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Renal cell carcinoma: complete pathological response

in a patient with gastric metastasis of renal cell carcinoma
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A 75-year-old-man, with a 2-month history of abdominal
pain, underwent a standard diagnostic workup that
included a CT scan that showed a large right renal mass
and subcentimeter nodes in the right and left lung lobes.
In December 2003, the patient underwent right
nephrectomy with adrenalectomy and a diagnosis of renal
cell carcinoma (pT3NOMO stage) was made. No further
treatment was proposed and patient was followed up
regularly. In October 2006, the annual gastrointestinal
endoscopy showed asymptomatic multilobulated and
polypoid masses in the gastric fundus and gastric body
that corresponded to metastasis of the renal carcinoma
that had been resected three years ago. Surgical treatment
was refused and oral treatment with sunitinib (50 mg/day
consecutively for 4 weeks followed by 2 weeks off) was
initiated. Patient completed one cycle and development of
acute toxicity (grade 3 asthenia, anorexia and mucositis)
led to treatment interruption. After recovering from acute

Case report

A 75-year-old man presented with a Z-month history
of abdominal pain. He had an earlier history of hyper-
tension and hiatus hernia associated with gastroeso-
phageal reflux disease, followed with annual endoscopic
examination. He underwent a standard diagnostic work-
up that included hematochemical determinations and
whole-body computed tomography (CT) scan, which
showed a large right renal mass and subcentimeter nodes
in the right and left lower lung lobes. In December 2003
he underwent right nephrectomy with adrenalectomy
and pathology examination showed a renal cell carcinoma
(RCC)_ of pT3NOMO stage. No further treatment was
proposed and the patient was regularly followed up with
chest and abdominal CT showing no changes in the lung
nodes size and number. In October 2006, the annual
gastrointestinal endoscopy revealed several multilobulated
and polypoid masses (between 6 and 15 mm in diameter)
in the gastric fundus and gastric body. At that moment
the patient was asymptomatic. The histopathologic
examination showed a metastatic RCC consistent with
a metastasis of RCC resected 3 years ago (Fig. 1). Thorax
and abdominal CT only displayed lung nodes without
changes compared with earlier studies. Positron emission
tomography was carried out, confirming a 1.7 cm intense
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toxicity, the patient was proposed to reinitiate treatment
with dose reduction, but he refused any medical
treatment. At the follow-up visit, three months later, the
gastrointestinal endoscopy showed four unspecific 2 mm
nodules without malignant evidence. The whole-body CT
did not reveal any other abnormality except for the known
lung nodes. PET scan six months after treatment confirmed
complete gastric response. Anti-Cancer Drugs 21 (suppl 1):
S13-S15 © 2010 Wolters Kluwer Health | Lippincott
Williams & Wilkins.
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tracer uptake located in the gastric fundus (Fig. 2).
Further uncertain uptake focuses were observed in both
the lower lung lobes. Surgical treatment was proposed
but the patient refused to undergo any aggressive treat-
ment. Oral sunitinib malate therapy was started at

Fig. 1

Pretreatment gastrointestinal biopsy: neoplasic proliferation of clear
renal cell carcinoma, with ulceration and necrosis.
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Fig. 4

Posttreatment gastrointestinal biopsy: hyperplastic focal changes; no
evidence of malignant cells.

Fig. 3

Pretreatment PET scan: 1.7 cm tracer uptake located in gastric fundus;
uncertain uptake focus in left lower lung lobe.

standard dose of 50 mg/day delivered consecutively for 4
weeks followed by 2 weeks off. The patient completed
just one cycle developing grade 3 asthenia, grade 3
anorexia, and grade 3 mucositis. After recovering from the
acute toxicity, he was proposed to begin the treatment
again with dose reduction, but he refused any medical
treatment. A follow-up visit was planned for 3 months
later. The gastrointestinal endoscopy showed four un-
specific 2 mm nodules with histopathologic examination
showing hyperplastic changes without malignance evi-
dence (Fig. 3). The whole-body CT did not reveal any
other abnormalities except for the known lung nodes.
Positron emission tomography also confirmed complete
gastric response 6 months after treatment (Fig. 4).

Posttreatment PET scan: uptake focus in right and left lungs; normal
uptake traces in stomach.

Discussion

RCC is the most frequent cancer arising from the kidney.
It accounts for 2-3% of all malignancies [1]. Although
RCC is known because of its high potential of haemato-
genous spreading, RCC metastatic to the stomach
following radical excision of the primary tumor is a very
rare phenomenon [2,3]. Large autopsy series reported by
different authors have not found any kidney metastases
in the stomach [4,5]. Few cases of gastric metastases of
RCC have been described in the literature [6—15]. In the
majority of these cases, metastases often start as a
submucosal lesion, single or multiple, grossly polypoid or
plaque-like. The most common presenting symptom is
abdominal pain although nausea, vomiting, or gastro-
intestinal bleeding may be present. The median time
from surgery until the development of metastatic disease
is 7.5 years. Surgical treatment is the best therapeutic
option in those cases with solitary gastric metastasis,
resulting in significant survival prolongation [16].

Sunitinib, a small molecule inhibitor of vascular endo-
thelial growth factor and platelet-derived growth factor
receptor has been approved for the treatment of patients
with advanced or metastatic RCC. Clinical efficacy of
sunitinib has been shown, with high-objective response
rates, in a variety of solid tumor types, including RCC
patients who failed to previous cytokine therapy partial
response rates of 40% (95% confidence interval 28-53%)
and 34% (95% confidence interval 25-44%) including
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long-term responses to sunitinib [17,18]. In a large
phase III trial, in first line setting, sunitinib showed
longer progression free survival (11 vs. 5 months,
P <0.001) and higher response rates compared with
standard interferon o (31 vs. 6%, P < 0.001) [19].

The present case involves a patient with RCC and
solitary gastric metastatic disease 3 years after the initial
diagnosis showing a radiological and pathological com-
plete response after just one cycle of sunitinib treatment.
Few cases have been described showing complete
responses in metastatic RCC treated with sunitinib.
Recently, a pathological response after neoadjuvant
sunitinib treatment in a patient who developed a renal
fossa recurrence has been reported [20]. Other two cases
have been reported showing complete radiological and
clinical response to sunitinib treatment. One of these
reported cases showed complete cerebral radiological
response and long-lasting partial response in pulmonary
and nephrectomy area lesions after 21 months of
sunitinib treatment [21]. Trinh ez 4/ also reported a
clinical response at the end of the second cycle of
sunitinib in a metastatic RCC involving thoracic vertebras
with spinal cord compression [22].

To our knowledge, this is the first case reporting a
complete pathological response after just one cycle of
sunitinib treatment in a patient with gastric metastasis
of RCC. Molecular mechanisms underlying the im-
pressive responses as the one showed here should be
further evaluated to identify these patient subgroups highly
sensitive to small molecule tyrosine kinase inhibitors.
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