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Introduction
Primary cancer may occur synchronously in two different organs. 

Accumulated data show infrequent yet strong association of renal cell 
carcinoma with multiple malignant tumours, and in particular with 
colon cancer [1].

According to O’Boyle & Kemeny, 29% of patients with renal 
cancer autopsy had another primary tumour, which makes it the most 
common tumour type of cancer associated with multiple neoplastic 
lesions in other organs [2].

We present an example here of pathologically documented and 
coexistent double malignant tumours of the colon and kidney. In the 
case reported, an adenocarcinoma of the caecum-colon was detect first 
whilst the renal tumour was discovered by chance during staging prior 
to surgery. Both tumours were asymptomatic and the characteristics of 
the renal mass (suggestive for primary tumour) excluded the possibility 
of being a metastasis of the other one.

The purpose of this case study was to document the accuracy of the 
abdominal CT scan in detecting synchronous primary malignancies, 
such as renal cell carcinoma, in caecum-colon cancer patients 
undergoing a staging workup before surgery.

Case Report 
A 59-year-old asymptomatic male had positive screening for 

colon cancer with faecal occult blood testing (FOBT test), therefore he 
underwent colonoscopy. Endoscopic examination showed a vegetating, 
infiltrative, ulcerated lesion approximately 50×30 mm of the caecum 
and ascending colon (Figure 1), which was biopsied for histological 
definition. An abdominal ultrasound showed a liver free from cancer 
lesions, but revealed a suspicious mass in the upper right kidney. The 
patient’s haematological, renal and hepatic functions were within 
normal limits, as was his chest X-ray. Histological diagnosis of the 
colon biopsy confirmed the suspicion of colon adenocarcinoma. The 
patient was thus referred to the staging of the disease with an abdomen–

chest computed tomography (CT) scan, in order to determine the 
extent of the neoplastic process. The study, gauged to be performed 
at all phases of contrast enhancement, indicated a heterogeneous, 
well-circumscribed 6.34 cm mass, located in the upper 1/3 right 
kidney (Figure 2) with distributed and heterogeneous enhancement. 
The mass compressed the liver profile and had markedly distorted a 
normal calyx structure and protruded into the renal pelvis cavity. A 
barely thickened renal fasciae was visible in front of the mass, but there 
was no clear evidence of contiguity infiltration towards the descending 
colon. The contours of the renal peduncle were well preserved. The 

Abstract
Background: Primary cancer may occur synchronously in two different organs.The presence of a renal primary 

cancer discovered by chance during staging prior to surgery of another cancer (caecum-colon) is not as rare an 
event as is believed. In this case report the authors report an interesting case of double malignancy in which a patient 
was struck by two separate carcinomas, carcinoma of the caecum and renal cell carcinoma. 

Case report: A 59-year-old male underwent  screening with faecal occult blood test (FOBT) for colorectal cancer. 
The resulting positive test of which required a colonoscopy indicated the malignancy of the caecum-colon. Renal 
cell carcinoma was detected incidentally through Computed Tomography (CT) during preliminary investigations 
for the staging of the disease prior to surgery. The patient subsequently underwent simultaneous, radical, right 
nephrectomy and hemicolectomy. Both tumours were confirmed in pathologic evaluation, revealing chromophobe 
renal cell carcinoma and caecum- right colon adenocarcinoma. 

Conclusion: In conclusion, the elevated frequency of coexisting synchronous renal and colonic carcinomas, 
recommends routine use of preoperative imaging studies, in order to rule out coexistent, asymptomatic kidney 
malignant lesions in patients with colorectal cancer.

Figure 1: Colonoscopy shows a vegetating, infiltrative, ulcerated lesion 
approximately 50 x 30 mm of the caecum and ascending colon.

Journal of Clinical Case ReportsJo
ur

na
l o

f C
linical Case Reports

ISSN: 2165-7920



Citation: Bolognesi M, Bolognesi D (2014) Synchronous Detection of Dual Neoplastic Malignant Disease: Adenocarcinoma of the Caecum and Renal 
Cell Carcinoma. J Clin Case Rep 4: 377. doi:10.4172/2165-7920.1000377

Page 2 of 3

Volume 4 • Issue 6 • 1000377J Clin Case Rep
ISSN: 2165-7920 JCCR, an open access journal

Discussion
Since Billroth published his first report of multiple primary 

malignancy in 1889 [3], numerous reports of multiple carcinomas of 
the large gut, arising simultaneously or as interval carcinomas, have 
been published [4]. The occurrence of multiple neoplasms is not 
rare. The Second Primary Malignancy (SPM) is a second de novo 
malignant neoplasm occurring in a patient with recognized cancer 
[5]. Most multiple primary cancers are double primary cancers, and 
the incidence has decreased as the number of concomitant cancers has 
increased [6]. Some case reports of synchronous colon and renal cancer 
are published in literature [7-10]. Certain criteria have been set down 
to diagnose double malignancy. In order to make the diagnosis of a 
second primary malignant neoplasm, each tumour should be separate 
from the other, each should be malignant, and neither should be a 
metastasis from the other, i.e., microscopic and morphologic features 
of the two tumours must be entirely different [11] The coincidental 
detection of one or more additional primary tumours at the CT staging 
of a patient with a known malignancy is a more frequent occurrence 
for physicians dealing with malignant neoplasm and their staging [12]. 
Detection of a synchronous, second tumour poses several problems 
for differential diagnosis and cancer patient management. Our case 
showed clinical features primarily because od adenocarcinoma of 
the caecum and coexistence with other primary neoplasm, i.e., RCC 
that was diagnosed on CT scan of abdomen during workup staging. 
Therefore, the “Warren and Gates Criteria for Diagnosis of Multiple 
Primary Malignancies” is confirmed:    

1. Each of the tumours must be malignancy confirmed by histology 

2. Each one must be geographically separate and distinct. The 
lesions should be separated by normal mucosa. 

3. The probability of one being the metastasis of the other must be 
excluded.

Treatment strategies in cases of double malignancy depend on first 
treating the malignancy that is more advanced, or sometimes, both 
malignancies might be treated simultaneously, if therapeutic option is 
the same for both [13,14].

In our case, both diseases were surgically amenable and treated by 
carrying out right hemicolectomy and omolateral nephrectomy in a 
single session. Primary tumour can occur in a synchronous manner 
in two different organs, in which case simultaneous resection is 
recommended, if possible. To our knowledge this is one of the original 
few cases described in the literature of simultaneous surgical removal of 
primary double malignancies coexisting both in kidney and colon [5]. 
As Bhargava et al. [15] reported in their work, this report confirmed the 
importance of staging work-up in all cancer cases, especially because 
the coexistence of renal cell carcinoma together with other primitive 
malignancies is very frequent [16].

Conclusion
T﻿he teaching point of this case report highlighted the crucial 

importance of staging of disease prior to surgery, which allowed the 
incidental discovery of another primary malignancy and permitted 
radical excision, resulting in a better prognosis for the patient. Finally, 
the relative frequency and incidence of synchronous kidney and colon 
carcinomas, recommend routine use of preoperative imaging studies 
to rule out coexisting asymptomatic malignant lesions of the kidney in 
patients with colorectal cancer, and how this can impact on the further 
management of these patients. With the advent of new diagnostic 

lesion appeared to be vascularized very well, having a strong arterial 
phase contrast media enhancement, with imaging pictures being 
indicative of renal carcinoma. Surgery, subsequently confirmed a 
large, ulcerative and infiltrative lesion in the caecum-ascending colon 
area with a few swollen regional lymph nodes for which classical right 
hemicolectomy was performed. Intestinal anastomosis small intestine - 
large intestine was done, with contemporary radical right nephrectomy 
for the kidney mass considered as being a malignant tumour. Section 
cutting of the samples, bowel resection and nephrectomy revealed 
gross characteristics of adenocarcinoma of the caecum and renal cell 
carcinoma (RCC). Histopathological examination confirmed high-
grade infiltrating adenocarcinoma of the ascending colon and ileocecal 
valve (Figure 3), and chromophobe renal cell carcinoma (Figure 4), 
respectively, with no evidence of lymph node metastases and resection 
margins free of neoplastic disease. The patient was discharged 8 days 
following surgery in good physical condition.

 Figure 2: Computed Tomography (CT or CAT) Scan of the Abdomen shows a 
well-circumscribed 6,34 cm mass, located in the upper 1/3 of the right kidney 
(see blue arrows).

 

Figure 3: Histopathology specimen showing adenocarcinoma of the caecum 
and ascending colon.

Figure 4: Histopathology specimen showing chromophobe renal cell carcinoma.
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techniques for the  staging of the disease as well as advances in the 
management of common cancer, the detection of SPM has increased. 
This permits the majority of the malignancies diagnosed simultaneously 
to be removed in one single step.
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