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An Atypical Presentation of Metastatic Renal Cell Carcinoma
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Abstract

Renal cell carcinoma (RCC) is notorious for spreading to various
organs, however, its occurrence in the gastrointestinal (GI) tract is
uncommon and poses diagnostic challenges due to vague symptoms.
Here, we present the case of a 64-year-old man experiencing recurrent
RCC metastasis in the GI tract. He presented with multiple episodes
of hematochezia and was found to have masses in the colon, liver, and
peritoneum, with histopathology confirming RCC. The patient under-
went systemic chemotherapy and palliative radiation therapy, leading
to symptom relief. This case emphasizes the rarity of RCC metasta-
sizing to the GI tract and the importance of timely recognition and
frequent surveillance during the remission phase to detect recurrence.
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Introduction

Renal cell carcinoma (RCC) is the primary tumor originating
in the cortex of the kidney and constitutes approximately 85%
of all renal malignant tumors [1]. Ranking as the third most
common urological cancer, RCC represents 3% of all malig-
nancies in adults in the world, following prostate and bladder
cancer [2]. The classic initial triad of symptoms, which in-
cludes hematuria, flank pain, and a palpable mass, is reported
in only up to 17% of patients [1]. Most RCC cases are asymp-
tomatic, and the widespread use of imaging in the diagnosis of
urological disorders in routine medical practice often leads to
incidental discovery of RCC cases [1]. RCC carries the highest
mortality rate (40%) among patients with urinary tract tumors
[3]. Surgical resection stands as the primary curative approach
for individuals with localized disease. Despite appropriate on-
cologic resection, almost 40% of patients may develop metas-
tases post-nephrectomy [3]. Notably, there is no specific time
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limit for metastatic activity, with late metastatic disease identi-
fied in 10% of patients after 5 years [3].

Histologically, RCC is the seventh most common cancer
in the Western nations. Most common histologic subtypes in-
clude clear cell, papillary and chromophobe [3]. RCC has the
potential to metastasize to various distant organs after many
years. The most common sites for metastases include the lungs
(75%), lymph nodes (36%), bone (20%), and liver (18%) [4].
Metastasis is seen in 33% of patients with RCC, and it occurs
mainly via hematogenous route [1]. Diagnostic tools such as
ultrasound, magnetic resonance imaging, arteriography, and
positron emission tomography/computed tomography (PET/
CT) are valuable for disease diagnosis, staging, and man-
agement. However, contrast-enhanced thin-slice CT exhibits
higher sensitivity in evaluating local recurrence and metastatic
disease [3, 4].

In this case report, we present a patient who underwent
sigmoid colonic mass resection for colonic metastasis of RCC
and presented with recurrence of colon metastasis 3 years post-
resection. Metastasis to the gastrointestinal tract, specifically
the colon, is exceedingly rare, with fewer than 15 cases of soli-
tary colon metastases reported in the global literature to date

[3].
Case Report

This is a 64-year-old male with a past medical history of
metastatic clear cell RCC. He was found to have a left renal
mass incidentally in magnetic resonance imaging (MRI) and
diagnosed with RCC at the of 58. He underwent a robotic-
assisted left radical nephrectomy. Subsequent surveillance
with PET/CT, MRI, and colonoscopy in 2 years revealed a
mass in the sigmoid colon, for which he underwent surgi-
cal resection of the sigmoid colon serosal mass, peritoneal
mass, and abdominal wall soft tissue mass with ileosigmoid
bypass surgery. Biopsy of the sigmoid colon mass confirmed
metastatic RCC with peritoneal metastasis (positive for PAX
8 and negative for CK 20, CDX 2, CK7 (Fig. 1). The patient
commenced pembrolizumab along with low-dose axitinib af-
ter the surgery. He had poor tolerance to axitinib and was
switched to cabozantinib, which he was on for 3 years, then
he was started on nivolumab. He also received palliative ra-
diation therapy.

The patient presented to the emergency department with
five episodes of bright red blood per rectum for 1 day. The pa-
tient endorsed dizziness and fatigue and denied various symp-
toms, including abdominal pain, nausea, vomiting/hematem-
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Figure 1. Surgical specimens from the sigmoid mass revealing neo-
plastic cells (arrow) with ample granular to clear cytoplasm, vesicu-
lar chromatin and scattered inflammatory cells growing in trabecular
growth pattern (hematoxylin and eosin stain x 200).

esis, fever, chills, chest pain, shortness of breath, or headache.
He was hemodynamically stable: blood pressure of 108/64
mm Hg, heart rate of 94 beats per minute, and respiratory rate
of 18 breaths per minute with an oxygen saturation of 100%
on room air.

On physical examination, he appeared chronically ill
without any signs of acute distress. The abdomen was soft and
nontender, with normoactive bowel sounds. Laboratory results
showed a significant drop in hemoglobin (Hb) to 6.7 g/dL
(baseline Hb ranges between 10.1 and 11.2 g/dL), with notable
results listed in Table 1.

Computed tomography angiogram (CTA) of the abdomen
and pelvis revealed a lobulated mass regional to the splenic
flexure of the colon up to 7 cm (Fig. 2a), multiple densities
in the peritoneum, and multiple enhancing lesions in the liver
suggestive of central necrosis (Fig. 2b).

Table 1. Notable Laboratory Values on Admission

Laboratory result Measurement Reference
Hemoglobin 6.7 g/dL 12.0 - 16.0 g/dL
MCV 90.2 fL 80.0 - 100.0 fL
Potassium 5.2 mmol/L 3.5-5.0 mmol/L
BUN 30 mg/dL 7 - 20 mg/dL
Albumin 2.8 g/dL 3.5-5.0g/dL
PTT 28s 25-35s

INR 1.09 09-1.1

Iron 52 pg/dL 60 - 170 pg/dL
TIBC 249 pg/dL 250 - 400 pg/dL
Percent saturation 21% 20 - 50%
Ferritin 45 ng/mL 15 - 200 ng/mL

MCV: mean corpuscular volume; BUN: blood urea nitrogen; PTT: par-
tial thromboplastin time; INR: international normalized ratio; TIBC: total
iron-binding capacity.
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Figure 2. (a) CT angiography of the abdomen and pelvis showing a
mass (arrow) in the splenic flexure of the colon. (b) Multiple hypodense
lesions (arrowheads) in the liver suggestive of central necrosis. CT:
computed tomography.

During the patient’s hospitalization, nivolumab was tem-
porarily halted, and careful monitoring of the complete blood
count (CBC) was initiated. He was transfused with two units
of packed red blood cells. Concurrently, the intravenous ad-
ministration of ferric gluconate was continued. His symptoms
resolved completely with the improvement of biochemical pa-
rameters, and his diet was advanced gradually as tolerated. Due
to diffuse metastatic colon cancer, surgical resection was not
considered from an oncologic standpoint. Interventional radiol-
ogy embolization was recommended in case of persistent active
bleeding. Post-discharge, the patient’s bleeding resumed, and he
was further continued with nivolumab with active discussions
on goals of care, subsequently went for hospice care.

Discussion

RCC is a primary kidney tumor, typically observed in adult-
hood, particularly in the sixth and seventh decades, with a
higher incidence in men (male to female: 2/1) [S]. While the
majority of RCCs are sporadic, around 4% are familial and
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linked to syndromes like von Hippel-Lindau disease, tuberous
sclerosis, hereditary papillary renal cancer, Birt-Hogg-Dube
syndrome, hereditary leiomyoma, familial renal oncocytoma,
and hereditary renal cancers [6]. RCC can metastasize to vari-
ous locations, and the metastatic pattern may differ based on
the timing of recurrence [7]. Gastrointestinal tract metastasis
is infrequent, with colon involvement being rarer compared to
the stomach and small bowel [8]. Here, we report a rare recur-
rence of colonic metastasis from primary RCC despite radical
nephrectomy and colonic mass resection.

Metastasis can transpire via lymphatic or hematogenous
spread, or by direct invasion. Tumor size correlates with meta-
static potential, with lymph nodes and distant metastases pos-
sible even in early RCC stages [9]. While the exact mechanism
of metastasis remains elusive despite resection of the primary
malignancy, Paget’s “Seed and Soil” theory may shed light on
the process. Recent studies propose the formation of pre meta-
static niches in target organs, where the primary tumor releases
factors that attract immune cells and modify the microenvi-
ronment, facilitating the colonization and growth of metastatic
cells [10]. This could potentially elucidate the recurrence of
colonic metastasis in our patient. While there have been sev-
eral reported cases of RCC metastasizing to the colon, none
has been documented to recur [3]. Most cases of colon me-
tastases are discovered during evaluations for symptoms such
as lower gastrointestinal bleeding, similar to our patient. The
locations of colonic metastases vary, with the sigmoid, splenic
flexure, transverse colon, and hepatic flexure being commonly
affected. Solitary metastases are uncommon and are typically
associated with disseminated disease [10]. A study analyzing
1,173 autopsy reports found intestinal involvement in 9% of
RCC cases, but none presented as solitary metastases, which
makes this case presentation a unique one [11].

The prognosis for non-surgically treated metastatic RCC
is generally poor [12]. Due to the high metastasis rate, a mul-
tidisciplinary approach is essential for RCC management.
Both the National Comprehensive Cancer Network and the
American Urology Association recommend routine postop-
erative surveillance for the first 5 years. Most recurrences of
RCC tend to occur within 5 years following initial curative
surgery, as many as 10% develop beyond 5 years after primary
surgical treatment [13]. Although a specific duration for ex-
tended follow-up is not clearly defined, a study by Stewart et
al suggested a reduction in recurrences with longer follow-up
of 3,651 operated patients [14]. Considering the potential for
late RCC recurrence, it may be prudent to extend postoperative
surveillance beyond 15 years. Additionally, colonoscopy can
be a valuable diagnostic tool for patients experiencing gastro-
intestinal symptoms during extended RCC surveillance.

Conclusions

Metastatic RCC may present as a colonic neoplasm, especially
in patients experiencing lower gastrointestinal bleeding. Re-
current metastases can arise years after curative nephrectomy
for RCC, underscoring the importance of diligent, long-term
follow-up for such individuals. It is essential to consider the
possibility of recurrence or metastasis, particularly when pa-
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tients report symptoms such as abdominal pain, anemia, or
gastrointestinal bleeding. Consistent monitoring and timely
evaluation of these signs can facilitate early detection and ef-
ficient management of potential complications linked to meta-
static RCC.

Learning points

RCC can metastasize to the colon, though it is uncommon.
Long-term follow-up beyond 5 years is crucial for detect-
ing late recurrences.
Gastrointestinal symptoms like bleeding or anemia in
RCC patients should be investigated for potential metastasis.
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