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Case Report

An unusual case of hematemesis: Spontaneous
reno-duodenal fistula

Vincenzo De Francesco, Franca Castellucci?, Silverio Balzano?, Angelo Zullo?

Departments of Gastroenterology and Digestive Endoscopy and 'Radiology, Riuniti Hospitals, Foggia, 2Department of Gastroenterology and
Digestive Endoscopy, Nuovo Regina Margherita Hospital, Rome, Italy

Abstract

Different diseases may cause gastrointestinal bleeding. A fistula infrequently manifest with

severe intestinal bleeding, when excluding those directly involving vascular structures. We
described a case of upper digestive bleeding by a spontaneous renal-duodenal fistula in the
patient with kidney cancer. Bleeding was successfully stopped by transarterial embolization.
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Introduction

Hematemesis is an alarm symptom requiring a prompt upper
endoscopy. Different lesions of the esophagus, stomach and
duodenum may manifest with such a symptom. The most
frequent causes include gastro-esophageal varices rupture,
Mallory—Weiss lesions, bleeding peptic ulcers or erosions,
Dieulafoy lesions, and tumors.!'! By excluding those involving
vascular structures,”? a fistula infrequently causes a severe
gastrointestinal bleeding.” Abdominal fistulas generally develop
in Crohn’s disease patients, following abdominal surgery and
more rarely, in patients with cancer. Fistulization between a
renal cancer and upper digestive tract may develop following
either a percutaneus ablation® or a biological treatment (i.e.,
bevacizumab, sunitib).”! Spontaneous reno-duodenal fistula is a
very rare complication of either chronic inflammatory diseases
of the kidney or peptic ulcer disease.’*® We report a rare case
of a severe hematemesis due to a spontaneous reno-duodenal
fistula in a patient with kidney cancer.

Case Report

A 78-year-old man was admitted in the emergency department
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because of sudden episodes of hematemesis. At entry, blood
pressure values of 95/50 mm Hg, tachycardia and severe
anemia (hemoglobin: 5.2 g/dL) were detected suggesting
a hemorrhagic shock. The patient underwent resuscitation
procedures, with fluid and blood transfusions, reaching vital
stability. An upper gastrointestinal endoscopy was performed
revealing an active arterial bleeding in the second portion
of the duodenum originating from a fistula [Figure 1]. The
month before, the patient was hospitalized because of a
6-month history of right-sided abdominal pain. Computed
tomography (CT) revealed a tumoral mass in the right kidney,
15 cm in diameter, infiltrating the right ureter, the inferior
cava vein, iliopsoases muscle, and with close adherence to
the duodenal wall. Necrotic areas, inflammatory changes,
and foci of air in tumoral mass were also present [Figure 2a].
This finding suggested a fistula between the small bowel and
the tumoral mass, which was confirmed by oral contrast
(gastrographin) concentration in renal mass [Figure 2b]. He
was still performing oncologic evaluation, and no treatment
was started yet.

Based on the endoscopic finding and the previous CT feature,
we decided for a radiological approach. The angiographic
procedure confirmed the renal mass with necrotic areas and
irregular vascular pattern. An active bleeding originating
from a branch of gastroduodenal arteria in close contact
to reno-duodenal fistula was observed [Figure 2c], so that
an embolization by Contour was performed [Figure 2d]. In
addition, the embolization by Contour and spiral stent was
extended to the main branch of right renal arteria, aiming
to treat the kidney neoplasm. Hemostasis was successfully
achieved, and the patient was discharged 7 days later.
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Figure 1: Duodenal fistula with active bleeding in the second portion
of duodenum

Discussion

Hematemesis in an elderly patient may be caused by
different diseases, including gastro-esophageal varices
rupture, peptic ulcer disease, vascular abnormalities, and
cancer.''! When excluding that fistula directly involving
vascular structures, such as aneurisms,? upper or lower
intestinal bleeding infrequently depends on such a cause.
Particularly, intestinal bleeding from a renal-digestive
fistula has been rarely reported, generally following a
percutaneous ablative procedures for renal neoplasms.
Indeed, two cases of hematochezia from colon-renal fistula
were reported, occurring after percutaneous cryoablation
or radio-frequency-ablation for renal cell carcinoma.?® To
our knowledge, only one case of upper gastrointestinal
tract bleeding in a patient with reno-duodenal fistula was
reported.[” However, in this patient an esophageal ulcer was
detected at upper endoscopy as a potential cause of bleeding,
whilst the reno-duodenal fistula in the third portion of the
duodenum was detected only at the successive radiographic
gastrointestinal series. Therefore, our report seems to be the
first one describing a spontaneous, massive gastrointestinal
bleeding from reno-duodenal fistula in the patient with
kidney cancer. A fistula between upper digestive tract and
the right kidney appear to be more frequent due to the
strict anatomic contact with the duodenum. Transarterial
embolization is suggested an effective approach to managing
patients with hemorrhagic urological emergencies, especially
those with high surgical risk.® Such a therapeutic approach
was successfully performed in our patient, confirming that
transarterial embolization is a safe and effective therapeutic
option to treat a bleeding reno-duodenal fistula. Since, a
fistulizing effect of antiangiogenesis targeted/biological

Figure 2: Tumoral mass of right kidney with necrotic areas and
foci of air (a). Oral contrast enhancement (gastrografin) from
the second duodenal portion to renal mass trough a fistula (b).
Selective angiography of the gastroduodenal arteria branch in
close association to reno-duodenal fistula (c). Coil embolization
with bleeding arrest (d)

therapy in renal carcinoma patients has been recently
described,P! it could be foreseeable that similar cases will
be encountered in the future.
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