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Case presentation
A 66-year-old male patient with a history of heavy cigarette 

consumption (46 packs - year) and prostate cancer (adenocarcinoma) 
treated with bilateral orchiectomy + radical prostatectomy was 
admitted to our hospital 5 months after surgery. He presented with 
1-month history of progressively moderate non-irradiated epigastric 
pain associated with nausea, vomiting and hyporexia. Subsequently, 
jaundice and choluria were added. The physical examination at 
admission showed mild pallor, severe jaundice, a non-painful hard 
epigastric mass with a size of 8 x 6 cm with poorly-defined edges, and 
dullness in flanks. 

The laboratory tests showed hemoglobin 9.7 g/dL; creatinine 1.0 
mg/dL; amilase 481 IU/L (<118); lipase 506 IU/L (<51); aspartate 
aminotransferase (AST) 68 IU/L (<34); alanine transaminase (ALT) 
49 IU/L (10-49); total bilirrubin 21.2 IU/L (0.2–1.0) with conjugated 
fraction predominance (17.8 mg/dL); alkaline phosphatase 477 IU/L 
(45-129); albumin 3.1 g/dL (3.5–5.5); total prostatic specific antigen 

(PSA) 15.5 ng/mL; Ca19.9 >1200 IU/L (0-37); CEA 4.6 IU/mL (0-3); 
prothrombin time (PT) 15.8 (<13); partial thromboplastin time (TTP) 
38.4 (<37).

The ascitic fluid analysis showed pleocytosis (216 leukocytes/
mm3) with lympho-mononuclear predominance (91%) and cytological 
analysis revealed malignant cells compatible with adenocarcinoma. 
The upper gastrointestinal endoscopy showed in the posterior wall of 
the duodenal bulb, a non-stenosing irregular ulcer that involved 50% 
of the circumference (biopsies were taken) and associated extrinsic 
compression that extended through the second duodenal portion also. 
Contrast-enhanced CT scan revealed inguinal lymphadenopathy and 
osteoblastic bone metastases in left coxal bone.

The patient underwent peritoneal catheter placement for ascites 
evacuation, which was removed 6 days later by negligible residual 
volume. Subsequently, an external biliary drainage catheter was 
placed at the level of the left hepatic duct. Patient showed favorable 
clinical course and was discharged with palliative care (Figure 1 & 
Figure 2).
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Summary

Prostate cancer is one of the most frequent malignancies in men worldwide. Its 
metastatic behavior is well known, with gastrointestinal involvement being rare; 
however, as survival increases in patients with prostate cancer, metastases occur 
in unusual locations. We present the first case reported in the world literature with 
simultaneous duodenal and pancreatic involvement and fourth case with duodenal and 
pancreatic involvement separately. We report the case of an elderly patient with a 
history of prostate adenocarcinoma treated surgically 5 months ago, who presented 
with chronic abdominal pain, jaundice and choluria. The CT scan showed solid 
tumor in the head of the pancreas. Upper gastrointestinal endoscopy revealed an 
irregular ulcer in the duodenal bulb and extrinsic duodenal compression. The result 
of the pathological and immunohistochemical study revealed a metastatic prostate 
adenocarcinoma.
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Figure 1A: Contrast-enhanced CT scan: a hypodense heterogeneous poorly-defined mass of the head of pancreas (arrows) and retroperitoneal and 
mesenteric lymph nodes (arrowhead). Scarce peri-hepatic ascites. 1B: MR cholangiography: Moderate intra and extrahepatic bile duct dilatation.
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Figure 2 (A) Microphotograph showing poorly differentiated carcinoma with solid pattern in the lymphatic vessels and lamina propria of the duodenal mucosa 
(H-E, 100X). (B) Immunoreactive for Cytokeratin A1 / A3 (200X) and (C) Prostate Specific Antigen (PSA) (200X).

Discussion
Prostate cancer is one of the most frequent malignancies in males 

worldwide.1 The most common metastases of this neoplasm are the 
regional lymph nodes, bones, lungs and liver, being the digestive 
affectation much more rare.2– 4 On the other hand, the primary 
neoplasms that most frequently metastasize to the duodenum are renal 
cell carcinoma, malignant melanoma and breast cancer;2,5,6 while the 
pancreas is a rare location for other primary metastases, and when it 
occurs it is in the context of very advanced disease being the primary 
tumors most frequently reported renal (by far the most frequent), 
colorectal, gastric cancers among others.7–9

According to a previous study, the lymphatic drainage of the 
prostate determines the location of the initial metastases, but 
subsequent metastatic extension probably originates from the sentinel 
lymph nodes. Likewise, metastases are more prevailing in patients 
with poorly differentiated tumors and in those who harbor capsule 
rupture.10 The metastatic involvement of prostate cancer to the 
gastrointestinal tract is rare and tends to be a local manifestation in 
which the rectum is affected.4,6

The symptoms that patients with duodenal or pancreatic 
metastases may present are non-specific, such as abdominal pain, 
abdominal distension, nausea, vomiting, jaundice or melena, the latter 
can be seen in the case of metastasis to the duodenum; however, it is 
considered that pancreatic metastases are asymptomatic in more than 
50% of cases.3,4,9

As reviewed, this is the fourth case published worldwide of 
metastasis from a primary cancer of the prostate to the duodenum or 
to the pancreas (separately), and the first case reported in the literature 
of simultaneous metastasis to both organs of the digestive system by 
a prostate cancer.3,4,6,11 In general, metastases to the pancreas account 
for 1.4% of the total and occur once metastasis to other organs has 
already occurred.2,11 Because the evolution of prostate cancer is slow, 
it is more likely to find out unusual metastases like these ones as the 
survival in these patients increases.2,3

In conclusion, in the presence of a gastrointestinal tumor and a 
history of prostate cancer, the possibility of metastasis must be always 
considered (although digestive involvement is uncommon due to this 
cancer), especially in patients with a long history of disease and who 
had already metastases in other organs.
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