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Metastatik Prostat Kanserli Bir Hastada Renal Hücreli Karsinomdan Geç 68Ga PSMA-
pozitif Pankreas Metastazı: İmkansız Bir Görev

Abstract
We present the case of a patient with newly diagnosed high-risk prostate cancer. The patient underwent nephrectomy for renal cell carcinoma 
(RCC) in 2009. The prostate-specific membrane antigen (PSMA) scan revealed a primary tumor with seminal vessel involvement, PSMA-positive 
regional lymph nodes, several nodular lung lesions with mild PSMA uptake, PSMA-positive mediastinal lymph nodes, and a PSMA-positive mass in 
the pancreatic head. Ultrasound-guided biopsy was performed for the pancreatic lesions revealing metastasis from a RCC. Simultaneous treatment 
for prostate cancer and metastatic RCC was initiated. To separate metastatic sites for both primaries, we attempted to use fluorodeoxyglucose 
positron emission tomography/computed tomography, which was moderately positive for the pancreatic mass but not for the other locations. 
RCC is a 68Ga PSMA-positive tumor; the synchronous combination of RCC with prostate cancer can be confusing and requires more complex 
clinical interpretation.
Keywords: PSMA, FDG, PET/CT, prostate cancer, RCC, pancreatic metastasis

Öz
Bu olgu sunumunda yeni tanı almış yüksek riskli prostat kanseri olan bir hastayı sunuyoruz. Hastaya 2009 yılında renal hücreli karsinom (RHK) 
nedeniyle nefrektomi uygulandı. Prostat spesifik membran antijeni (PSMA) taramasında seminal vezikül tutulumu olan primer bir tümör, PSMA 
pozitif bölgesel lenf nodları, hafif PSMA tutulumu olan birkaç nodüler akciğer lezyonu, PSMA-pozitif mediastinal lenf nodları ve pankreas başında 
PSMA pozitif kitle saptandı. Pankreas lezyonları için ultrason eşliğinde biyopsi yapıldı ve bu lezyonların RHK metastazı olduğunu ortaya çıkardı. 
Prostat kanseri ve metastatik RHK’nin eşzamanlı tedavisine başlandı. Her iki primer için metastatik bölgeleri ayırmak amacıyla, florodeoksiglukoz 
pozitron emisyon tomografisi/bilgisayarlı tomografiyi kullanmayı denedik; bu, pankreas kitlesi için orta derecede pozitifti, ancak diğer lokasyonlar 
için pozitif değildi. RHK, 68Ga PSMA pozitif bir tümördür; RHK’nin prostat kanseri ile eşzamanlı kombinasyonu kafa karıştırıcı olabilir ve daha 
karmaşık klinik yorumlama gerektirir.
Anahtar kelimeler: PSMA, FDG, PET/BT, prostat kanseri, RHK, pankreas metastazı

Late 68Ga PSMA-positive Pancreatic Metastasis From Renal Cell 
Carcinoma in a Patient with Metastatic Prostate Cancer: A Mission 
Impossible

https://orcid.org/0000-0001-8834-995X
https://orcid.org/0009-0002-7923-125X
https://orcid.org/0009-0008-4678-8629
https://orcid.org/0009-0001-8760-4143
https://orcid.org/0000-0001-6235-2579


Mol Imaging Radionucl Ther 2024;33:112-114

113

Mateva et al. 68Ga PSMA-positive Pancreatic Metastasis From RCC

Figure 1. 68Ga prostate-specific membrane antigen (PSMA) scan performed for staging of prostate cancer [Gleason score of 7 (4+3), grade group 3, 
initial prostate-specific antigen (PSA) 206 ng/mL] [a, maximum intensity projection (MIP) image], revealing a highly positive primary prostate tumor 
(b, arrow-axial hybrid image) with parailiac lymph node metastasis (c, dashed arrow-axial hybrid image), a PSMA-positive paratracheal lymph node, 
and a round, well-shaped lung metastasis (d, open arrow-axial hybrid image). PSMA-positive lesion in the pancreatic head (e, red arrow-axial hybrid 
image). The patient underwent nephrectomy for renal cell carcinoma (RCC) in 2009 and was considered to be in remission. Knowing that the pancreas 
is a possible location for late RCC metastasis and can be PSMA-positive (1,2), we recommended an ultrasound-guided biopsy for the pancreatic 
lesion, which proved infiltration by a typical clear cell renal carcinoma, PAX 8 and GATA3 positive, although RCC negative on immunohistochemistry. 
Simultaneous treatment for prostate cancer and metastatic RCC was initiated as follows: hormone therapy maximal androgen blockade for prostate 
cancer and bevacizumab/interferon, later changed to pazopanib for RCC.

Figure 2. Fluorodeoxyglucose (FDG) positron emission tomography scan: pancreatic lesion is faintly FDG positive. The other lesions did not show 
substantial FDG uptake (should be borne on mind that the patient is under treatment at the time of the FDG scan). a. 18F-FDG MIP image; b. 18F-FDG 
axial hybrid imaging faint FDG uptake in the pancreatic lesion. To separate metastatic sites for both primaries, we attempted to use FDG PET/
computed tomography (CT) (Figure 2) as a discriminator, as proposed in the literature (3). The scan was obtained after starting treatment for both and 
at PSA levels of 3.24 ng/mL. FDG was moderately positive for the pancreatic mass but not for the other locations (lung nodules were small volume) 
(Figure 2). On a size basis, there was no change in the pancreatic mass, but there was a reduction in the lung, mediastinal, and primary prostate sites, 
which additionally confused the interpretation. However, as a final decision, the patient had partial response for prostate cancer and non-progression 
(partial response or stable disease) for RCC and remained on the same treatment. This actually shows the inability of separating metastatic locations for 
all imaging modalities used (68Ga PSMA, FDG, and CT) and the need for an individual approach and more complex clinical interpretation of the case.
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