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Letter to the Editor
Billiary obstruction in a metastatic tumor of the 
pancreas from breast cancer
DOI: 10.4103/2278-330X.202567
Dear Editor,
Primary pancreatic-malignancies are far more common 
than pancreatic secondaries, which constitute <10% of all 
pancreatic-malignancies.[1,2] The most common mode of 
metastatic spread to pancreas is direct invasion from cancers of 
neighboring organs, followed by lymphatic and hemato-geneous 
dissemination as in renal-cell and lung-carcinoma.[3,4]

Breast cancer is the most common cancer in women and the 
third leading cause of malignancy related death in women.[2] 
The mortality in breast cancer is mainly from the distant 
visceral metastasis. The most common metastasis occurs in 
liver, lung, bone and brain; atypical organ metastasis like 
isolated pancreatic-metastases is extremely rare.[2,3]

We report a rare case of pancreatic-metastasis from 
invasive-ductal-carcinoma (IDC) breast. To the best of our 
knowledge, there have been only few cases of pancreatic-metastasis 
from carcinoma breast reported in the literature so far.[2-6]

A 30-year-old lady, presented with obstructive-jaundice 
in April 2011. She was a known case of right-sided 
locally-advanced-breast-cancer, diagnosed in July 2008. She 
received 3 cycles of neoadjuvant-chemotherapy consists of 
cyclophospamide, adriamycin, 5 flourouracil chemotherapy 
regimen and then underwent modified radical mastectomy.
Histopathological evaluation revealed pT3, N2, IDC III, 
hormone-receptor-positive with allred-score (estrogen receptor 
[ER] 8+, progesterone receptor [PR] 3+), while Her2neu 
negative disease. After surgery, she underwent adjuvant 
treatment with 4 cycles of paclitaxel chemotherapy regimen, 
followed by locoregional-radiotherapy (total-dose 45 Gy) to 
chest wall. She completed her adjuvant-treatment by March 
2009; since then started on hormone-therapy (tamoxifen) and 
was kept under regular follow-up.
She was asymptomatic and her disease was under control until 
April 2011 when she developed nausea, vomiting and rapidly 
progressive jaundice. On investigating, the serum(S) bilirubin 
levels were 34 mg/dl with predominant direct-bilirubinemia, 
S transaminases (serum glutamic oxaloacetic transaminase/serum 
glutamic pyruvic transaminase) levels were 238/100 units/liter 
and S alkaline phosphatase was 1440 units/l. Contrast-enhanced 
computed tomography (CECT) scan demonstrated an irregular 
hypodense mass located at the head of the pancreas with 
dilatation of the common-bile-duct and intrahepatic-bile-ducts; 

Figure 2: Metastatic carcinoma in 
pancreas with estrogen receptor 
positive tumor cells showing 
nuclear staining

Figure 3: Post chemotherapy contrast-enhanced computed tomography 
scan shows complete regression of the mass with biliary stent in situ

Figure 1: Prechemotherapy contrast-
enhanced computed tomography scan 
showing, enhancing mass in the head 
of pancreas causing dilatation of the 
pancreatic duct, Common bile duct and 
the intra hepatic biliary tree

(Continue on page 14...)

no metastatic lesion was detected in the liver or anywhere else 
in the abdomen [Figure 1]. There were few subcentrimetric 
metastatic-nodules detected in the right lower-lobe and 
subpleural region with bronchiectatic-changes and collapse of 
left-lung. CA19.9 levels were within normal range.
Image-guided pancreatic-mass biopsy was carried out and 
histopathological assessment of the specimen revealed 
metastatic-adenocarcinoma cells. Further, allred-score demonstrated 
strong positivity for hormone-receptors however HER2neu 
was negative. The morphological and immunohistochemical 
features of pancreatic-metastasis were similar to the 
primary carcinoma breast [Figure 2]. The pancreatic tumor 
was therefore confirmed as having metastasized from breast 
primary. She underwent percutaneous transhepatic biliary 
drainage and fluoroscopic guided stenting with a metallic‑stent 
(ELLA stent). The liver-functions normalized gradually and 
patient’s general-condition also improved. She was started 
on palliative-intent chemotherapy; for the initial two cycles 
she was treated with single-agent carboplatin in view of 
poor-performance-status and deranged liver function. However, 
further four cycles were administered with a combination regimen 
of paclitaxel and carboplatin following which she is under 
regular follow-up. On abdominal imaging by CECT pancreatic
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Although we found that the PFS, OS, and toxicity of our 
patients treated with PaCe was similar to that reported in 
the literature, our response rates were lower.[10,15‑17] We had a 
response rate of 29.8%, which is lower than the 54% response 
rate reported by Hitt et al. and 55% response rate reported 
by Jiménez et al. We are unable to explain the low response 
rates seen in our study. In spite of the relatively low response 
rate, symptomatic benefit in pain occurred in 79.7% of patients 
confirming the efficacy of this regimen.
In the EXTREME study, the cisplatin, 5‑FU, and cetuximab 
arm were associated with grades 3–4 neutropenia in 
22% of patients.[12] These findings assume importance as 
in resource‑strained setting like us, indoor admission for 
supportive care is difficult. PaCe in comparison seem to have 
a favorable toxicity profile, with no mortality reported across 
various studies, testifying to its safety.[10,15‑17] In addition, it 
avoids toxicities related to platinum. These findings of similar 
efficacy and lower toxicity have prompted us to compare 
paclitaxel, platinum, and cetuximab combination against weekly 
PaCe combination in a randomized fashion in platinum‑sensitive 
head and neck cancers.
Conclusion
PaCe have promising results and a very tolerable toxicity 
profile in both platinum sensitive and platinum insensitive head 
and neck cancer patients.
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mass had completely regressed, and there is no evidence of 
ductal dilatation; CECT thorax showed same few small nodular 
lesions as in prior imaging [Figure 3]. She is planned for 
bilateral‑oophorectomy, followed by aromatase‑inhibitor‑therapy 
after attaining menopausal‑hormone‑levels. After that she was 
kept under follow‑up.
The vast majority of pancreatic carcinomas are primary, 
and among these, more than 90% are of ductal origin. 
However, a variety of extrapancreatic tumors may involve 
the pancreas secondarily and may manifest different 
clinicopathological‑characteristics and outcomes. Renal cancer 
and lung cancer are the most common origin of metastasis to 
pancreas, followed by gastrointestinal carcinomas, lymphomas, 
thyroid, breast, skin, endometrium, and ovaries.[1‑3] Breast 
cancer accounts for 5–13% cases of all pancreatic‑metastases.[3,4] 
The pancreatic‑metastases does not manifest clinically, and 

hence most of the reported‑cases are from incidentally‑detected 
finding from autopsy‑series.[2,5]

Unlike other metastatic solid tumors that have a dismal 
prognosis, metastatic breast cancer (MBC) patients have 
relatively longer survival.[1,3] The median survival in MBC 
has improved with modern chemotherapy consisting taxanes 
and anthracyclines.[4,7] Therefore, except in the diffuse liver 
metastasis where in life expectancy is very low, aggressive 
palliative treatments should be considered to improve the 
quality of life and at times survival.
The present breast‑cancer case presented with 
obstructive‑jaundice due to pancreatic metastasis during 
follow‑up after 2‑year of disease‑free‑interval. Her jaundice 
improved after performing the biliary drainage procedure. 
Choledochoduodenostomy,[2] pancreatoduodenostomy,[8] 
pancreaticoduodenetomy[9] and expanding metallic stent[4] can 
palliate symptoms and are found very useful in these patients.[4] 

(Continue on page 19...)
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However, surgical procedures demands expertise and there are 
significant morbidity and mortality risk; hence, these should 
be reserved for the very selective group of cases wherein 
metastatic processes is confined to the pancreas and amenable 
to surgical resection without significant morbidity.[1,10]

To differentiate between pancreatic primary versus secondary is a 
difficult task and even so when it is from an uncommon primary 
site. In the present case, on extensive analysis of morphology and 
immunohistochemistry, which showed that pancreatic‑metastases 
was found similar to the primary breast‑cancer and it expressed 
strong hormonal‑receptor‑positivity (ER and PR). The pancreatic 
tumor was, therefore, confirmed as having metastasized from the 
primary breast‑cancer.
Earlier studies showed that the prognosis of patients with metastatic 
disease to the pancreas is usually better than that for primary 
pancreatic carcinoma.[6] Although surgery is considered, a first‑choice 
treatment in selected patients with pancreatic metastases but it is 
associated with significant morbidity.[11] Moreover, the option for 
resection should mainly be reserved for the case of metastatic 
processes limited to the pancreas and amenable to surgical resection.
We conclude by stating that, when a pancreatic lesion develops 
in a patient with prior neoplasm, the possibility of a solitary 
metastasis to the pancreas should also be considered. The clinical 
details should be carefully analyzed, and all possible suppositions 
have to be included in the diagnostic process. Management needs 
to be based on the best available evidence regarding what care is 
most likely to be effective for which patients in which settings. 
Advanced techniques and advanced skills are mutually reinforcing, 
and both are essential for correct diagnosis and management!
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Letter to the Editor
Long‑term survival in a case of metastatic 
papillary renal cell carcinoma
DOI: 10.4103/2278‑330X.202562
Dear Editor,
The papillary subtype of renal cell carcinoma (pRCC) has a 
poorer prognosis when compared to their more common clear 
cell counterpart RCC (ccRCC). We wish to report a case of 

metastatic pRCC who has an ongoing response to sunitinib for 
58 months.
A 25‑year‑old Omani female presented in December 2009 
with right flank pain. There was no hematuria or systemic 
features, or family history of cancer. Clinically, she was in 
performance status (PS) 1 (WHO). Laboratory investigations 
were normal. CT scan of chest/abdomen [Figure 1] and MRI 
of abdomen revealed a 7.5 cm × 7.3 cm × 7.2 cm right renal 
mass, without significant abdominal lymphadenopathy, a normal

(Continue on page 24...)
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