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1. Abstract

1.1. Background: Renal cell carcinoma may recur with distant localization many years after surgery,

even if specimen histology is favorable. Symptoms of presentation are similar to those of primary

neoplasm but radiology and biopsy can be diriment.

1.2. Case Presentation: We report the case of a 72-year old male who underwent sigmoid resection

due to intestinal obstruction by a metachronous metastasis from renal cell carcinoma, 21 years after

primitive tumor curative resection.
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1.3. Conclusion: Colonic metastasis from renal cell carcinoma is possible even after 21 years.

2. Keywords
Neoplasms; Histologies; Immunohistochemistry
3. Background

In the colon and rectum, metastasis from haematogenous origin,
unlike the small bowel, is less common than primary neoplasms
[1]. Berge and Lundberg provided lots of data from a 10-year
study involving 16.000 autopsies: in their work, 62 cases of
malignancies to the colon and rectum were identified, 14 of
which of lung origin and 10 from the breast [2]. [1] reported in
a multi-institutional study a higher incidence in the left colon,
followed by the right colon, the transverse colon and the rectum.
In 35 cases included in the study, the most common primary
tumor was breast carcinoma (n=17), followed by melanoma
(n=7), sarcoma (n=4), lung carcinoma (n=4), renal cell carcinoma
(n=2) and Merkel cell carcinoma (n=1) [1]. Metastases to the

*Corresponding author: Angelo Guttadauro, Department of General Surgery, University of Milano-Bicocca, Italy Tel:

colon from ovarian carcinoma were also reported [3].

Malignancies to colorectal wall can be the consequence of
different pathways, like direct invasion along the fasciae and the

mesentery, peritoneal seeding and blood stream [4,5].

Clinical manifestation are similar to those of primary neoplasms
and may be change in bowel habit, bleeding, abdominal pain,
anorexia, nausea, obstruction and perforation, but lots of cases are

asymptomatic at the time of diagnosis [1,4-10].

Colonoscopy and radiologic findings rarely can differentiate
primitive tumors from metastasis of other origin, but some
features may be useful for the differential diagnosis, which requires
histological examination. For example the presence of a precursor
lesion at the edge of the tumor, regional lymph node involvement

and histological demonstration of the mucosa involvement are
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typical of the firmer, while the latter often form multiple serosa
based lesions that spare the mucosa and patients have history of

previous other neoplasia (often already metastatic) [11-13].

The typical aspect of the specimen is a polypoid lesion, while
nodule, ulceration and diffuse thickness occur less frequently.
Immunohistochemistry is generally necessary [1] and depending
on gross and microscopically aspect it can comprehend stains for
CK7, CK20, TTS-1, CDX-2, S100, HMB45, WT-1, ER, PR,
CD 10 and vimentin [11,14].

The Disease-Free Interval and the Mean Survival Time are
different according to histologic type (the longest ones for
melanoma and the shortest ones for kidney) [1,7].

Here, we present a case of colonic obstruction due to a
metachronous localization from Renal Cell Carcinoma (RCC),

21 years after surgery for the primitive tumor.
4. Case Report

A 72-year-old male came to our emergency department for
intestinal obstruction, complaining worsening constipation
and haematochezia during the last month. The patient had
undergone a right nephrectomy 21 years before for a RCC.
No adjuvant therapy was given and no signs of recurrence were
detected since 20 years later, when multiple metastasis involving
the pleura (with ematic effusion) and osteolytic metastasis to
left scapula and right head of the omerus were identified. He
undergone talc pleurodesis, radiotherapy for bone localization
and immunotherapy with bevacizumab was started. CT-scan at
the admission showed a colliquative lesion on the head of the
pancreas and a marked dilatation of the right and transverus
colon until the splenic flexure where a ipercaptant mass of 6 cm

were present. Hemoglobin concentration was 9.5 g/dL.

After resolution of obstruction by conservative treatment, a
colonoscopy was performed, showing an obstructive ulcerated and
bleeding mass involving the sigmoid wall, 30 cm from the anal
verge. No biopsy was performed due to the hemorrhage status
and for the same reason the patient was addressed to surgery
instead of endoscopic stenting: intraoperative findings showed a
7cm mass involving the sigmoid intestine, with high vascularized
neoplastic adhesions to the parietal peritoneum. Dilation of pre-
stenotic colon was modest, so sigmoid resection with primary
anastomosis was performed. Postoperative was regular and he was
discharged after 9 days. Histology and immunohistochemistry
revealed a full-thickness clear cells neoplasm localization

involving the sigmoid wall (Figure 1,2). During the follow-up
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no signs of bowel recrudescence were identified and the patient

died 13 months later due to neoplastic cachexia.

AN
Figure 1: full-thickness clear cells neoplasm localization involving the sigmoid

wall

Figure 2: full-thickness clear cells neoplasm localization involving the sigmoid

wall
5. Discussion

RCC count for 3% of adult malignancies and has a slight higher
incidence in men [15]. Most of cases occur at 50-70 years of age
and 30% have metastasis at the time of diagnosis. Metastasis
mostly involve lung, liver and bone and less frequently brain, skin
and soft tissues. Metachronous metastases are generally identified
in the first two years after nephrectomy [16,17], but long-term
Disease-Free interval followed by metastatic findings are also
reported [18]. Distant localization of the kidney to colonic or
rectal wall were previously reported and are rare occurrence

[7,10,16].

Difterent cases where solitary malignancies to the bowel were
diagnosed many years after surgery for primitive tumor were
reported, both for RCC [7] and for other histologies (mostly
breast carcinoma) [1,19,20,21].

Clinical presentation is indistinguishable from primitive colonic
tumors and the diagnosis should be considered in patients with
past history of RCC, anyway biopsy should be obtained when
feasible, for histology.

It the

consequences, surgery could be proposed while other cases

metastatic  localization induces life-threatening
should be considered singularly. However, surgical resection of
solitary metastasis from RCC was reported to improve survival

rates and disease-free interval [22].

Volume (1)- Issue (2): 1-3
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6. Conclusion

In conclusion, colonic obstruction due to metachronous
metastasis from RCC may benefit from resection even in the

presence of other secondary localization.
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