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SOLITARY PANCREATIC METASTASIS
FROM RENAL CELL CARCINOMA

Kazuo Gohji, Osamu Matsumoto and Sadao Kamidono
From the Department of Urology, Kobe University School of Medicine

A case of asynchronous bilateral renal cell carcinoma with pancreatic metastasis is described.
Left nephrectomy and tumorectomy in the right kidney were performed. Solitary metastasis to the
pancreas without symptoms was treated by distal pancreatectomy with tumor and splenectomy.
Although bilateral renal cell carcinomas were histologically renal cell carcinoma (clear cell subtype,
grade 2), the resected pancreatic tumor was renal cell carcinoma with sarcomatoid change.
Therefore, the metastatic tumor had a more malignant potential than the primary tumor. The
pancreatic metastasis was seen at 6 years 10 months and 2 years 6 months after left nephrectomy
and enucleation of the right renal tumors, respectively. The patient is alive without disease and
is being treated by a-interferon for 12 months after distal pancreatectomy.

A careful long-term follow-up of the patient with renal cell carcinoma seems to be necessary.
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INTRODUCTION

Renal cell carcinoma is a malignant
tumor with a high rate of metastatic
spread, the most common metastatic site
being the lung followed by bone, lymph
nodes, brain and liver. On the other
hand, few patients alive after resection
of pancreatic metastasis from renal cell
carcinoma have been reported.

We report here a case of pancreatic
metastasis from bilateral renal cell carci-
noma without symptoms and reviewed the
relevant literature.

CASE REPORT

A 52-year-old male visited our hospital
with the complaint of asymptomatic mac-
rohematuria on 15, November 1981. The
physical examination revealed no abnor-
malities. Laboratory data showed slight
elevation of transaminase. Renal function
was within normal limits.  Urinalysis
revealed no abnormalities (Class 1x3
times).

Abdominal plain film showed no abnor-
mal calcification. Intraveneous pyelogra-
phy showed swelling of the left kidney and
deformity and filling defect of the left
renal pelvis. Selective left renal angiogra-
phy showed a tumorous lesion with hyper-

vascularity in the left kidney. Abdominal
computerized tomography showed en-
hanced mass with contrast medium in the
left kidney.

Radical left nephrectomy was performed
on 10, December 1981 under the diagnosis
of renal cell carcinoma. Gross appearance
of the resected kidney was 415 g in weight
and the tumor located in the lower pole
of the kidney, was yellow and 6 cm 6 cm
x6cm in size. Histological examination
revealed renal cell carcinoma of the left
kidney (clear cell subtype, grade 2, pTsa,
pNo, pMo) (Fig. 1). He was discharged
on 23, December 1981 and followed up at

our clinic. Although drip infusion pye-
lography showed no tumorous lesion,
abdominal  computerized  tomography

showed two small tumorous lesions in the
right kidney in December, 1985. He was
admitted to our hospital on 4 February
1986. Physical examination and labora-
tory data revealed no abnormalities. Se-
lective right renal angiography showed
tumors with hypervascularity in the right
kidney. Chest X-ray and bone scin-
tigraphy revealed no abnormalities.
Tumor enucleation was performed for
two tumorous lesions on 10 February,
1986 under the diagnosis of renal cell
carcinoma of the right kidney. Resected
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Histological examination showed the
left renal tumor was renal cell carci-
noma (clear cell subtype, grade 2) (H&
E x60).

Fig. 2. Abdominal computerized tomography
showed a mass in pancreas which was
not enhanced by contrast medium, and
deformity of the right kidney induced
by tumorectomy.

tumors had macroscopically a white-yellow
appearance, and were 20g and lg in
weight, 20 mm x30 mm x 15 mm and 8 mm
x8 mmx3 mm in size, respectively. His-
tological examination revealed renal cell
carcinoma of the right kidney (clear cell
subtype, grade 2, pTl, pNo, pMo). Pos-
toperatively his renal function temporary
worsened (BUN ; 25 mg/dl, Cr; 2.0mg/
dl), but it returned to the normal range
in several days. He was discharged on 3
March 1986, and treated by medroxyproges-
terone acetate in our clinic. Although he
had no symptoms, abdominal computerized
tomography was performed on June, 1988,
and it showed a mass in pancreas which
was not enhanced by contrast medium,
and deformity of the right kidney (Fig.

2). We thought that the deformity of
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Fig. 3. Resected pancreas tumor was macro-
scopically yellow-reddish and weighed
150g. T; Tumor, S; Spleen, P; Pancreas

Fig. 4. Histological examination of resected
pancreas tumor revealed renal cell
carcinoma with sarcomatoid change.
(H&E x100)

the right kidney was induced by enuclea-
tion of tumors, because the deformity was
detected one month after the operation, and
ultrasonography and angiography did not
show any tumorous lesion. Laboratory
data were within normal limits. The
physical examination revealed a hard
mass palpable in the upper abdomen.
Ultrasonography showed an echogenic
mass near the tail of the pancreas.
Angiography showed hypervascularity and
pooling of contrast medium in the tumor-
ous lesion. The levels of all tumor mar-
kers, such as CA 19-9, CA 125 and CEA,
were within normal limits. Therefore, a
metastatic pancreas tumor was suspected.
On 20, August, 1988, distal pancreatec-
tomy and splenectomy were performed,
because the frozen section of the tumor
obtained during the operation showed
renal cell carcinoma. The resected tumor



Table 1.

Resected cases of pancreas metastasis from renal cell carcinoma in the literature

Metastatic site

Size of metastatic

K i . . . Prognosis
Case Age Sex Author (Year) Primary site of pancreas Chief complaints lesion Operation (after pancreatectomy)
1 50 M Marpuand (1971) 1tl kidney head jaundice #5cm PDY +rt-nephrectomy alive without disease (28 mos)
(simultaneous)
2 66 M Guttman (1972) rt-kidney periampullar weight loss 1.5cm rt-nephrectomy—TP¥ dead with cerebro-vascular
: (head) (13 years ago accident (23 days)
3 60 M Hermanutz (1977) 1t? -kidney head abdominal pain fist-size it-nephrectomy—PD dead with intestinal
and discomfort (14 years agog, bleeding (19 days)
4 43 F  Saxon (1980) bil®-kidney head left flank mass $5cm bil-nephrectomy—PD alive without disease (12 mos)
(6 mos age)
5 76 M Yazaki (1981) rt-kidney body scrotal discomfort $1.5¢cm rt-nephrectomy + PD alive without disease (9 mos)
high fever (simultaneousg
6 58 F  Weerdenoburg {1984)  rt-kidney total jaundice, weight multiple rt-nephrectomy—TP alive with disease (10 mos)
loss, discomfort lesions (13 years ago)
7 55 M Skaarup (1984) bil-kidney head and tail fatigue, anemia two lesions rt-nephrectomy dead with uremia (15 mos)
renal dysfunction (13 years ago) (with disease
It-partial nephrectomy—TP
(2 years ago)
8 72 M Kishimoto (1985) it-kidney total jaundice 15emX7.5cmX3cm  lt-nephrectomy—TP dead with malnutrition
(simultaneous) (without disease) (6 mos)
9 66 F Audisio (1985) rt-kidney head weakness, weight loss #8cm rt-nephrectomy—FPD alive without disease (12 mos)
(20 years age)
10 66 F Carini (1988) bil-kidney head weekness, weight loss $#7 cm lt-nephrectom alive without disease (13 mos)
abdominal pain 12 years agogl
rt-partial nephrectomy—PD
(10 mos ago
11 59 M Gohji (1989) bil-kidney tail none 9emX4 cm It-nephrectomy alive without disease (12 mos)

(6 years 10 mos ago)
rt-tumorectomy—+DP
(2 years 6 mos ago)

1) rt: right, 2) 1t: left, 3) bil : bilateral, 4) PD : pancreaticoduodenectomy, 5) TP : total pancreatectomy, 6) DP : distal pancreatectomy with splenectomy
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was 9.0cmx4.0cm, weighed 150g, and
was yellow-reddish (Fig. 3). Histological
examination revealed renal cell carcinoma
with sarcomatoid change (Fig. 4). He
was discharged on 10, September, 1988,
and was treated by daily muscular injec-
tion of a-IFN (300 %104 Units/day) in our
clinic. His condition was good, and his
blood glucose was within normal limits
for 12 months after operation.

DISCUSSION

Renal cell carcinoma is the third most
common malignant tumor in the urological
field in Japan. Renal cell carcinoma has
several characteristics ; 1) spontaneous
regression of metastatic lesions?, 2) two
growth types, slow growth and rapid®,
and, 3) metastatic spread may occur many
years after successful nephrectomy®.

The metastatic spread of renal cell
carcinoma may develop in any organ.
Pancreatic metastasis from renal cell
carcinoma is rare. Although Klugo et al®.
reported that common metastatic sites were
lungs, bones, lymph nodes, skin and liver,
pancreatic metastasis occurred in only 2.8
2% of the 101 cases. Moreover, Abrams et
al®. reported pancreaitc metastasis was 6%
among 1000 autopsy cases. The pancreas
is reportedly one of the least common
metastatics sites. Only 11 resected cases of
pancreatic metastasis from renal cell
carcinoma including our case have been
reported in the literature up to 19887-1©
(Table 1). The patients were between 43
and 76 years old, 7 patients were males
and 4 were females (mean age; 61 years).
The primary site of renal cell carcinoma
was in the right kidney in 5 patients and
in the left kidney in 2 patients and bilat-
eral in 4 patients. The metastatic site in
the pancreas was in the pancreatic head
in 6 patients, in the pancreatic tail in 1, in
the head and tail in 1, in the body in 1,
and in the total pancreas in 2. Among 11
cases, pancreatic metastasis was detected
after nephrectomy in 8 cases, and the
period of recurrence was from 6 months
to 20 years after nephrectomy. In the
others the lesion was detected at the first
visit to the eclinic. Nephrectomy and

pancreatectomy were performed in all
cases. In our case, left nephrectomy was
performed on 10 December 1981, and
right tumorectomy was performed on 10
February 1986. All resected tumors ware
histologically renal cell carcinoma of the
kidney (clear cell subtype, grade 2). No
lymph node was involved. Resected
tumorous tissue from the pancreas was
histologically renal cell carcinoma with
sarcomatoid change. It seemed that the
metastatic lesion had a malignant poten-
tial than the primary lesion,

In our case, pancreatic metastasis
seemed to be caused by the vessel route,
because of no direct invasion from kidney
or its adjacent organs, and no lymph
nodes were involved. Freed!” and Tolia
et al.’® reported that the most effective
treatment 1is to resect the metastatic
lesion, if the patient has solitary metastasis
in renal cell carcinoma. We agreed that
an aggressive surgical resection may be
justified if the metastasis was solitary
because there was no effective chemo-
therapy or radiation therapy for renal cell
carcinoma. However, the prognosis is
poor, and the 5-year survival rate is 29 to
35% in patients with resection of solitary
metastatic lesion!”1®." Although among 11
reported cases, no patient died of cancer,
4 patients died with complications such as
renal failure or cerebrovascular accident
from 13 days to 15 months after resection
of pancreas metastasis. The others were
alive with (one patient) or without cancer
(6 patients). Only our case had no symp-
toms, his pancreatic metastasis was de-
tected by abdominal computerized to-
mography during the follow-up peroid of
renal cell carcinoma. Therefore, a careful
long-term follow-up of patients with renal
cell carcinoma seemed necessary, since
the metastatic lesion generally has a more
malignant potential than the primary
lesion.
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