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Renal cell carcinoma (RCC) is a common malignant kidney tumor; however,

gastric metastasis is rare. We report the case of an 82-year-old male patient who

developed gastric metastasis 12 years after an initial diagnosis of RCC. The patient

underwent endoscopic full-thickness resection (EFTR), and the gastric metastatic

focus was successfu l ly removed. Postoperat ive pathology and

immunohistochemistry showed that the gastric metastasis originated from

RCC. Although gastric metastasis of RCC is rare, it should be suspected in

patients with a history of RCC or gastrointestinal symptoms. EFTR is associated

with reduced trauma and greater retention of gastric tissue and function. It is a

more appropriate choice than surgical resection; however, it requires

more endoscopists.
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1 Introduction

Renal cell carcinoma (RCC) is a common malignant tumor of the kidney (1). It

commonly metastasizes to the lungs, bones, liver, brain, and skin. Gastric metastasis is rare

and accounts for only 0.2% of cell carcinoma cases (2). The treatment for gastric metastasis

of RCC includes surgical resection (total or subtotal gastrectomy), epinephrine injection,

and embolization (3, 4).

Here, we report the case of a patient with gastric RCC metastasis. After full

communication with the patient and their family, the patient underwent endoscopic full-

thickness resection (EFTR), which successfully removed the gastric metastasis.

Postoperative pathology and immunohistochemistry confirmed that the gastric

metastases originated from the RCC.
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2 Case description

An 82-year-old male patient presented at the hospital for

“intermittent epigastric pain and melena for half a year”. The

patient had undergone a gastroduodenoscopy examination in

other hospitals 3 months ago, and the results only indicated a

mass in the gastric body. Partial tissue was excised for pathological

examination. Pathological results indicated that the mass was an

inflammatory necrotic and granulation tissue. The patient

underwent left radical nephrectomy for left renal clear cell

carcinoma 12 years prior. He had been taking sorafenib orally

after undergoing nephrectomy, but the medication was

discontinued 2 months before he visited our hospital; for half a

year, he experienced multiple epigastric pain and melena. After

admission, the patient underwent an enhanced abdominal computed

tomography (CT) scan, which suggested multiple metastases to the

right kidney, pancreas, spleen, and stomach (Figure 1). A

hematological examination showed HGB 93 g/L, and the patient

was in a state of chronic blood loss. Before the operation, the

patient’s gastric mass indicated large RCC metastasis, and we

recommended that the patient undergo gastroduodenoscopy and

pathological examination. We invited the gastrointestinal surgery,

urology, and oncology departments for multidisciplinary

discussions. The urology and oncology departments suggested that

the patient could undergo immunosuppressive therapy combined

with targeted drugs. Unfortunately, the patient and their family have

abandoned further treatment, and the patient has not yet used any

drugs (including sorafenib). Given the patient’s strong desire for

endoscopic treatment, and after full communication with the patient

and their family, gastroduodenoscopy and treatment under general
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anesthesia with tracheal intubat ion were performed.

Gastroduodenoscopy revealed protuberant lesions measuring

approximately 4 × 5 cm on the greater curvature of the gastric

body, with an ulcerated surface and easy bleeding (Figure 2A). The

base was thickly pedicled (Figure 2B), and endoscopic submucosal

dissection (ESD) was planned. First, the area 0.5 cm away from the

tumor was marked, and a 1:10,000 mixture of adrenaline and

methylene blue was injected under the mucosa at the marked area.

The lifting sign around the submucosa was good, and a dual knife

was used to peel off the mucosa along the marked area. However, the

dissection was close to the base of the tumor, the tumor adhered

closely to the muscularis propria (Figure 2C), and ESD could not be

continued; therefore, EFTR was performed. The dual knife was used

for full-thickness resection of the gastric wall along 0.5 cm of the

margins of the mass; with the assistance of titanium dental floss

traction, the gastric tumor was fully resected. After observing that

there is no bleeding at the site of gastric wall damage, the wound was

sealed completely with a titanium clip (Figure 2D). After surgery,

fasting, rehydration, anti-inflammatory drugs, acid suppression,

gastrointestinal decompression, and other treatments were

administered. After 8 days of close observation, the patient was

discharged. Postoperative pathological results showed that the tumor

of the greater curvature of the stomach was consistent with the

metastasis of clear cell RCC (Figures 3A, B). The resected stomach

specimen had a clear resection margin, and no tumor cells were

found. Immunohistochemical results showed CAIX (+), CK broad-

spectrum (+), Vimentin (+), PAX-8 (+), CD10 (+), CK7 (−), and Ki-

67 (5%–10%) (Figures 3C, D), and finally a diagnosis of gastric

metastasis of RCC. The patient was followed up for 6 months and

did not have epigastric pain or melena.
FIGURE 1

Enhanced CT showing right kidney mass, large curved cauliflower-like mass in the gastric body, multiple enhanced nodules in the pancreas, and
splenic hilum.
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FIGURE 3

(A) HE × 100, the tubular structure in the upper left corner of the visual field was normal gastric mucosal gland, and the lamellar tumor cell nests
were seen in the submucosa. (B) HE × 200, the cytoplasm of tumor cells is a translucent, low-grade nucleus surrounded by abundant capillaries.
(C) IHC × 100, gastric mucosal epithelial CK7 staining was positive, and tumor cells were not expressed. (D) IHC × 100, PAX-8 staining was positive
in tumor cells, but not in gastric mucosal epithelium.
A B

DC

FIGURE 2

(A) Gastroduodenoscopy showing a 4 cm × 5 cm protuberant lesion on the greater curvature of the gastric body. (B) The base of the tumor was
thickly pedicled. (C) After injection of methylene blue around the tumor, we found that the base of the tumor was closely adhered to the muscularis
propria layer. (D) Titanium clip was used to completely close the wound.
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3 Discussion

Gastric RCC metastasis may be a late recurrence event or a slow

growth event; however, the 5-year survival rate of patients with

resectable RCC metastases is higher (72.6%). Gastric metastasis of

renal cancer cells is hematogenous and spreads to the fundus or

body of the stomach and the submucosal gastric wall terminal artery

(5). In the early stage, a slight bulge may be formed under the

mucosa, which then grows gradually to the lumen side to form

polyps or shows an ulcer appearance (6). Gastric metastasis also

usually has non-specific manifestations of upper gastrointestinal

bleeding, anemia, and abdominal pain. Although there is a long lag

period from the initial diagnosis to the occurrence of gastric

metastasis, approximately 6.7 years (range, 0–23 years) (7) on

average, any patient with a history of RCC and gastrointestinal

symptoms should be suspected of gastric metastasis (8). Complete

resection of gastric metastases with bleeding is beneficial for

improving the quality of life and overall survival time of patients.

Some studies have shown that surgical resection is the best

treatment option for gastric metastases (9). However, surgical

resection, whether total or subtotal gastrectomy, requires a higher

physical condition, greater trauma, and slower postoperative

recovery, while EFTR is associated with less trauma and faster

postoperative recovery. Therefore, EFTR is a more reasonable

treatment option, and endoscopy plays an important role in the

treatment of such patients (10). Few reports suggest the causes of

gastric metastases after surgery for clear cell carcinoma of the

kidney. Dabestani et al. concluded that complete resection of

metastases can benefit overall survival and cancer-specific survival

in these patients (11). Therefore, we recommend that gastroscopy

should be performed in the follow-up of RCC after resection (12).
4 Conclusions

Our patient showed gastric metastasis 12 years after the initial

RCC diagnosis; owing to the characteristics of RCCmetastasis, early

endoscopic diagnosis and treatment may be difficult. However,

when the tumor develops to the point of resection, EFTR can

retain gastric tissue and function to a greater extent than traditional

surgical resection, and patients experience less pain. During

palliative care, EFTR resection of isolated metastatic lesions in the

stomach is important. This is because it effectively prevents

complications, such as abdominal pain and gastrointestinal

bleeding, and prevents a reduction in life expectancy due to

complications. However, this requires more experience and

technical skill from endoscopists.
Frontiers in Oncology 04
Data availability statement

The raw data supporting the conclusions of this article will be

made available by the authors, without undue reservation.
Ethics statement

The studies involving humans were approved by Ethics

Committee of Shengli Oilfield Central Hospital. The studies were

conducted in accordance with the local legislation and institutional

requirements. The participants provided their written informed

consent to participate in this study. Written informed consent was

obtained from the individual(s) for the publication of any

potentially identifiable images or data included in this article.
Author contributions

XY: Writing – original draft. LL: Writing – review & editing.

WW: Writing – review & editing. CL: Writing – review & editing.

ZC: Writing – review & editing.
Funding

The author(s) declare that no financial support was received for

the research, authorship, and/or publication of this article.
Conflict of interest

The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be

construed as a potential conflict of interest.
Publisher’s note

All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated

organizations, or those of the publisher, the editors and the

reviewers. Any product that may be evaluated in this article, or

claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.
References
1. Abu Ghanimeh M, Qasrawi A, Abughanimeh O, Albadarin S, Helzberg JH. Gastric
metastasis from renal cell carcinoma, clear cell type, presenting with gastrointestinal
bleeding. Case Rep Gastrointest. Med. (2017) 5879374. doi: 10.1155/2017/5879374
2. Degerli MS, Karayagiz AH. Gastric fundic gland metastasis of renal cell carcinoma
14 years after the primary diagnosis. J Canc. Res Ther. (2022) 18:1801–3. doi: 10.4103/
jcrt.jcrt_2206_21
frontiersin.org

https://doi.org/10.1155/2017/5879374
https://doi.org/10.4103/jcrt.jcrt_2206_21
https://doi.org/10.4103/jcrt.jcrt_2206_21
https://doi.org/10.3389/fonc.2024.1394784
https://www.frontiersin.org/journals/oncology
https://www.frontiersin.org


Yan et al. 10.3389/fonc.2024.1394784
3. Mcilwaine S, Haynes M, Morgan N, Shah R, Doyle J. Metastasis of renal cell
carcinoma to the stomach twenty-one years from initial diagnosis. Ulster Med J. (2022)
91:95–7.

4. Sugasawa H, Ichikura T, Ono S, Tsujimoto H, Hiraki S, Sakamoto N, et al. Isolated
gastric metastasis from renal cell carcinoma 19 years after radical nephrectomy. Int J
Clin Oncol. (2010) 15:196–200. doi: 10.1007/s10147-010-0025-1

5. Koterazawa S, Watanabe J, Uemura Y, Uegaki M, Shirahase T, Taki Y, et al.
Solitary synchronous gastric metastasis of renal cell carcinoma. IJU Case Rep. (2021)
4:53–5. doi: 10.1002/iju5.12239

6. Parmar K, Chaube A, Kumar S, Krishna M. Renal cell cancer with solitary gastric
metastasis: a rare presentation. BMJ Case Rep. (2021) 14:e242772. doi: 10.1136/bcr-
2021-242772

7. Arakawa N, Irisawa A, Shibukawa G, Sato A, Abe Y, Yamabe A, et al.
Simultaneous gastric metastasis from renal cell carcinoma: a case report and
literature review. Clin Med Insights: Case Rep. (2018) 11:2075027461. doi: 10.1177/
1179547618775095
Frontiers in Oncology 05
8. Sakurai K, Muguruma K, Yamazoe S, Kimura K, Toyokawa T, Amano R, et al.
Gastric metastasis from renal cell carcinoma with gastrointestinal bleeding: a case
report and review of the literature. Int Surg. (2014) 99:86–90. doi: 10.9738/INTSURG-
D-13-00115.1

9. Chen WG, Shan GD, Zhu HT, Chen LH, Xu GQ. Gastric metastasis presenting as
submucosa tumors from renal cell carcinoma: a case report. World J Clin cases. (2022)
10:9805–13. doi: 10.12998/wjcc.v10.i27.9805

10. Yoshida R, Yoshizako T, Ando S, Shibagaki K, Ishikawa N, Kitagaki H. Dynamic
ct findings of a polypoid gastric metastasis of clear renal cell carcinoma: a case report
with literature review. Radiol Case Rep. (2020) 15:237–40. doi: 10.1016/
j.radcr.2019.12.002

11. Dabestani S, Marconi L, Hofmann F, Stewart F, Lam TB, Canfield SE, et al. Local
treatments for metastases of renal cell carcinoma: a systematic review. Lancet Oncol.
(2014) 15:e549–61. doi: 10.1016/S1470-2045(14)70235-9

12. Su WY, Fang JY. Gastric metastasis from renal cell carcinoma 13 years after
nephrectomy. J Dig. Dis. (2023) 24:497–9. doi: 10.1111/1751-2980.13226
frontiersin.org

https://doi.org/10.1007/s10147-010-0025-1
https://doi.org/10.1002/iju5.12239
https://doi.org/10.1136/bcr-2021-242772
https://doi.org/10.1136/bcr-2021-242772
https://doi.org/10.1177/1179547618775095
https://doi.org/10.1177/1179547618775095
https://doi.org/10.9738/INTSURG-D-13-00115.1
https://doi.org/10.9738/INTSURG-D-13-00115.1
https://doi.org/10.12998/wjcc.v10.i27.9805
https://doi.org/10.1016/j.radcr.2019.12.002
https://doi.org/10.1016/j.radcr.2019.12.002
https://doi.org/10.1016/S1470-2045(14)70235-9
https://doi.org/10.1111/1751-2980.13226
https://doi.org/10.3389/fonc.2024.1394784
https://www.frontiersin.org/journals/oncology
https://www.frontiersin.org

	Case report: Endoscopic full-thickness resection of gastric metastatic tumor from renal cell carcinoma
	1 Introduction
	2 Case description
	3 Discussion
	4 Conclusions
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Conflict of interest
	Publisher’s note
	References


