
Acute bleeding frommetastatic tumour
of the papilla Vateri is an extremely rare
case. In this report the case of a woman
who suffered from complications after
a metastatic tumour of the papilla is
described. Seventeen years following
resection of the kidney due to clear cell
carcinoma the patient was admitted to
the clinic because of massive bleeding
(Forrest IB) to the upper digestive tract
in the form of sanguineous vomiting. The
conducted diagnostics revealed a bleed-
ing tumour of the papilla Vateri. Endo-
scopic treatment could not effectively
stop the bleeding. A surgical procedure
was performed by Whipple’s method.
A histopathological examination showed
ametastatic clear cell tumour of the kid-
ney. The patient was discharged from
hospital on the 8th day following her
admission and was also referred for fur-
ther oncological treatment. The discus-
sion is based on other cases of rare
bleeding from the digestive tract with-
in tumours of the bile duct and papilla
Vateri.
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Introduction

Bleeding into the digestive tract is a prevalent problem during surgical pro-
cedures. The most common cause, 90% of all bleeding cases, is gastric and/or
duodenal ulcer. We rarely deal with sanguineous gastritis or duodenitis, Mal-
lory-Weiss syndrome or oesophageal varices. We should not forget about the
possibility of the presence of tumour [1, 2]. A doctor should take into
account one of the illnesses of the upper digestive tract after the first symp-
toms such as sanguineous vomiting or haemoptysis. The implementation of
a panel of diagnostic examinations should be the right decision as the cause
of bleeding is not always, e.g. gastric ulcer.

Papilla Vateri tumour belongs to tumours of the distal part of the bile duct.
The most common symptom of papilla Vateri tumour is jaundice. It is a chron-
ic process. Not always, however, must it be the first symptom of the illness. This
illness might be masked by symptoms suggesting other problems in the diges-
tive tract. One of the acute symptoms in the digestive tract is bleeding. An endo-
scopic examination conducted correctly usually allows one to make the prop-
er diagnosis. Unfortunately, until today in 10% of cases bleeding cannot be stopped
using this method [2]. In such cases surgical treatment is recommended. In the
case described the patient had an urgent operation after an unsuccessful attempt
of an endoscopic procedure. In the literature we could not find a description of
a similar case of metastatic tumour of kidney to papilla, the first and only symp-
tom of which was massive bleeding into the digestive tract.

Case report

A woman, 81 years old, was admitted to the Clinic of Thoracic Surgery, Onco-
logical and General Surgery of the Medical University of Lodz in May 2009,
because of massive bleeding into the digestive tract.

On the basis of history it was stated that the patient fainted at home the
day before admission to the hospital. Fainting also repeated on the day of admis-
sion to the hospital. The patient was vomiting with blood and coagulum. Dur-
ing urgent endoscopy of the upper digestive tract there was observed a lot of
fresh blood in the oesophagus, stomach and duodenum. The bleeding site was
revealed in the duodenum, from a papilla Vateri tumour. Argon plasma coag-
ulation was used to stop the bleeding, but without success. An attempt to clip
the bleeding part of the papilla finished similarly. Because of unsuccessful
attempts using an endoscope, the patient was qualified for urgent operation.

Other data from history are as follows: the patient had many concomitant
illnesses, including diabetes type 2 and hypertension. Past operations:
appendicectomy 60 years ago, cholecystectomy 30 years ago, left nephrec-
tomy 17 years ago.

Case report



In additional examinations during the admission to the
hospital: blood morphology: erythrocytes 1 750 000/ml,
haemoglobin 4.8 g%, haematocrit 19.6%, leukocytes 
11 900/ml, urea 7.0 mmol/l, creatinine 97.0 µmol/l, alanine
aminotransferase 14.0 IU/l, aspartate aminotransferase
18.0 IU/l, total bilirubin 23.1 µmol/l, C-reactive protein
343.6 mg/l, sodium 140 mEq/l, potassium 3.9 mEq/l, calci-
um 2.00 mg%, diastase 33 IU/l, γ-glutamyl-transpeptidase
55 IU/l, total protein 54.9 g/l, albumin 25.5%.

In anaesthesiological opinion the patient was classified
as ASA 3. The patient had pancreatoduodenectomy with local
lymphadenectomy using Whipple’s method. Postoperative
complications with high fluctuation of glycaemia and con-
stant lack of blood parameters. The patient had 3100 ml of
red blood cells and 2400 ml of fresh frozen plasma transfused
during her stay in the hospital. On the 6th day after the oper-
ation morphological parameters were stabilised as well as
the norm of protein quantity in the organism. During hos-
pitalization a CT scan of the abdomen and X-ray of the tho-
rax were conducted in order to search for other possible
metastatic sites. Other changes were not observed. The
patient was discharged from the hospital on the 8th day after
the operation and was referred for further gastric and onco-
logical treatments as well as other additional treatments.

In histopathological examination no. 5359-5370/2009 from
27.05.2009 – from a resected preparation of the papilla Vateri
we had a result: carcinoma clarocellularae G2. This change
was cut out completely. T2N0M0.

Discussion

The described case of the patient with bleeding meta -
static tumour of renal clear cell carcinoma to the papilla Vateri
is a very rare complication of a tumour in this area. The first
and the main symptom of this illness in the form of bleed-
ing was life threatening for the patient. Nowadays, widespread
access to endoscopic techniques allows us to stop bleeding
successfully. Thanks to the techniques used today such as
clips, obliteration of vessels, diathermy or laser, it is possi-
ble to stop bleeding in up to 90% of cases using an endo-
scope [2–4]. In the case described, endoscopic treatment could
not stop the bleeding. After the second attempt with the
endoscope this technique was abandoned and it was
decided to perform a surgical intervention, taking into
account the general poor condition of the patient and low
blood parameters.

The case of our patient is quite interesting. It results from
several factors:
• the patient was admitted to the hospital with features of

acute bleeding to the digestive tract;
• an endoscopic attempt to stop the bleeding was used by

choice (after the second, unsuccessful attempt, an endo-
scopist together with a surgeon decided to stop other endo-
scopic attempts and start the operation urgently);

• the right decision of the surgeon to perform Whipple’s pro-
cedure, which later confirmed the histopathological diag-
nosis (simultaneous aspect to stop bleeding and complete
removal of tumoural changes).

The gland cancers are localised most frequently in the
papilla Vateri or in its vicinity. They comprise over 90% of all

tumours in this area. The second group of tumours, in terms
of frequency of occurrence, is neuroendocrine tumours (NET)
[5]. However, metastatic tumours occur in this area very rarely.
Rego and co-authors described metastasis of lung cancer to
the papilla Vateri [6]. The symptoms of tumours might vary.
It depends on their histological forms. In world publications
there are single cases of other forms of papillae tumours
described, such as GIST, desmoid, carcinoid, adenomyoma,
leiomyoma, plasmocytoma or somatostatinoma [5–9].
Bleeding from such papillae is usually quite massive and the
condition of patients changes dynamically. Spontaneous
bleeding from the duodenum that requires performance of
pancreatectomy is described by Standop and co-authors [10].
The procedure is similar and equally urgent. A team work-
ing efficiently – an endoscopist, an anaesthesiologist, and
a surgeon – is able to influence the prognosis. High blood
loss might require intensive cardiac and anaesthesiological
actions in order to maintain organism efficiency. The surgeon
who is to choose the type of procedure might decide (as in
this case) on pancreatoduodenectomy, stopping bleeding
immediately and removing the tumour at the same time. In
many cases, we deal with incidental tumours, detected ran-
domly during routine mass screening or detected secondarily
as a result of different symptoms complicating this kind of
tumours: jaundice or as in this case massive bleeding into
the digestive tract. As in the case of jaundice we can post-
pone a procedure to extend diagnostics and perform, e.g.
ERCP and take material for histological examination, but in
the case of complications such as bleeding, there is no time
for such a procedure [1, 4]. The patient described had en do-
scopic treatment, but because of the intensification of symp-
toms it was unsuccessful. She was operated on urgently. The
small size of the tumour and convenient anatomical con-
ditions were favourable to perform pancreatoduodenecto-
my. The correctness of such a decision was confirmed only
after histopathological diagnosis – metastasis from renal clear
cell carcinoma.

In the case described, there is also another important fact
not to be overlooked: a precisely completed history (in many
cases collected from the family because of the poor condi-
tion of the patient as well as reduced morphotic blood val-
ues) – a subjective examination from which we found out
about the presence of renal carcinoma and the cause of
nephrectomy 17 years ago. During the urgent operation this
fact was very important and influenced the decision of the
surgeon on the type of procedure. The situation in which the
surgeon started a procedure should be analysed: a patient
with massive bleeding, erythrocytes 1 750 000/ml, haemo-
globin 4.8 g%, haematocrit 19.6% – the least invasive pro-
cedure was advised, but the knowledge from history gave
a possibility to perform it correctly. After stopping bleeding
and stabilization of the patient, the treatment was performed
in the sense of radical oncological one and not only as haemo-
static.
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