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Introduction:
Renal cell carcinoma (RCC) has unpredictable 
and diverse behaviour. Th e incidence of RCC 
over last 20 years has progressively increased due 
to widespread use of modern imaging.1 About 
30-50% of patients are found to have metastases 
at diagnosis. While bone, lymph nodes, lungs 
and brain constitute expected ‘homing’ sites, 
metastasis may turn up at unusual locations.2, 3 

Th e nephrectomy scar is very rare site of metas-
tasis; only few case reports have been published.4 
Scar-site metastases following open nephrecto-
my are early recurrent metastatic lesions, which 
develop locally in the abdominal wall within 
the scar tissue with or without involment of 
underlying viscera.5 Th ough rare complication, 
the incidence of tumor seedling and scar-site 
metastases following conventional radical ne-
phrectomies ranges from 0.9% to 1.8% which is 
comparable to port-site metastases aft er laparo-
scopic nephrectomies.6 In Pakistan, still the con-
ventional open nephrectomies are commonly 
practicized because of its cost eff ectiveness and 
less endourology personnel in the country.

In this case report, a rare case of scar-site metas-
tasis following an open radical nephrectomy in 

a 36 years old male with a stage pT2N0M0 and 
papillary renal cell carcinoma, is described.

Case report:
A 36 years old man presented 5 months his-
tory of gross hematuria and abdominal palpable 
mass. On general physical examination, the pa-
tient was malnourished, with abdominal exami-
nation was unremarkable. Baseline investigation 
including full blood count, urea and electrolytes, 
liver function tests and chest X-ray were normal. 
Abdominal computed tomography (CT) scan 
with intravenous contrast imaging demonstrat-
ed an approximately 5 x 3.5 x 4 cm sized solid 
mass in the lower pole of the right kidney. Th e 
mass was in close proximity to renal pelvis and 
was causing the extrinsic compression to right 
renal pelvis. Medially mass was abutt ing the right 
ureter and psoas muscle with intact fat planes. 
Th e renal vein and inferior vena cava were not 
involved. Diff erntial diagnosis was made renal 
cell carcinoma and transitional cell carcinoma 
of renal pelvis (fi g.1). Further staging work up 
showed a negative CT chest and bone can.

Urology team did open radical right nephroure-
terectomy with cuff  of bladder resection through 
right Gibson’s incision. Th e fi nal pathologic 
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fi nding of renal mass was consistent with papil-
lary cell type renal cell carcinoma. Tumor was 
not infi ltrating through the capsule. Hilar ves-
sels, margins and bladder cuff  were free of tumor 
(fi g.2). Stage was made pT2N0M0.

Seven years aft er the nephrectomy for primary 
tumor, patient presented with right abdominal 
mass at scar-site. On physical examination, there 
was hard fi xed palpable superfi cial mass just at 
scar-site (fi g.3). Th e rest of examination was nor-
mal. Th e mass was expected as local recurrence 
(scar-site) of renal cell carcinoma. Fine needle 
aspiration cytology (FNAC) was consistant 
with metastatic renal cell carcinoma. CT chest 
and bone scan were negative for metastases. CT 
abdomen showed 8.3 x 6.5 cm soft  tissue mass 
involving scar tissue, subcutaneous region be-
low hepatic level, right abdominal wall and rec-
tus abdominus muscles (fi g.4). Patient received 
radical radiotherapy (total dose 6000 cGy in 30 
fractions) to gross tumor volume followed by 
resection of the isloated scar-site recurrence. Pa-

tient was alive at his last follow up.

Discussion:
In Pakistan as well as in developing countries, 
for localized RCC, conventional transperitoneal 
nephrectomy is widely practicized with average 
time of 37.2 minutes taken to get control of renal 
pedicle, mean operative time of 129.44 minutes, 
average blood loss of 274.2 ml. and with mor-
tality rate of 4%.7 In recent years, with the wide-
spread use of laparoscopic nephrectomies to 
treat RCC, questions have been raised about the 
oncologic safety of this surgical approach with 
special concern on local and port-site metasta-
sis.8 To date various randomized studies have 
shown no signifi cant diff erence between the in-
cidence of scar-site metastases (0.9–1.8%) fol-
lowing conventional open nephrectomies and 
the incidence of port-site metastases following 
laparoscopic nephrectomies.9 

Scar-site or port-site metastasis following con-
ventional and laparoscopic radical nephrectomy 
is very rare. A signifi cant contributor to the de-
layed diagnosis is poor patient recall of the pri-
mary surgery, because a considerable time may 
elapse before metastases appear.10 Our patient 
had lost to follow up aft er his fi rst surgery for 
primary tumor. Th is resulted in vital missed link 
of history and failure to note the scar-site me-
tastasis. However, the mechanism of the long 
dormancy of RCC (7 years in our patient from 
time of nephrectomy to appearance of scar-site 
metastasis) is particularly interesting and still 
unexplained.11 Many studies have suggested 
the multifactorial pathogenesis for scar-site and 
port-site metastases of renal cell carcinoma aft er 
radical nephrectomy.12 Th e well explored  fac-
tors for Scar-site  are natural tumor behavior, lo-
cal wound factor, immune and stress response, 
and additonal laparoscopic factors for port-ste 
metastases.

Tumor cell dissemination is the most important 
factor in open nephrectomies. In 91% of all cases 
of patients who underwent open visceral sur-
gery, vital tumor cells were found in blood taken 
from the wound site. Tumor cell concentration 
varies considerably from 10-10, 0000.  Th ese tu-

Figure 1:  Abdominal computed tomography 
(CT) scan with intravenous contrast imaging 
demonstrated an approximately 5 x 3.5 x 4 cm 
sized solid mass in the lower pole of the right 
kidney.

Figure 2:  Th e fi nal pathologic fi nding of renal 
mass consisting with papillary cell type renal cell 
carcinoma.

Figure 3:  On physical examination, there was 
hard fi xed palpable superfi cial mass just at scar-
site

Figure 4:  CT abdomen showed 8.3 x 6.5 cm 
soft  tissue mass involving scar tissue, subcutane-
ous region below hepatic level, right abdominal 
wall and rectus abdominus muscles
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mor cells are certainly in a position to produce 
a tumor recurrence, since 60–75% of them are 
viable and 62% are capable of mitosis.13 Th e risk 
factors for tumor cell dissemination could be the 
improper surgical technique (disruption of renal 
capsule) or manipulation during the surgery.

Th ough RCC is considered radioresistant, we 
off ered radiotherapy to our patient prior to re-
section to minimize the need of surgical fl ap and 
for bett er cosmesis.

In conclusion, we believe that only proper pre-
operative assessment, along with careful han-
dling during the surgery can reduce the scar-site 
metastases to a minimum.
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