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A 32-year-old kidney transplant recipient was
admitted to the Department of Nephrology and
Transplantation Medicine with acute, severe mid-
-epigastric pain and fever of 38 °C. At the age of
7 years, he had been diagnosed with Wilms tu-
mor of the left kidney and subjected to nephrec-
tomy followed by radiotherapy and chemotherapy
(dactinomycin, vincristine, doxorubicin). Thirteen
years later, a kidney transplantation had been per-
formed, resulting in primary nonfunction. After
1 year, the patient had undergone a second, suc-
cessful kidney transplantation.

Upon admission (11 years later), he present-
ed with fever and tenderness in the epigastric
region with elevated levels of C-reactive pro-
tein (197 mg/l; reference range, 0-5 mg/1) and
white blood cells (15.7 x 103/ul; reference range,
4-10 x103/ul). Chronic immunosuppressive
therapy consisted of tacrolimus (trough level,
6.78 ng/ml; reference range, 5.35-7.15 ng/ml),
mycophenolate mofetil (1 g/d), and prednisone
(5 mg/d). Initial ultrasonography showed exten-
sive, pathological, multilocular cystic structures in
the mid- and left epigastrium, measuring at least
11 x14 cm. The structures were initially identified
as fluid collections resulting from possible pan-
creatitis; however, laboratory markers of acute
pancreatitis were absent (FIGURE 1A). A computed
tomography (CT) scan confirmed the presence of
fluid collections of approximately 14x 9 x 8 cm,
with no focal lesions (FIGURE 1B) and no abnormal-
ities in the pancreas. The collections were most
likely located within the peritoneum.

After a 10-day antibiotic therapy with merope-
nem, the inflammatory markers returned to nor-
mal values and the abdominal fluid collections
significantly decreased. Tests for Echinococcus

granulosus / multilocularis were negative. Unfor-
tunately, the epigastric pain did not alleviate. It
was necessary to perform gastroscopy, which re-
vealed a 7-mm ulceration in the subcardial region
of the stomach. Histopathological examination of
the gastric biopsy specimen showed infiltration
of poorly differentiated gastric adenocarcinoma
(FIGuRE 1¢ and 10). The patient was referred for
chemotherapy and discharged from the hospital.
After 2 days, he was readmitted due to tachycar-
dia and abdominal pain. A CT scan showed suspi-
cious mediastinal lymph nodes measuring 6 mm
and an encysted fluid collection of 7x 8 x 3 cm in
the abdominal cavity adjacent to the stomach.
Positron emission tomography images confirmed
peritoneal and lymph node metastases. Labora-
tory tests showed elevated levels of cancer anti-
gen 125 and cancer antigen 19-9 but no increase
in the carcinoembryonic antigen level. The pres-
ence of Epstein-Barr virus and BK virus was ex-
cluded. The patient passed away within 4 months
of preparation for chemotherapy.

The present case shows an example of a second-
ary malignant neoplasm (SMN), which develops
within 20 to 30 years after the primary tumor in
5% to 15% of childhood cancer survivors.! When
taking into account only the patients who sur-
vived Wilms tumor, the risk of SMN ranges be-
tween 1.5% and 3.9%.? Most frequently, the sec-
ond neoplasm affects the digestive system, breasts
and bones, as well as blood-forming cells (leuke-
mia).? Standard treatment for Wilms tumor com-
prises chemotherapy (vincristine and actinomycin),
radiotherapy, and nephrectomy.” The risk factors
for SMN include time since recovery from the tu-
mor, doses of radiotherapy and chemotherapy, as
well as the duration of immunosuppression.' In
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FIGURE 1 A —an ultrasound image of multilocular fluid collection in the mid- and left epigastrium; B — a computed
tomography image at the level of the epigastrium showing extensive fluid collections compressing the left lobe of

the liver and the stomach, with a visible contrast enhancement in some parts of the walls in the arterial phase (arrows);
C, D — histopathological analysis of the gastric biopsy specimen showing infiltration of gastric adenocarcinoma

(C — hematoxylin and eosin staining, magnification x 200; D — pan-cytokeratin staining, magnification x 400)

this case, there were no typical symptoms of gas-
tric cancer, such as weight loss, nausea, vomiting,
anemia, hematemesis, or hematochezia.® The rela-
tively rapid progression of cancer with metastases
in a young patient was unusual. This report high-
lights the need to pay special attention to kidney
transplant recipients with nonspecific symptoms
and abnormalities on imaging studies.
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