CASE REPORT

Chromophobe renal cell carcinoma recurrence in the ureter:
A late presentation of a rare metastasis
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Abstract

We describe a case of recurrence of chromophobe renal cell carci-
noma 8 years after successful surgical treatment of primary localized
disease in the left kidney. The primary tumour had exhibited neither
gross nor histological evidence of lymphovascular infiltration. The
recurrence occurred in the residual left ureteric stump — a finding
that, to the best of our knowledge, has not previously been reported.

Introduction

Chromophobe renal cell carcinoma (RCC) is a neoplasm
of the kidney with clinicopathological peculiarities; it has
a better prognosis than clear cell RCC of similar grade and
stage. Chromophobe RCC tends to remain localized even
when they have grown to a substantial size. Two histological
variants exist: classical and eosinophilic types. It is thought
to originate from intercalated cells of the collecting duct.
Complete surgical resection results in a good prognosis.

Case report

A 43-year-old male underwent left radical nephrectomy for a
5 x 4-cm renal mass in 2005. On histopathological analysis,
the tumour was described as a Furhman grade 2, chromo-
phobe RCC, (tumour size, vascular invasion, necrosis, sar-
comatoid features, ureter on histology); it grew into the renal
pelvis and was completely excised. Prior to this original
surgery, there was uncertainty about the origin of his renal
tumour; therefore, a ureterenoscopy was performed to rule
out upper tract urothelial cell carcinoma, which revealed a
normal urothelium throughout his urinary tract.
Subsequent routine surveillance up to 5 years revealed no
evidence of disease recurrence. Following episodes of vis-

ible hematuria with clots in April 2010, he was investigated
with a flexible cystoscopy and a computed tomography uro-
gram, which were normal. He was consequently discharged
from outpatient follow-up in 2011, 6 years after his original
surgery. This was in accordance with the guidelines from
the European Association of Urology for surveillance after
treatment for intermediate-risk RCC."

In August 2013, the patient re-presented with further
visible hematuria. On this occasion, flexible cystoscopic
evaluation failed due to an abundant clot within the bladder,
preventing accurate inspection of his bladder urothelium.
A subsequent computed tomography urogram, however,
revealed a newly dilated left ureter along its full length,
with no other significant or suspicious findings (Fig. 1). A
retrograde left ureterogram showed multiple filling defects
(Fig. 2). This prompted ureteroscopy under general anes-
thetic, which revealed a long clot in the ureter with multi-
ple polypoid lesions within the left ureteric stump (Fig. 3).
These lesions were biopsied and sent for histology, which
confirmed that these were deposits of chromophobe RCC.

The patient underwent an open left ureterectomy in
December 2013. Histology showed islands and nests of tumour
confirming a T2 chromophobe RCC with metastatic deposits
(Fig. 4) from his previous RCC. The patient made a full recovery.
At the 18-month follow-up, he was free of recurrence.

Discussion

RCC accounts for 86% of all kidney cancers within the
United Kingdom.? The chromophobe subtype represents
5% of cases,* and confers favourable prognosis in terms of
duration of disease-free survival.* This is the 54th reported
case of ureteric metastasis from RCC (43 to the ipsilateral
ureter, 10 contralateral).” Length of time from nephrectomy
to detection of metastasis is twice as long compared to that
of other disease subtypes, such as clear cell or papillary
RCC,* which may explain the late presentation in this case
compared to the other reported cases.
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Fig. 1. A computed tomography urogram (coronal [a] and axial [b,c]) showing a
dilated left ureter.

Invasion into the renal pelvis of the tumour at presentation
may increase the risk of ureteric metastasis; however. there
are reports of similar metastasis in the absence of primary
involvement of the renal pelvis. Current evidence supports
surgical resection as the only effective treatment option for
solitary ureteric metastasis from RCC. The overexpression of
KIT (CD117), a type Il receptor tyrosine kinase, mTOR sig-
nalling pathway, vascular endothelial growth factor recep-
tor and platelet derived growth factor receptor all provide
potential targets for chemotherapy.*” There is no evidence
supporting treatment with radiotherapy.

This case represents a rare finding of metachronous ure-
teric metastasis from RCC, presenting 8 years after initial
diagnosis and treatment. This highlights the possibility that
metastatic recurrence can occur at any time and that the
possibility of ureteric metastasis should not be overlooked,
especially following episodes of visible hematuria. Surgical
resection remains the mainstay of treatment in such cases
and there is no current evidence to support neoadjuvant
chemotherapy or radiotherapy to prevent metastasis from
intermediate-risk RCC. Close radiological surveillance with
associated cystoscopic and flexible ureteroscopic investiga-
tion should be pursued, particularly in cases with visible
hematuria.
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Fig. 2. A left ureterogram demonstrating multiple filling defects within the ureter.
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Fig. 3. Ureteroscopic view of the polypoid tumour within the left ureteric stump.
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Fig. 4. A low-power overview of the ureter showing a reduction in the lumen
diameter due to the tumour (hemtoxylin and eosin x1.25 [a] and x5 [b]).
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