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Case Report

Pancreatic secondary tumours are rare and motivate 1.6 and
3.9% of pancreatic resections [1,2]. Most published cases are
metastases of clear cell renal carcinoma, but other tumours can
also metastasize to the pancreas. This is the case of colorectal
adenocarcinomas which cause 6.2% of pancreatic metastases. Few
cases have been published. However, this possibility should not be
overlooked when interpreting CT and using body-whole scanning
methods such as PET scans as illustrated by the observation below.

Observation

This 63-year-old patient had a history of rectal adenocarcinoma
treated by previous resection in April 2003. It was a pT2NOMO
lesion. Due to the presence of vascular emboli, adjuvant treatment
was performed by external radiotherapy at a dose of 45 grays
combined with six courses of chemotherapy with LV5-FU2.
It was sent to us in October 2005 following the discovery by
ultrasonography then CT of a single hepatic metastasis of segment
VL. The serum level of the carcinoma-embryonic antigen (CEA) was
3 times higher than normal. The 18 FDG PET scan revealed no other
zone of hyperfixation than the liver lesion. A right hepatectomy was
therefore performed on November 10, 2005. Anatomopathological
examination of the operative specimen found a metastasis of a
moderately differentiated adenocarcinoma 4.5cm long axis with
presence of vascular embolisms. The margins of excision were
greater than lcm. The indication for adjuvant chemotherapy
was retained in the tumor board with four courses of Folfox
chemotherapy. Serum CEA level normalized postoperatively.

In December 2006, the abdominal CT performed as part of the
post-treatment surveillance showed a hypodense zone of 2.5cm in
diameter sitting in the body of the pancreas and associated with

dilation of the Wirsung canal. This image was taking contrast in
an isolated way in18-FDG PET scan, evoking a malignant tumor.
At the same time, the serum level of CEA was increased again. All
of these signs were in favor of a primary or secondary pancreatic
malignancy. Considering the age of the patient and the absence of
comorbidities, a pancreatectomy with caudal splenic preservation
was performed in January 2007. The pathological examination
of the resection piece found a tumor of 6 centimeters large axis,
infiltrating the wall of large veins, with peri-nerve sheaths. The
excision was microscopically complete. It was a moderately
differentiated mucosecreting adenocarcinoma infiltrating the
pancreas and peri-pancreatic fat. The eight peri-tumoral ganglia
were not invaded. The immunohistochemical profile (CK7 negative
and CK positive) was in favor of intrapancreatic metastasis of
rectal adenocarcinoma. The postoperative period was complicated
with a thrombosis of the splenic artery. Adjuvant chemotherapy
according to the LV5 FU2 protocol was provided (because the
patient had oxaliplatin neuropathy). The CT scan and PET scan
performed in September 2007 showed metastatic liver recurrence.
The chemotherapy that was implemented did not allow oncologic
response and the patient died on June 14, 2010 of the evolution of

her cancerous pathology.

Discussion

The pancreas is a rare but known site of metastasis. In a study
published in 2004 [1], the analysis of 4955 autopsies revealed
81 cases of secondary pancreatic tumors (prevalence of 2%). A
similar study was performed on pancreatic fragments obtained
by surgical excision or biopsy. Out of 973 specimens studied, 38
proved to be pancreatic secondary locations, ie 3.9% of the samples
[1]. These figures correspond to those previously mentioned in
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the literature. It is therefore necessary to know when to evoke
this diagnosis in a patient presenting a pancreatic mass, when
he has a history of visceral cancer. Similarly to our observation,
pancreatic localizations are most often discovered by surveillance
imaging. Indeed patients are asymptomatic in 40% of cases, 22%
of patients with non-specific pain. [2]. Tomodensitometry (CT) and
PET-scan [3] with image fusion are the recommended techniques
for early detection of visceral metastases or local recurrences
after colorectal resection for adenocarcinoma [4]. The metastatic
nature of the pancreatic lesion may be suspected by the increase in
embryonic carcinoembryonic antigen (CEA). Butitis the histological
examination alone that allows the positive diagnosis of secondary
localization. In operated patients, examination is performed on
the specimen when pancreatic excision has been performed, or on
biopsy specimens. In nonoperated patients, the alternative is to
perform a fine needle biopsy guided by echoendoscopy [5].

If the benefit of surgical excision of liver metastases is well
established, the treatment of pancreatic metastases is not clearly
defined. The results of published studies and meta-analyzes tend to
show a benefit in terms of survival and quality of life of pancreatic
surgical excision [6-11]. The median survival was evaluated at 54
monthsand the survival rate at5 years at 29% [2] In our observation,
survival after pancreatectomy was 3 years, but a hepatic recurrence
was diagnosed at 6 months whereas preoperative imaging was
negative. It is worth to notice that the recommendations of the
French National Society of Gastroenterology advise the surgical
treatment of metastases of colorectal cancer when the lesion is
resectable (with a level of evidence B2). Moreover, it is fundamental
to take into account all the comorbidities of the patient and do an
individual evaluation as mentionned in the recent reviews and meta
analysis [12,13] ; thus here, our patient was in healthy conditions
with a unique metastasis explaining the relatively good results.

Conclusion

Pancreatic metastases of colorectal cancers are rare. Lesions are
often accidentally discovered during patient follow-up. They may
be preceded by elevation of CEA while the patient is asymptomatic.
Close monitoring of patients showed an improvement in median
survival with early treatment of recurrences. According to the

literature, surgical treatment of pancreatic metastasis of colorectal
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cancer appears to be the best palliative treatment in terms of
survival and quality of life.
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