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Clinical presentation
A former smoker 69-aged man graphic arts worker, with a past 

medical history of hypertension, hemicolectomy due to colon 
cancer 30 years ago (we ignore the disease state because no informs 
were provided), was diagnosed in 2004 of intermediate localized 
adenocarcinoma prostate cancer, Gleason 8 (4+4) (T3N0M0). 
He received 6 months of neoadjuvant hormonotherapy (LH-RH 
analogues) and radical radiotherapy (76Gy) including prostate and 
seminal vesicles. PSA nadir was 0.27ng/ml, and patient continued 
hormonal therapy as adjuvant treatment for 2 years. In June 2016, 
patient presented with hematuria and CT scan showed a retroperitoneal 
mass infiltrating all along the right ureter with secondary grade 2 
hydronephrosis (Figure 1). Routine laboratory analysis was normal. 
Bone scan had no pathological alteration.

Figure 1 CT  scan  showed  a  retroperitoneal mass  infiltrating  all  along  the 
right ureter with secondary grade 2 hydronephrosis.

What is your diagnosis?

A.  Urothelial carcinoma of the upper urinary tract

B.  Retroperitoneal fibrosis

C.  Metastatic adenocarcinoma prostate cancer

D.  Primary Ureteral lymphoma

Diagnosis
Metastatic prostate cancer

Discussion
Tumors of the upper urinary tract are estimated to represent about 

10% of all renal tumors.1 They are more frequently observed on renal 
pelvis than ureter.2 Urothelial carcinoma of the upper urinary tract 
is the most frequent malignant tumor arising from the renal pelvis 
(90%). Other include squamous cell carcinomas (10%).3 primary 
adenocarcinomas, and occasionally others tumor may be diagnosed 
such as small cell carcinomas, primary lymphoma, micropapillary or 
sarcomatoid patterns.4 Hematuria (presented in this patient) and/or 
ureterohydronephrosis obstruction are the most common symptoms 
at diagnosis. Urothelial carcinoma diagnosis is based on image and/
or urine cytology plus biopsy. A ureteral mass is typically found 
involving retrograde obstruction. The treatment for localized stage is 
nephroureterectomy.5 Interestingly, in this patient the mass was not 
causing an obstruction in the ureter, being less likely the diagnosis of 
urothelial cancer.

Although unusual, retroperitoneal fibrosis is a well-documented 
late side effect after radiotherapy. Presence of a fibro-inflammatory 
tissue extending into the retroperitoneum may involve ureters, usually 
leading to ureter obstruction.6  Retroperitoneal fibrosis is generally 
idiopathic occurring in men of 40-60 year old. Also, it has been 
reported secondary to multiple causes such as drugs, tumors or surgery 
or as long-term complication of radiation treatment for prostate 
cancer. Ureteral lymphoma is particularly rare because there is not 
lymphoid tissue in the ureteral wall.7 The PET/CT is the preferred 
study for the evaluation of the best site to perform the biopsy (fine 
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Abstract

A 69-aged man with localized adenocarcinoma prostate cancer, treated with radical 
radiotherapy and intermittent hormonal therapy 12 years ago, initiate with objective 
hematuria. CT scan showed a retroperitoneal mass infiltrating all along the right ureter with 
hydronephrosis. No other metastatic involvement was observed but PSA raised until 120ng/
dl (previous normal). As ureteral metastases from a prostate adenocarcinoma are extremely 
rare, we made a differential diagnosis between the more common entities affecting the upper 
urinary tract and retroperitoneum. Finally, the biopsy of the mass revealed infiltration from 
prostate cancer. Thus, we present a patient with really atypical dissemination of prostate 
adenocarcinoma with parallel rising PSA-levels but without any other metastatic disease.
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needle aspiration is inadequate). Diagnosis depends on morphology, 
immunohistochemistry and flow cytometry.8

Our patient had a retroperitoneal mass infiltrating the right ureter 
with secondary grade 2 hydronephrosis. No other lymph nodes or 
metastases were observed. Biopsy of the mass revealed infiltration 
from prostate adenocarcinoma. Ureteral metastases from a prostate 
adenocarcinoma are extremely rare.9 The most common malignant 
tumors metastasizing to the ureter are breast followed by stomach and 
colorectal cancer. The incidence of prostatic originated metastasis is 
very low, with only 43 cases reported in the last century.9 Implantation 
could be produced by instrumentation, arterial embolism, and 
retrograde venous or lymphatic dissemination. The last one is the most 
accepted theory, but it would not match in this case because lymph 
node involvement was not present.10 Unlike most reported cases, our 
patient did not present any other metastatic disease. In parallel PSA 
value raised to 120ng/ml, with 35 ng/dl of testosterone, and hematuria 
stopped spontaneously.

As a result, we present a patient with really atypical dissemination 
of prostate adenocarcinoma located on the right ureter, confirmed 
by biopsy, with parallel rising PSA-levels but without any other 
metastatic disease.
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