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Introduction

Endoscopic  u l t rasound  (EUS)  wi th  f ine ‑need le 
aspiration  (FNA) has emerged as an important tool for 
diagnosis and staging of  many gastrointestinal cancers 
along with computed tomography‑positron emission 
tomography  (CT‑PET) scan.[1] It has proven to be more 
sensitive than other imaging studies in the assessment of  
locoregional lymph node metastases,[2] but also assists in 

visualizing metastases to other organs such as the pancreas, 
liver, or left adrenal gland. The role of  EUS in posttreatment 
surveillance of  esophageal cancer is not well established. Here, 
we present a case in which EUS not only ruled out a recurrence 
of  esophageal cancer but also reiterated the sensitivity of  the 
test to detect lesions not seen on imaging.

Case Report

We describe the case of  a 68‑year‑old male with a history of  
aggressive esophageal adenocarcinoma of  gastro‑esophageal 
(GE) junction who underwent transhiatal esophagectomy 
followed by adjuvant chemotherapy. He presented with 
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increased activity in the distal margin of  gastric pull‑through 
on surveillance CT‑PET scan 3  years after remission 
[Figures 1 and 2].

The EGD was performed at our institution, which revealed 
intense erythema in the body and antrum, but showed no 
evidence of  recurrence at the site of  GE anastomosis. On 
further evaluation, EUS showed a well‑defined, hypoechoic 
to isoechoic nodule with a homogeneous pattern, measuring 
1 cm × 0.5 cm in the mid pancreatic body via transduodenal 
imaging from duodenal bulb  [Figure 3]. EUS‑guided FNA 
of  the pancreatic nodule was done [Figure 4] and multiple 
endoscopic biopsies were taken for surveillance from the 
anastomosis and the gastric conduit. Histopathologic 
evaluation of  the biopsies from the anastomosis and the 
gastric conduit did not show any evidence of  recurrence. 
The cytopathology of  the nodule showed a low‑grade 
neuroendocrine tumor with immunostains positive for 

Figure 1: Computed tomography‑positron emission tomography image 
showing linear hypermetabolic activity along the posterior margin of 
the distal pull through

Figure  3: Endoscopic ultrasound image showing oval to rounded, 
well‑defined, hypoechoic nodule measuring 1.02 cm by 0.67 cm size 
in the mid pancreatic body seen via transduodenal imaging from the 
duodenal bulb

synaptophysin and chromogranin [Figures 5a, b and 6a, b]. 
It was classified as low‑grade tumor based on immunostains 
for Ki‑67 (proliferative index).

Discussion

Esophageal cancer is the third most common gastrointestinal 
malignancy with poor prognosis. Despite aggressive treatment 
with a multi‑modality approach, recurrence rates remain 
high and tend to recur within the 1st year. The role of  EUS in 
posttreatment surveillance is controversial.[3,4]

Esophageal cancers rarely metastasize to the pancreas.[5] It 
can be challenging to differentiate primary neuroendocrine 
tumor in pancreas from metastases as both may appear 
as homogenous, hypoechogenic solid lesions that have 
well‑demarcated borders.[6] Compared to other imaging 
techniques, EUS has many advantages of  being able to detect 
small lesions within the pancreas and duodenal wall as well 

Figure 2: Computed tomography‑positron emission tomography image 
at the level of pancreas did not reveal any increased activity

Figure  4: Endoscopic ultrasound image showing transduodenal 
endoscopic ultrasound fine needle aspiration of the pancreatic nodule 
with a 25‑gauge needle
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as to obtain FNA, which can provide cytological confirmation 
for diagnosis.[7]

Pancreatic neuroendocrine tumors (PNETs) are rare tumors, 
accounting for approximately 2% of  primary pancreatic 
malignancies. The important factors that predict malignant 
behavior seem to be the TNM stage and histologic grade based 
on mitosis rate and Ki‑67 (proliferative index).[8] EUS‑FNA has 
proven to be a useful tool in diagnosis, grading, and staging 
of  PNETs.[9,10]

In our case, EUS played a major role by discovering a lesion 
that was missed on CT‑PET scan done for posttreatment 
surveillance. This has significant implications in management 
by avoiding administration of  unnecessary chemotherapy with 
significant toxicities. This case reinforces the importance of  
EUS imaging of  esophageal cancer not only for clarifying the 
question of  recurrence but also in identifying the lesions that 
may be missed by other cross‑sectional imaging modalities. 
EUS is also useful in the diagnosis of  PNETs.
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Figure 5: (a) (left panel) ‑ low power view showing a moderately cellular 
smear stained with Papanicolaou stain, with small loose clusters and 
singly dispersed small uniform tumor cells.  (b)  (right panel)  ‑  high 
power view of tumor cells stained with papanicolaou stain, showing 
clusters of small uniform cells with eccentrically located round to oval 
nuclei, occasional binucleation and characteristic stippled “salt and 
pepper” chromatin
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Figure 6: (a) (left panel) ‑ immunoperoxidase stain for synaptophysin 
is positive in tumor cells. (b) (right panel) ‑ immunoperoxidase stain 
for chromogranin is positive in tumor cells
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