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Abstract
Background: Synchronous tumors are defined as two or more distinct and malignant tumors excluding the possibility of one 
being a metastasis of the other. The development of tumor metastasis from another synchronous primary malignancy is rare. The 
incidence of synchronous neoplasms of the colon and kidney is rare. Renal cell carcinoma exhibits characteristic features making 
it suitable for harboring metastases. 

Case presentation: We report a unique case of a 49-year-old male with no previous history of cancer that was found to have 
synchronous rectal adenocarcinoma and left kidney renal cell carcinoma. Additionally, metastasis from colon adenocarcinoma 
to RCC was identified. Distinguishing double primary neoplasms and metastases in synchronous primary tumors has significant 
implications with respect to patient prognosis and recommendations for therapy. 
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Introduction
Synchronous multiple primary tumors are relatively 

rare. It has been hypothesized that concurrent tumors can arise 
from tissues with similar embryological origin when they are 
simultaneously affected by environmental factors. Accumulated 
data show an infrequent yet strong association of the urogenital and 
gastrointestinal tumors as most common pairing of synchronous 
primary cancers [1,2]. Tumor-To-Tumor Metastasis (TTM) 
is an uncommon phenomenon explained as a metastasis in a 
histologically separate tumor [3,4]. We present a case of clinically 
and pathologically documented synchronous double malignant 
tumors of the colon and kidney, meanwhile tumor to tumor 
metastasis from colon to kidney. To the best of our knowledge, 
no case with such a concurrency has been reported to date in the 
literature.
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Case reports
Case presentation

A 49-year-old male presented with a chief complaint of 
abdominal pain. Patient reported a recent change in his bowel 
habit. His medical history was significant for smoking and obesity 
with no family history of malignancies. He previously underwent 
sleeve gastrectomy in 2014 and reported 100 lbs. weight loss since 
then.

Abdominal Computed Tomography (CT) (Figure 1 and 2) 
showed generalized sigmoid colon wall thickening and luminal 
narrowing suggestive of the annular constricting lesion and several 
hepatic lesions concerning for metastatic disease. The CT scan also 
revealed an exophytic complex mass arising from the upper pole 
of the left kidney, suggestive of Renal Cell Carcinoma (RCC).

Figure 1: CT scan of the abdomen and pelvis. Annular constricting lesion 
involving sigmoid colon.

Figure 2: Staging CT shows partially exophytic complex mass in the 
upper pole of the left kidney, 4.7 cm, suggestive of renal cell carcinoma.

The patient underwent an endoscopic examination and was 
biopsied for histological definition. Histological diagnosis of the 
colon biopsy confirmed the presence of tubular adenoma with 
intramucosal adeno carcinoma. The staging Positron Emission 
Tomography (PET) scan was consistent with the primary 
diagnosis. A CT-guided biopsy of the right liver and left kidney 
was performed. Both Histologic and immunophenotypic profiles 
(positive for CK20 and CDX2, negative for CK7) of the liver 
lesion supported a diagnosis of metastatic adenocarcinoma of 
colon as the primary origin. However, the tumor cells morphology 
and immunoprofile of the left kidney mass were most compatible 
with renal cell carcinoma. After careful review of the findings, 
a multidisciplinary surgical approach was planned. Following 
neoadjuvant chemotherapy, the patient underwent simultaneous 
lower anterior resection of the recto sigmoid colon and left radical 
nephrectomy. He had an uneventful and favorable postoperative 
course and was transferred back to the oncology division 
afterward. 

Gross Pathology
Both radical nephrectomy and sigmoid colon specimens were 

obtained by our department of pathology for histopathological 
examination. The radical nephrectomy specimen composed of 
left kidney, ureter stump and perinephric tissue. Grossly a well-
circumscribed, solitary mass (3.5 x 2.5 x 2.5 cm) involving the 
upper pole of the left kidney was recognized. The tumor was tan-
yellow with focal areas of hemorrhage. The renal sinus or the 
Gerota’s fascia was not involved by the tumor. A gray flat lesion 
(5 x 4.5 x 4 cm) with velvety granular surface adjacent to a polyp 
(2 x 1.5 x 0.7 cm) was identified in the colon. Macroscopically the 
tumor seemed to extend through the colonic wall.

Microscopic Features
The microscopic features are illustrated in (Figure 3). All 

tissue samples were routinely fixed in 10 % formalin and embedded 
in paraffin. Hematoxylin-Eosin (H.E.) and immunohistochemical 
stains were performed. Microscopic examination of the colon 
revealed a tumor invading through the muscularis propria, consisting 
of poorly differentiated glands surrounded by desmoplastic 
reaction. The carcinomatous glands were lined by tall columnar 
cells and their lamina showed frequent dirty necrosis. The tumor 
cells expressed CK20 and CDX2 in accordance with the diagnosis 
of colorectal adenocarcinoma.
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Figure 3: a: Clear cell renal cell carcinoma containing metastatic 
deposit of colorectal carcinoma (H.E. x 20), b: Renal Cell Carcinoma 
with sarcomatoid features (H.E. x 100), c: Renal Cell Carcinoma with 
rhabdoid features (H.E. x 200), d: Tumor histology of poorly differentiated 
adenocarcinoma of colon (H.E. x 200), e: Positive immunoreactivity for 
RCC by clear cell carcinoma nests (x 40), f: The colon adenocarcinoma 
is strongly positive for CK20 while the renal cell carcinoma is negative. 
(x 40).

Metastatic carcinoma involving five of twelve resected 
peri-colonic lymph nodes was noted, giving a final American 
Joint Committee on Cancer (AJCC) tumor stage of T3 N2a M1b. 
Histological analysis of the left kidney revealed a renal cell 
carcinoma, with compact alveolar architecture and sharply outlined 
boundaries. The nests were composed of neoplastic cells with 
abundant clear cytoplasm and high nuclear grade. Several areas 
of atypical spindle cells having marked nuclear pleomorphism as 
well as rhomboid differentiation were identified. To our surprise, 
a morphologically distinct area was found mostly circumscribed 
by the RCC, showing glandular structure similar to the colorectal 
carcinoma. Immunohistochemical staining was performed. The 
clear cell component exhibited vimentin, RCC and PAX8 and was 
focally positive for CD10. The metastatic component was positive 
for CK20 and CDX2 and negative for RCC, PAX-8 and vimentin. 
These findings strongly evinced a colonic origin for metastatic 
tumor. A diagnosis of clear cell renal cell carcinoma, histologic 
grade of four with both sarcomatoid and rhabdoid features was then 
established. Also tumor revealed features compatible with tumor to 

tumor metastasis of rectal adenocarcinoma to renal cell carcinoma. 
The following genetic studies were done: K-RAS, N-RAS, and 
BRAF mutation, EGFR amplifications and microsatellite instability 
tests were performed, but all were found to be negative.

Conclusions
This is the first reported case of coinciding synchronous 

malignant tumors of the colon and kidney with tumor-to-tumor 
metastasis from the colon to the kidney. 

Discussion
Coexistence of two or more primary neoplasms in the 

same patient is an unusual but well documented occurrence. 
The North American Association of Central Cancer Registries 
(NAACCR) classifies double primary malignancies into two 
categories. Synchronous malignancies are secondary tumors 
occurring either simultaneously or within 2 months of the first 
malignancy. However, metachronous malignancies are secondary 
tumors that develop at least 2 months after the first malignancy 
[5]. The current criteria by Warren and Gates are used to identify 
synchronous tumors: each tumor must be malignant, each must 
be distinct, and the possibility that one is a metastasis of the 
other must be excluded [6]. Colorectal cancer (CRC) is the fourth 
common cancer in the United States [7]. It has been suggested that 
patients with CRC have increased risk for developing a second 
cancer [8]. In comparison to CRC, Renal cell carcinoma occurs 
less frequently with an incidence of 61,816 new cases per year 
[7]. The risk of multiple primary cancers is higher in patients with 
kidney and renal pelvis cancers [9]. In particular, RCC has been the 
focus of many studies within the past decade since it is associated 
with other primary malignancies including breast, genitourinary, 
colorectal cancers and non-Hodgkin’s lymphoma [10-12].

Although these tumors are individually common, the 
incidence of synchronous neoplasms of the colon and kidney is 
rare [12]. Capra et al. [13] reported synchronous RCC in 0.4% of 
patients with primary colorectal carcinoma. This concurrency is 
reported 0.5 % by O’Boyle and Kemeny, [14] and 4.85% by Halak 
et al. [12]. However, autopsy series do not distinguish between 
synchronous and metachronous tumors. Calderwood et al reported 
higher risk of renal parenchymal tumors in patients diagnosed 
with CRC before age of 60 years [2]. Although the etiology of 
synchronous primary malignancies is not fully understood, 
the results of this cohort analysis supported possible shared 
environmental and genetic risk factors between CRC and urologic 
cancers. Any benign or malignant tumor can be a recipient of 
metastasis. While slowly increasing, it is still uncommon to have 
metastasis from tumor-to-tumor. Renal cell carcinoma is the most 
common recipient for tumor-to-tumor metastasis [10,15]. Among 
the donor tumors, lung cancer is the most frequent primary, 
followed by breast cancer [16,17]. The higher stage of the primary 



Citation: Samankan S, Aghighi M, Krabill K, Azabdaftari G (2018) Tumor-to-Tumor Metastasis in Synchronous Primary Kidney and Colon Tumors. Cytol Histol Rep: 
CHR-103. DOI: 10.29011/ CHR-103.100003

4 Volume 2018; Issue 01

non-renal malignancies is correlated with the higher rate of 
metastasis to kidney [18,19].

Renal metastasis from the primary colon adenocarcinoma 
is rare [20]. It only accounts for less than 3% of all secondary 
renal neoplasm’s based on historical postmortem analysis [16]. 
A recent study at MD Anderson revealed that primary colorectal 
tumors comprise 10.6% of metastatic tumors to the kidney [20]. 
To the best of our knowledge, no case with a concurrency of these 
synchronous tumors with tumor-to-tumor metastasis at the time of 
diagnosis has been reported to date in the literature. We used the 
keywords “tumor-to-tumor metastasis” and “synchronous tumors” 
in PubMed to perform an English literature review of combined 
and separate publications of these entities, to date no case has been 
reported. Tumor-to-tumor metastasis must be differentiated from a 
collision tumor. In the literature, the two terms have frequently been 
used interchangeably. Collision tumor is defined as two adjacent 
but histologically distinct tumors in the same organ without any 
histological intermixing [21,22]. Campbell et al established the 
following criteria for the diagnosis of TTM: 

1) At least two primary tumors must be present; 2) The 
recipient tumor must be a true neoplasm; 3) The metastasis has 
to demonstrate real growth in the recipient tumor, not simply 
contiguous invasion or non-adherent tumor emboli; 4) Metastases 
into lymphoid tissue involved by hematopoietic neoplasms do not 
count [23,24]. Our case met all of the above criteria and considered 
a true TTM.

There has been much debate about why certain tumors are 
more likely to be donors or recipients. The “seed and soil” theory 
by Paget’s, proposes that metastatic tumor cells (seeds) have better 
development in a more favorable biochemical microenvironment 
(soil) [25]. The “mechanical” theory suggests that due to high 
blood flow, highly vascular architecture, and anatomical location, 
the recipient tumors could be prone to metastases [26]. Individual 
characteristics of these tumors have been described by several 
hypotheses. Indolent nature of RCC, its rich vascularity and high 
glycogen/lipid content provides a proper environment for tumor 
growth and it would explain why renal carcinoma is the most 
frequently described recipient for TTM3, [15,27,28]. The colon is 
drained by the portal venous system, thus CRC spreads through the 
lymphatic and venous systems to local or distant organs. Although 
the liver is by far the most common involved organ, CRC can 
metastasize to the brain, spleen and kidney [17]. 

Both tumor-to-tumor metastasis and synchronous primary 
tumors are infrequent phenomena; Recognition of these incidents 
is important to avoid an incorrect diagnosis as well as to provide 
an appropriate management. In the present case, both colon and 
renal tumors were identified concurrently. Renal biopsy was done 
to determine the treatment plan. Simultaneous hand-assisted 
laparoscopic removal of both primary tumors was performed. With 

improvements in medical imaging, early diagnosis of the silent 
RCC is possible during discovering another cancer. Coexistence 
of renal mass in a patient with non-renal malignancy is more likely 
to be an incidental primary renal tumor [18], however high degree 
of suspicion should be employed to exclude metastasis. Additional 
studies are needed to further improve our understanding of both 
synchronous tumors and TTM in order to achieve the most optimal 
management for these patients. 

Acknowledgements
None

Conflict of interest
All authors declare that they have no conflict of interest.

Funding 

None

References
Warren S GO (1932) multiple primary malignant tumors: a survey of 1.	
the literature and statistical study. Am J Cancer16: 1358-1414.

Calderwood AH, Huo D, Rubin DT (2008) Association between colorec-2.	
tal cancer and urologic cancers. Arch Intern Med 168: 1003-1009.

Petraki C, Vaslamatzis M, Argyrakos T, Petraki K, Strataki M, et al. 3.	
(2003) Tumor to tumor metastasis: report of two cases and review of 
the literature. Int J Surg Pathol 11: 127-135.

Fried B (1930) Metastatic inoculation of a meningioma by cancer cells 4.	
from a bronchiogenic carcinoma. The American journal of pathology 
6: 47-52.

Howe HL (2002) A reviews of the definition for multiple primary cancers 5.	
in the United States. Workshop proceedings from December 4-6.

Warren S GO (1932) multiple primary malignant tumors: a survey of 6.	
the literature and statistical study. Am J Cancer 16: 1358-1414.

U.S. Department of Health and Human Services, Centers for Disease 7.	
Control and Prevention and National Cancer Institute; U.S. Cancer 
Statistics Working Group. U.S. Cancer Statistics Data Visualizations 
Tool based on November 2017 submission data (1999-2015) June 
2018.

Lee YT, Liu CJ, Hu YW, Teng CJ, Tzeng CH, et al. (2015) Incidence 8.	
of Second Primary Malignancies Following Colorectal Cancer: A Dis-
tinct Pattern of Occurrence Between Colon and Rectal Cancers and 
Association of Co-Morbidity with Second Primary Malignancies in a 
Population-Based Cohort of 98,876 Patients in Taiwan. Medicine (Bal-
timore) 94: 1079.

Hayat MJ, Howlader N, Reichman ME, Edwards BK (2007) Cancer 9.	
statistics, trends, and multiple primary cancer analyses from the Sur-
veillance, Epidemiology, and End Results (SEER) Program. Oncolo-
gist 12: 20-37.

Beisland C, Talleraas O, Bakke A, Norstein J (2006) multiple primary 10.	
malignancies in patients with renal cell carcinoma: a national popula-
tion-based cohort study. BJU Int 97: 698-702.

https://www.ncbi.nlm.nih.gov/pubmed/18474765
https://www.ncbi.nlm.nih.gov/pubmed/18474765
https://www.ncbi.nlm.nih.gov/pubmed/12754635
https://www.ncbi.nlm.nih.gov/pubmed/12754635
https://www.ncbi.nlm.nih.gov/pubmed/12754635
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2007275/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2007275/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2007275/
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.466.3479&rep=rep1&type=pdf
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.466.3479&rep=rep1&type=pdf
https://www.ncbi.nlm.nih.gov/pubmed/26131831
https://www.ncbi.nlm.nih.gov/pubmed/26131831
https://www.ncbi.nlm.nih.gov/pubmed/26131831
https://www.ncbi.nlm.nih.gov/pubmed/26131831
https://www.ncbi.nlm.nih.gov/pubmed/26131831
https://www.ncbi.nlm.nih.gov/pubmed/26131831
https://www.ncbi.nlm.nih.gov/pubmed/17227898
https://www.ncbi.nlm.nih.gov/pubmed/17227898
https://www.ncbi.nlm.nih.gov/pubmed/17227898
https://www.ncbi.nlm.nih.gov/pubmed/17227898
https://www.ncbi.nlm.nih.gov/pubmed/16536756
https://www.ncbi.nlm.nih.gov/pubmed/16536756
https://www.ncbi.nlm.nih.gov/pubmed/16536756


Citation: Samankan S, Aghighi M, Krabill K, Azabdaftari G (2018) Tumor-to-Tumor Metastasis in Synchronous Primary Kidney and Colon Tumors. Cytol Histol Rep: 
CHR-103. DOI: 10.29011/ CHR-103.100003

5 Volume 2018; Issue 01

Rabbani F, Grimaldi G, Russo P (1998) Multiple primary malignancies 11.	
in renal cell carcinoma. J Urol 160: 1255-1259.

Halak M, Hazzan D, Kovacs Z, Shiloni E (2000) Synchronous colorec-12.	
tal and renal carcinomas: a noteworthy clinical entity. Report of five 
cases. Dis Colon Rectum 43: 1314-1315.

Capra F, Scintu F, Zorcolo L, Marongiu L, Casula G (2003) Synchro-13.	
nous colorectal and renal carcinomas. Is it a definite clinical entity? 
Chir Ital 55: 903-906.

O’Boyle KP, Kemeny N (1989) Synchronous colon and renal cancers: 14.	
six cases of a clinical entity. Am J Med 87: 691-693.

Sella A, Ro JY (1987) Renal cell cancer: best recipient of tumor-to-15.	
tumor metastasis. Urology 30: 35-38.

Bracken RB, Chica G, Johnson DE, Luna MJSmj (1979) Secondary 16.	
renal neoplasms: an autopsy study 72: 806-807.

Aksu G, Fayda M, Sakar B, Kapran Y (2003) Colon cancer with iso-17.	
lated metastasis to the kidney at the time of initial diagnosis. Int J Gas-
trointest Cancer 34: 73-77.

Patel U, Ramachandran N, Halls J, Parthipun A, Slide C (2011) Syn-18.	
chronous renal masses in patients with a nonrenal malignancy: inci-
dence of metastasis to the kidney versus primary renal neoplasia and 
differentiating features on CT. AJR Am J Roentgenol 197: 680-686.

Sánchez-Ortiz RF, Madsen LT, Bermejo CE, Wen S, Shen Y, et al. 19.	
(2004) A renal mass in the setting of a nonrenal malignancy: when is a 
renal tumor biopsy appropriate?. Cancer 101: 2195-2201.

Zhou C, Urbauer DL, Fellman BM, Tamboli P, Zhang M, et al. (2016) 20.	
Metastases to the kidney: a comprehensive analysis of 151 patients 
from a tertiary referral centre. BJU Int117: 775-782.

Bige O, Demir A, Koyuncuoglu M, Secil M, Ulukus C, et al. (2009) 21.	
Collision tumor: serous cystadenocarcinoma and dermoid cyst in the 
same ovary. Arch GynecolObstet 279: 767-770.

Jang KS, Lee WM, Kim YJ, Cho SH (2012) Collision of three histologi-22.	
cally distinct endometrial cancers of the uterus. J Korean Med Sci 27: 
89-92.

Campbell LV Jr, Gilbert E, Chamberlain CR Jr, Watne AL (1968) Me-23.	
tastases of cancer to cancer. Cancer 22: 635-643.

Moody P, Murtagh K,Piduru S, Brem S, Murtagh R, et al. (2012) Tu-24.	
mor-to-tumor metastasis: pathology and neuroimaging considerations. 
Int J ClinExp Pathol 5: 367-373.

Paget S (1889) the distribution of secondary growths in cancer of the 25.	
breast. Cancer Metastasis Rev 8: 98-101.

Ewing J (1928) Metastasis, neoplastic disease: a treatise on tumors. 26.	
London: Philadelphia and London.

Gore I, Barr R (1958) Metastasis of cancer to cancer. AMA Arch Pathol 27.	
66: 293-298.

Singh EO, Benson RC Jr, Wold LE (1984) Cancer-to-cancer metasta-28.	
sis. J Urol 132: 340-342.

https://www.ncbi.nlm.nih.gov/pubmed/9751330
https://www.ncbi.nlm.nih.gov/pubmed/9751330
https://www.ncbi.nlm.nih.gov/pubmed/11005504
https://www.ncbi.nlm.nih.gov/pubmed/11005504
https://www.ncbi.nlm.nih.gov/pubmed/11005504
https://www.ncbi.nlm.nih.gov/pubmed/14725233
https://www.ncbi.nlm.nih.gov/pubmed/14725233
https://www.ncbi.nlm.nih.gov/pubmed/14725233
https://www.ncbi.nlm.nih.gov/pubmed/2686436
https://www.ncbi.nlm.nih.gov/pubmed/2686436
https://www.ncbi.nlm.nih.gov/pubmed/3603907
https://www.ncbi.nlm.nih.gov/pubmed/3603907
https://www.ncbi.nlm.nih.gov/pubmed/451686
https://www.ncbi.nlm.nih.gov/pubmed/451686
https://www.ncbi.nlm.nih.gov/pubmed/15361638
https://www.ncbi.nlm.nih.gov/pubmed/15361638
https://www.ncbi.nlm.nih.gov/pubmed/15361638
https://www.ncbi.nlm.nih.gov/pubmed/21940540
https://www.ncbi.nlm.nih.gov/pubmed/21940540
https://www.ncbi.nlm.nih.gov/pubmed/21940540
https://www.ncbi.nlm.nih.gov/pubmed/21940540
https://www.ncbi.nlm.nih.gov/pubmed/15470708
https://www.ncbi.nlm.nih.gov/pubmed/15470708
https://www.ncbi.nlm.nih.gov/pubmed/15470708
https://www.ncbi.nlm.nih.gov/pubmed/26053895
https://www.ncbi.nlm.nih.gov/pubmed/26053895
https://www.ncbi.nlm.nih.gov/pubmed/26053895
https://www.ncbi.nlm.nih.gov/pubmed/18818939
https://www.ncbi.nlm.nih.gov/pubmed/18818939
https://www.ncbi.nlm.nih.gov/pubmed/18818939
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3247781/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3247781/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3247781/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3365818/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3365818/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3365818/
https://www.ncbi.nlm.nih.gov/pubmed/2673568
https://www.ncbi.nlm.nih.gov/pubmed/2673568

