
Int Surg 2014;99:86–90
DOI: 10.9738/INTSURG-D-13-00115.1

Case Report

Gastric Metastasis From Renal Cell Carcinoma

With Gastrointestinal Bleeding: A Case Report

and Review of the Literature
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A 61-year-old man presented to our hospital with hypercalcemia and elevated C reactive

protein (CRP). Evaluation revealed renal cell carcinoma (RCC) with metastasis to lung,

bone, and brain. He underwent partial resection of the right kidney and a left

nephrectomy. Histopathologic findings of resected tumors were consistent with clear cell

RCC. Whole-brain irradiation was performed for management of brain metastasis.

Postoperatively, he was treated with molecularly targeted therapy using a mammalian

target of rapamycin inhibitor. Approximately 14 months later, he suffered an episode of

upper gastrointestinal bleeding with secondary anemia and melena. Upper gastrointes-

tinal endoscopy revealed a distinctly protruding lesion in the gastric body. Biopsy of the

gastric lesion showed metastatic clear cell RCC. He underwent partial gastrectomy. His

postoperative course was uneventful. However, 4 months after surgery, he died from

brain metastasis. Metastatic RCC to the stomach, although rare, should be suspected in

any patient with a history of RCC who presents with gastrointestinal symptoms.
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The occurrence of metastases to the stomach

from various neoplasms is not common. In the

autopsy series, the stomach has been reported as a

metastatic site in 0.2% to 0.7% of cases.1–3 Lung

cancer, breast cancer, and malignant melanoma were

reported most often as primary tumors associated

with gastric metastasis.1,4

In the literature, gastric metastases from renal cell

carcinoma (RCC) have only rarely been described,5–22

occurring in 0.2% of RCCs in the clinical setting.5 The
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present report describes an unusual case of a 61-year-
old man who presented with gastrointestinal bleed-
ing due to gastric metastasis from RCC. The clinical
characteristics, therapy, and outcomes of gastric
metastasis from RCC are reviewed.

Case Report

A 61-year-old man presented to our hospital with
hypercalcemia and elevated C reactive protein
(CRP). He complained of gross hematuria. Exami-
nation by ultrasound and computed tomography
(CT) showed bilateral RCC as well as metastases to
the lung, bone, and brain. TNM classification was
T3aN0M1, and the clinical stage was IV. He was
admitted to our hospital and treated by partial
resection of the right kidney. One month later,
radiotherapy for brain metastasis was performed
(30 Gy for whole brain, including metastasis). Ten
days after the end of radiotherapy, a left nephrec-
tomy was performed. The histopathologic finding of
tumors from both kidneys was consistent with clear
cell carcinoma. The patient’s postoperative course
was uneventful, and he was subsequently treated
with molecularly targeted therapy using temsiroli-
mus, a mammalian target of rapamycin (mTOR)
inhibitor.

Two years later, he developed melena and severe
anemia. Gastric endoscopy revealed a distinctly
protruding lesion (diameter, 2 cm), with a central
depression, at the greater curvature of the middle
third of the gastric body (Fig. 1). The surface of the
tumor bled easily upon contact with the endoscope.
Microscopic examination of hematoxylin and eosin–
stained biopsy specimens of the lesion revealed
characteristics of RCC. Thus, a diagnosis of gastric
metastasis from RCC was made. Abdominal CT
showed no lymphadenopathy around the stomach
or metastatic liver tumors. The patient’s perfor-
mance states were quite well, and anemia pro-
gressed repeatedly despite blood transfusion.
Therefore, surgery was scheduled.

The patient underwent partial resection of the
stomach. No peritoneal or liver metastases were
found. Macroscopically, the tumor was approxi-
mately 2.5 3 2.5 cm in diameter with a central
depression and was located at the greater curvature
of the gastric body (Fig. 2). Microscopic examination
of the resected specimen showed that the gastric
tumor was metastasis of RCC (Fig. 3a and 3b). The
surgical margin was free of tumor.

The patient’s postoperative course was unevent-
ful, and he was treated with everolimus, an mTOR

inhibitor. However, he died 4 months after surgery
because of the progression of brain metastasis.

Discussion

Metastatic tumors of the stomach are rare, with an
incidence of 0.2% to 0.7%.1–3 Though RCC shows a
propensity to metastasize to lung, bone, and liver,5

metastasis from RCC to the stomach is extremely
rare.

The gross appearance of gastric metastasis from
RCC usually consists of a polypoid submucosal-like

Fig. 1 Gastric endoscopy reveals a solitary, distinctly protruding

lesion, with a central depression, at the greater curvature of the

middle gastric body.

Fig. 2 Macroscopically, the tumor is approximately 2.5 3 2.5 cm

in diameter with a central depression.
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tumor with a central depression. The interval from

the diagnosis of primary tumor to the diagnosis of

metastatic tumor depends on the primary lesion.

Gastric metastasis from lung cancer and malignant

melanoma is most commonly diagnosed within 2

years after the diagnosis of the primary tumor.4 On

the other hand, gastric metastasis from RCC can be a

late event; in one study, the average period from

RCC surgery to the diagnosis of metastasis was

approximately 7 years.15 Therefore, metastasis from

RCC to the stomach may be a slow process.

Patients with RCC with gastric metastasis usually

have metastatic lesions in other organ systems as

well, and the prognosis for such patients is poor.

The impact of resection of the metastatic gastric

tumor on survival remains unclear, but the chance of

survival may improve if no additional metastatic
lesions, aside from the gastric metastasis, are
present. In the present case, surgical resection of
the gastric lesion might have prevented further
bleeding and improved the patient’s quality of life
until he died of brain metastasis 4 months later.
Therefore, we conclude that surgical resection may
be useful for the management of gastric metastasis
with bleeding.

Namikawa et al23 reported that unfavorable
prognostic factors in patients with gastric metastasis
from RCC included a grossly protruding type of
gastric tumor, the presence of additional metastasis
to the other organs, and development of gastric
metastasis in ,6.3 years from therapy for RCC. By
contrast, the number and size of tumors in the
stomach had no significant impact on survival. In
the present case, a protruding type of gastric
metastasis was diagnosed at 1.5 years after the
diagnosis of RCC, and the patient died 4 months
after the last surgery.

Review of the English literature in the PubMed
database with the key words ‘‘renal cell carcinoma’’
and ‘‘gastric metastasis’’ identified 22 patients (Table
1).6–9,11–14,16–22 The mean age of the patients was 68.7
years (age range, 53–83 years; 17 men, 5 women).
The median time from the diagnosis of RCC to the
detection of gastric metastasis was 7.6 years (range,
0–23 years). Signs and symptoms included gastro-
intestinal bleeding, melena, anemia, and hematem-
esis in 19 cases (82.6%). Abdominal pain was
observed in 3 cases (13.0%), and 2 patients (8.7%)
were asymptomatic. The tumors were located in the
middle third of the stomach in 12 cases (52.2%), the
upper third in 5 cases (21.7%), and the lower third in
5 cases (21.7%). Grossly, a polypoid lesion was more
common than an ulcerated lesion. Concomitant
tumor spread to other organs was seen in 14 cases
(60.9%), and gastric metastasis without metastasis to
other organs was seen in 8 cases (34.8%). Treatment
consisted of surgical resection in 9 cases (39.1%);
endoscopic polypectomy in 8 cases (34.8%); chemo-
therapy, including interferon, tamoxifen, or mTOR
inhibitors, in 5 cases (21.7%); arterial embolization in
1 case (4.3%); and palliative therapy in 1 case (4.3%).
The median survival time was 6 months (range, 1–
84 months) after treatment of gastric metastasis.

Molecularly targeted therapies, including sorafe-
nib, temsirolimus, and bevacizumab, are effective
for the management of advanced or metastatic
RCC.10,24,25 The optimal treatment for gastric me-
tastasis from RCC remains controversial. Namikawa
et al23 reported that patients with solitary metastasis

Fig. 3 The microscopic appearance of the primary (a) and gastric

metastatic tumor (b). Both tumors show typical histologic

findings of clear cell carcinoma (hematoxylin and eosin stain; a,

3400; b, 3200).
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arising from RCC had good outcomes following
treatment compared with those with multiple
metastases. I suggest that surgical resection is the
preferred treatment for solitary metastasis and
symptomatic disease such as bleeding to help
preserve quality of life.
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