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to renal tumor
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Dear Editor,

We present the case report of a 66-year-old woman with no
relevant medical history, presented with melenas for the last
5 days. She had been under study for asthenia, anorexia and dif-
fuse abdominal pain for a few months. Physical examination was
normal except low blood pressure and mild tachicardia. Blood
test: hemoglobin 10.2 g/dl (MCV, 102 fl; MCH, 82 pg/c) and
29.9% hematocrit. Emergency gastroscopy was performed
observing a large and deep duodenal ulcer with edematous raised
borders at the second portion, that seemed to be malignant. Also
showed an adhered blood clot, which could not be flushed out
by intensive lavage. The histology of biopsy showed fragments
of necrotic ulcer material and no evidence of atypical cells.
A pelvic CT scan with intravenous contrast was performed
(Fig. 1) showing the presence of a renal mass that measured 10
cm and that dependend of the right kidney lower pole. That mass
showed a heterogeneous enhancement with hypodense areas
inside (necrotic component) that vanished its limits in its inner
border, forming a tumor magma which was migrating and inti-
mately adherent to second portion of duodenum and the head of
pancreas. It also showed presence of air bubbles near the area
adjacent to the duodenum, suggesting contained duodenal per-
foration. Para-aortic adenopathies were also seen. Necrotic
appearance and dilated coledocum and intrahepatic bile duct,
conditioned by the compressive effect of the foresaid mass. Pul-

monary nodules related to metastasis were identified. These find-
ings, together with the description of the gastroscopy, suggested
the presence of a T4 N2 M1 (1987 TNM classification) locally

Fig. 1. Abdominopelvic CT image with intravenous contrast. Coronal cut.
Presence of a renal mass depending of the right kidney lower pole. Hypo-
dense areas can be observed on the inside, suggesting a necrotic com-
ponent and peripheral uptake of contrast. The inner border is bad defined
and its limits are vanishing, forming a tumoral magma which is intimately
adherent to the duodenal bulb and second portion of duodenum and
the head of the pancreas. It also shows presence of air bubbles in the
front upper part of the mass, near the area adjacent to the duodenum,
suggesting contained duodenal perforation. Dilation of choledochus and
intrahepatic bile duct (1 cm) conditioned by the compressive effect of
the foresaid mass.
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and regionally advance D stage IV metastatic right renal cell car-
cinoma, with infiltration of the pancreas, duodenum (Forrest IIb
ulcer) and bile duct (secondary dilatation and cholestasis).

Discussion

Neoplasms of the small bowel (SB) represent only 1-2% of all
gastrointestinal tumors. SB metastases of renal carcinoma (RC) are
even more unusual (1). RC is incidentally diagnosed in more than
half the cases (2) and it is not usually expressed clinically in the
early stages. It presents as metastasis up to 25% of patients at the
time of the diagnosis. The classical triad flank pain, hematuria and
palpable renal mass is quite unusual and the initial symptoms are
very nonspecific (fever, liver dysfunction or high blood pressure
due to production of renin) (3), which makes an early diagnosis dif-
ficult. Another manifestation is upper gastrointestinal bleeding,
although often not as the first clinic sign but in patients who had
undergone nephrectomy some years previously. Another manifes-
tation may be pain and bowel obstruction (4,5). Diagnosis is done
through radiology and gastroscopy, where findings are not specific
such as irregular and polypoid masses, ulcerated surface covered
with a white/hematic exudate, and given that lesions are extralumi-
nal, biopsies can be negative or usually associated to necrosis (5).
Surgical resection of metastases improves survival in these patients
but it would be recommended in cases of solitary metastasis or mul-

tiple pulmonary metastases which do not affect other organs.
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