukoplakia to 
cancer (1).

Moloney in 1981 published a study with 300 
cases of leukoplakia, of which 26 patients later 
developed squamous cell carcinoma of the bladder. 
Also, the same author describes the occurrence of 
squamous cell carcinoma in three patients sixteen 
years after initial urine derivation. Therefore, in the 
case of urine derivation, prophylactic removal of 
the bladder is also recommended (1,3).

TREATMENT
The etiology of squamous keratinizing 

metaplasia is still unclear, and there is currently 
no effective medical therapy. Antibiotics, alpha 
blockers and anticholinergics are effective in lower 
urinary tract symptoms associated with benign 
prostatic hyperplasia and not in leukoplakia.

More recently, intravesical instillation of 
hyaluronic acid has also been used, but with 
limited success.

Combined therapy is recommended as the best 
treatment, i.e. resection and electrocoagulation of 
the lesion with subsequent instillation of hyaluronic 
acid.

Limited plaques are treated with endoscopic 
resection and electrocoagulation to healthy tissue. 
Leukoplakia is often accompanied by inflammatory 
changes and in most cases is located on the 
trigone of the bladder.

Some authors describe that pathologically 
altered glycocalyx cells are responsible for 
chronic inflammation of the bladder wall. That’s 
why studies were done where the drug sodium 
pentosan polysulfate (Elmiron) of 300 mg per day 
was used for 6 months (1). Between the cells of 
the transitional epithelium there is a narrow space 
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that prevents the penetration of urine between the 
cells. In the squamous epithelium, the intercellular 
connection spaces are larger and the connections 
between the cells are weaker, so urine penetrates 
between them more easily. Sodium pentosan 
polysulfate has a non-specific anti-inflammatory 
effect and “coats” the epithelium, thus preventing 
the penetration of urine into the intercellular 
space. However, the effect has not been 
scientifically proven. Because there is no more 
effective treatment than endoscopic resection, 
leukoplakia requires long-term follow-up, including 
cystoscopies and occasional biopsies.

OBJECTIVES OF THE RESEARCH 
The purpose of this research is:
- To prove the relationship between bladder 

leukoplakia and urinary symptoms in affected 
women.

- To determine the effect of endoscopic 
resection of leukoplakia in relation to conservative 
treatment.

MATERIALS AND METHODS

ELABORATION AND PLAN
The study analyzed 50 patients with long-

term lower urinary tract symptoms (more than six 
months) between January 2021 and July 2024. 
The patients were aged 18 to 70 years. The mean 
age of the patients was 44 years. Cystoscopy was 
performed in all of them.

The study included patients with a 
pathohistological diagnosis of squamous 
keratinizing metaplasia of the bladder. The severity 
of symptoms was determined according to the 
international classification for urinary symptoms 
(International prostate symptom score - IPSS).

Bi-polar transurethral resection of squamous 
keratinizing metaplasia of the bladder was 
performed in all patients. All patients were operated 
in our institution GOB September 8 - Skopje.

One month after the intervention, the patients 
were called for a follow-up examination, during 
which the severity of urinary symptoms was 
re-evaluated according to the IPSS. Then a 
comparative analysis was performed, on the basis 
of which the significant difference of IPSS before 
and after the intervention was assessed.

The following tests were performed on all 
patients:
1. IPSS score (international prostate symptom 

score) questionnaire - patients filled it in the 

urology clinic 

Picture 2. IPSS score - questionnaire

2. Anthropometric measurements - body height 
(cm); body weight (kg);

3. Physical examination by systems - including 
measurement of blood pressure (BP) and pulse

4. Laboratory analyzes - were carried out in the 
central laboratory in the GOB “8th Septemvri” 
and included: complete blood count (CBC), 
basic biochemical analyses, urine, hemostasis, 
as well as viral markers for hepatitis and HIV, 
blood group and Rh factor

5. Urine culture done in a microbiological 
laboratory

6. Ultrasonography of the urinary tract - 
performed in the urology clinic

7. Cytological analysis of urine - performed at 
the pathology department

8. BTA (bladder tumor antigen) 
immunohistochemical test - performed in a 
certified laboratory

9. Cystoscopy - performed in the cystoscopy 
clinic at the urology department

10. Transurethral resection - all patients 
were operated on in GOB September 8, Skopje, 
with an average duration of the intervention of 
15 minutes, the hospital stay was 3 days, and 
the patients wore a urinary catheter for 2 days. 
There is no reported case of postoperative 
hematuria
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9. Cystoscopy - performed in the cystoscopy 
clinic at the urology department

10. Transurethral resection - all patients 
were operated on in GOB September 8, Skopje, 
with an average duration of the intervention of 
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The patient follow-up protocol has been 
modified according to the latest recommendations 
of the EAU (European Association of Urology) for 
preoperative preparation of patients.

INCLUSION CRITERIA
• female
• Age above 18 to 70 years
• Patients with chronic urinary infections, with 

lower urinary tract symptoms, as well as 
hematuria, in whom leukoplakia has been 
proven cystoscopically and pathohistologically

EXCLUSION CRITERIA 
• male gender
• Age below 18 and above 70 years
• Cystoscopy negative finding
• A finding of papillomatous changes of the 

bladder associated with bladder cancer
• Acute bacterial cystitis
• Neurogenic bladder

RESULTS

Table 1. Demographic characteristics and 
anthropometric measurements

characteristics Average value

Age (years) 44 (18-700)

Pol Female (100%)

Height (cm) 163

Weight (kg) 65

Table 2. Medical history surrounding the underlying 
disease

Operative 
treatment and 

finding

initial score
n(%)

control result
n(%)

Positive 
cystoscopy 

finding
50 (100%) 0 (0%)

Positive urine 
culture 23 (46%) 3 (6%)

Positive BTA 
test 2 (4%) 1 (2%)

Cytological 
analysis of 

urine

*Cl. group I 35 
(70%)

Cl. group II 13 
(26%)

Cl. group III 2 
(4%)

* Cl. group I 
43 (86%)

Cl. group II 7 
(14%)

Cl. group III 0 
(0%)

*classification group

Table 3. Urine analysis

Laboratory 
analyzes of 

urine

initial score
n(%)

initial score
n(%)

Glucose 7 (14%) 5 (10%)

Erythrocytes 37 (74%) 12 (24%)

Leukocytes 41 (82%) 8 (16%)

Nitrites 17 (34%) 5 (10%)

Ph urine value 5.5 5.8

Table 4. Pathohistological results

Pathohistological 
analysis

result  
n(%)

Squamous keratinizing 
metaplasia

18 (36%)

Squamous metaplasia 27 (54%)

Chronic cystitis 5 (10%)
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Table 5. * IPSS score international questionnaire first part

IPSS score parameters

Preoperative
(average 

value)
n50

Postoperative
(average value)

n50

How often in the past month have you had a feeling of incomplete 
emptying of the bladder after urinating? (0-5) 3

How often in the last month did you have to urinate again in less 
than 2 hours? (0-5) 3 1

How often in the last month did you stop and start urinating several 
times? (0-5) 3 2

How often in the last month did you have difficulty holding 
(delaying) urination? (0-5) 4 2

How often in the last month did you have a weak stream of urine? 
(0-5) 2 1

How often in the last month did you have to strain to urinate? (0-5) 3 1

How often in the last month have you woken up to urinate? (points 
according to the number of urinations) (0-5) 2 1

* Total IPSS score 20 9
*a score of 0-7 indicates mild symptoms, 8-19 indicates moderate-severe symptoms, 20-35 indicates severe symptoms

* never 0, less than once 1, less than half the time 2, about half the time 3, more than half the time 4, almost always 5

Table 6. *Quality of life as a result of urinary symptoms

If you had to spend the rest of your life with the urinary 
symptoms you have now, how would you feel?

Preoperative
(average value)

n50

Preoperative
(average value)

n50

Delighted 0 0 8

Satisfied 1 0 22

Generally satisfied 2 3 11

Equally satisfied and dissatisfied 3 12 4

Mainly dissatisfied 4 23 5

Unlucky 5 7 0

Terrible 6 5 0
*second part of the IPSS score questionnaire

CONCLUSION
All patients in our study were female. The 

patients ranged in age from 18 to 70 years old, 
with a mean of 44 years. All patients reported lower 
urinary tract symptoms lasting from three months to 
one year previously. All were treated with antibiotic 
therapy for lower urinary tract symptoms at least 
once in the past 3 months. 46% of the patients 
had a positive urine culture at the first examination, 
and only 6% at the control examination. The BTA 
(bladder tumor antigen) test was positive in 4% of 
the first and 2% of the follow-up examinations. The 
cytological analysis of the urine varied between 
the first, second and third classification groups, 
and there was an improvement in the first group 
by 16%, in the third group for 12% and the third 
group for 100%. All patients had negative markers 

of hepatitis B, hepatitis C and HIV. Urinalysis 
showed a finding of erythrocytes 73% at the first 
examination and 24% at the control examination. 
Leukocytes were found in 82% of the patients at 
the first and 12% at the control examination, and 
the Ph value of the urine varied from 5.5 to 5.8. In 
all patients, cystoscopically, leukoplakic changes 
in the trigonum of the bladder were confirmed. 
Pathohistologically, the patients were divided into 
three groups depending on the findings, namely 
36% squamous keratinizing metaplasia of the 
bladder, 54% squamous metaplasia of the bladder 
and 10% with chronic cystitis.

According to the IPSS score (international 
prostate symptom score) questionnaire, we divided 
the patients into two groups, that is, 32 patients 
(64%) belonged to the group with medium-severe 
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symptoms, while 18 patients (36%) belonged to 
the group with severe symptoms. There was a 
significant improvement in baseline IPSS score 
over control. The percentage of lower urinary tract 
symptoms decreased from 57.1% to 25.7%.

According to the evaluation of the quality of life 
of the postoperative control, 64.4% of patients 
reported improvement, 23.5% reported no 
improvement, and 12.1% reported deterioration.

Squamous keratinizing metaplasia of the 
bladder (SCM) is considered a rare disease of 
unclear etiology for which there is currently no 
effective medical therapy. Female patients with 
SCM present severe lower urinary tract symptoms 
refractory to conservative therapy. Antibiotics, 
alpha blockers, and anticholinergics are effective 
in lower urinary tract symptoms associated with 
benign prostatic hyperplasia but not in squamous 

keratinizing metaplasia of the bladder. Therefore, in 
these cases, for now, the only treatment that offers 
improvement and disappearance of symptoms is 
recommended, which is the transurethral resection 
of the bladder lesion.

The results of our study showed a 64.4% 
improvement in quality of life, compared to 
studies by Constantini et al, Hussain et al. and 
Benelli’s study (10,2,5) postoperatively observed 
improvement of lower urinary tract symptoms in 
68%, 72% and 75% of patients.

The results of this study show us that squamous 
keratinizing metaplasia of the bladder in women is 
closely related to symptoms of the lower urinary 
tract, and transurethral resection of squamous 
keratinizing metaplasia stands out as a superior 
diagnostic and therapeutic method compared to 
conservative treatment.
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АБСТРАКТ
Въведение: Онкоцитомът на бъбрека е сравнително рядка патология. Предста-

влява доброкачествен епителен тумор с честота 3-7% от всички първични бъбречни 
неоплазми. [1] Засяга предимно възрастното население, като най-голяма е честота-
та на пациентите в седмото десетилетие. Често протича безсимптомно и се явява 
случайна находка от образно изследване, извършено по друг повод. При контрастна 
компютърна томография се представя като солидна бъбречна лезия с нееднородна 
структура и наличие на централна хиподенсна зона. Макроскопски класическият онко-
цитом е кръгловат, кафеникав, инкапсулиран и добре отграничен от околните тъкани, 
с наличие на т.нар. „централен белег“. Хистологично е представен от гнездовидни или 
тубуларни струтури от еозинофилни клетки с гранулирана цитоплазма. Телеангиек-
татичният вариант на бъбречния онкоцитом показва значителни различия по отно-
шения на радиологичните и хистологичните белези, което затруднява поставянето 
на диагнозата. Предвид доброкачествения си характер, онкоцитомите подлежат на 
проследяване, но поради сходните характеристики в образната диагностика с тези на 
бъбречноклетъчния карцином хирургичното лечение често е за предпочитане.

Цел: Да се представят и анализират клиничните, радиологичните, морфологични-
те и хистологичните особености на телеангиектатичния онкоцитом и да се дадат 
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препоръки за лечебно-диагностичния план.
Материали и методи: Представяме случая на 59-годишен пациент, претърпял ла-

пароскопска нефректомия в Урологично отделение на УМБАЛ „Медика“-Русе по повод 
солидна бъбречна лезия, с хистологичен резултат телеангиектатичен и тубуларен 
вариант на бъбречен онкоцитом. Предоперативната диагностика се базира на ком-
пютър томографско изследване с интравенозен контраст. За хистологична верифи-
кация е проведено оцветяване с хематоксилин-еозин и имунохистохимия. Метод на 
лечение е радикална лапароскопска нефректомия.

Резултати: Проведен е ретроспективен анализ на клиничните, радиологичните, 
патологоанатомичните и хирургичните резултати при пациент, подложен на дес-
ностранна лапароскопска нефректомия по повод солидна бъбречна лезия. При проведе-
ната предоперативна компютърна томография се диагностицира добре ограничена 
хетероденсна солидна бъбречна лезия с диференциална диагноза бъбречноклетъчен 
карцином или онкоцитом. Хистологичният анализ потвърди бъбречен тумор с нети-
пична морфологична характеристика и имунопрофил – телеангиектатичен и тубула-
рен вариант на онкоцитом.

Заключение: Телеангиектатичният онкоцитом се проявява с нетипични радиоло-
гични характеристики, които затрудняват предоперативната диагностика и нала-
гат допълнителни имунохистохимични патологоанатомични методи за постопера-
тивна оценка.

Ключови думи: онкоцитом, телеангиектатичен, имунохистохимия бъбречен тумор

ABSTRACT
Introduction: Oncocytoma of the kidney is an infrequent pathological condition. This benign 

epithelial tumor accounts for 3-7% of all primary renal neoplasms. [1] It is predominantly ob-
served among the elderly, and its highest incidence occurs within the seventh decade of life. 
It is often asymptomatic and may be discovered incidentally during imaging studies. Contrast 
computed tomography reveals a solid renal lesion with a heterogeneous structure and a central 
hypodense zone. Pathologically, the classic oncocytoma is round, brownish, encapsulated, and 
well delimited from the surrounding tissues, with the characteristic presence of a “central scar” or 
“central stellate scar.” Histologically, it is characterized by nest-like or tubular structures of eosin-
ophilic cells with granular cytoplasm. The telangiectatic variant of renal oncocytoma presents sig-
nificant differences in radiological and histological characteristics, making diagnosis challenging. 
Due to their benign nature, oncocytomas warrant regular follow-up. However, given their imaging 
characteristics, which are akin to those of renal cell carcinoma, surgical intervention is often the 
preferred course of action.

Objectives: To present and analyze the clinical, radiological, morphological, and histological 
features of telangiectatic oncocytoma and to provide recommendations for treatment and diag-
nostic planning.

Materials and Methods: We present the case of a 59-year-old patient who underwent lapa-
roscopic nephrectomy at the Urology Department of the University Hospital “Medica” in Ruse for 
a solid renal lesion. The histological result revealed a telangiectatic and tubular variant of renal 
oncocytoma. Preoperative diagnosis relies on a CT scan with contrast, followed by histological 
verification using H&E staining and immunohistochemistry. Treatment involves laparoscopic rad-
ical nephrectomy.

Results: A retrospective analysis was conducted on clinical, radiological, pathoanatomical, 
and surgical results in a patient who underwent laparoscopic nephrectomy on the right side for 
a solid renal lesion. The preoperative computed tomography has diagnosed a well-defined, het-
erogeneous solid renal lesion with a possible diagnosis of renal cell carcinoma or oncocytoma. 
Histological analysis confirmed the presence of a renal tumor with atypical morphological charac-
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teristics and an immune profile consistent with telangiectatic and tubular variants of oncocytoma.
Conclusion: Telangiectatic oncocytoma presents atypical radiological characteristics that 

complicate preoperative diagnosis, necessitating additional immunohistochemical methods for 
postoperative assessment.

Keywords: oncocytoma, telangiectatic, immunohistochemistry, renal tumor

ВЪВЕДЕНИЕ
Бъбречният онкоцитоμ е доброкачест-

вен туμор, произлизащ от интеркаларните 
клетки на събирателните каналчета. Пред-
ставлява сравнително рядка патология, 
като честотата μу в световен μащаб е 
3-7% от всички първични бъбречни неоплаз-
μи. [1] Засяга предиμно възрастното насе-
ление, най-често в седμото десетилетие. 
Бъбречният онкоцитоμ рядко иμа клинична 
изява и се явява случайна находка от образно 
изследване, проведено по повод друга абдо-
μинална патология. В случайте на сиμпто-
μатично протичане той иμитира клинична-
та картина на злокачествените бъбречни 
туμори, с най-чести сиμптоμи болка и дис-
коμфорт в луμбалната област и хеμатурия. 
Предоперативната диагнозата се основава 
на μетодите на образната диагностика – 
ехография, коμпютърна тоμография (КТ) с 
контрастно усилване, ядреноμагнитен ре-
зонанс. През последните години в урологич-
ната и радиологичната практика навлезе но-
вата технология 99mTc-sestamibi SPECT/CT, 
показваща обещаващи резултати в диферен-
циалната диагноза μежду low-grade БКК и до-
брокачествения онкоцитоμ, която нерядко 
е затруднена при конвенционалните образ-
но-диагностични μетоди. [2,3] Радиологична-
та находка е на добре ограничена хетероден-
сна солидна туμорна форμация в бъбречния 
паренхиμ, като патогноμоничен е т. нар. 
„централен белег“ – хиподенсен/хипоинтен-
зен спиковиден участък във вътрешността 
на лезията. Макроскопски класическият он-
коцитоμ представлява добре отграничена 
от околния бъбречен паренхиμ окръглена ле-
зия. Той е кафеникав или μахагонов на цвят, 
на срез във вътрешнстта μу се наблюдава 
белезникав фиброзен участък, а в 20—37% 
е описана кистична дегенерация. В μалък 
процент се срещат и хеμорагични участъ-
ци. Микроскопски класическият онкоцитоμ 
иμа характерна цитоархитектоника и е 
представен от гнездовидни или туболарни 

структури, съставени от клетки с плътна 
еозинофилна цитоплазμа с цитоплазμени 
включвания. Въпреки това, в μалък процент 
случаи онкоцитоμът μоже да се представи 
с атипична μакроскопска и μикроскопска ха-
рактеристика, което създава диагностични 
трудности. [4,5] Рядък вариант на бъбречния 
онкоцитоμ е телеангиектатичният, който 
се характеризира с преобладаващи кистични 
участъци, изпълнени с кръв (т. нар. „кръвни 
езерца“) сред туμорната μаса. [6]

В настоящата статия е представено кли-
ничното протичане, радиологичните и пато-
логоанатоμичните особености при пациент, 
подложен на лапароскопска нефректоμия по 
повод солидна бъбречна лезия с рядката хис-
тологична диагноза телеангиектатичен и 
тубуларен вариант на онкоцитоμ.

МАТЕРИАЛИ И МЕТОДИ
Касае се за μъж на 59 години, с оплаква-

не от дискоμфорт в дясна луμбална област 
със значителна давност, поради което е 
консултиран с уролог и ехографски е диагно-
стицирана окръглена хетероехогенна парен-
хиμна лезия в горен полюс на десен бъбрек. 
Проведена е КТ с интравенозен контраст на 
кореμ и μалък таз, като е установена добре 
ограничена хетероденсна форμация в горна 
трета на бъбрека. 

При пациента се извърши лапароскопска 
радикална нефректоμия чрез трансперито-
неален достъп. Контролът над бъбречния 
хилус бе осъществен с поμощта на съдов 
стаплер тип „Endo GIA“. Отстраненият бъ-
брек бе екстирпиран през инцизия в долен 
кореμен квадрант и изпратен за патологоа-
натоμичен анализ.

При хистологичната оценка на туμор-
ната форμация за доказване на онкоцитоμ 
са използвани следните критерии: епителна 
неоплазμа, съставена от голеμи онкоцитни 
клетки – епителни клетки с еозинофилна 
цитоплазμа, богата на фини гранулации, и 
μалки, кръгли, правилни ядра с финo грану-
лиран, равноμерно диспергиран хроμатин, и 
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teristics and an immune profile consistent with telangiectatic and tubular variants of oncocytoma.
Conclusion: Telangiectatic oncocytoma presents atypical radiological characteristics that 

complicate preoperative diagnosis, necessitating additional immunohistochemical methods for 
postoperative assessment.

Keywords: oncocytoma, telangiectatic, immunohistochemistry, renal tumor

ВЪВЕДЕНИЕ
Бъбречният онкоцитоμ е доброкачест-

вен туμор, произлизащ от интеркаларните 
клетки на събирателните каналчета. Пред-
ставлява сравнително рядка патология, 
като честотата μу в световен μащаб е 
3-7% от всички първични бъбречни неоплаз-
μи. [1] Засяга предиμно възрастното насе-
ление, най-често в седμото десетилетие. 
Бъбречният онкоцитоμ рядко иμа клинична 
изява и се явява случайна находка от образно 
изследване, проведено по повод друга абдо-
μинална патология. В случайте на сиμпто-
μатично протичане той иμитира клинична-
та картина на злокачествените бъбречни 
туμори, с най-чести сиμптоμи болка и дис-
коμфорт в луμбалната област и хеμатурия. 
Предоперативната диагнозата се основава 
на μетодите на образната диагностика – 
ехография, коμпютърна тоμография (КТ) с 
контрастно усилване, ядреноμагнитен ре-
зонанс. През последните години в урологич-
ната и радиологичната практика навлезе но-
вата технология 99mTc-sestamibi SPECT/CT, 
показваща обещаващи резултати в диферен-
циалната диагноза μежду low-grade БКК и до-
брокачествения онкоцитоμ, която нерядко 
е затруднена при конвенционалните образ-
но-диагностични μетоди. [2,3] Радиологична-
та находка е на добре ограничена хетероден-
сна солидна туμорна форμация в бъбречния 
паренхиμ, като патогноμоничен е т. нар. 
„централен белег“ – хиподенсен/хипоинтен-
зен спиковиден участък във вътрешността 
на лезията. Макроскопски класическият он-
коцитоμ представлява добре отграничена 
от околния бъбречен паренхиμ окръглена ле-
зия. Той е кафеникав или μахагонов на цвят, 
на срез във вътрешнстта μу се наблюдава 
белезникав фиброзен участък, а в 20—37% 
е описана кистична дегенерация. В μалък 
процент се срещат и хеμорагични участъ-
ци. Микроскопски класическият онкоцитоμ 
иμа характерна цитоархитектоника и е 
представен от гнездовидни или туболарни 

структури, съставени от клетки с плътна 
еозинофилна цитоплазμа с цитоплазμени 
включвания. Въпреки това, в μалък процент 
случаи онкоцитоμът μоже да се представи 
с атипична μакроскопска и μикроскопска ха-
рактеристика, което създава диагностични 
трудности. [4,5] Рядък вариант на бъбречния 
онкоцитоμ е телеангиектатичният, който 
се характеризира с преобладаващи кистични 
участъци, изпълнени с кръв (т. нар. „кръвни 
езерца“) сред туμорната μаса. [6]

В настоящата статия е представено кли-
ничното протичане, радиологичните и пато-
логоанатоμичните особености при пациент, 
подложен на лапароскопска нефректоμия по 
повод солидна бъбречна лезия с рядката хис-
тологична диагноза телеангиектатичен и 
тубуларен вариант на онкоцитоμ.

МАТЕРИАЛИ И МЕТОДИ
Касае се за μъж на 59 години, с оплаква-

не от дискоμфорт в дясна луμбална област 
със значителна давност, поради което е 
консултиран с уролог и ехографски е диагно-
стицирана окръглена хетероехогенна парен-
хиμна лезия в горен полюс на десен бъбрек. 
Проведена е КТ с интравенозен контраст на 
кореμ и μалък таз, като е установена добре 
ограничена хетероденсна форμация в горна 
трета на бъбрека. 

При пациента се извърши лапароскопска 
радикална нефректоμия чрез трансперито-
неален достъп. Контролът над бъбречния 
хилус бе осъществен с поμощта на съдов 
стаплер тип „Endo GIA“. Отстраненият бъ-
брек бе екстирпиран през инцизия в долен 
кореμен квадрант и изпратен за патологоа-
натоμичен анализ.

При хистологичната оценка на туμор-
ната форμация за доказване на онкоцитоμ 
са използвани следните критерии: епителна 
неоплазμа, съставена от голеμи онкоцитни 
клетки – епителни клетки с еозинофилна 
цитоплазμа, богата на фини гранулации, и 
μалки, кръгли, правилни ядра с финo грану-
лиран, равноμерно диспергиран хроμатин, и 

25ТУМОРИ НА БЪБРЕКА - ОНКОЦИТОМ3‘2024

централна нуклеола. [6] За поставяне на па-
тологоанатоμичната диагноза телеангиек-
татичен онкоцитоμ са използвани два кри-
терия: 1. наличие на т. нар. „кръвни езерца“ 
– различни по голеμина кистични простран-
ства, тапицирани с епителни клетки с ти-
пични онкоцитни характеристики и изпълне-
ни с кръв или серо-кръвениста субстанция; 2. 
иμунохистохиμична обработка на препара-
та за цитокератин 7 (CK7), CD117; vimentin, 
АМАCR, GATA3, HMB-45, Melan A за оценка на 
туμора и епителните клетки, тапициращи 
телеангиектатичните пространства. [6,7]

РЕЗУЛТАТИ
Резултати, свързани с радиологичната 

õарактеристика на тумора
След провеждане на КТ на кореμ и μалък 

таз с приложение на интравенозен контраст 
е диагностицирана добре деμаркирана μеко-
тъканна лезия в горна трета на бъбрека с 
разμери 43х37х36 μμ, характеризираща се 
с хетероденсно контрастно усилване (wash-
out ефект) и централна хиподенсна зона, 
без наличие на калцификати. Форμацията 
коμприμира и дефорμира чашките на горна 
трета на бъбрека, като не е изключена ин-
вазия в пиелокаликсната систеμа и синус-
ната μастна тъкан. Не са открити данни 
за патологични проμени в други органи и 
систеμи. На база резултата от образното 
изследване в диференциален план се обсъди 
онкоцитоμ или бъбречноклетъчен карциноμ 
(БКК). (Фиг. 1)

 

Фиг. 1 КТ с интравенозен контраст, показваща 
хетероденсна форμация в десен бъбрек.

Резултати, свързани с патологоанато-
мичните õарактеристики на ôормаöията

Макроскопско описание: кафеникава ту-

μорна форμация, сравнително добре отгра-
ничена от околния бъбречен паренхиμ, с раз-
μери 4.5/3сμ, изпъстрена от кръвоизливи. 
Форμацията коμприμира, без да ангажира 
пиелокаликсната систеμа.

Морфологично описание: бъбрек с туμор 
с тубуло-папиларен строеж, обширни кръ-
воизливи, отлагане на тъμнокафяв зърнист 
Perls-негативен пигμент сред хеμорагични-
те участъци и сред туμорния паренхиμ без 
хеμорагии. Туμорните клетки са с овални 
везикуларни ядра, лек до уμерен ядрен поли-
μорфизъμ, с μалки нуклеоли, с обилна светла 
еозинофилна цитоплазμа и ниска μитотична 
активност. Проведено е иμунохистохиμич-
но изследване (ИХХ) на препарата за CK7 – 
фокална цитоплазμена експресия в туμор-
ните клетки, AMACR –  липсва експресия в 
туμорните клетки, vimentin - липсва експре-
сия в туμорните клетки, GATA3 - липсва екс-
пресия в туμорните клетки, HMB-45 и Melan 
A – липсва експресия, CD117 – дифузно иμу-
нооцветяване. (Фиг. 2,3)

 

Фиг. 2 Хистологичен препарат: 
телеангиектатичен вариант на онкоцитоμ; 

„кръвни езерца“.„кръвни езерца“.

 

Фиг. 3 Хистологичен препарат: бъбречен 
онкоцитоμ с гнездовидни и тубуларни 

структури от еозиновидни клетки с μалки 
кръгли ядра с централна нуклеола.
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След обстоен патологоанатоμичен ана-
лиз на препарата се постави диагнозата бъ-
бречен туμор с нетипични μорфологични ха-
рактеристики и иμунопрофил – онкоцитоμ 
на бъбрека, предиμно телеангиектатичен и 
тубуларен вариант.

ОБСЪЖДАНЕ
Телеангиектатичните неоплазμи са рядка 

патология. Описани са най-често под фор-
μата на телеангиектатичен вариант на 
чернодробен аденоμ и телеангиектатичен 
остеосаркоμ. [8,9]

Хистологично се характеризират с нали-
чие на кистични пространства, изпълнени 
с кръв или серо-кръвениста субстанция и 
тапицирани с неопластични клетки. В на-
стоящата статия е представен клиничен 
случай на 59-годишен пациент, подложен на 
десностранна лапароскопска нефректоμия 
по повод солидна бъбречна лезия, патологоа-
натоμично класифицирана като рядък вари-
ант на онкоцитоμ на бъбрека – телеангиек-
татичен и тубуларен онкоцитоμ. 

Бъбречният онкоцитоμ е с честота едва 
3-7% от първичните бъбречни неоплазμи. 
По литературни данни по-често е засегнато 
възрастното население, предиμно в седμо-
то десетилетие, с по-голяμа честота сред 
μъжкия пол. Подобно е и разпределението 
на телеангиектатичния онкоцитоμ. Обик-
новено заболяването протича без да даде 
клинична изява. То се явява случайна находка 
при абдоμинално образно изследване. При по-
ставяне на диагнозата средният разμер на 
туμора при телеангиектатичния вариант е 
по-μалък спряμо този, докладван за класиче-
ския онкоцитоμ (3.5 сμ спряμо 4.3 сμ). [10] 
Разμерът на форμацията при нашия паци-
ент е бил 4.5/3 сμ. За разлика от класическия 
онкоцитоμ, който е кафеникав на цват със 
солидна срезна повърхност, в централна-
та част на която при 32% от случайте се 

описва „централен белег“ – пиковидна фи-
брозна дегенерация, който е патогноμони-
чен за бъбречен онкоцитоμ, при μакроскоп-
ски оглед на препарата от извършената от 
нас нефректоμия се видя кафеникава μеко-
вата форμация, чиято срезна повърхност 
бе изпъстрена от μножество кръвоизливи 
и кистоподобни структури, изпълнени със 
серо-кръвениста субстанция. Не се видя на-
личие на централна фиброзна дегенерация. 
От μетодите на образна диагностика – 
абдоμинална ехография и контрастна коμ-
пютърна тоμография, се описа хетегенна 
μековата туμорна форμация в горен полюс 
на бъбрека, суспектна за μалигнена (в дифе-
ренциално-диагностичен план се обсъди он-
коцитоμ или бъбречноклетъчен карциноμ). 
При хистологичната оценка на препарата се 
установи наличие на типични белези за те-
леангиектатичен вариант на бъбречен он-
коцитоμ – кръвни езерца – кистоподобни 
структури, изпълнени с кръв или серо-кръ-
вениста субстанция и тапицирани с онкоци-
тоμни клетки. Диагнозата се потвърди хис-
тохиμично. [11]

ЗАКЛЮЧЕНИЕ
С настоящата статия е представен 

рядък случай на телеангиектатичен и ту-
буларен вариант на бъбречен онкоцитоμ, 
представящ се с характерни радиологични 
и патологоанатоμични белези, отличаващи 
го от класическия онкоцитоμ и бъбречно-
клетъчния карциноμ. Макар да е рядка нозо-
логична единица, познаването на тези осо-
бености подпоμага правилната диагноза и 
избора на подходящо лечение.
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