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Introduction
Colorectal cancer is one of the most common 
cancers in industrialized nations. Its incidence 
has increased significantly over the last 30 years 
and it represents the second most common can-
cer-related cause of death. The extent of lymph 
node and haematogenous spread correlates with 
local depth of invasion. For haematogenous 
spread, the liver is the primary target organ, fol-
lowed by the lungs and bone. Singular haematog-
enous spread to the kidneys is rare. We report the 
very unusual case of a woman 8 years after surgi-
cal treatment for colon cancer who presented 
with a renal tumour that turned out to be a colon 
cancer metastasis that had grown into the kidney 
via ureteral spread.

Case report
An 81-year-old woman was referred for surgical 
treatment after a CT scan had shown a renal tumour 
(16 cm × 12 cm × 8 cm) in a non-functioning left 
kidney (Figure 1). Eight years previously, the 
patient had undergone a left hemicolectomy and 
partial cystectomy for a colorectal carcinoma of 
the sigmoid colon (pT3 pN1 L0 V1 R0 cM0). 
Despite a lymph node positive situation at the 
time the patient had refused adjuvant treatment 
and did not undergo follow-up.

The now diagnosed renal tumour had been seen 
on a CT scan performed when the patient pre-
sented with acute symptoms of an ileus. The 
ileus was successfully managed conservatively. 
Physical examination was normal, clinical chem-
istry likewise including the carcinoembryonic 
antigen (CEA) level. The CT findings reported 
by radiology suggested a large, primary renal 
tumour consistent with a locally advanced renal 
cell carcinoma.

The patient was referred to urology and under-
went surgery for the kidney tumour of presuma-
bly renal origin. Macroscopically, the tumour was 
solid, clearly delineated and its appearance con-
sistent with a renal transitional cell carcinoma so 
that intraoperatively surgery was extended to 
include complete ureterectomy in addition to 
radical nephrectomy. The postoperative course 
was uneventful.

However, histology showed the renal tumour to 
be the metastasis of a tubular adenocarcinoma 
(G2) of colonic origin, with several smaller metas-
tases detected in the left ureter (Figure 2). The 
tumour tissue was positive for CK20 and negative 
for CK7, with PAS-positive intracytoplasmic 
inclusions. Surgical margins were negative. 
Endoscopic examinations of the urinary bladder 
and the colon were normal.

One year later the patient presented with bleeding 
from the colostomy and left leg oedema. 
Coloscopy showed a partially necrotic tumour 10 
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Figure 1.  CT scan showing large left inhomogeneous 
renal mass (16 cm × 12 cm × 8 cm, HU 10–15).
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cm from the stoma and on CT scan a large retro-
peritoneal tumour mass was seen, surrounding 
the left pelvic vascular axis with thrombotic occlu-
sion of the external iliac vein, infiltration of the 
psoas muscle and adherence to the small bowel. 
The patient did not want any further treatment.

Comment
This case shows the highly unusual finding of an 
adenocarcinoma of the sigmoid colon that had 
infiltrated the urinary bladder at the time of pri-
mary surgical treatment recurring 8 years later 
with spread by continuity via the ureter into the 
left kidney. This has hitherto not been described 
in the literature.

Metastases to the kidney are a rare entity. Based 
on autopsy studies, the incidence of renal metas-
tases of solid organ tumours amounts to 
3–15%.1–4 These arise from the lungs (19.8–
23.3%), the breast (12.3%), stomach (11.1–
15.1%), colon (22.2%) and malignant melanoma 
(14.8%),5 and less frequently from the cervix, 
gallbladder, urinary bladder, prostate, thyroid, 
hypopharynx, ovary, testis and the contralateral 
kidney.3 In the majority of cases, solitary renal 
metastases from colorectal carcinoma are asymp-
tomatic and detected on surveillance imaging or 
as a result of increased CEA levels.6 Survival 
appears to be longer in patients who are treated 
by surgery. Surgical intervention in carefully 
selected patients with oligometastatic disease 
and good performance status should therefore 
be considered.7,8 However, systemic chemother-
apy is the treatment of choice for metastatic 
colorectal carcinoma and nephrectomy is not 
commonly used in the management of renal 
metastases from colorectal cancer.6,8,9

The metastatic pathway in such cases is usually 
by haematogenous spread. Therefore, this case is 
quite remarkable and very rare as the spread 
occurred by direct intraureteric growth.

In conclusion, isolated renal metastases of colo-
rectal carcinoma have rarely been reported in the 
literature (<20 cases) and no case has been 
reported so far illustrating intraureteric spread to 
the kidney.
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Figure 2.  Cribriform adenocarcinoma with focal 
necrosis consistent with a metastasis of known 
colorectal cancer. Haematoxylin and eosin; original 
magnification 100×.
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