Case Report
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SUMMARY. The rare case is reported of an isolated pulmonary
metastasis presenting 5 years after the curative resection of a
pancreatic adenocarcinoma. This case emphasizes the value of the
gastrointestinal tumour biomarker CA 19-9 as a sensitive parameter
in the detection of pulmonary metastases of pancreatic cancer, and
the role of totally thoracoscopic metastasectomy in their management. Pneumon 2013, 26(3):270-272.
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Introduction
The prognosis of locally advanced pancreatic cancer is poor. It is documented that survival is favoured by initial standard oncological surgery and
adjuvant therapy such as chemotherapy and radiation therapy.1
The case is presented of a patient who underwent successful thoracoscopic resection of a solitary lung mass diagnosed as metastatic adenocarcinoma about 5 years after a Whipple operation for ductal pancreatic
adenocarcinoma. At the time of identification of the metastasis the patient
was asymptomatic with no evidence of lymph node metastasis, but the serum
level of CA 19-9 was elevated. The significance of CA-19 serum levels as a
prognostic tool following resection of pancreatic cancer and the technique
of thoracoscopic resection of pulmonary metastases of pancreatic cancer
as a safe and standard approach are discussed.
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The patient was an asymptomatic 77 year-old Caucasian male, who
had undergone Whipple operation for pancreatic cancer 5 years earlier.
Preoperatively the serum level of CA 19-9 was markedly elevated (478 U/
ml, with normal range <37 U/ml).
The postoperative histopathological examination revealed a moderately
differentiated ductal pancreatic adenocarcinoma, with no evidence of lymph
node invasion. The gross margins of the surgical specimen were disease-free.
During routine follow-up 5 years after surgery, the serum level of CA
19-9 was found to be high (393 U/ml, with normal range <37 U/ml), despite
its normalization in the early postoperative period (to 26 U/ml, with normal
range <37 U/ml). The PET CT scan (Figure 1) revealed a solitary pulmonary
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mass in the left lower lobe of the lung with substantial
uptake (SUV 3.8). It should be noted that because of to
the patient’s history and the high specificity and sensitivity of the PET CT scan a classic metastatic investigation
was not performed.
The patient underwent a thoracoscopic wedge excision
of the lesion, with disease-free margins. His postoperative

Figure 2. Resected lung metastasis (x400): Immunohistochemical stain CA19-9 showing positivity for pancreatic cancer.

Figure 1. PET-CT scan in 77 year-old male 5 years after curative
surgery for pancreatic adenocarcinoma, showing a positive
(SUV 3.8) lesion in the left lung.

course was uneventful and he was discharged on the
third postoperative day.
Histopathological examination showed an adenomatous lesion 1.3 cm in diameter. Immunohistochemical
staining for CA 19-9, CK 7, CA 125, MUC 5A, TTF-1, CK
20 and CDX-2 was consistent with a diagnosis of lung
metastasis from pancreatic cancer (Figure 2).
The serum level of CA 19-9 decreased postoperatively,
with further decline (to 63 U/ml) following adjuvant
gemcitabine hcl - based chemotherapy.
The patient, 12 months after resection of the lung
metastasis, is asymptomatic, with no evidence of further
disease recurrence.

Discussion
Pancreatic adenocarcinoma is a highly lethal disease,
with a median survival of 12.6 months in all patients

undergoing pancreatic resection.1 Because of the lack
of effective screening methods for this malignancy, the
majority of patients present with unresectable disease,
while nearly 40% of those with a resectable tumour at
diagnosis are not appropriately referred for surgery.1 The
majority of operable patients die from disease recurrence,
with a 3-year disease specific survival of only 27%.1
It should be noted that among long-term survivors
after pancreatic resection for adenocarcinoma, the most
common site for disease recurrence is the lung.2 The case
presented here, in which the patient was found to have
a lung metastasis about 5 years after his initial Whipple
operation for pancreatic cancer, is an example.
The most useful index for diagnosis in this patient
was the serum level of CA 19-9, which rises in a number
of malignancies, including pancreatic cancer. Although
discovered 30 years ago, CA 19-9 remains the gold standard serum marker for patients with pancreatic cancer.
While some expert panels recommend measurement
of CA 19-9 in the diagnostic work-up of patients with
pancreatic cancer (Sturgeon et al, unpublished data), its
lack of specificity and sensitivity limits its use in this setting.3 One of the most frequent uses of tumour markers
is in the postoperative surveillance following curative
surgery for a primary cancer4, the aim of which is to
detect recurrence or metastasis as early as possible. A
number of studies have shown that serial determination
of CA 19-9 can detect recurrent or metastatic pancreatic
cancer several months before clinical or radiological evidence of disease is apparent.5 According to the American
Society of Clinical Oncology (ASCO) guidelines, CA 19-9
measurement alone cannot provide definite evidence of
disease recurrence, and confirmation must be made by
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imaging and/or biopsy.6 Moreover, in patients who lack
the Lewis antigen, a blood type protein on red blood cells,
(i.e., about 10% of the Caucasian population) CA19-9 is
not expressed, even in those with large tumours. This is
due to deficiency of a fucosyltransferase enzyme that is
needed to produce both CA19-9 and the Lewis antigen.7
The history of this patient and the long disease-free
interval led us to the PET CT scan rather than a standard
regional work-up, which revealed a solitary pulmonary
mass in the left lower lobe with substantial uptake (SUV
3.8).
Given that the primary lesion had been controlled,
the lesion was solitary and limited to one lung and with
no extrapulmonary metastasis, and the patient could
tolerate surgery and pulmonary resection could be performed safely, a totally thoracoscopic wedge resection of
the pulmonary metastasis was conducted.8 In support of
this decision, Arnaoutakis and colleagues reported the
first retrospective case control study showing that pulmonary metastasectomy can be performed safely, with
low morbidity and mortality, and that the cumulative
survival is significantly higher in the group undergoing
pulmonary metastasectomy (51 vs. 23 months, p=0.04),
with a trend towards a higher 2-year survival rate after
relapse in the pulmonary metastasectomy group (40%
vs. 27%, p= 0.2).9
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