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Abstract 
Synchronous primary colon and renal cancer is a rare but real clinical entity reported with variable incidence. An 81-year-old man admitted 
for abdominal pain and melena is diagnosed with right colic tumor by colonoscopy and with simultaneous right kidney tumor by CT-scan. 
The patient is adequately prepared and scheduled for laparotomy. Both tumors are resected in the same surgical session with curative 
intent – right hemicolectomy and right radical nephrectomy. The patient recovered well and was discharged after 10 postoperative days. 
The microscopic examination indicated an adenocarcinoma in the sigmoid and a clear cell renal carcinoma in the kidney. 
Immunohistochemical staining did not find any compatibility between those tumors. The patient started chemotherapy and is under 
appropriate oncologic follow-up. Modern investigations allow detection of simultaneous malignancies making possible the planned 
simultaneous resection of both. Histopathologic examination will proof the diagnosis of primary different malignancies. 
Keywords: colon adenocarcinoma, clear cell renal carcinoma, synchronous primary malignancies. 

 Introduction 

Synchronous primary malignancies represent two 
malignant tumors in the same patient with completely 
different histological aspect. They could involve 
different organs or systems and their discovery must be 
simultaneous or in a very little interval from one to 
another. Synchronous renal and colon cancers are 
already reported in the literature. The aim of this study 
is to report such a case and to review the literature. 

 Materials, Methods and Results 

An 81-year-old man was admitted for melena, 
intermittent abdominal pain and loss of appetite. 
General physical examination revealed a palpable tumor 
in the left iliac fossa, with irregular surface, fading 
contours and painful at palpation. No other physical 
remark was made. The patient did not have any 
particular antecedents. Laboratory data – moderate 
anemia, normal values for white blood cells count, for 
blood urea, glycemia and urine analysis. Colonoscopy 
revealed a 5 mm polyp in the rectum and a necrotic, 
stenosing tumor in the sigmoid colon. Abdominal  
CT-scan revealed gallbladder lithiasis and a right  
renal tumor, heterogenous, with hypodense areas inside. 
Pulmonary X-ray was normal. After correction of 
anemia the patient was scheduled for surgery with the 
intent of resecting both tumors as no other localization 
of the disease was found. Both tumors were successfully 

ablated performing a left colectomy and a right radical 
nephrectomy (Figures 1 and 2). 
 

Figure 1 – Surgical specimen: 
sigmoid with necrotic tumor. 

 

Figure 2 – Surgical specimen: 
right kidney with tumor at the 
upper pole. 

 

The patient recovered well after surgery and was 
discharged in the 10th postoperative day. The histolo-
gical examination revealed that the renal tumor was a 
clear cell renal carcinoma, G2 (Figure 3). The sigmoid 
tumor was an adenocarcinoma (Figures 4 and 5) with 
invasion of the muscular layer (Figures 6 and 7), 
without any metastases in the harvested lymph nodes. 
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Figure 3 – Renal carcinoma with clear cells (HE 
stain, ×200). 

 
Figure 4 – Colic adenocarcinoma in the mucosal and 
submucosal layers (HE stain, ×100). 

 
Figure 5 – Colic adenocarcinoma in the mucosal and 
submucosal layers: detail (HE stain, ×400). 

 
Figure 6 – Colon adenocarcinoma with invasion in 
the muscular layer (HE stain, ×100). 

 
Figure 7 – Colon adenocarcinoma with invasion in 
the muscular layer: detail (HE stain, ×400). 

Immunohistochemical staining did not reveal any 
similarity between those tumors. The patient is in 
adequate follow-up from the oncology department, 
currently under chemotherapy. 

 Discussion 

The incidence of the synchronous primary malignan-
cies of kidney and colon is difficult to assess. The term 
“synchronous” implies simultaneity, but Beisland C 
et al. [1] extend the time interval to the discovery of the 
second malignancy up to 90 days. 

In autopsy studies, colon cancer appears in cases of 
renal cell carcinoma with a reported incidence of 4% [2] 
or 9% [3]. In the latter, the incidence of synchronous 
colon and renal tumors is 0.1%. Synchronous asymp-
tomatic renal carcinoma is found in 0.03–0.5% of 
patients with colorectal carcinoma [4]. O’Boyle KP and 
Kemeny N [5] reported six cases of synchronous colon 
and renal carcinomas among an estimated 1200 patients 
with colon cancer during a six-year period representing 
an incidence of 0.5%. In the Halak M et al. [6] series 
there are five cases of synchronous tumors in a series of 
103 consecutive colon carcinomas with an incidence of 
4.85%, the highest reported until today. 

The etiology of multiple primary malignant tumors 
is complex including genetic and environmental risk 
factors common to both tumors. Risk factors may act 
individually or in combination and are represented, as in 
many other malignancies, by tobacco, pollution, ultra-
violet light, therapeutic chemotherapy and radiotherapy, 
endocrine factors etc. Regarding the genetic factors, 
synchronous colon and renal primary tumors were 
described in Lynch II syndrome. This consists in 
association of hereditary non-polyposis colorectal 
cancer with malignant tumors of other viscera, among 
which is the kidney [7]. In our case, familial antecedents 
of the patient excluded the hypothesis of a Lynch II 
syndrome. 

The discovery of the renal cancer was purely 
incidental during the CT-scan performed for the staging 
of the colic tumor. As in other series of synchronous 
colon and renal cancers, the RCC was symptomatic, its 
finding was incidental [6]. Routine performance of 
ultrasound and CT-scan for the staging of the colon 
cancer disease actually allows such detection with 
higher incidence. 



Considerations upon a case of synchronous primary malignancies: adenocarcinoma of the sigmoid and clear cell… 

 

511

As in most of the cases reported in the literature, 
there was simultaneous resection of both malignancies 
in one surgical session. Both were radical surgical 
gestures. The usual approach is by open laparotomy, 
more comfortable to the surgeons involved. However, 
some authors proved that simultaneous laparoscopic 
resection of both malignancies is feasible with very low 
morbidity and zero mortality. We found only three cases 
of synchronous laparoscopic resection of colorectal and 
renal cell carcinomas in the literature. A hand-assisted 
laparoscopic approach was used in the first case (for 
radical nephrectomy) [8] and a total laparoscopic 
approach in the second [9]. In the third case, the left 
colic cancer was obstructive. The obstruction was 
solved initially by endoscopic insertion of a self-
expanding metallic stent followed by the laparoscopic 
resection of both tumors [10]. 

Sato S et al. [11] discussed the prognosis of 
synchronous renal and colon cancers. They reported that 
association of other primary malignancies at the time of 
nephrectomy for renal cell carcinoma was an indepen-
dent prognostic factor for overall survival after the 
operation. He found that patients with localized renal 
cell carcinoma (T1,2) and coexistent other cancer had 
poorer overall survival than those with localized renal 
cell carcinoma alone. 

Clear cell renal carcinoma is the most common 
subtype of the renal carcinoma [12]. Its mean survival 
varies with the age of presentation and the stage of the 
tumor. 

Synchronous renal metastasis of a colon cancer is 
possibly isolated but is generally observed in cases of 
advanced disease [13]. Colon metastasis of a renal cell 
carcinoma is also possible but is a very rare event [14]. 
However, the clinician should be aware of the 
possibility of synchronous renal and colon cancer in his 
preoperative evaluation of the patient. 

 Conclusions 

Synchronous renal cell carcinoma and colon adeno-
carcinoma is a recognized clinical entity, with low 
incidence. The discovery of the renal tumor is mostly 
incidental during the staging of the colon cancer. The 
treatment is usually a single stage surgical resection 
generally by laparotomy and occasionally by laparo-
scopy. The histopathologic report is of outmost impor-
tance because it proves the difference between those 
tumors. Genetic studies are to be performed in future 

cases to elucidate if this phenomenon is due to common 
risk factors or genetic causes. 
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