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Abstract
Distant renal cell carcinoma (RCC) metastatic disease is mostly seen in the lungs, bones, and lymph nodes.
The incidence of local recurrences within the ipsilateral retroperitoneum (RFR) is very low. We report a case
of a 79-year-old male with recurrent left renal fossa RCC with pancreatic tail invasion who presented with
large bowel obstruction. To the best of our knowledge, no cases have been reported of recurrent left renal
fossa RCC initially presenting as extrinsic large bowel obstruction.
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Introduction
Approximately 85% of all primary renal neoplasms are secondary to renal cell carcinomas (RCCs) originating
in the renal cortex [1]. Tumors originating in the renal pelvis, namely, transitional cell carcinomas, comprise
a further 8% [1]. Other infrequently occurring tumors include oncocytomas, parenchymal epithelial tumors,
angiomyolipomas, renal sarcomas, and collecting duct tumors [1]. Distant clear cell renal cell carcinoma
(ccRCC) metastatic disease is mostly seen in the lungs, bones, and lymph nodes. The incidence of local
recurrences within the ipsilateral retroperitoneum (RFR) ranges between 0.8% and 3.6% [2]. Typical
presentations include hematochezia and melena, weight loss, or no symptoms at all [3]. The notion that RCC
is extremely resistant to classical fractionated radiation therapy (RT) is changing and the role of RT is now
being considered as part of the treatment strategies in ccRCC. We report a case of a 79-year-old male with
recurrent left renal fossa RCC with pancreatic tail invasion. He presented with an extrinsic large bowel
obstruction that required surgical intervention. He was discharged to follow up to assess the role of RT after
three months of systemic treatment. In the literature, only 10 cases of metastatic ccRCC to the intestine
causing bowel obstruction have been reported [4-6]. These occur mostly secondary to intussusception, but
no previous cases of recurrent left renal fossa RCC initially presenting as extrinsic large bowel obstruction
have been reported. From our extensive review of the literature, this is the first case of recurrence
presenting as an extrinsic intestinal obstruction. After appropriate surgical intervention, the patient was
offered immunotherapy treatment followed by RT. Treatment strategies for ccRCC are evolving, and RT
should be considered a part of the treatment regimen.

Case Presentation
A 79-year-old male with a past medical history of end-stage renal disease on hemodialysis, hypertension,
atrial fibrillation, PT3C-Gleason 4+5 adenocarcinoma of the prostate (treated with radical prostatectomy
and adjuvant androgen deprivation therapy) with biochemical recurrence, and left RCC T3AN0M0 (treated
with left radical nephrectomy) presented to the ER with complaints of abdominal pain for two days. The pain
was associated with constipation, nausea, bilious vomiting, loss of appetite, and small, hard stools with
reduced caliber. The patient was afebrile and hemodynamically stable and looked uncomfortable. The
abdominal exam showed a healed midline scar, left lateral flank incision, and left lower quadrant transverse
incision. The abdomen was distended but non-tender. The rest of the exam was negative. Laboratory
evaluation showed a white blood cell (WBC) count of 11.9 x 103/uL, hemoglobin of 10 g/dL, blood urea
nitrogen of 38 mg/dl, creatinine of 9.6 mg/dl, and potassium of 4.2 mmol/l (Table 1).

1 1 1 2 3

 
Open Access Case
Report  DOI: 10.7759/cureus.47953

How to cite this article
Wasifuddin M, Gomez D' Aza D J, Pokhrel A, et al. (October 30, 2023) Recurrent Left Renal Fossa Clear Cell Renal Cell Carcinoma With
Pancreatic Tail Invasion Presenting as Intestinal Obstruction. Cureus 15(10): e47953. DOI 10.7759/cureus.47953

https://www.cureus.com/users/442459-mustafa-wasifuddin
https://www.cureus.com/users/494575-danelly-j-gomez-d-aza
https://www.cureus.com/users/297675-akriti-pokhrel
https://www.cureus.com/users/492570-kapilkumar-manvar
https://www.cureus.com/users/114910-jen-chin-wang
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


Parameter Patient values Normal values

WBC 11.9 x 103 4.5-11 x 103

Hemoglobin 10 g/dL Male: 13.8-17.2 g/dL

Blood urea nitrogen 38 mg/dL 6-24 mg/dL

Creatinine 9.6 mg/dL Male: 0.7-1.3 mg/dL

Potassium 4.2 mmol/L 3.5-5.2 mmol/L

Prostate-specific antigen 9.5 ng/ml <4.0 ng/mL

Lactate dehydrogenase 364 u/L 140-1280 u/L

TABLE 1: Laboratory workup of the patient.

Prostate-specific antigen (PSA) was elevated to 9.5 ng/ml, consistent with previously elevated PSA. Lactate
dehydrogenase was within normal limits at 364 U/l. CT angiogram revealed an 8 cm constricting lobular soft
tissue mass in the proximal descending colon resulting in a high-grade obstruction of the proximal large
bowel. The mass invaded the tail of the pancreas (Figure 1). The patient was initially managed conservatively
with intravenous fluid resuscitation. A sigmoidoscopy of descending colon was performed, which showed
evidence of prior colonic surgery at 25 cm from the anus and complete obstruction at 45 cm, with segmental
mucosal edema and friability concerning extrinsic compression (Figure 2). No luminal mass was noted. The
patient underwent a diagnostic laparoscopy. No surface liver metastasis was seen, and no peritoneal
carcinomatosis was seen. Extensive laparoscopic adhesiolysis, small bowel resection with primary
anastomosis and partial omentectomy, and the creation of loop transverse colostomy were performed. CT-
guided tissue biopsy of the retroperitoneal mass was obtained. Biopsy showed invasive carcinoma consistent
with renal origin (Figures 3, 4). Immunostaining for further characterization revealed the tumor cells to be
positive for PAX-8, negative for renal cell antigen, negative for NKX3.1, positive for CAIX, positive for
vimentin, and negative for CK7 (Figures 5, 6). The clinical history, histomorphology, and immunostaining
supported the diagnosis of ccRCC. CT scan of the chest, abdomen, and pelvis with contrast was obtained for
staging (T3aN0M0) and revealed no masses or nodules in the lungs. It showed post-surgical left
nephrectomy with soft tissue mass in the left renal fossa contiguous with the pancreatic tail.

FIGURE 1: CT angiogram revealed 8 cm constricting lobular soft tissue
with high-grade obstruction of the proximal large bowel.
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FIGURE 2: Sigmoidoscopy showed complete obstruction at 45 cm
concerning ischemia/extrinsic compression, and no luminal mass was
noted. Figures A, B, and C are shown from left to right with arrows
pointing to the obstruction.

FIGURE 3: Original clear cell renal cell carcinoma showing sheets of
clear cells with mild pleomorphic nuclei, prominent nucleoli, and
abundant clear cytoplasm.
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FIGURE 4: Metastatic clear cell renal cell carcinoma at left
retroperitoneal site with nests of clear cells with hyperchromatic nuclei,
moderate pleomorphic nuclei, and abundant basophilic cytoplasm
infiltrated within fibrous tissue.

FIGURE 5: Metastatic clear cell renal cell carcinoma. The neoplastic
cells are positive for PAX8, carbonic anhydrase 9, and vimentin and
negative for CK7, NKX3.1, PSMA, and RCC.
PSMA: prostate-specific membrane antigen; RCC: renal cell carcinoma.
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FIGURE 6: Neoplastic cells are negative for CK7, NKX3.1, PSMA, and
RCC.
PSMA: prostate-specific membrane antigen; RCC: renal cell carcinoma.

The case was presented on the tumor board. Imaging and pathology were reviewed in detail. Systemic
chemotherapy was planned to be started outpatient after chemo port placement for local recurrence of
ccRCC. Radiation oncology will follow the patient to see the role of radiation therapy after at least three
months of systemic treatment and the patient will be started on androgen deprivation therapy (ADT) as an
outpatient.

Discussion
RCC is the most common kidney malignancy, accounting for 85% to 90% of these tumors. More than 50% of
patients who undergo primary tumor resection have a remote recurrence. RCC can metastasize to any site in
the body; however, metastases to the gastrointestinal (GI) tract are extremely rare, with an incidence as low
as 0.7% [4]. A lack of clinical attention to GI metastases is given as they are presumed to be a feature of
generalized metastatic disease. This has led to their underdiagnosis. Most RCCs are hypervascular, with
clear cells being the most common histological subtype. They most commonly cause GI bleeding when they
metastasize to the GI tract, according to a study conducted by Park et al., occurring in nearly 67% of patients.
Common clinical symptoms include melena and hematochezia (66.7%), abdominal pain (13.3%), and weight
loss (6.7%). Recurrent ccRCC rarely presents as bowel obstruction (6.7% of patients) [3]. Bowel obstruction
primarily occurs in the form of intussusception, secondary to local spread or recurrence. A review of the
literature yielded 10 cases of RCC causing intestinal obstruction [2,4-6]. In the majority of the reports,
obstruction was most commonly secondary to intussusception. Our patient presented with abdominal pain,
nausea, and bilious vomiting - all signs of intestinal obstruction. The initial presentation of ccRCC can be
variable; therefore, bowel obstruction should be taken into account in RCC patients presenting with these
symptoms. In malignant bowel obstruction (MBO), extrinsic, intramural, and/or intrinsic patterns are seen.
Extrinsic compression of the bowel lumen occurs as a result of growing tumor burden, masses, or
postirradiation fibrosis. Intramural compression results from the invasion of the bowel wall from a laterally
growing tumor causing poor motility and from primary and metastatic lesions that occlude the lumen or act
as lead points for intussusception. Vomiting has been observed to occur earlier in proximal bowel
obstruction, whereas it occurs later in large bowel obstruction. Proximal bowel obstruction also results in
intense, crampy pain patterns occurring at shorter intervals, whereas distal bowel obstruction is associated
with less intense, deeper pain occurring at longer intervals. The diagnosis of MBO is based on historical and
clinical findings; however, imaging is usually used for confirmation. CT studies with bowel contrast are
implemented to identify the site of obstruction and evaluate dysmotility or partial obstruction. The slow
passage of contrast through a nondilated bowel with no identifiable point of obstruction may signify a
dysmotility disorder [7]. Our patient presented with abdominal pain, constipation, nausea, and vomiting. CT
scan with contrast findings of the bowel showed a constricting soft tissue lobular mass. Endoscopic findings
revealed no luminal mass, with complete obstruction at 45 cm, segmental mucosal edema, and friability
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concerning extrinsic compression.

Local recurrence following nephrectomy is a rare event. A study from the Mayo Clinic reported a local
recurrence rate of only 1.8% in 1737 patients who had undergone nephrectomy with localized RCC [8]. Local
recurrences involve the retroperitoneal structures such as the renal fossa and adrenal or axial
musculoskeletal structures. Another study by Speed et al. observed the recurrence rates to be between 3%
and 9% [9]. Our patient developed local recurrence in the renal fossa. Metastases to the pancreas are a very
rare occurrence in RCC, with a reported incidence as low as 1.6%. The primary mechanism of spread for
these metastases is through the hematogenous route [10]. There have been no reports of local invasion of
the pancreas by RCC, to the best of our knowledge. Our patient presented with a direct invasion of the
pancreatic tail. An explanation for this could be the seeding of malignant RCC tissue during the initial
nephrectomy.

It is important to identify, standardize, and employ surveillance strategies following the treatment of
localized RCC. A better characterization of clinical, histopathological, and CT findings can aid in the
prediction of tumor recurrence and therefore time management. Incorporation of these factors in the stage-
based stratification may play an important role in the identification of ccRCC tumor recurrences and
treatment strategies [3,11]. T1 (tumors found only in the kidney and <7cm in size) tumors generally recur
between 38 and 45 months, whereas T3 tumors generally recur between 17 and 28 months following initial
nephrectomy - highlighting the important role played by the tumor stage in the timing of recurrence.
Depending on the site of metastasis, different parameters are assessed. For local recurrence, identification of
symptoms, careful history, physical exam, and abdominal CT scans are critical because resection of the renal
fossa is associated with improved overall survival, which is the percentage of people alive at a certain point
in time after a cancer diagnosis. The same applies to distant metastatic disease, except radiological imaging
is directed toward the site of involvement [12].

Treatment strategies for RCC are evolving and the combination of immunotherapy and radiation therapy
may be considered a part of treatment regimens. This combined strategy may result in a phenomenon
known as the abscopal effect, which is a systemic antitumor effect achieved distant to a radiation treatment
site [13]. The abscopal effect occurs when radiation treatment shrinks the target tumor and shrinkage of
other untreated tumors in the body [13]. Surgical resection is still the mainstay of treatment for this disease.
However, the risk of recurrence is high (between 20% and 40%) in patients with high-risk locoregional RCC
who undergo nephrectomy only [12]. Adjuvant therapy with pembrolizumab, a programmed cell death
protein 1 (PD-1) immune checkpoint inhibitor (ICI), was shown to improve disease-free survival vs. placebo
in patients with RCC classified as intermediate-high or high risk of recurrence following nephrectomy as
part of the KEYNOTE-564 trial [14]. In patients with recurrent RCC, salvage nephrectomy and thermal
ablation have been proven to be effective [14]. In patients with metastatic ccRCC, the American Society of
Clinical Oncology (ASCO) recommends ICI therapy in combination with vascular endothelial growth factor
receptor (VEGFR) tyrosine kinase inhibitor (TKI) in patients with favorable-risk disease. A doublet regimen
was recommended for patients with intermediate or poor risk and monotherapy with either an ICI or a
VEGFR TKI in select patients [15]. According to the guidelines set by the National Comprehensive Cancer
Network (NCCN), recurrent ccRCC is treated with cytoreductive nephrectomy when possible, followed by
targeted therapy and/or immunotherapy. Preferred regimens for favorable-risk patients include axitinib
(anti-vascular endothelial growth factor (anti-VEGF)) with pembrolizumab, cabozantinib (TKI) with
nivolumab (IgG4 monoclonal antibody that blocks PD-1), or lenvatinib (anti-VEGF) with pembrolizumab.

Conclusions
RCC has a myriad of clinical presentations. Intrinsic and extrinsic intestinal obstruction should be
considered as an initial presentation of recurrent RCC, as seen in our case. Operating with a high degree of
suspicion in patients with a history of RCC is important in identifying recurrence. Surveillance strategies
following the treatment of localized RCC need to be identified and standardized and must be employed to
identify recurrences. Treatment strategies for RCC are evolving and radiation therapy in combination with
immunotherapy plays an important role in addition to surgery in the management of these patients.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Mustafa Wasifuddin, Danelly J. Gomez D' Aza, Akriti Pokhrel, Kapilkumar Manvar, Jen
Chin Wang

Acquisition, analysis, or interpretation of data:  Mustafa Wasifuddin

Drafting of the manuscript:  Mustafa Wasifuddin, Kapilkumar Manvar

2023 Wasifuddin et al. Cureus 15(10): e47953. DOI 10.7759/cureus.47953 6 of 7

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


Critical review of the manuscript for important intellectual content:  Danelly J. Gomez D' Aza, Akriti
Pokhrel, Jen Chin Wang

Supervision:  Jen Chin Wang

Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Garfield K, LaGrange CA: Renal Cell Cancer. StatPearls Publishing, Treasure Island, FL; 2023.
2. Romeo A, Garcia Marchiñena P, Jurado AM, Gueglio G: Renal fossa recurrence after radical nephrectomy:

current management, and oncological outcomes. Urol Oncol. 2020, 38:42.e7-12.
10.1016/j.urolonc.2019.10.004

3. Park HJ, Kim HJ, Park SH, Lee JS, Kim AY, Ha HK: Gastrointestinal involvement of recurrent renal cell
carcinoma: CT findings and clinicopathologic features. Korean J Radiol. 2017, 18:452-60.
10.3348/kjr.2017.18.3.452

4. Bellio G, Cipolat Mis T, Kaso G, Dattola R, Casagranda B, Bortul M: Small bowel intussusception from renal
cell carcinoma metastasis: a case report and review of the literature. J Med Case Rep. 2016, 10:222.
10.1186/s13256-016-0998-0

5. Ismail I, Neuen BL, Mantha M: Solitary jejunal metastasis from renal cell carcinoma presenting as small
bowel obstruction 19 years after nephrectomy. BMJ Case Rep. 2015, 2015: 10.1136/bcr-2015-210857

6. Katsoulis IE, Sourouppi C, Dafnis AN, Katsaounis D, Tsamakidis K: Small bowel intussusception due to
metastatic renal cell carcinoma. J Surg Case Rep. 2022, 2022:rjac156. 10.1093/jscr/rjac156

7. Roeland E, von Gunten CF: Current concepts in malignant bowel obstruction management . Curr Oncol Rep.
2009, 11:298-303. 10.1007/s11912-009-0042-2

8. Breda A, Konijeti R, Lam JS: Patterns of recurrence and surveillance strategies for renal cell carcinoma
following surgical resection. Expert Rev Anticancer Ther. 2007, 7:847-62. 10.1586/14737140.7.6.847

9. Speed JM, Trinh QD, Choueiri TK, Sun M: Recurrence in localized renal cell carcinoma: a systematic review
of contemporary data. Curr Urol Rep. 2017, 18:15. 10.1007/s11934-017-0661-3

10. Ballarin R, Spaggiari M, Cautero N, et al.: Pancreatic metastases from renal cell carcinoma: the state of the
art. World J Gastroenterol. 2011, 17:4747-56. 10.3748/wjg.v17.i43.4747

11. Rodríguez-Fernández IA, Rodríguez-Romo L, Hernandez-Barajas D, et al.: Adjuvant radiation therapy after
radical nephrectomy in patients with localized renal cell carcinoma: a systematic review and meta-analysis.
Eur Urol Oncol. 2019, 2:448-55. 10.1016/j.euo.2018.10.003

12. Chin AI, Lam JS, Figlin RA, Belldegrun AS: Surveillance strategies for renal cell carcinoma patients following
nephrectomy. Rev Urol. 2006, 8:1-7.

13. Mollica V, Santoni M, Di Nunno V, et al.: Immunotherapy and radiation therapy in renal cell carcinoma .
Curr Drug Targets. 2020, 21:1463-75. 10.2174/1389450121666200311121540

14. Choueiri TK, Tomczak P, Park SH, et al.: Adjuvant pembrolizumab after nephrectomy in renal-cell
carcinoma. N Engl J Med. 2021, 385:683-94. 10.1056/NEJMoa2106391

15. Rathmell WK, Rumble RB, Van Veldhuizen PJ, et al.: Management of metastatic clear cell renal cell
carcinoma: ASCO guideline. J Clin Oncol. 2022, 40:2957-95. 10.1200/JCO.22.00868

2023 Wasifuddin et al. Cureus 15(10): e47953. DOI 10.7759/cureus.47953 7 of 7

https://www.ncbi.nlm.nih.gov/books/NBK470336/
https://dx.doi.org/10.1016/j.urolonc.2019.10.004
https://dx.doi.org/10.1016/j.urolonc.2019.10.004
https://dx.doi.org/10.3348/kjr.2017.18.3.452
https://dx.doi.org/10.3348/kjr.2017.18.3.452
https://dx.doi.org/10.1186/s13256-016-0998-0
https://dx.doi.org/10.1186/s13256-016-0998-0
https://dx.doi.org/10.1136/bcr-2015-210857
https://dx.doi.org/10.1136/bcr-2015-210857
https://dx.doi.org/10.1093/jscr/rjac156
https://dx.doi.org/10.1093/jscr/rjac156
https://dx.doi.org/10.1007/s11912-009-0042-2
https://dx.doi.org/10.1007/s11912-009-0042-2
https://dx.doi.org/10.1586/14737140.7.6.847
https://dx.doi.org/10.1586/14737140.7.6.847
https://dx.doi.org/10.1007/s11934-017-0661-3
https://dx.doi.org/10.1007/s11934-017-0661-3
https://dx.doi.org/10.3748/wjg.v17.i43.4747
https://dx.doi.org/10.3748/wjg.v17.i43.4747
https://dx.doi.org/10.1016/j.euo.2018.10.003
https://dx.doi.org/10.1016/j.euo.2018.10.003
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1471767/
https://dx.doi.org/10.2174/1389450121666200311121540
https://dx.doi.org/10.2174/1389450121666200311121540
https://dx.doi.org/10.1056/NEJMoa2106391
https://dx.doi.org/10.1056/NEJMoa2106391
https://dx.doi.org/10.1200/JCO.22.00868
https://dx.doi.org/10.1200/JCO.22.00868

	Recurrent Left Renal Fossa Clear Cell Renal Cell Carcinoma With Pancreatic Tail Invasion Presenting as Intestinal Obstruction
	Abstract
	Introduction
	Case Presentation
	TABLE 1: Laboratory workup of the patient.
	FIGURE 1: CT angiogram revealed 8 cm constricting lobular soft tissue with high-grade obstruction of the proximal large bowel.
	FIGURE 2: Sigmoidoscopy showed complete obstruction at 45 cm concerning ischemia/extrinsic compression, and no luminal mass was noted. Figures A, B, and C are shown from left to right with arrows pointing to the obstruction.
	FIGURE 3: Original clear cell renal cell carcinoma showing sheets of clear cells with mild pleomorphic nuclei, prominent nucleoli, and abundant clear cytoplasm.
	FIGURE 4: Metastatic clear cell renal cell carcinoma at left retroperitoneal site with nests of clear cells with hyperchromatic nuclei, moderate pleomorphic nuclei, and abundant basophilic cytoplasm infiltrated within fibrous tissue.
	FIGURE 5: Metastatic clear cell renal cell carcinoma. The neoplastic cells are positive for PAX8, carbonic anhydrase 9, and vimentin and negative for CK7, NKX3.1, PSMA, and RCC.
	FIGURE 6: Neoplastic cells are negative for CK7, NKX3.1, PSMA, and RCC.

	Discussion
	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


