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Abstract

Presentation of renal cell carcinoma is quite variable. Only in 10% cases, it present with classic features of
flank mass, hematuria and pain. Uncommon presentation may mislead the diagnosis and management. We are
reporting a patient who initially present with diarrhoea as presenting symptoms of renal cell carcinoma.

Introduction

Approximately 3% of adult malignant neoplasm is accounted by Renal Cell Carcinomas (RCC)
which closes to 90% of all renal neoplasm [1]. About 10-40% of RCC patients develop paraneoplastic
syndrome. Paraneoplastic syndromes associated with RCC include fever, weight reduction, cachexia,
hypercalcemia, hypertension, polycythemia, Stauffer syndrome (non metastatic elevation of liver
enzymes), Cushing’s syndrome and abnormalities in glucose metabolism, amyloidosis, anemia,
neuromyopathies, dermatomyositis, galactorrhea, and glomerulopathies. [2-4]. Few hormones (1,
25-dihydroxycholecalciferol, renin, erythropoietinm) and various prostaglandins are produced
from kidney. Various cytokines and inflammatory mediators are responsible for the development
of constitutional symptoms such as weight loss, fever, and anaemia in renal cell carcinoma.
Paraneoplastic syndrome may be initial presentation or may represent recurrence of RCC [3]. Only
two cases have been reported about diarrhoea as a paraneoplastic syndrome. Hence we report a case
of RCC in whom persistent diarrhoea resolved after radical nephrectomy. Our case is unique in the
sense that, even organ confined RCC can present with paraneoplastic syndrome of diarrhoea as their
initial manifestation.

Case Presentation

A 56-year-old man presented to us with a 9 month history of diarrhoea. He reported three to
four stools per day, which was watery in nature associated with vague abdominal pain. He also
reported weight loss of about 7 kilogram over a 9 months period. He had no history of fever, nausea,
vomiting, melena or hematuria. There was no history of drug abuse though he was a chronic smoker
for last 30 years. Family history did not reveal anything. On general survey, he is anaemic, his vitals
were found to be normal & no lymphadenopathy was found. Abdominal examination revealed
a ballot-able right flank mass of size about 10x12 cm moving with respiration. Rest of systemic
examination were normal. Initially he was evaluated in gastroenterology department. Stool tests
were negative for ova, cyst, parasites, WBCs, culture, & faecal occult blood test. His haemoglobin
9.2 mg/dl, TLC counts 9300/cumm, serum creatinine 1.1mg/ dl. Complete urinalysis, liver function
tests, erythrocyte sedimentation rate were within normal range. He had dyselectrolytemia with mild
hypokalemia (3.0 meq/lit) and mild hyponatremia (125 meq/lit). Further test like C-reactive protein,
TSH, and celiac profile (anti transglutaminase IgA antibody test) & HIV 1& 2 were also negative.

#

Figure 1: Contrast enhanced abdominal CT, showing heterogeneous, enhancing right upper & midpolar renal
mass, and cut section of gross specimen showing infiltrating upper and midpolar renal mass.
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cell variant. (Low power and high power magnification).
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Figure 2: Final histopathology slides showing RCC cells in an alveolar arrangement with clear cytoplasm and distinct cell membranes consistent with RCC -clear
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Ultrasound of whole abdomen showed large right hypo-echoic,
heterogenous mass lesion of right kidney with normal left kidney. On
further evaluation with contrast enhanced CT scan of abdomen and
pelvis, he was found to have a right renal mass, measuring 9x6 cm
(Figure 1A-B). Mass was heterogeneous, partially necrotic with mild
stranding in the perinephric fat with normal right renal vein with no
evidence of large or small intestinal mass or ascites. Colonoscopy was
not done as CECT Abdomen did not reveal any large intestinal mass.
Metastatic work up including chest X ray, LFT and CT scan for liver
metastases were within normal limits. Bone scan was not done as
patient did not report any bone pain and serum alkaline phosphatase
was within normal range. After proper counselling laparoscopic right
radical nephrectomy was carried out uneventfully and specimen was
sent to pathology department of our institute. Gross examination
revealed 8x6.5 cm mass infiltrating mid and upper polar mass (Figure
1B). Histopathlogical examination, both under low and high power
magnification revealed, clear cell variant of RCC (pT2NO0 Mx) with
no involvement of renal sinus, adrenal gland and uninvolved gerota’s
fascia and renal vein was also free of tumour thrombus (Figure 2A-B).
Immunohistochemistry could not be done as this facility is costly and
not available in our institute. Post operative period was uneventful
and diarrhoea resolved completely. Post operative follow up at 6
month was unremarkable with normal bowel habits.

Discussion

RCC has been described in the literature as the commonest and
most lethal genitourinary malignancy, contributing 2% of all cancer
related death [5]. Due to its myriad manifestation and associated
paraneoplastic syndromes RCC is also labelled as great imitator
or internist’s tumour in medical literature. During evaluation of
diarrhoea, we found RCC in this patient and diarrhoea resolved
completely following nephrectomy. Diarrhoea has been reported to
be associated with many neoplastic condition including RCC, vipoma
and gastric adenocarcinoma. Secretory diarrhea is also associated
with hormones such as increased secretion of serotonin in carcinoid,
calcitonin in medullary thyroid carcinoma, and a not fully identified
substance produced by tumors of the sympathetic nervous system. In
addition to stimulating intestinal secretion, serotonin also increases
bowel motility, which contributes to the diarrhea associated with the
malignant carcinoid syndrome. So diarrhoea can be a paraneoplastic
syndrome of RCC in our patient. Our case is the third reported case of
RCC presenting with diarrhoea. A similar case study by Rold reported
complete resolution of diarrhoea after nephrectomy in a patient with
a case of RCC with diarrhoea and weight loss [6]. Chataut et al [7]

have also reported a similar case but patient had regional lymph node
metastasis, but our case is unique in the sense that, it was an organ
confined non metastatic tumour with no lymph node metastasis,
reinstating the fact that even organ confined RCC can present with
diarrhoea as paraneoplastic syndrome. The cause of diarrhoea in RCC
is not proven but it may be result of production of prostaglandins
(PGE, and PGA,) & vasoactive intestinal peptide [8-10].

Conclusion

Physician should keep in mind that rarely diarrhoea may be the
initial presentation of RCC as a paraneoplastic manifestation.
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