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Metastatic renal cell carcinoma presenting with melena
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Key Clinical Message

Renal cell carcinoma is a highly malignant neoplasm. Metastasis to the pancreas

and gastrointestinal tract is rare. In this case report, we show images of meta-

static renal cell carcinoma to the upper gastrointestinal tract in a patient who

presented with melena.
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Case Report

A 59-year-old gentleman with a history renal cell carcinoma

who had undergone right nephrectomy subsequently devel-

oped metastasis 13 years later to the lymph nodes, pancreas,

thyroid, lungs, and adrenal glands. He had not been treated

with radiation or chemotherapy. He presented to the emer-

gency room with 4 days of recurrent melena and lighthead-

edness. Hemoglobin was 6.2 g/dL from a prior of 12.3 g/dL

2 months earlier. Blood urea nitrogen (BUN) was 38 mg/dl

(normal 8–24 mg/dL) and creatinine 1.1 mg/dL (normal 0/

8–1.3 mg/dL). On esophagogastroduodenoscopy (EGD), we

found that he had a large-sized friable and sessile mass with

no active bleeding at the duodenal sweep (Fig. 1).

Histopathology revealed fragments of an ulcer bed without

normal duodenal epithelium (hematoxylin and eosin; origi-

nal magnification 100x, Fig. 2) and abundant nests of large

clear cells with nested architecture and prominent vascula-

ture consistent with metastatic renal cell carcinoma (hema-

toxylin and eosin; original magnification 600x, Fig. 3).

Following EGD, a contrast CT of the abdomen showed new

intraluminal metastasis invading into the duodenum arising

from the largest pancreatic head metastasis measuring

2.5 cm (Fig. 4) without active bleeding. The patient was

treated with palliative radiation therapy.

Discussion

Renal cell carcinoma (RCC) is the most common malig-

nant neoplasm of the kidney [1, 2]. This malignancy is

known to metastasize several years after the primary tumor

has been treated [2]. The rate of metastasis prior to treat-

ment of the primary is about 24–28% but may increase to

as much as 51% postnephrectomy [2]. Common sites of

Figure 1. Esophagogastroduodenoscopy (EGD) showing a large

friable, sessile, and nonbleeding mass in the duodenal sweep.

ª 2018 The Authors. Clinical Case Reports published by John Wiley & Sons Ltd.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use,

distribution and reproduction in any medium, provided the original work is properly cited.

961

http://orcid.org/0000-0003-4912-8470
http://orcid.org/0000-0003-4912-8470
http://orcid.org/0000-0003-4912-8470
http://creativecommons.org/licenses/by/4.0/


metastasis include the lung and bone while lymph nodes,

the brain, liver, and the contralateral kidney are less com-

mon sites [2]. Metastasis to the pancreas and gastrointesti-

nal tract is rare [2]. The least likely site to be affected by

metastatic RCC among the GI organs is the duodenum.

Metastasis to the small bowel often presents with GI bleed-

ing [3], but may rarely present with obstruction or intus-

susception [1, 4]. In our case, it is likely that the duodenal

mass seen on endoscopy and imaging (Figs 1 and 4) arose

as a result of direct invasion from a pancreas met.

Renal cell carcinoma can be unpredictable. Metastasis

to the small bowel is a potential source of bleeding in

patients presenting with GI bleeding who have a history

of renal cell carcinoma.
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Figure 2. Fragments of an ulcer bed without normal duodenal

epithelium (hematoxylin and eosin; original magnification 100x).

Figure 3. Abundant nests of large clear cells with nested architecture and

prominent vasculature (hematoxylin and eosin; original magnification 600x).

Figure 4. CT of the abdomen showing new intraluminal metastasis

invading into the duodenum arising from the largest pancreatic head

metastasis measuring 2.5 cm.
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