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Wilms Tumor-Clinicopathologic Variation and Prognosis

Choal Hee Park, M.D., Kwang Sae Kim, M.D. and Sung Choon Lee, M.D,, FACS.
Department of Urology, Keimyung University School of Medicine, Taegu, Korea

Kun Young Kwon*, M.D.
Department of Pathelogy*, Keimyung University School of Medicine, Taegu, Korea

A histologic classification based on tumor differentiation, degree of tubular formation and favor-
able histology versus unfavorable histology was applied in a retrospective study of 21 patients with
Wilms tumor to determine if it might provide an index to prognosis from 1977 through 1987.

A comparison of the histologic findings with survival through statistical analysis was undertaken
and it was found that the histolegic classification was significantly correlated with survival.

The results were as follows:

1. Low grade tumorsigrade I) with predominance of differentiated tubules & glomeruli were
associated with better survival rate than high grade tumors(grade 111} composed mainly of undiffer-
entiated spindle elements: 2-year survival rate was 100% for grade I with 11% for grade III (p<0.01).

9. Survival rate was lower for the low degree of tubular formation than for the high degree of
tubular formation; 2-year survival rate were 14%, 50%, 75%, 100% for group 0, +, + +, and +++
respectively(p < 0.05).

3. 11 patients with the focal or diffuse anaplasia and sarcomatous stroma (unfavorable histology)
had poor prognosis, giving 36% of 2-year survival rate but 10 patients with favorable histology had
70% of 2-yvear survival rate (p<0.05).
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Table 1. Histologic grading system by Kheir et al

Grade | {well differentiated)

The parenchyma Is composed of well formed tubules and glomeruli and constitutes 50% or more of the tumor,

The stroma is mainly myxXomatous with few spidnle cells,

Grade tl {(moderately differentiated)

Less than 50% of the tumor is composed of parenchymatous elements, consisting of paorly formed tubules and

abortive glomeruli.

The stroma is composed of myxomatous and spindle cells,

Grade 1i] {poorly differentiated)

The tumor is composed of spindie cells with little evidence of parenchymatous differentiation. Abortive

glomeruli and tubules are absent or extremely rare.

Tabie 2. Histologic tubule classification by Lawer et al

There are definite tubules present but these are scanty {less than 1 tubule per four or five medium

Group 0 : No defintie tubuiles can be seen,
Group +
power fields).
Group++ :  Several tubules are present but there are many areas without any tubule formation.
Group+++:

There Is a very large number of tubules and almost all the tumaor cells present are involved in the

formation of tubules. Often, the tubules in this group are more than one cell deep.
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# %ol =2} FH (favorable histology)? UH (un- A4y 7Zlol o 23 AEEL stage 1 100%,
favorable histology)® T-#% 2 UH% anaplasia 4 stage 1T 86%, stage Il 0%, stage IV 38% 5.4 §-A| &
5 &4 okoll A 10%0] A A=l diffuse, 10% & #2942 314 Hp<0.05),

alslelw focal® Mzl 8l &2 8 (sarcomatous

pattern) & 3 ¥ 2 & Z oF vl 3 (rhabdomyo- Table 4. Relation between stage and grade
sarcomatous pattern) ¢ A A 4l 2 ¥ (clear cell pat- Grade
tern) 2. 2 TEatg o), Stage -—-‘—T—-{“—"— Total No, Pts.
ol 4be] 7+ SF el & JEEH FAYH R4l | T o ”
R HE LS E R ESC O L S L s 4 ;
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Total 5 7 9 2
A 2ol i maAdy 7 3 447 2 *P< 0.05
Table 3. Clinical data
- - T T
1 | 8Y - F | +++ - - S+C R F §%¥
2 1Y — M I + - - S+C RFS
3 1} 2Y - M | 4+ - - S+C Survived
(lung meta)
4 5Y-~-M 1t ++ - - S+C RFS
5 I¥Y—-M il ++ - - $+C Died
6 1Y =M H] ++ - Rhabdoid 5+C Survived
{lung meta)
7 7Y — M ] + - — S+C RFS
8 8Y-F 1] 0 diffuse - S+C R FS
9 6Y - M 1] ++ focal ~ S+C RFES
10 1] M- F Y 0 diffuse Rhabdoid S only Died
1 5Y .- M ] 0 focal Clear cell S+CHX.R.* Died
12 3Y—-F 11} 0 focal — S+C+X.R. Died
13 8Y - M 1 + diffuse - S+C Died
14 v 2Y —-M 1 ++ focal - S+ Survived
15 4Y —F i ++ - — S+C+X.R. Survived
16 ¥ - F | +++ - - S$+C Survived
17 4Y — F il 0 - — $+C Died
18 2Y—M m + — - S+C+X.R. Died
19 8Y — M Hil 0 diffuse Clear cetf S+C Died
20 1MY-F Il 0 diffuse Rhabdoid S only Died
n 2Y-M 1l ++ diffuse - S+C Died

** R F S : Relapse free survival
* S+C+X R, : Surgery+ Chemotherapy + Radiation
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Fig. 1. Grade I, Well differentiated Wiims tumor with well formed tubuies (H&E, x100).

Fig. 2. Grade [I, Moderately differentiated Wilms tumor with moderatety formed tubules and abortive glomeruli
(H&E, x100),
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Fig. 3. Grade 1ll, Paordy differentiated Wilms tumor. Large sheets of spindie cells with no evidence of tubule forma-
tion or parenchymatous differentiation {H&E, x100),

Fig. 4. Wilms tumor in Group Q. No definite tubule Is seen (H&E, x100),

group® 7o, group® 4o, group®™ 7o, group*™* 3 7} He|A FAGRA Fel4E A 2 (p>0.05),
od4.e= (Fig. 4~6), 21 A&FL 27 14%, 50%, anaplasia+t 10+ (diffuse 6], focal doil)oll 4] T34
%, 100%24 FAEH fe44de Usiek(p<0. =g ol F 4o+ sarcomatous patterng ks
05), 22{1} groups} stagesto) Aol A= Fell+ o o] & A9} 3w anaplasint: 4A 6e 3o} (Fig. 7).

— 105 ~



i giekets] A A1 A1E 2t 8 9 391

Fig. 5. A Wilms tumor in Group +. A few tubules are noted in the parenchymatous tumor (H&E, x100).

Fig. 6. A Witms'turr'm'r in Group +++. Numerous well differentiated tubules are seen {H&E, x300).

£ % rhabdoid tumor7} 3olef 4, clear cell sarcoma
7b 20leli A A=Y} (Fig. 8, 9 ). ==} Beck- | &
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Fig. 8. Rhabdomyosarcomatoid areas. Well defined cross striation is seen in the cytoplasm of skeletal muscle cells
(H&E, x100).
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Fig. 9. A Wilms tumor with clear cefl change. Round to polygenal tumor cells with water clear cytoplasm are noted

(H&E, x100).
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Fig. 10. Rate of two year survival, Suvival decreases with increasing grade and increasing stage,
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