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Abstract  Case Report 
 

Pancreatic metastases from kidney cancer are rare and generally late onset. They are most often detected by an 

abdominal computed tomography performed as part of kidney cancer surveillance. We report the observation of a 50-

year-old diabetic patient who had a nephrectomy for a clear cell renal adenocarcinoma seven years ago, during follow-

up, abdominal CT and nuclear magnetic resonance imaging (MRI) revealed two heterogeneous pancreatic nodules, the 

kinetics of enhancement resembles that of the primary tumor , and pathology has in fact revealed metachronic 

pancreatic metastases of his clear cell renal adenocarcinoma. 

Keywords: Pancreatic metastases, kidney cancer, imaging. 
Copyright @ 2020: This is an open-access article distributed under the terms of the Creative Commons Attribution license which permits unrestricted 

use, distribution, and reproduction in any medium for non-commercial use (NonCommercial, or CC-BY-NC) provided the original author and source 

are credited. 

 

INTRODUCTION 
The secondary locations of renal clear cell 

carcinomas are most often pulmonary, hepatic or bone. 

Pancreatic locations are exceptional and represent, 

depending on the series, 2 to 4% of pancreatic 

malignant lesions. We report the observation of a 

pancreatic tumor secondary to a renal clear cell 

adenocarcinoma which appeared seven years after 

nephrectomy. 

 

OBSERVATION 
This is a 50-year-old diabetic (type II) patient 

who had seen for gross macroscopic hematuria that had 

been progressing for a week. An emergency ultrasound 

followed by an abdominal computed tomography (CT) 

revealed a tissue mass of 50 mm at the expense of the 

lower pole of the right kidney. The extension 

assessment, including chest CT and bone scan, was 

negative. 

 

An enlarged right nephrectomy was 

performed. Pathology has confirmed the presence of a 

clear cell renal adenocarcinoma with invasion of 

perirenal fat and neoplastic thrombus in the right renal 

vein performing a pT3N0 stage according to the TNM 

classification. Seven years later, during follow-up, 

abdominal CT and nuclear magnetic resonance imaging 

(MRI) revealed two heterogeneous pancreatic nodules. 

One was 14 mm and was in the isthmic position (Figure 

1), the other was 20 mm and was located in the more 

caudal position (Figure 2). The hypervascular character 

of these nodules immediately oriented towards 

metastases of his kidney cancer more than towards a 

primary pancreatic tumor. The patient then benefited 

from a splenopancreatectomy enlarged to the isthmus to 

perform the excision of these two nodules. Pathology 

has in fact revealed three pancreatic metastases of his 

clear cell adenocarcinoma. Three months later, an 

abdominal CT scan showed a 20 mm nodule in the 

incinatus process which had not been detected until 

now. The patient benefited from a totalization of his 

pancreatectomy to perform the removal of this nodule 

which was also a metastasis of his kidney cancer. Post-

operative follow-ups were simple and insulin therapy 

was started. Three years after his pancreatectomy, the 

patient was in good general condition and free from any 

tumor recurrence. 

  

 
Fig- 1: Abdominal MRI. T1 acquisition after Gadolinium 

injection. Cross section through the head of the pancreas. The 

hypervascular metastasis is well visualized at the level of the 

incinatus process 
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Fig-2: Abdominal MRI. T1 acquisition after Gadolinium 

injection. Cross section through the tail of the pancreas. 

Metastasis is well visualized 

 

DISCUSSION 
Pancreatic metastases from kidney cancer are 

rare and appear late. Very few cases have been reported 

in the literature [1, 3, 4, 8, 11, 12]. The sex ratio is 1.7 

with a male predilection, which can be superimposed on 

that of the epidemiology of kidney cancer [9]. At 

diagnosis, the average age is 61 years with extremes 

ranging from 39 to 76 years in the literature [9]. The 

average delay between nephrectomy and the appearance 

of metastases is long with an average of 10 years but 

they can appear earlier or even syynchronous with the 

primary renal tumor. 

 

The clinical manifestations of pancreatic 

metastases are not very specific [7]. They can reveal 

themselves by abdominal pain, a table of deterioration 

of the general state with slimming, an exocrine or 

endocrine pancreatic insufficiency, an acute pancreatitis 

even a compression of vicinity (stomach, vessels, and 

duodenum) responsible for digestive hemorrhage. 

However, due to their slow growth, metastases are often 

asymptomatic and therefore discovered incidentally in 

the context of surveillance [11]. 

 

Abdominal ultrasound hardly explores the 

pancreatic gland and has no specificity for the diagnosis 

of secondary lesions; the lesions appear in the form of 

hypoechogenic solid masses located in the pancreatic 

parenchyma [3]. Doppler ultrasound has a better 

sensitivity since it will highlight the hypervascular 

character of the lesion [2]. The abdominal CT shows a 

well circumscribed mass which is iso or hypodense 

compared to the normal pancreas on the sections 

without contrast. Enhancement is generally 

heterogeneous, but tends to be homogeneous in small 

lesions and peripheral in larger lesions, probably due to 

central necrosis, in general, the kinetics of enhancement 

resembles that of the primary tumor [2-4]. 

Calcifications are rare and pancreatic duct obstruction is 

common for lesions of the head and body, seen in about 

40% of cases, and can be associated with obstruction of 

the main bile duct and intrahepatic biliary dilation. The 

hypervascularized nature of these metastases manifests 

itself in the stereotypes by a lesion which takes the 

contrast unlike the primary tumors of the pancreas, 

which are hypovascularized [2, 3, 5]. 

 

However, the puncture is justified if no 

primary tumor is known, if the appearance of the 

pancreatic lesion suggests another histology (in the case 

of a hypervascular pancreatic mass, the main 

differential diagnosis is that of endocrine tumor) or if 

the lesion n is not resectable in order to obtain 

histological evidence of the pancreatic lesion [7, 11, 

13]. 

 

Secondary pancreatic locations for kidney 

cancer appear to be of lymphatic origin. Indeed, a study 

carried out by Nagakawa by injection of radiolabelled 

carbon in patients with cancer of the head of the 

pancreas shows that the lymph node extension extends 

to behind the renal arteries [10]. Thus, a lymph node 

invasion along the renal pedicle can explain the 

pancreatic involvement. Another possible mode of 

spread is the hematogenous pathway. The existence of 

arteriovenous shunts within the tumor of the kidney 

leads to a decrease in vascular resistance with as a 

consequence an ectasia of the peri-tumoral and peri-

renal drainage veins. The venous pressure in this exo-

renal system being higher than that of the adjacent 

structures, large anastomoses are created with the 

adrenal veins and the portal system. Thus and especially 

if there is a thrombosis of the renal vein, neoplastic 

emboli can migrate in a reno-portal shunt [9]. 

 

The treatment of pancreatic metastases is 

surgical [12]. Pancreatic resection is most often major, 

the type of which depends on the topography of the 

lesion [6, 11]. A cephalic duodenopancreatectomy or a 

splenopancreatectomy are most often necessary [13]. 

Hernandez reports the case of a patient who underwent 

a laparoscopic caudal pancreatectomy in this indication 

[5]. The multiple and diffuse nature of secondary 

pancreatic lesions can lead to total pancreatectomy as is 

the case in our observation. Some authors opt for a 

pancreatic resection limited to the tumor by performing 

atypical pancreatectomies in order to preserve as much 

as possible the healthy parenchyma under cover of an 

extemporaneous examination of the section sections 

[16]. This attitude does not prevent the occurrence of 

pancreatic fistula and does not seem to modify either 

the frequency of recurrences or the survival of patients 

[11,16]. 

 

Chemotherapy with vinblastine or 

immunotherapy with interferon alpha have not proven 

to be effective in the treatment of pancreatic metastases 

of kidney tumors, but they may nevertheless be useful 

after excisional surgery with lymph node involvement 

or minimal tumor residue [11, 15]. 
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Survival after surgical resection of pancreatic 

metastases is satisfactory with a median survival of 30 

months. For Tuech, the 5-year survival rate is 31% in 

the case of metastases localized only to the pancreas 

[14, 17]. 

 

The good prognostic factors for these 

pancreatic metastases appear to be the late onset of a 

pancreatic location, an asymptomatic form, a single 

pancreatic lesion or a radiological appearance of central 

necrosis of the tumor lesion [11]. 

 

CONCLUSION 
Pancreatic metastases from kidney cancer are 

rare and generally late onset. They are most often 

detected by an abdominal computed tomography 

performed as part of kidney cancer surveillance. Early 

diagnosis makes it possible to attempt a curative 

surgical gesture (pancreatic resection adapted to tumor 

location) which seems to be the only treatment capable 

of prolonging the survival of patients. 
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