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Abstract
Bellini duct carcinoma or collecting duct carcinoma is a highly malignant neoplasm
arising from the collecting duct epithelium of the kidney. It is a rare tumour with
extremely poor prognosis. We present a case report of a 58 year old male who
presented with backache and weight loss. Per abdomen examination revealed a large
left loin mass. MRI showed a left renal mass with multiple bony metastasis. He
underwent radical nephrectomy and received combination chemotherapy with
Gemcitabine and Cisplatin but with a poor response.
Introduction

B

ellini duct carcinoma (BDC) or
collecting duct carcinoma of the
kidney is a distinctive subtype of renal cell
carcinoma arising from the collecting duct
epithelium. It accounts for 0.4% to 2.6% of
all renal neoplasms. Generally these
tumours follow a very aggressive
behaviour with extremely poor prognosis.
At the time of presentation, BDC is
metastatic to regional lymph nodes in
approximately 80% of cases, to the lung or
adrenal gland in 25%, and to the liver in
20%. Median survival after nephrectomy
has been reported to be 22 months.
Various treatments have been proposed
including radiation, immunotherapy, and
chemotherapy; with generally
disappointing results.
Case Report

A 58 year old man presented with history of
backache and weight loss with no urinary
complaints.
MRI abdomen and pelvis showed a 8 x 7.6 x 10 cm
exophytic mass arising from mid and lower pole of left
kidney with multiple enlarged left paraaortic lymph
nodes. MRI of the spine showed multiple vertebral
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metastasis. Patient underwent radical nephrectomy
as a cytoreductive measure. Postoperative period was
uneventful. On the 21st day following surgery 6
cycles of combination chemotherapy with
Gemcitabine and Cisplatin was started. There was no
local recurrence but the response of metastatic
tumour was poor. The patient developed malignant
pleural effusion and increase in bony metastasis.

Histopathology Report
Gross : The specimen showed a poorly
circumscribed grey white firm tumour
measuring 9 x 7 x 7.5 cm with irregular
infiltrative borders located at the upper
pole (Fig.1). Areas of haemorrhage and
necrosis were identified in the tumour.
The adrenal gland, ureter and hilar vessels
were uninvolved.
Microscopy and Diagnosis
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origin as being the collecting duct
epithelium of Bellini. Fleming and Lewi3
defined the diagnostic criteria and
established collecting duct carcinoma of
the kidney as a separate histological entity
arising in the renal medulla. In the
international classification of tumours by
the World Health Organization,4 it has
been grouped with renal cell carcinoma
with the sub-designation 'Bellini duct
carcinoma'.
Fig. 1 Gross specimen shows a relatively
circumscribed gray-white tumour with
irregular infiltrative borders located at the
upper pole.
formations lined by cuboidal cells showing
mild nuclear pleomorphism. The stroma
shows desmoplasia (Fig.2).

(a)

(b)

Fig. 2 (a) H and E stained sections show
irregular tubular and focally papillary
formations lined by cuboidal cells. The
stroma shows desmoplasia. (b) In high
power, the cuboidal cells lining the tubules
show mild nuclear pleomorphism. H and E
x380
Discussion
Bellini duct carcinoma (BDC)
predominantly affects men, and a majority
of patients are white. The median age of
patients is approximately 53 years.1,3 The
first report to indicate that the Bellini duct
epithelium could give rise to tumours was
made by Mancilla-Jimenz,1 based on
findings of atypical hyperplastic change in
the collecting duct distant from a renal
papillary tumour. Since Cromie2 defined
this rare disease, others investigated
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BDC is divided into two histological
types.6,7 The papillary type is grayish-white
in colour with a yellow tinge, and
microscopically the tumour cells show an
eosinophilic cytoplasm, nuclear
pleomorphism, distinct nucleoli with a
papillary or tubulopapillary structure and
a resemblance to the distal collecting duct
epithelium.69 Therefore, if the tumour were
small, it would be located in the renal
medulla only as a nodular mass.8 On the
other hand, the mixed type is grayishwhite in colour macroscopically, with
microscopic features of tubulopapillary
adenocarcinoma and areas of transitional
cell differentiation.3,6,7,10 Staining for high
molecular weight cytokeratins and UEA-1
gives strong support to a collecting duct
origin in the distal nephron11 Cytogenetic
abnormalities like hypodiploidy,
numerical and structural aberrations of
chromosomes 1 and X or Y and high
frequency of loss of hetero have been
reported in BDC.12 Radiological features of
BDC are similar to those of other types of
renal tumours.
There is no standard treatment for
BDC. For metastatic collecting duct
carcinoma radical nephrectomy alone
does not seem to be useful except in a
palliative setting.13 Radiation therapy has
been found to be of no use. In one report,
radiotherapy was used in patients with
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local recurrence after nephrectomy for
nonmetastatic tumour, but this treatment
showed no response.13 The efficacy of
immunotherapy is also debated.
Dimopoulos et al13 reported one partial
response and two stable disease out of six
patients treated with a combination of IL-2
and interferon-a. Peyromaure et al.,14
reported one patient who had a partial
response to interferon lasting for 6
months.
Several combination chemotherapy
regimens have also been investigated in
single case reports with varying responses
(Table 1).
Table 1
Author (year) (ref)

No. of
Cases

Drug Used

Response

13

6

IFN/IL-2

Peyromaure (2003)14

1

IFN

PR-1
SD-2
PR

13

1

5-FU, MMC, IFN

SD

1

Paclitaxel /
carboplatin

PR

Milowsky (2002)

1

Gemcitabine/adr PR

Peyromaure (2003)14

2

Gemcitabine/
cisplatin

Dimopoulos (1993)

Dimopoulos (1993)
15

Gollob (2001)

16

CR

IFN-Interferon, IL-2 Interleukin-2, 5-FU
Flurouracil, MMC Mitomycin C Adradriamycin, PR-Partial response, SDStable disease , CR-Complete response
In the series of Dimopoulos et al.,13 one
patient achieved stable disease lasting for
16 months. Gollob et al.,15 described a
patient with metastatic collecting duct
carcinoma who achieved an 80%
reduction in her tumour burden, including
complete regression of lymph node
metastases and significant shrinkage of a
renal mass. Later she underwent
nephrectomy and was disease-free for 20
months. Immunohistologic and molecular
analysis indicate that BDC more closely
resembles transitional cell carcinoma than
renal cellcarcinoma. As the combination of
gemcitabine and cisplatin has been
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demonstrated to be effective in transitional
cell carcinoma (TCC) it might work in BDC
as well.
Recently, Milowsky et al.,16 reported a
patient treated with doxorubicin and
gemcitabine for BDC with regional and left
supraclavicular nodal involvement. These
authors noted a partial response after 3
cycles; however, the patient experienced
disease progression after 6 cycles.
Peyromaure et al.,14 reported complete
response in two patients with metastatic
BDC using a combination of gemcitabine
and cisplatin. One patient remained free of
disease 27 months after nephrectomy, and
the other patient achieved complete
response after 3 cycles lasting 9 months.
In our case BDC presented with
multiple bony metastasis. The patient
received 6 cycles of combination
chemotherapy with gemcitabine and
cisplatin. There was no local recurrence,
but the response of metastatic tumour was
poor. Therefore, further studies are
required to establish a modality of
treatment for this aggressive malignant
tumour.
Thus, BDC is a rare tumour with a
clinically rapid and progressively
malignant course. This makes it important
to distinguish it from other types of renal
cell carcinoma as it follows an aggressive
course and a poor response to therapy.
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CHRONIC FATIGUE SYNDROME : GOING VIRAL?
The controversy surrounding the possible causes of chronic fatigue syndrome (CFS) resurfaced this month,
after results published in the Archives of Paediatrics and Adolescent Medicine showed that children with the
disease had higher levels of oxidative stress and white blood cell apoptosis than controls - findings suggesting
that the children with CFS are fighting a viral infection.
It is already established that many cases of CFS are preceded by an acute viral infection. Studies in cohorts of
patients with infectious mononucleosis caused by Epstein-Barr virus (EBV) show that a small proportion do
not recover from post-infection fatigue, and subsequently go on to develop CFS. But it seems unlikely that CFS
is a consequence of EBV, because most people make a full recovery.
THE LANCET 2010;376:930
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