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ABSTRACT

Congenital mesoblastic nephroma (CMN) is a rare renal tumor of infancy. Complete surgical excision is of-
ten sufficient. A premature neonate underwent left radical nephrectomy for CMN without any adjuvant
therapy. Pathology was consistent with cellular type CMN. Six months postoperatively, the patient devel-
oped recurrence. He subsequently underwent re-excision without any adjuvant chemotherapy. The baby is

tumor free for more than a year.
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INTRODUCTION

Congenital mesoblastic nephroma (CMN) is general-
ly considered a benign tumor.[1] Nephrectomy is
usually curative and adjuvant treatment is not nec-
essary.[1] However, more aggressive clinical behav-
ior in the form of recurrence and metastasis has
also been observed.[2,3] Herein, we report a case of
recurrent congenital mesoblastic nephroma treated
with surgery alone.

CASE REPORT

A 32-week-old preterm male neonate, delivered via
a caesarean section on account of polyhydramnios,
presented with a left flank mass. Abdominal ultra-
sonography suggested a heterogenous tumor aris-
ing from the left kidney. CT scan revealed left sided
kidney mass measuring 55*51mm (Fig.2). The pa-
tient was operated and a left radical nephroureter-
ectomy was performed (Fig.3). Histopathology con-
firmed it a cellular type of CMN. Due to the com-
plete resection, adjuvant chemotherapy was not
given. Three months after surgery, an ultrasound of
the abdomen and pelvis was performed and it was
reported as normal. However, 6 months postopera-
tively, abdominal ultrasonography showed a large
intraperitoneal heterogeneous mass. Abdominal CT
scan showed a large mass occupying left and cen-

tral abdomen (Fig.4). Re-excision of the recurrent
mass was performed. Histopathologic examination
confirm the recurrence of cellular CNM with a his-
togenesis analogous to congenital infantile fibrosar-
coma. Adjuvant chemotherapy was not given. Cur-
rently, the baby is 18 months old, with no signs of
tumor recurrence on imaging.

Figure 2: A) CT scan showing recurrent CMN tumor. B) Excised
recurrent CMN tumor.
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DISCUSSION

CMN accounts for 4% of all pediatric renal tu-
mors.[2] It is first described by Bolande in 1967 as
a benign renal stromal neoplasm and typically af-
fects neonates and small infants.[2] Diagnosis is
frequently made as a mass identified on prenatal
ultrasound and confirmed on histopathology.[1,2]

There are three histologic subtypes of CMN depend-
ing on the degree of cellularity and mitosis: classic
(24%), cellular (66%), and mixed-type (10%).[1,2]
The classic variant is considered benign with negli-
gible risk of recurrence. However, the more aggres-
sive behavior has been observed in the cellular var-
iant with more risk of recurrence and metasta-
sis.[1,2]

Radical nephroureterectomy alone is considered the
adequate management for all variants of CMN.[2-7]
The role of chemotherapy after initial surgery has
been less clearly defined. There is no consensus on
the indications of adjuvant treatment.[5,7] Few
suggested the cellular variant can be treated by
surgery and adjuvant chemotherapy with excellent
results.[3] However, others stated that chemothera-
py must be considered only if the tumor is inopera-
ble or surgery would be likely to result in significant
morbidity or in case of residual tumor.[7] Radiation
therapy may not be beneficial but may increase tox-
icity.[7]

Our case is of interest for several reasons. First, at
32 weeks this patient is one of the youngest infants
to be diagnosed with CMN, particularly with the
cellular subtype, which is more common in older
infants.[2] Second, the decision to not give adjuvant
chemotherapy following resection in this type of
scenario is controversial. It is impossible to say
whether the adjuvant chemotherapy would have
avoided recurrence or not as even after 1 year of re-
excision no recurrence is noted. Similarly, it is un-
known what residual side effects might have result-
ed from chemotherapy administration to such a
premature neonate.

Conclusion:

Though CMN is largely a benign tumor with a vast
majority of the patents being cured by surgical re-
section, cases of recurrence, especially of the cellu-
lar variant, have been documented. This case high-
lighted the dilemma involved in deciding whether to
administer adjuvant therapy to neonates or young
infants at higher risk for recurrence and metasta-
ses. The treatment should be tailored for individual
patient and a balance between risk of recurrence
and complications of chemotherapy, especially in
premature neonates, should be established.
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