A Case of Concurrent Cholecystitis and Stauffer Syndrome
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Introduction

Stauffer syndrome (SS) is a paraneoplastic syndrome seen in some An 81-year-old female presented to an outside hospital for RUQ

malignancies, most commonly 4-15% of primary renal cell carcinomas, and epigastric pain that worsened after fatty meals. Initial
resulting in nephrogenic hepatic dysfunction.

SS commonly results in elevated alkaline phosphatase, alanine
aminotransferase, aspartate aminotransferase, and prothrombin time

ultrasound imaging showed acute cholecystitis as well as a right
renal mass.
Physical exam at the time was remarkable only for diffuse

(PT) as well as decreased albumin in the absence of liver metastasis. tenderness to abdominal palpation, most notably in the RUQ.
The etiology of SS is unknown, although three have been suggested: There was ho scleral icterus on exam.
elevated interleukin-6, elevated colony stimulating factor or, least likely, Labs on presentation can be seen in Table 1.

autoimmune.

We describe a case of a woman presenting with right upper quadrant
in who was foun have indir r minant hyperbilirubinemi

Pa 0 was found to have ind ectp edo ant hype bilirubinemia Figure 1. Computed tomography (CT) abdomen and pelvis post-op

and acute cholecystitis and renal mass on ultrasound. Clinical Course day 2 after cholecystectomy, notable for right sided renal mass.

Table 1. Lab values throughout patient’s admission. Given the elevated indirect bilirubin, gastroenterology was m
_ consulted and suggested Gilbert syndrome (GS) or SS given their This case illustrates an interesting clinical picture where a
\C’\én:fa'g;if)e” 17.0 14 4.1-9.3 concern for renal cell carcinoma (RCC). The next day the patient patient with confirmed cholecystitis also has a new renal
underwent a laparoscopic cholecystectomy notable for acute mass, with labs and imaging consistent with SS. The
Hemoglobin (d/dL) 10.6 0.8 11-14.7 . : cir e . ! '
e gangrenous cholecystitis with cholelithiasis and had rapid diagnosis of SS is made clinically, with resolution of
P u . . ere .
(103/uL) 246 2438 130-350 nOrma|.|Zat|On of bilirubin over 48 h.Our.S. She then underwent an abnormal lab values upon RCC resection. In this case,
Prothrombin time (s) 13.8 9.4-12.9 algdomlnal CT for fur.ther charac’Ferlzatlon of r.enal Mass surgery was not in line with patient wishes, hemolysis was
NR T 0.83-1.14 (Figure 1) and was discharged with an outpatient Urology ruled out with relatively stable post-op hemoglobin and
Albumin (g/dL) 3.3 2.7 3.5-5.2 appointment. normal peripheral smear, and the diagnoses of acute
Total bilirubin 2.8 0.9 0.1-1.2 cholecystitis and RCC causing SS was made.
(mg/dL) Outpatient renal biopsy was positive for clear cell RCC. Follow

Indirect bilirubin

(mg/dL) 2.4 0-0.9 up imaging at 6 months revealed scattered pulmonary nodules

Alkaline o6 05 20115 up to 1.1cm, concerning for metastasis. Surgery was deemed oo ddi ] veis GS. and Criceler-Nai ]
phosphatase (IU/L) inappropriate and the patient was conservatively managed, nd ’ tion t.od.emor:/ms, b'I,' anb. risgler-INdljar when
AST (1U/L 23 20 5-45 . . L . .
U/L , given her wishes to prioritize quality of life and not undergo wor g up in |rect. yper _' |ru. mem.la, tis imperative 10
ALT (IU/L) L 16 >-60 emoth include SS on the differential diagnosis.
Lipase (U/L) 12 11-82 cnemotnerapy.
Contact References

2. Médrio Fontes-Sousa, Helena Magalhdes, et. al. Stau\;fer’s syn.drome:pA comprehensive review and proposed 5pdatedpdiagr:105’:ic crite?i}: Urologic Onco Sem’iiz.rs and Original Investigations
. 3. Blay, J.-Y., Rossi, J.-F., Wijdenes, J., et al. Role of interleukin-6 in the paraneoplastic inflammatory syndrome associated with renal-cell carcinoma. Int. J. Cancer, (1997) 72: 424-430.
Mark P. Michael, MD
.
Albany Medical Centre, Albany, NY
.
Michaeml@amc.edu



