
Case Report

93
UROONCOLOGY

Turkish Journal of Urology 2015; 41(2): 93-5 • DOI:10.5152/tud.2015.54280

Renal metastasis from pancreatic adenocarcinoma: a rare case along 
with literature review
Pankreas adenokarsinomundan böbreğe metastaz: Nadir bir olgu eşliğinde literatür 
değerlendirmesi
Ercan Malkoç1, Zeki Aktaş1, Kemal Kara2, Aptullah Haholu3

1Department of Urology, 
Gülhane Military Medical 
Academy Haydarpaşa Training 
Hospital, İstanbul, Turkey
2Department of Radiology, 
Gülhane Military Medical 
Academy Haydarpaşa Training 
Hospital, İstanbul, Turkey
3Department of Pathology, 
Gülhane Military Medical 
Academy Haydarpaşa Training 
Hospital, İstanbul, Turkey

Submitted:
08.05.2014

Accepted:
21.08.2014

Available Online Date:
18.02.2015

Correspondence:
Zeki Aktaş,
Department of Urology, 
Gülhane Military Medical 
Academy Haydarpaşa Training 
Hospital, İstanbul, Turkey
Phone: +90 216 542 20 20-4319
E-mail: drzaktas@gmail.com

©Copyright 2015 by Turkish 
Association of Urology

Available online at
www.turkishjournalofurology.com

ABSTRACT
Metastatic masses in the kidney are rare, and metastasis of pancreatic adenocarcinoma to the kidney is 
even rarer. A 58-year-old male patient with macroscopic hematuria presented to the emergency department. 
Abdominopelvic computed tomography revealed a lesion that was not visualized as a complete mass but 
instead appeared as a patch extending from the pelvis to the parenchyma. Biopsy indicated metastasis of 
pancreatic adenocarcinoma to the right kidney. These findings indicate that metastatic pancreatic adeno-
carcinoma should be considered in patients presenting with hematuria and findings of patch-like suspicious 
masses in the right kidney. After diagnosis is confirmed by prompt biopsy, chemotherapy should be initiated 
to prolong the patient’s life. To the best of our knowledge, the present case is the first report of renal metas-
tasis from pancreatic adenocarcinoma in a living patient.

Key words: Hematuria; metastasis of pancreatic adenocarcinoma; metastatic kidney tumors; renal metasta-
sis from pancreatic adenocarcinoma.

ÖZET
Metastatik böbrek tümörleri nadir görülen tümörlerdir. Pankreas adenokarsinomunun böbreğe metastazı ise 
çok daha nadirdir. Acil servise makroskopik hematüri nedeniyle başvuran hastada çekilen abdominopelvik 
bilgisayarlı tomografi de (BT) sağ renal pelvisten parankime uzanan tam anlamıyla kitle olarak nitelendirile-
meyen yama şeklinde bir lezyon tespit edildi. Bunun pankreas adenokarsinomunun sağ böbreğe metastazı ol-
duğu biyopsiyle ortaya çıkarıldı. Sonuç olarak hematüri nedeniyle başvuran ve böbrekte yama şeklinde şüpheli 
kitlesi izlenen hastalarda pankreas adenokarsinomunun böbreğe metastazı da akla getirilmelidir. Tanı sonrası 
erken dönemde kemoterapi başlamak hastanın yaşam süresini uzatabilir. Bizim literatür bilgimize göre bu 
vakada ilk defa canlı bir olguda pankreas adenokarsinomunun böbreğe metastazı gösterilmiştir.

Anahtar kelimeler: Hematüri; pankreas adenokarsinomu metastazları; metastatik böbrek kitleleri; pank-
reas adenokarsinomunun böbreğe metastazı.

Introduction

Metastatic renal masses are rare. While the pri-
mary organs causing renal metastases are lungs 
and breasts, gastrointestinal tumors, malignant 
melanoma, and gynecologic and hematologic 
malignancies are also known to cause metas-
tases.[1] Although these metastases generally 
occur hematogenously, some metastases are 
believed to spread to the adjacent organs from 
the colon, adrenal gland, and rarely, the pan-
creas. In a series of 5000 autopsies, Klinger 
et al. found 17 cases of renal metastasis from 
lung cancer, 11 from stomach cancer, 9 from 
breast cancer, 7 from pancreatic cancer, 4 from 

esophageal cancer, 7 from other gastrointesti-
nal malignancies, and 1 from malignant mela-
noma.[2] However, it is not clear in this autopsy 
series whether metastasis occurred from the 
pancreas or as an adjacent invasion.

Although renal metastases are generally clini-
cally silent, some patients may develop flank 
pain or hematuria. Renal metastases are com-
monly multifocused and smaller than 3 cm 
in diameter and are known to occur with 
non-renal metastases.[1] Computed tomography 
(CT) is the primary diagnostic tool for renal 
metastases, revealing isodense masses that 
range from 5 to 30 Hounsfield units (HU).[3] 
Percutaneous renal biopsy performed on these 



masses provides pathological confirmation,[4] and these patients 
are usually treated with systemic treatment. In detected meta-
static pancreatic cancer, survival can be prolonged up to 11.1 
months by use of various chemotherapeutic agents.[5] In this 
report, we present a very rare case of metastasis of pancreatic 
adenocarcinoma to the right kidney in a living patient.

Case presentation

A 58-year-old male patient presented to the emergency depart-
ment with hematuria. The patient had undergone coronary bypass 
6 years ago and splenectomy (on account of a car accident) 9 
years ago. Physical examination revealed no pathology except 
the scars of the previous surgeries. Complete blood count and 
routine blood tests were normal; abundant erythrocytes were 
detected in urine analysis by the dipstick test. The patient’s direct 
urinary tract radiography was normal. Complete abdominal ultra-
sonography revealed 2–3 g hydronephrosis in the right kidney. 
Abdominal CT showed increased kidney dimensions, particularly 
in the right renal midsection; decreased cortex-medulla distinc-
tion; thinning at the middle and inferior part of the cortex; and a 
patch-like lesion lacking a clear image extending from the renal 
pelvis to the cortex (Figure 1a, b). Other organs and tissues were 
reported as normal. Further examination was planned but the 
patient did not return on the scheduled date.

Three months after the initial presentation, the patient was 
hospitalized in the chest diseases department on account of 
pulmonary embolism. Magnetic resonance imaging (MRI) was 
performed after the embolism resolved, and a 3 x 2 cm mass 
covering most of the right kidney was observed in the pancre-
atic uncinate process adjacent to the duodenum in the axial 
plane (Figure 2). Tumor thrombus was detected in the right 
renal vein and vena cava. In addition, a few 3 x 2.5 cm masses 
were observed in the right surrenal gland, a 2.5 x 1.5 cm mass 
was noted in the left surrenal gland in the axial plane, and 2 x 
1.5 cm masses were identified at the liver segment 6-7 junc-
tion; all masses were identified as metastatic lesions. Before 
deciding on a treatment regimen, Tru-cut biopsy of the right 
kidney and fine-needle aspiration biopsy of the pancreas were 
performed to determine the stage of the disease. Aspiration 
biopsy performed at the top of the pancreas was positive 
for malignancy and cytological findings were reported to be 
compatible with ductal adenocarcinoma. Histopathological 
examination of renal biopsy revealed tumoral infiltration in 
the renal parenchyma. The tumor consisted of atypical epithe-
lial cells making tubular structures. Glomeruli were preserved 
(Figure 3). Immunohistochemical examination showed cyto-
keratin (CK) 18 and 19 expression in the tumor cells; cluster 
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Figure 1. a, b. Axial CT. Image of an unclear patch-like 
extending from the renal pelvis to the cortex
CT: computed tomography

a b

Figure 3. a, b. Histopatholological examination (a). A tumoral 
lesion infiltrating the renal parenchyma without a capsule 
(hematoxylin & eosin, x40) (b). Tumor-making tubular 
structures in the desmoplastic stroma (hematoxylin & eosin, 
x200). An intact glomerulus is also discernable

a b

Figure 2. a-d. An axial contrast-enhanced T1-weighted MR image shows an enhanced lesion in the pancreatic uncinate process 
(curved arrow), with metastases to the right kidney (arrow) adjacent to the right renal vein and inferior vena cava tumor thrombus 
(double arrows) (a). Contrast-enhanced coronal T1-weighted MR image shows in the right kidney (arrow), right adrenal gland 
(star), liver (arrowhead) metastases (b). Diffusion weighted and (c) Apparent diffusion coefficient map image restricted diffusion 
throughout right kidney (arrow) (d)
MR: magnetic resonance

a b c d



of differentiation (CD) 10 and renal cell carcinoma marker 
were negative (Figure 4). Shortly after diagnosis, the patient’s 
overall condition deteriorated and he eventually died of mul-
tiple organ failure.

Discussion

Although pancreatic cancer rarely results in renal metastasis, renal 
involvement may occur in the form of invasion to the adjacent left 
kidney. In the present case, pancreatic cancer metastasis to the 
right kidney in the form of a single lesion was identified after 
the patient presented to the hospital for hematuria. Complaints of 
hematuria are rare in this patient population. Furthermore, renal 
metastases are multifocused, with lesions smaller than 3 cm, and 
do not cause deterioration of renal contours.[1]

Renal biopsy is commonly used to confirm the diagnosis of 
small renal tumors and when renal metastasis from other organs 
is suspected. Even if pancreatic cancer is undetected by imaging 
techniques, it should be considered in the differential diagnosis 
of an unclear patch-like lesion in the kidney, and renal biopsy 
should be performed without delay in such cases. In the present 
case, the patient did not return for the scheduled examination, 
leading to a delay in diagnosis, and he eventually died 3 months 
later. Nevertheless, it is known that with early diagnosis of 
metastatic pancreatic cancer, a patient’s life can be prolonged 
by chemotherapy.[5]

In conclusion, the first symptom for pancreatic cancer may be 
hematuria due to renal metastases. Pancreatic metastases should 
be considered in the differential diagnosis of suspicious masses 
determined in the right kidney. Early diagnosis of pancreatic 
cancer can prolong patients’ lives.
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Figure 4. a-c. Immunohistochemical staining (a). CD10 expression in glomeruli. The tumor is negative (x100) (b). CK18 
expression in the tumor; it is negative in glomeruli (x200) (c). Negative renal cell carcinoma marker
CD: cluster of differentiation, CK: cytokeratin
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