
CASE REPORT

Solitary Pancreatic Head Metastasis from Ductal Carcinoma of Breast:
A Case Report

Parag Ingle1
& Pravin Khandare2

& Manjit Rajput3 & Megha Tiwari4 & Mangesh Patil5 & Ajay Mehta1

Received: 18 May 2020 /Accepted: 27 January 2021
# Indian Association of Surgical Oncology 2021

Abstract
Liver, bones, and brain are common sites for breast cancer metastasis. We report here a rare scenario of metastasis to pancreatic
head from breast cancer after a disease free interval of 7 years. A 60-year old breast cancer survivor noticed upper abdominal pain
for 2 weeks, and her investigations revealed a pancreatic head mass lesion. Computed tomography imaging revealed a solitary
pancreatic mass lesion with portal cavernoma formation and a guided biopsy yielded adenocarcinoma on histopathological
examination. Immunohistochemistry processing demonstrated estrogen receptor, cytokeratin 7, and GATA 3 positivity which
confirmed it to be a metastasis. Therapy was initiated with palbociclib and exemestane. Later, everolimus was started in view of
failure of hormonal therapy. The patient is still alive 21 months after diagnosing the recurrence.
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Introduction

Advances in oncology have made it possible to put a strong
defense against breast cancer. Consequently, the survival of
breast cancer patients has increased. But, there still exists a
possibility of developing distant recurrences even after many
years [1]. Liver, bones, and brain are the usual sites where
breast cancer metastasizes [2]. Pancreas is an unusual site
for metastasis [3]. We report here a solitary pancreatic metas-
tasis from a breast primary after 7 years of primary treatment.
Evaluation of such unusual case scenarios may provide us
insights into the hallmark process of tissue invasion and
metastasis[4] and its management.

Case Report

A 60-year old breast cancer survivor presented with com-
plaints of new onset upper abdominal pain for 2 weeks. She
was on treatment for hypertension and hypothyroidism. She
did not have pallor, icterus, clubbing, lymphadenopathy, or
pedal edema. Her abdominal examination did not reveal any
abdominal lump. Her complete blood count, kidney function
tests, and liver function tests were within normal limits.
Ultrasonography (USG) revealed a mass in the body of pan-
creas of largest dimension 2.4 cm and an enlarged
peripancreatic node of largest dimension 1.2 cm. The rest of
the USG examination was normal.
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Computed tomography (CT) scan of the patient revealed a
likely neoplastic diffuse hypoenhancing lesion of size 4.3 ×
2.8 cm in the head region and uncinate process of pancreas
infiltrating into the portal vein with portal cavernoma forma-
tion. There was long segment abutment of the common hepat-
ic artery. (Figs. 1 and 2) No distant metastases were identified.

The lady has been treated for left breast cancer 7 years ago.
She had undergone modified radical mastectomy and adjuvant
chemotherapy. The histology was infiltrating duct carcinoma.
Estrogen receptor (ER) was positive while progesterone receptor
(PR) and human epidermal growth factor receptor 2 (HER2)
were negative. She also had completed her hormonal therapy
for 5 years in view of ER positive breast cancer. Examination
of the opposite breast, axillae, and neck was normal.

The dilemma was whether the lesion was a primary pan-
creatic malignancy or metastasis from breast cancer. Patient
underwent a CT-guided percutaneous transgastric trucut biop-
sy of the pancreatic mass. Biopsy report revealed adenocarci-
noma which could be primary pancreatic malignancy or me-
tastasis. Hence, the sample was processed for immunohisto-
chemistry (IHC). Tumor cells were cytokeratin (CK) 7; ER
and GATA 3 (GATA binding protein 3) positive; and Ca19.9,
CK 20, and synaptophysin IHC markers were negative. Final
impression was metastasis of ductal carcinoma in known case
of breast cancer. (Figs. 3 and 4) The metastasis was ER pos-
itive, PR negative, and HER2 negative. Absence of any symp-
toms and signs suggestive of widespread disease; normal
blood investigation reports; likelihood of good prognostic dis-
ease in view of hormone receptor positivity and long disease-
free interval (DFI); and avoidance of the trouble and cost of
repeat imaging were the reasons to avoid a staging positron
emission tomography contrast-enhanced CT scan
(PETCECT).

The case was discussed in a multidisciplinary tumor board
meeting. Treatment options of hormonal therapy along with
palbociclib, local ablative therapy like stereotactic body radio-
therapy (SBRT) and surgery were discussed. Presence of por-
tal cavernoma and abutment of hepatic artery precluded sur-
gical resection. Systemic therapy was initiated with cyclin-
dependent kinase (CDK) 4 inhibitor, palbociclib, and
exemestane, to assess biology of the disease, address
micrometastatic disease, and reserve local ablative therapy
like SBRT for consolidation. A response assessment
PETCECT done 3 months after initiation of therapy demon-
strated stable disease. But unfortunately, an increase in the
size of pancreatic mass lesion and two liver metastases were
identified on response PETCECT done 6 months after initia-
tion of therapy. Due to unequivocal progression of disease and
no visceral crisis, therapy was changed to palbociclib and

Fig. 1 Axial CT image showing head of pancreas mass with multiple
venous collaterals due to encasement of portal vein

Fig. 2 Coronal CT image showing pancreatic head mass with abutment
of common hepatic artery

Fig. 3 Photomicrograph showing ER positivity of tumor cells by
immunohistochemistry
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fulvestrant. After 6 months, PETCECT scan showed progres-
sion of the pancreatic head mass and regression of the liver
lesions. Everolimus with exemestane therapy was started.
Clinicoradiological evaluation 3 months later revealed stable
disease, but PETCECT scan done 6 months later revealed
liver metastases. Hence, the patient has been advised for che-
motherapy with paclitaxel. The patient is alive 21 months
since diagnosis.

Discussion

Twenty eight cases of pancreatic metastases from breast can-
cer seem to have been reported so far [5]. A case of solitary
pancreatic metastasis from breast cancer has been reported
previously from India few decades ago [6]. Disease-free inter-
val of 7 years and solitary pancreatic head metastasis from
ductal carcinoma of breast leading to portal cavernoma forma-
tion without jaundice are the noteworthy features of this case.
With advances in oncology, patients with oligometastatic
breast cancer can be offered hope for cure and good quality
of life. [7] Reporting of more such cases will definitely help in
generating evidence, understanding the management aspects
in detail, guiding therapy, and offering hope in such rare case
scenarios. It has been noted that the head region has been a
more common site of pancreatic metastasis from breast cancer
and jaundice as a frequent presenting feature.[5] In this case
metastasis has spared the common bile duct with resultant
delayed clinical presentation without obstructive jaundice.
IHC played a key role in identifying the metastatic nature of
the pancreatic lesion. Tissue was obtained by percutaneous
transgastric CT-guided trucut biopsy of the head of pancreas
lesion. It is a safe technique and obviates the need of endo-
scopic procedure [8]. Hence, it also seems more cost effective.
CK 7 and ER positivity by IHC pointed to the diagnosis of

metastasis from breast cancer and resolved the dilemma.[9] In
this case the primary malignancy was infiltrating ductal carci-
noma which is less common than lobular carcinoma in having
pancreatic metastasis [5].

A well-defined strategy for management of oligometastatic
breast cancer is still not available due to dearth of evidence
with regard to this case scenario [10, 11]. The mass was
unresectable due to the radiological findings of portal
cavernoma formation and long segment abutment of the com-
mon hepatic artery. Irresectability of the mass and availability
of efficacious and safe systemic therapy for hormone receptor
positive metastatic breast cancer were important factors guid-
ing management strategy [12–14]. Palbociclib is an inhibitor
of CDK4 as well as CDK 6. Treatment with palbociclib and
letrozole as a first line therapy offers improvement in the
progression-free survival of patients with metastatic ER posi-
tive and HER2 negative breast cancer. Hence, treatment was
started with palbociclib and exemestane. Portal vein encase-
ment and formation of portal cavernoma likely contributed to
early spread of the disease to the liver while on first line
therapy. A change in therapy to fulvestrant helped achieve a
response. Later, progression on palbociclib and fulvestrant
was challenged with everolimus and exemestane on the basis
of the results of the BOLERO-2 trial [15].

Hormone receptor positivity and solitary metastasis at pre-
sentation are likely to confer a good prognosis to the patient
[16, 17]. It is also worth noting that prognosis of patients with
pancreatic metastatic disease is usually better than for patients
with primary pancreatic tumors [18]. If the lesion would have
been resectable, a pancreaticoduodenectomy might have
proved to be a curative therapy for this lady [19, 20]. If the
disease had remained stable to hint of good disease biology,
SBRT would have been an option available in the armamen-
tarium for the possibility of achieving prolonged remission
and cure [21, 22]. Whether SBRT should have been offered
in the very beginning is debatable. A definite strategy for
sequencing of therapies in oligorecurrent breast cancer to
achieve a prolonged response is not known due to lack of
robust evidence in the form of randomized controlled trials.

Conclusion

Multidisciplinary approach helped us to achieve a diagnosis
and offer appropriate therapy to a rare case of solitary pancre-
atic metastasis from breast cancer. With further publications
of such cases, better treatment strategies might be devised to
tackle pancreatic metastasis from breast cancer. This case em-
phasizes the need to maintain an index of suspicion for me-
tastasis of breast cancer in a long-term follow-up case having
new onset symptoms. It also demonstrates the necessity of
regular follow-up.

Fig. 4 Photomicrograph showing GATA3 positivity of tumor cells by
immunohistochemistry
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