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1. Case 

A 57 years old gentleman, a retired police officer and an ex- smoker with 20 pack years, initially presented to a 

nearby district hospital with lethargy and complains of malenic stool. On examination, he was pale looking, 

hypotensive with a blood pressure of about 70/50 mmHg and tachycardia of about 120 beats/min. The abdominal 

examination revealed mild epigastric and left hypochondriac fullness with tenderness to deep palpation. Laboratory 

tests revealed haemoglobin of 3.7 g/dl with microcytic picture. White blood count, platelets, and coagulation 

studies were all normal. 

After initial resuscitation and multiple blood transfusions, with upper gastrointestinal bleeding as the primary 

pathology suspected, an esophagogastroduodenoscopy (OGDS) was performed. Result showed ulcer at greater 

curvature with bulging of mucosa suggestive of external compression or mass not from mucosa in origin. It raised a 

possibility of stomach gastrointestinal stromal tumour (GIST), however, a biopsy was not performed at the time of 

endoscopy. 

 

Fig.1. Endoscopy showing external compression with ulceration seen 

AB ST R ACT  

Renal cell carcinoma (RCC) accounts above 3 percent of all cancers and often diagnosed incidentally. Highest incidence reported in Western 

countries. Classical tried of RCC now rarely seen, In about 25 percent of cases, patients often present with an advanced disease. Upper 

gastrointestinal (GI) bleeding due to stomach metastasis of RCC is rare and to the best of our knowledge, only a few cases are reported in the 

literature. Gastric metastasis of RCC is often associated with poor outcome. Managing such cases can be very tricky; hence it is imperative for 

surgeons to be very familiar and to have a high grade of suspicion in order to prevent delay and upgrade of tumour staging. We report the case of a 

patient presented to our centre with upper GI bleeding as the primary presenting complaint in an advanced RCC and our experience managing the 

condition. 
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He was then subjected to an urgent computerized tomography (CT) scan of the abdomen and pelvis revealing a 

large left upper abdominal mass with central necrotic component which is in close proximity with greater curvature 

of stomach with poor plane of demarcation between the mass and spleen, also involving the left kidney. 

Differentials at that time included GIST of stomach, left renal cell carcinoma or malignant splenic tumour 

suggesting a histopathological examination for further confirmation. He then underwent a CT guided biopsy which 

came back as a papillary renal cell carcinoma type 2. A CT of the thorax for completion of staging was performed 

showing multiple tiny right lung nodules likely to represent metastases. He was then referred to our urology centre 

for further management.  

 

Fig.2. CT showing a mass originating from the superior  

pole of left kidney 

 

Fig.3. CT showing no clear demarcation between the  

mass and the stomach 

He was hemodynamically stable in our ward, however, had persistent anaemia requiring multiple pack cells 

transfusions. Decision was made for an emergency nephrectomy with a suspicion of bleeding from the renal 

tumour. Intraoperatively, the highly vascular tumour was unresectable as the it was hard, fixed and seen invading 

into the greater curvature of the stomach and there was no clear demarcation seen between the tumour with the 

stomach and spleen.  
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Fig.4. Intra-operative image showing the hard mass fixed and plastered 

to the posterior aspect of stomach 

Immediately after surgery, patient was noted to have another bout of fresh bleeding from his nasogastric tube and 

was then subjected to another OGDS which showed a large blood clot in the stomach. He was then referred to an 

interventional radiology centre for angioembolisation where angioembolisation was performed to left superior 

segmental renal artery, splenic artery and branches, left gastric artery and gastroepiploic artery. He was also seen by 

the oncology team and was planned for a course of oral Sunitinib. Unfortunately for the patient, he succumbed due 

to his disease progression even prior to commencing of his targeted therapy. 

2. Discussions 

Renal cell carcinoma (RCC) represents 2-3% of all adult malignant neoplasm and presents with different symptoms 

[1]. RCC most commonly develops in the sixth and seventh decade of life. The male to female incidence ratio is 

about 2:1. RCC may manifest with a variety of symptoms due to local growth, metastasis, haemorrhage and 

sometimes paraneoplastic syndrome. Classical tried of flank pain, palpable abdominal mass and gross haematuria 

is now rarely seen. Spread in RCC is lymphatic, haematogenous, trans-coelomic, or by direct invasion [1]. Most 

common sites of metastasis from RCC includes lung (75%), soft tissue (36%), bone (20%), liver (18%), cutaneous 

sites (8%) and central nervous system (8%) [2].  

Primary RCC presenting as either an upper or lower gastrointestinal bleeding as a result of direct extension is rare. 

There are only few cases being reported in the literature [3]. Gastrointestinal bleeding is more commonly 

presenting feature of known patient of metastatic RCC or as a recurrence many years after nephrectomy for RCC 

[4]. Here we report an uncommon case of RCC where the primary manifestation of disease was with symptoms of 

upper gastrointestinal bleeding. Diagnosis was confirmed by upper gastrointestinal endoscopy, histopathological 

examination from the renal biopsy and imaging performed. 

The current diagnostic paradigm for evaluating renal masses is primarily dependent on cross-sectional imaging 

modalities: ultrasonography (US), computed tomography (CT) and magnetic resonance (MR) imaging. When a 

mass demonstrates characteristic features of malignancy, surgical resection, if warranted, can be performed without 

a preoperative biopsy because the prior probability of disease is sufficiently high; a negative biopsy result would 
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not likely alter management [5]. Unlike in our case, performing a biopsy was vital as there was a suspicion of the 

tumour arising from the GIST of stomach. Otherwise, renal mass biopsy often only reserved for a limited number of 

indications including diagnosis of metastatic disease, infection, lymphoma and to diagnose masses in patients who 

are poor surgical candidates [6]. In patients presenting with massive gastrointestinal bleeding owing to either a 

gastric or duodenal metastases from RCC, emergency arteriography and embolization of the gastroduodenal artery 

is an alternative life-saving treatment. Lynch-Nyhan et al. [7] reported successful embolization via the 

gastroduodenal artery in two cases of massive gastrointestinal bleeding due to duodenal metastases of RCC.  

Palliative nephrectomy has shown to be effective in alleviating local symptoms and can be undertaken in selected 

cases, but should always be weighed against the burden of surgical morbidity and mortality [8]. Hence the rationale 

behind attempting a palliative nephrectomy in this case although in the presence of lung metastasis. The 

management of metastatic RCC (mRCC) however, has evolved considerably over the past 15 years with the 

introduction of tyrosine kinase inhibitors (TKIs), and more recently, immunotherapy with immune checkpoint 

inhibitors, a combination of immunotherapy or combined with TKIs, has increased the lifespan of patients with 

metastatic clear cell renal cell cancer (mccRCC) [9]. 

The CARMENA trial showed that sunitinib alone was not inferior to nephrectomy followed by sunitinib in patients 

with metastatic renal-cell carcinoma who were in the MSKCC intermediate-risk or poor-risk groups [10]. This is 

important as initial nephrectomy can delay the start of systemic targeted therapies where the patient may die even 

prior to receiving this therapy as in our case. Apart from that, avoiding nephrectomy also avoids surgical 

complications involving blood transfusions, further operations, or intensive care, which may also delay systemic 

therapy [11]. Hence, the decision of whether to perform a nephrectomy or not has to be made earlier when 

managing a case of a metastatic renal-cell carcinoma. 

Outcome in metastatic RCC is generally poor, with one-year survival rate less than 50% and five-year survival rate 

of 5–30% [1]. Although evidence for the role of metastasectomy in RCC having multiple metastasis is lacking, if 

patients are fit for surgery, there should be no hesitation about performing surgical exploration and metastasectomy 

[12]. 

3. Conclusion 

From the above case report, we demonstrated that patients presenting with gastrointestinal symptoms like upper 

gastrointestinal bleeding may have a primary pathology unrelated to that of the presenting organ hence is often 

under recognised early.   

Therefore, early suspicion and prompt diagnosis of the possibility of upper gastrointestinal bleeding due to RCC 

should be kept in mind, in order to facilitate effective management strategy and avoid possible life-threatening 

complications.  
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