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of Vater 16 Years after Nephrectomy—A Rare Case
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Abstract: Although clear cell renal cell carcinoma (ccRCC) is easy to diagnose early and most can
be radically resected, nearly one-third of patients still experience metastases after radical nephrec-
tomy. The most common distant metastases sites of ccRCC are lung, bone and liver. However,
periampullary metastasis of ccRCC is very rare and easy to misdiagnose. A 59-year-old male patient
was hospitalized for recurrent hematochezia. He had a history of nephrectomy 16 years ago due to
ccRCC. Enhanced upper abdominal computed tomography (CT) suggested a mass in the ampulla
of vater, and active hemorrhage of duodenal papilla was observed by endoscopy. He underwent
an emergency pancreaticoduodenectomy because endoscopic hemostasis and transcatheter arterial
embolization (TAE) both failed. Intraoperatively, we found that the tumor located in the ampulla and
invaded the pancreatic tissue. The operation was successful, with no postoperative complications.
Postoperative pathology suggested metastatic ccRCC.
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Figure 1. Enhanced upper abdominal computed tomography (CT) performed in the local hospital
indicated ampullary mass. (A): plain scan phase; (B): arterial phase; (C): venous phase; (D): delayed
phase. A 59-year-old male patient was hospitalized for “recurrent hematochezia for 8 days”. En-
hanced upper abdominal computed tomography (CT), performed in the local hospital, indicated
ampullary mass. On CT, the tumor showed uneven enhancement in the arterial phase, but the
enhancement significantly weakened in the venous phase and delayed phase. Therefore, this imaging
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feature was significantly different from that in the primary ampullary tumor or pancreatic tumor.
Duodenoscopy revealed duodenal papilla hemorrhage. Urinalysis showed no hematuria. After
conservative treatment, the hemorrhage was not resolved. Then, the patient was transferred to
our hospital for further treatment. He had received radical nephrectomy due to clear cell renal cell
carcinoma (ccRCC) of the left kidney 16 years ago. The CT scan mentioned above revealed that
his right kidney was normal. On admission, his laboratory tests results were as follows: leukocyte
count of 3.9 × 109/L; neutrophilic granulocytes percentage of 75%; C-reactive protein of 1.6 mg/L;
hemoglobin of 102 g/L; total bilirubin concentration of 12.6 µmol/L; alanine aminotransferase of
16 U/L; aspartate aminotransferase of 19 U/L.
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Figure 2. The duodenal papilla was plump with pulsatile bleeding by emergency duodenoscopy (A).
The ampullary mass was observed by endoscopic ultrasonography, with a size of 22.7 × 28.2 mm
(C). We diagnosed that the tumor had invaded the artery and the bleeding site was indistinct due
to the persistent bleeding. Hemostasis was performed by using an endoscopic metal clip and
the hemorrhage was partially relieved (B). However, due to the fragility of the tumor, complete
hemostasis was difficult. Then, we tried to perform TAE in hemostasia. However, there were no
obvious signs of contrast extravasation (D). After a Multi-Disciplinary Treatment (MDT), we decided
to perform emergency pancreaticoduodenectomy, which was recommended by most experts on MDT.
Intraoperatively, it was found that the tumor was located in the ampulla of vater and had invaded the
pancreatic tissue. Modified Child anastomosis was performed after radical pancreaticoduodenectomy:
gastrojejunostomy (Braun’s anastomosis), pancreaticojejunostomy (anastomosis of pancreatic duct
with jejunal mucosa through a tent duct), and biliojejunostomy (end-to-side). He also underwent
fenestration for a cyst in his right liver. The operation went well.
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Figure 3. The specimens showed that the tumor was located in the ampulla, and had invaded the
pancreatic tissue. The morphology and texture of the tumors were markedly different from primary
ampullary and pancreatic tumors.
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Figure 4. Abdominal enhanced computed tomography (CT) was rechecked on the fourth postopera-
tive day. It showed no obvious effusion or residual lesion in the abdominal cavity.
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Figure 5. (×200). Postoperative pathology showed metastatic ccRCC, with Fuhrman nuclear grade
I. Immunohistochemical staining suggested Pan Cytokeratin (P-CK) (+) (A). Vimentin (Vim) (+)
(B). Cluster of Differentiation 10 (CD10) (+) (C). Paired Box Gene 8 (PAX8) (+) (D). Cluster of
Differentiation 117 (CD117) (−) (E). Cytokeratin 7 (CK7) (±) (F). Cell Proliferation Antigen Ki67
(Ki67) (±) (G). Other markers such as Renal Cell Carcinoma Marker (RCC-Ma), Transcription Factor
Binding To IGHM Enhancer 3 (TFE3), Carbohydrate Antigen 199 (CA199) were all negative, but they
were not shown in the figure. We also showed a figure of HE staining (H). Emergency endoscopic
hemostasis and transcatheter arterial embolization (TAE) are both good optional treatments for
upper gastrointestinal bleeding [1,2]. However, both of them failed in this case. Therefore, we
had to perform emergency pancreaticoduodenectomy. Although complications after emergency
pancreatectomy were reported to be much higher than those after elective surgery [3], there were no
postoperative complications such as pancreatic fistula, biliary fistula and intestinal fistula. The patient
was discharged 16 days after surgery. According to reports, the most common distant metastases sites
of ccRCC are lung, bone, liver, etc. [4]. Periampullary metastasis of ccRCC is very rare. To the best
of our knowledge, only 19 cases have been reported in the world to date [5–8]. Good pathological
differentiation, isolation or less metastases, heterochronous disease (disease free interval > 2 years),
no progression of systemic treatment, low or moderate Fuhrmann grade, and complete resection were
associated with good prognosis after local treatment of RCC metastases [9]. Therefore, we estimated
that the patient would have a good prognosis. Total resection of metastases can improve overall
survival and cancer-specific survival [10]. Therefore, Positron Emission Tomography-Computed
Tomography (PET-CT) was necessary for this patient to avoid missing other metastases. Lenvatinib
plus pembrolizumab is recommended as the first-line treatment for advanced ccRCC [11]. Therefore,
we repeatedly recommended that the patient should return to the hospital one month after surgery for
anti-tumor immunotherapy, and have a PET-CT examination to exclude metastases in other organs.
However, the patient refused further follow-up and treatment.

Author Contributions: J.L. and W.Z. contributed equally to the conception and writing of this
manuscript; X.W. and K.W. reviewed and edited the manuscript; L.Z. and X.X. are the main surgeons
in the process of diagnosis and treatment; All authors have read and agreed to the published version
of the manuscript.

Funding: This work was funded by National Natural Science Funds for Distinguished Young Scholar
of China (81625003).



Diagnostics 2022, 12, 571 5 of 5

Institutional Review Board Statement: Ethical review and approval were waived for this study
because it is a retrospective study, which did not impact the management of the patient.

Informed Consent Statement: We have obtained written informed consent for publication, which
was provided by this patient.

Data Availability Statement: The data presented in this manuscript are available from the corre-
sponding authors upon request.

Conflicts of Interest: There is no conflict of interest.

References
1. Gralnek, I.M.; Stanley, A.J.; Morris, A.J.; Camus, M.; Lau, J.; Lanas, A.; Laursen, S.B.; Radaelli, F.; Papanikolaou, I.S.;

Cúrdia Gonçalves, T.; et al. Endoscopic diagnosis and management of nonvariceal upper gastrointestinal hemorrhage (NVUGIH):
European Society of Gastrointestinal Endoscopy (ESGE) Guideline—Update 2021. Endoscopy 2021, 53, 300–332. [CrossRef] [PubMed]

2. Chan, H.F.; Lai, K.W.; Yung, A.W.T.; Luk, W.H.; Cheng, L.F.; Ma, J.K.F. Transcatheter arterial embolisation can be the standard treatment for
non-variceal upper gastrointestinal bleeding refractory to endoscopy. Hong Kong Med. J. 2019, 25, 164–166. [CrossRef] [PubMed]

3. Driedger, M.R.; Puig, C.A.; Thiels, C.A.; Bergquist, J.R.; Ubl, D.S.; Habermann, E.B.; Grotz, T.E.; Smoot, R.L.; Nagorney, D.M.;
Cleary, S.P.; et al. Emergent pancreatectomy for neoplastic disease: Outcomes analysis of 534 ACS-NSQIP patients. BMC Surg.
2020, 20, 169. [CrossRef] [PubMed]

4. Morita, Y.; Kashima, K.; Suzuki, M.; Kinosada, H.; Teramoto, A.; Matsumiya, Y.; Uzawa, N. Differential Diagnosis between Oral
Metastasis of Renal Cell Carcinoma and Salivary Gland Cancer. Diagnostics 2021, 11, 506. [CrossRef] [PubMed]

5. Cheong, D.; Rho, S.Y.; Kim, J.H.; Kang, C.M.; Lee, W.J. Laparoscopic pancreaticoduodenectomy for renal cell carcinoma metastasized to
ampulla of Vater: A case report and literature review. Ann. Hepatobiliary Pancreat Surg. 2018, 22, 83–89. [CrossRef] [PubMed]

6. Ignatavicius, P.; Lizdenis, P.; Pranys, D.; Gulbinas, A.; Pundzius, J.; Barauskas, G. Long-term Survival of Patient with Ampulla of
Vater Metastasis of Renal Cell Carcinoma. Prague Med. Rep. 2018, 119, 165–169. [CrossRef] [PubMed]

7. Sarocchi, F.; Gilg, M.M.; Schreiber, F.; Langner, C. Secondary tumours of the ampulla of Vater: Case report and review of the
literature. Mol. Clin. Oncol. 2018, 8, 274–280. [CrossRef] [PubMed]

8. Nakamura, T.; Oe, N.; Matsumori, T. A Hypervascular Mass at the Papilla of Vater. Gastroenterology 2019, 156, e7–e9. [CrossRef] [PubMed]
9. Escudier, B.; Porta, C.; Schmidinger, M.; Rioux-Leclercq, N.; Bex, A.; Khoo, V.; Grünwald, V.; Gillessen, S.; Horwich, A. Renal cell carcinoma:

ESMO Clinical Practice Guidelines for diagnosis, treatment and follow-up. Ann. Oncol. 2019, 30, 706–720. [CrossRef] [PubMed]
10. Dabestani, S.; Marconi, L.; Hofmann, F.; Stewart, F.; Lam, T.B.; Canfield, S.E.; Staehler, M.; Powles, T.; Ljungberg, B.; Bex, A. Local

treatments for metastases of renal cell carcinoma: A systematic review. Lancet Oncol. 2014, 15, e549–e561. [CrossRef]
11. Powles, T.; Albiges, L.; Bex, A.; Grünwald, V.; Porta, C.; Procopio, G.; Schmidinger, M.; Suárez, C.; de Velasco, G.; ESMO

Guidelines Committee. ESMO Clinical Practice Guideline update on the use of immunotherapy in early stage and advanced
renal cell carcinoma. Ann. Oncol. 2021, 32, 1511–1519. [CrossRef] [PubMed]

http://doi.org/10.1055/a-1369-5274
http://www.ncbi.nlm.nih.gov/pubmed/33567467
http://doi.org/10.12809/hkmj187486
http://www.ncbi.nlm.nih.gov/pubmed/30971510
http://doi.org/10.1186/s12893-020-00822-8
http://www.ncbi.nlm.nih.gov/pubmed/32718311
http://doi.org/10.3390/diagnostics11030506
http://www.ncbi.nlm.nih.gov/pubmed/33809250
http://doi.org/10.14701/ahbps.2018.22.1.83
http://www.ncbi.nlm.nih.gov/pubmed/29536061
http://doi.org/10.14712/23362936.2019.4
http://www.ncbi.nlm.nih.gov/pubmed/30779701
http://doi.org/10.3892/mco.2017.1535
http://www.ncbi.nlm.nih.gov/pubmed/29435287
http://doi.org/10.1053/j.gastro.2018.11.078
http://www.ncbi.nlm.nih.gov/pubmed/30615866
http://doi.org/10.1093/annonc/mdz056
http://www.ncbi.nlm.nih.gov/pubmed/30788497
http://doi.org/10.1016/S1470-2045(14)70235-9
http://doi.org/10.1016/j.annonc.2021.09.014
http://www.ncbi.nlm.nih.gov/pubmed/34597799

	References

