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Abstract

The authors report the case of a 74-years-old woman treated by 
immunotherapy for a metastatic renal cell carcinoma and having 
developed an important cholestasis with thrombocytosis, increased 
CRP, leucocytosis and hypoalbuminemia. Liver remained free of 
metastases at medical imaging. The diagnosis of a Stauffer syndrome 
was confirmed by the hepatic biopsy. A complete response of liver 
disorders was obtained after nephrectomy. From literature survey, 
Stauffer syndrome should be kept in mind in cancer patients, 
especially those suffering from a renal cell carcinoma, presenting 
with cholestasis with no underlying cause. (Acta gastroenterol. belg., 
2024, 87, 40-43).
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Introduction

Stauffer’s syndrome was initially described in 1961 
(1). It is a paraneoplastic syndrome essentially associated 
to renal cell carcinoma (RCC) and characterized by 
the occurrence of a hepatic cholestasis in absence of 
metastases or of obstacles on the bile ducts (2-5). This 
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hepatic injury is reversible after resection of primitive 
tumour (2-5).

We present the rare case of a 74 years old woman 
presenting a RCC who developed major cholestasis with 
jaundice while treated with immunotherapy.

Case Report

A 74-years-old woman consulted in Oncology Unit 
from 2019, May 26th for a renal tumour complicated by a 
sella turcica mass (figure 1). The metastatic nature from a 
clear cell renal cell carcinoma of the parasellar lesion was 
confirmed by a neurosurgical biopsy on June 6th.

Induction therapy with pazopanib, a multikinase 
angiogenesis inhibitor, had to be prematurely stopped 
due to major intolerance with nausea, dysgueusia, com- 
plete anorexia, vertigos, increase of blood pressure, 
major fatigue and asthenia, headaches… After stereo- 
tactic radiotherapy on sella turcica metastase, nivo-
lumab immunotherapy was initiated. Nivolumab is 
a programmed Death-1 (PD-1) inhibitor for targeted 

Figure 1. — Imaging at diagnosis. A, Computed tomography of kidney cancer; B, magnetic resonance imaging of sellar metastase.
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After surgery a rapid regression with normalization of 
hepatic biology was appreciated within 8 days (Table 1).

During 5 months, the patient remained in remission. 
Afterwards despite the reintroduction of pembrolizumab 
immunotherapy, progression of sellar lesion and 
appearance of bone metastases will lead to the death in 
September 2020.

Discussion

Paraneoplastic Stauffer’s syndrome, first described 
in 1961 (1), is principally related to renal carcinomas 
(of any histological type) with an incidence difficult to 
evaluate (3-15% according to some estimations?) (2,3). 
About a hundred cases have been reported (2,3). In rare 
occurrences, other malignant diseases, such as prostate or 
bladder cancers, carcinoid tumors, lymphoproliferative 
disorders, leiomyosarcoma… may engender this syn-
drome (2,3,6).

Man and woman are equally touched. Typical 
form behave an anicteric cholestasis with majoration 
of alkaline phosphatases and GGT and absence of 
metastases. Frequently, albumine level is lowered, while 
prothrombine time, sedimentation rate, CRP and platelets 
counts are increased.

immunotherapy in tumor. It binds with high affinity PD1 
and blocks its interactions with both PD-L1 and PDL2 
and stimulates memory response to antigen-specific T 
cell proliferation.

After course 2, the patient complained of jaundice, 
dark yellow urine, decolored stools and pruritis. A mixed 
alteration of hepatic enzymology with predominant 
cholestasis (bilirubin, GGT and alkaline phosphatases 
respectively up to at 4, 13 and 8 times over normal 
values (Table 1) was recorded. Also was noticed a 
thrombocytosis at 450.103/mm3, a hypoalbuminemia 
(31 g/dl), an increased CRP (38.1 mg/l) and hyper-
leucocytosis. Etiological searches towards viral or auto-
immune syndromes remained negative (ie serology 
for cytomegalovirus, Epstein Barr virus and hepatitis 
A,B,C,E, anti-mitochondria, smooth muscles, KLM, 
SLA/LP, cytosil-1). Anti-DNA antibodies DFS70 were 
titrated at a 1/160 level rarely associated to an auto-
immune disease.

Abdominal echography and CT-scan allowed to 
exclude metastases or biliary ducts dilation. The hypo-
thesis of a toxic hepatitis due to immunotherapy was 
retained and corticotherapy at high dosage (1 mg/Kg) 
was launched on 2019, September 11th. However, after 
one week, cholestasis continued to worsen.

Thus a hepatic biopsy was performed on 2019, 
September 18th and revealed a histological aspect of 
intrahepatic cholestasis with yellowish intrahepatocyte 
pigmentation and intracanalicular bile thrombi pre-
dominant in centrolobular areas (figure 2). No sign 
of hepatitis but scarce lymphocytes infiltration of 
main biliary ducts with discrete vacuolisation of their 
epithelium were also observed (figure 2). These images 
could have pleaded for a DILI (drug induced liver injury) 
but their strict limited character excluding portal triad 
interpellated… Also absence of ductilitis manifestation 
excluded an auto-immune reaction.

Thus, the aspect was compatible with a possible drug 
hepatic toxicity or a Stauffer’s syndrome.

Diagnosis of Stauffer’s syndrome was taken based on 
clinic consideration, as the corticotherapy had no effect 
on the hepatic toxicity.

In absence of corticotherapy response, and despite 
metastatic spread, a nephrectomy was performed on 
2019, September 26th. Histology confirmed a clear cell 
renal carcinoma, Fuhrman grade 3 and pT1bNo stage. 

Figure 2. — Histology of hepatic biopsy (hematoxylin 
eosine). 1, Yellowish intrahepatocytic pigmentation with 
intracanalicular bile thrombi predominant in centrolobular 
areas. 2, Visualization of portal triad; some biliary principal 
conducts surrounded by lymphocytes present a vacuolization 
of their cytoplasm; no sign of cholangitis; thickness of some 
portal arteries but veins seem respected.

Table 1. — Evolution of hepatic enzymology

AUG, 20th SEPT, 11th SEPT, 23th OCT, 3th FEB, 19th
AST (U/L) 22 171 528 62 24
ALT (U/L) 22 220 1113 111 24
GGT (U/L) 91 447 1215 386 372
Alk Phosph (U/L) 140 811 1857 586 511
Total Bilirubin (mg/dl) 0.26 4.49 31.27 6.13 0.63
AST, Aspartate transaminase; ALT, Alanine transaminase; GGT, Gamma-glutamyl transferase, Alk Phosph, Alkaline phosphatase.
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However tyrosine kinase inhibitors (TKIs) generally 
proposed in first line treatment of metastatic or advanced 
RCC (10) are contraindicated in presence of an hepatic 
dysfunction (ie hyperbiluruninemia), thus in case of 
confirmed Stauffer syndrome (2,3). Immunotherapy 
is a new therapeutic option but its efficacy and safety 
in Stauffer’s syndrome is not well documented. In 
the literature, only one case of RCC complicated of 
a Stauffer syndrome treated temporally with immune 
treatment (nivolumab and ipilimumab) is recorded (10). 
A local regression of primary tumour was observed 
but without any effect on cholestatis. A further surgical 
resection permitted normalization of hepatic parameters 
(10). Of interest, in 2003, Karakolios et al. have observed 
improvement of a Stauffer’s syndrome after medical 
treatment for an advanced prostate cancer (11). Gougelet 
et al. also proposed IL6 targeted therapies in those 
tumoural situations (12).

Normalization of hepatic alterations after anti-IL6 has 
occasionally been reported (12).

As observed in the majority of cases in the literature, 
nephrectomy allowed normalization of hepatic enzymes 
in our patient.

Immunotherapy with anti-PD1 and anti-PDL1 agents 
can promote the appearance of various paraneoplastic 
syndromes or worsen pre-existing ones within a median 
of 1.4 months after initiation (13). Described cases are 
essentially paraneoplastic neurological syndromes; no 
Stauffer syndrome was observed (13).

Thus, our knowledge on immunotherapy and para-
neoplastic complications are limited. According to 
our clinical case and in correlation with the previously 
described one, immunotherapy seems to be unable to 
prevent Stauffer’s syndrome. However, the data are too 
scarce to allow definitive conclusion.

Conclusion

Stauffer’s syndrome must be evoked in face of 
an unexplained cholestasis in peculiar among those 
patients suffering from a RCC. Physiopathology of this 
paraneoplastic event remained in part unexplained. The 
first treatment to be considered is resection of primary 
tumour especially in non-disseminated presentations. 
Immunotherapy impact on Stauffer syndrome is not yet 
known but our experience led us to estimate that it will 
not prevent its development.
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hepatic histology. As in our subject, no specific feature of 
the Stauffer syndrome was reported. Isolated cholestasis 
with its more or less important repercussions on liver 
parenchyma remains the prominent observation (1-4,6).

Perturbation of hepatic tests will be reversible after 
primary tumor resection especially among non-metastatic 
subjects (2,3). Our patient, though metastatic, benefited 
from nephrectomy which has brought to normalization 
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interleukine 6 (IL6) release from renal tumor (7,8). This 
will induce an increase of protein C reactive (CRP) 
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activators transcription) regulating cell survival and 
proliferation (7).

Significant differences in overall survival after 
surgery have been shown according to tumor burden (≥8 
cms), presence of synchronous metastases, high nuclear 
grade, proliferation index KI67 (≥4%), IL6 in situ and 
seric concentrations of IL6, SIL-6R and CRP (2,3,8). 
Seric titration in IL6 was correlated to size and stage 
of primary tumor (8). Unfortunately, titration of IL6 in 
serum or its determination on hepatic sample or kidney 
tumour was not possible in our routine practice.

Treatment of Stauffer’s syndrome is based on the 
primary disease control. In localized forms of RCC, 
nephrectomy is the first issue (2-5). In metastatic 
forms, by now, with development of effective systemic 
therapies, surgery has not remained systematically 
standard treatment (2,3).



Stauffer syndrome : a rare paraneoplastic complication of renal cell carcinoma to be kept in mind 43

Acta Gastro-Enterologica Belgica, Vol. 87, January-March 2024

9. MICHAELIS J., GRABBERT M., SIGLE A., YILMAZ M., SCHLAGER 
D., GRATZKE C. et al. Tyrosine Kinase Inhibitors in the Treatment of 
Metastasised Renal Cell Carcinoma-Future or the Past. Cancers, 2022; 14: 
3777.

10. ZARRABI K., MASIC S., SCHAEFER C., BARTEL M.J., KUTIKOV A., 
ZIBELMAN M. Neoadjuvant checkpoint inhibition in renal cell carcinoma 
associated Stauffer’s syndrome. Urol Case Rep., 2019; 29: 101077.

11. KARAKOLIOS A., KASAPIS C., KALLINIKIDIS T., KALPIDIS P., 
GRIGORIADIS N. Cholestatic jaundice as a paraneoplastic manifestation of 
prostate adenocarcinoma. Clin Gastroenterol Hepatol., 2003,1(6): 480-483.

12. GOUGELET A., MANSUY A., BLAY J.Y. Interleukin-6 and epithelial 
tumours: new convincing arguments in favour of the use of IL-6 targeted 
therapies. Med Sci., 2008; 24(8-9): 694-696.

13. MANSON G., MARIA A.T.J., POIZEAU F., DANLOS F.X., KOSTINE 
M., BROSSEAU S. et al. Worsening and newly diagnosed paraneoplastic 
syndromes following anti-PD-1 or anti-PD-L1 immunotherapies, a 
descriptive study. J Immunother Cancer., 2019; 7(1): 337.

3. DOR A., VERNIER N., MAURIER F., GUICHARD J.F., REVUZ S., 
VOLKOV L. Une cholestase d’origine rénale : le syndrome de Stauffer. La 
Revue de Médecine Interne, 2019; 40(S1): A125-126.

4. JAIN M., VARGHESE J., MURUGANANDHAM K.M., VENKATARAMAN 
J. Stauffer’s Syndrome: A rare Paraneoplastic Syndrome with Renal Cell 
Carcinoma. Indian J Med Paediatr Oncol., 2018; 39(4): 546-7.

5. KRANIDIOTIS G.P., VOIDONIKOLA P.T., DIMOPOULOS M.K., 
ANATASIOU-NANA M.I. Stauffer’s syndrome as a prominent manifestation 
of renal cancer: a case report. Cases J., 2009; 2(1): 49.

6. SHARMA N., DARR U., DARR A., SOOD G. Stauffer syndrome: A 
comprehensive review of the icteric variant of the syndrome. Cureus, 2019 ; 
11(10): e6032.

7. BLAY J.Y., ROSSI J.F., WIJDENES J., MENETRIER-CAUX C., 
SCHEMANN S., NEGRIER S. et al. Role of interleukin-6 in the 
paraneoplastic inflammatory syndrome associated with renal-cell carci-noma. 
Int J Cancer, 1997 ; 72(3): 424-430.

8. COSTES V., LIAUTARD J., PICOT M.C., ROBERT M., LEQUEUX J., 
BROCHIER J. et al. Expression of the interleukin 6 receptor in primary renal 
cell carcinoma. J Clin Pathol., 1997; 50(10): 835-40.


