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SUMMARY
Cancers of the colon and kidney are common
malignancies, however, the occurrence of primary
synchronous neoplasms of these two organs is
uncommon. To the best of our knowledge, this is the
first case report of a laparoscopic radical left
nephrectomy and extended right complete mesocolic
excision (CME) for a patient with synchronous renal and
colon cancers. While a radical nephrectomy has long
been the standard of care for a renal malignancy, CME
has only recently been used. Combined surgeries provide
the patient with various benefits such as decreased
hospital stay, less postoperative pain and morbidity, early
return to work and better cosmoses.

BACKGROUND
Cancers of the colon and kidney are common
malignancies, however, the occurrence of primary
synchronous neoplasms of these two organs is
uncommon. To the best of our knowledge, this is
the first case report of a laparoscopic radical left
nephrectomy and extended right complete mesoco-
lic excision (CME) for a patient with synchronous
renal and colon cancers.

CASE PRESENTATION
We report the case of a 73-year-old man who pre-
sented with asymptomatic iron-deficient anaemia.
His history included type 2 diabetes mellitus, and
he had a positive family history of colon cancer.

INVESTIGATIONS
Urgent colonoscopy revealed a malignant appearing
ulcerated tumour in the mid-transverse colon.
Multiple biopsies were performed and the histology
demonstrated a moderately differentiated invasive
tubular adenocarcinoma.
A staging computerised axial tomographic (CT)

of the thorax, abdomen and pelvis was performed.
This demonstrated a large 8 cm lobulated mass
arising from the anterior midportion of the
left kidney, in keeping with a renal cell tumour
(figures 1 and 2). No other primary malignancies
were identified and there was no evidence of renal
or colonic metastases. The patient was discussed at
the oncology multidisciplinary conference and a
combined radical left nephrectomy with extended
right mesocolectomy was recommended.

TREATMENT
Operative procedure
The laparoscopic radical left nephrectomy was per-
formed first. The patient was placed in the supine
position and the laparoscopic ports were inserted
(Covidien, Ireland). These included a 12 mm epi-
gastric, 12 mm left flank and 5 mm left upper flank
port. Intra-abdominal adhesions were encountered
and separated. These occurred between the greater
omentum and the anterior abdominal wall in the
left iliac fossa, and also between the small intestinal
mesentery and the caudal surface of the transverse
mesocolon. A large left renal tumour and a mid-
transverse colonic tumour were identified. The left
colon and splenic flexure were mobilised first to
gain access to the left kidney. The kidney was dis-
sected free from the retroperitoneum, and mobi-
lised medically along with accompanying adrenal
gland and lymphatic tissue. The renal pedicle was
transected intracorporeally using an endoscopic
60 mm linear stapler (Covidien). The kidney,
together with the surrounding lymph nodes and
adipose tissue, was placed into an endoscopic
retrieval bag and left in situ. The extended right
mesocolectomy was performed next. In the lithot-
omy position, a further 12 mm port was inserted in
the right iliac fossa. The patient was placed steep
head down and right shoulder up. The ileocaecal
peritoneal fold was divided and this peritonotomy
carried cephalad onto the right paracolic peritoneal
fold. The patient was placed head up exposing the
hepatocolic ligament, which was divided. This peri-
tonotomy was continued laterally and distally and
joined with the distal peritonotomy. The colofascial

Figure 1 Abdominal CT scan demonstrating renal cell
carcinomas.
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and myofascial plane components were separated, thereby med-
ialising the colon. The greater omentum was separated off the
hepatocolic fold (cephalad) and the transverse mesocolon and
colon were mobilised as far medially as was feasible. As the
splenic flexure had already been mobilised during the nephrec-
tomy, the entire transverse colon and mesocolon were therefore
mobilised.

The fold at the base of the small intestinal mesentery was
divided and the mesofascial plane separated, thereby lifting the
small intestinal mesentery off the inferior vena cava and mobilis-
ing it fully up to the third part of the duodenum. As consider-
able right mesocolic adiposity was present, and it was felt to be
unsafe to gain intracorporeal control of the ileocolic and right
colic vascular pedicles, this vascular ligation was performed
extracorporeally. A 5 cm extraction site laparotomy was made in
the epigastrium and the kidney extracted through this (figure 3).
The colon was then exteriorised and the greater omentum dis-
sected fully of the entire cephalad aspect of the transverse meso-
colon, thus completing the mobilisation of this (figure 4).

The terminal ileum and colon (proximal descending) were
then divided using a linear stapling device (GIA 60 mm,
Covidien), and staple lines inverted with interrupted 3-0 Vicryl
(Ethicon, Ireland). The major vascular pedicles were then skele-
tonised taking the middle colic and the ileocolic at their origin.
Mesenteric stumps were suture ligated with 0 Vicryl.

A side-to-side (ileum to descending colon) anastomosis was
fashioned in a hand sewn manner in two layers, with 3-0 PDS
(Ethicon). The colon was returned intraperitoneally, haemostasis

was confirmed and a Robinson drain placed in the subphrenic
position on the left. Closure was completed in layers with 1
PDS and 3-0 Monocryl (Ethicon).

OUTCOME AND FOLLOW-UP
Postoperatively, pain was controlled using morphine-based
patient-controlled analgesia and regular intravenous paraceta-
mol. The subphrenic drain was removed on day 7 and the
patient was discharged home on day 10 following an uncompli-
cated postoperative period.

Postoperative histological examination confirmed hybrid renal
carcinoma with a major component of clear cell carcinoma and
a minor component of solid-variant papillary carcinoma, limited
to the kidney. The rest of the left kidney and urinary tract were
without histopathological changes of significance. A moderately
differentiated invasive tubular adenocarcinoma of colon
(25 mm), on adenomatous changes with high-grade dysplasia,
with infiltration of the subserosal tissue and clear resection
margins, was identified in the colonic specimen. Eighteen peri-
colic lymph nodes were isolated without evidence of tumour
metastasis.

DISCUSSION
Synchronous primary malignant neoplasms are defined by Kim
et al1 as a secondary malignancy occurring at the same time or
within 6 months after the first malignancy. The incidence of syn-
chronous renal and colorectal cancer is uncommon and has
been variously reported with percentages ranging from 0.4% to
4.85%.2 3 To the best of our knowledge, this is the first pub-
lished case report of a combined laparoscopic radical nephrec-
tomy and extended right hemicolectomy with CME. While a
radical nephrectomy has long been the standard of care for a
renal malignancy, CME has only recently been recognised as a
superior oncological resection to a standard colonic resection.
Culligan et al4 have described the mesocolic anatomy, which has
rationalised the technique of CME. In CME, planar dissection,
combined with high vascular ligation, produces a specimen with
intact fascial layers while simultaneously maximising lymph
node yield.5 CME is associated with significantly improved
disease-free survival compared with conventional colon resec-
tions.6 It is also a significant independent predictive factor for
improved disease-free survival for all patients.6 Application of
this technique in dedicated centres has resulted in reduced local
5-year recurrence rates from 6.5% to 3.6%, and improved
cancer-specific 5-year survival rates from 82.1% to 89.1%.7Figure 3 Nephrectomy specimen in collection bag.

Figure 4 Exteriorised colon.
Figure 2 A three-dimensional reconstruction of renal cell carcinomas
from CT imaging.
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Combined surgeries provide the patient with various benefits
such as decreased hospital stay, less postoperative pain and mor-
bidity, early return to work and better cosmesis.8 9 Lai et al10

report average hospital length of stay for patients 70 years and
older postlaparoscopic nephrectomy as 3.6 days. Patients under-
going CME have a length of stay from 3 to 5 days.11 While our
case does not demonstrate reduced length of stay, our patient
was discharged on day 10, with no significant addition in hos-
pital stay. This combined approach also appears to be cost-
effective to both the patient and the hospital services, as the
patient requires less time off work and the hospital can utilise
operating time and hospital beds more efficiently. Performing
both surgeries in a combined procedure can also provide tech-
nical benefits to the operating surgeons. In our current case,
because mobilisation of the splenic flexure was an essential com-
ponent of the radical nephrectomy, this rendered the mobilisa-
tion of the transverse mesocolon technically easier. Performing
the radical nephrectomy first therefore facilitated the CME.

Although the risk of patient complications theoretically increases
with combined cases, we believe that, in this case, the risk was
justified as the overall complication rates for both procedures
are low, and the patient benefited from having a combined
oncological resection in a single setting.
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Learning points

▸ Combined surgeries provide the patient with various benefits
such as decreased hospital stay, less postoperative pain and
morbidity, early return to work and better cosmesis.

▸ Performing both surgeries in a combined procedure can
provide technical benefits to the operating surgeons. In our
current case, because mobilisation of the splenic flexure was
an essential component of the radical nephrectomy, this
rendered the mobilisation of the transverse mesocolon
technically easier.

▸ This combined approach also appears to be cost-effective to
both the patient and the hospital services, as the patient
requires less time off work and the hospital can utilise
operating time and hospital beds more efficiently.
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