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Increased Survival After Resection of Pancreatic Cancer Liver

Metastases

Supervivencia prolongada tras reseccion de metastasis hepaticas

de adenocarcinoma de pancreas

The prognosis for pancreatic adenocarcinoma has changed
very little in recent decades and still continues to be dismal. It
has been demonstrated that surgical resection is the only
therapeutic option that is able to achieve greater long-term
survival (18% 5-years post-pancreaticoduodenectomy [PD],
and only 12% when there are metastases in the regional lymph
nodes).’ Using these data, pancreatic resection is traditio-
nally considered contraindicated when there are synchronous
liver metastases at the time of surgery.

We present a case of long-term survival after PD with
simultaneous resection of synchronous liver metastases
and deferred surgery for multiple metachronous liver
metastases.

A 38-year-old male with no prior medical history came to
our emergency department in December 2006 with weight
loss, jaundice and abdominal pain in the upper right
abdominal quadrant. Computed tomography (CT) detected
a space-occupying lesion measuring 15 mm x 9 mm at the
head of the pancreas, with no suspicion of extra-pancreatic
disease. A malignant lesion was suspected, and a PD was
proposed. During the surgery, a solitary superficial lesion in
the liver was biopsied. As the intraoperative histopathologic
study ruled out malignancy, we proceeded with the standard
Whipple procedure. The postoperative period was unevent-
ful, and the definitive pathology analysis reported ductal
adenocarcinoma of the head of the pancreas measuring
25 mm with moderate differentiation (pT2), and absence of
pathologic lymph nodes (pNO). The differed study of the
biopsied liver nodule revealed the presence of pancreatic
metastatic tumor cells. In a follow-up control in June 2007, 7
hepatic metastases were detected in segments 11 (x1), mr (x3),
v (x1), v (x1) and vin (x1) (Fig. 1), and chemotherapy was
therefore initiated with gemcitabine and capecitabine as
palliative treatment. The patient presented good response to

the protocol, with partial regression of the hepatic metasta-
ses and persistence of only 2 lesions in a CT done in
November 2008. Given this situation, we re-considered the
therapeutic strategy, and rescue surgery was proposed.
During laparotomy, 6 subcentimeter metastases (segments
u, m, v, v, vi) were identified and resected. In addition, a
larger lesion was detected in the wb-v segment, which was
treated by means of radiofrequency ablation. The pathology
study demonstrated the presence of pancreatic adenocarci-
noma in all the resected lesions. The patient remained
disease-free for 50 months after the pancreatic resection,
28 months after the second hepatic surgery (Fig. 2). In
April 2011, a follow-up CT detected multiple bilateral

Fig. 1 - Abdominal computed tomography after
pancreaticoduodenectomy showing liver metastasis of
pancreatic adenocarcinoma (arrow).
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Fig. 2 - Magnetic resonance image taken 2 years after liver
resection showing absence of metastatic disease.

subcentimeter liver metastases. Since then, the patient has
been treated with a 15-day regimen of gemcitabine and
cisplatin that maintains the disease stable.

The current situation of hepatic resection due to colorectal
or neuroendocrine metastases is well defined. In contrast, the
effectiveness of hepatic surgery for liver metastases whose
primary origin is that of different locations or different
histologic origins is controversial. In spite of the fact that
hepatic resection due to metastases of non-colorectal or
neuroendocrine origin is gaining popularity and the number of
patients who are being resected is increasing,* few studies
support surgery for liver metastasis of pancreatic cancer.
Based on recently published data, the observed overall
survival ranges between 5.9 and 8.3 months after the resection
of synchronous metastases and 5.8 to 20 months for the
resection of metachronous metastases.”®> Meanwhile, che-
motherapy for advanced pancreatic cancer has undergone few
changes since the approval of gemcitabine.® Only 2 combina-
tions (erlotinib + gemcitabine and gemcitabine + capecita-
bine) have been shown to increase survival, despite the
many trials done with gemcitabine and other chemotherapy
drugs.”” The choice of one or the other drug combination is
mainly based on the balance between toxicity and benefit. In
our case, age and the absence of comorbidities enabled us to
select a combination of gemcitabine and capecitabine, which
was able to stabilize the metastatic disease and significantly
improve survival.

Some centers recommend PD as a palliative procedure
because tumor reduction may improve the patients’ quality of
life.> Nevertheless, most studies report similar survival rates
in patients who undergo PD with positive microscopic margins
(R1) compared with those who received non-surgical treat-
ment.’® Moreover, the extension to the liver may represent
systemic disease, which is incurable with surgery, in addition
to being a procedure with very high rates of morbidity; thus,

most surgeons agree that it presents little benefit. In spite of
this, our case demonstrates that sometimes a prolonged
survival is possible (current survival is 58 months after the first
surgery, 38 months after resection of metachronous liver
metastases). We agree that surgery cannot be the rule in these
cases, but a strategy that combines chemotherapy and surgery
may be successfully used in selected cases. Although we
cannot talk about a cure in the context of metastatic
pancreatic cancer, it should be kept in mind that an aggressive
surgical approach may offer a young patient with little
comorbidity the opportunity of a prolonged survival, espe-
cially if the metastatic disease stabilizes after chemotherapy.
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Paget-Schroetter Syndrome

Sindrome de Paget-Schroetter

Paget-Schroetter Syndrome is a relatively uncommon but
especially important disease as it affects healthy, young
subjects." Its management is controversial and usually
requires medical, surgical and endovascular treatment.

We present the case of a 48-year-old woman, a smoker
(20 pack-years) without any other prior medical history, who
came to our Emergency Department due to pain and edema in
the upper right extremity of less than 24 h duration. General
physical examination was normal. The right upper limb
presented venous congestion, also seen in the anterior chest.
On venous ultrasound, no flow was observed in the right
subclavian vein.

With the diagnosis of deep vein thrombosis of the upper
rightlimb, we decided to carry out phlebography with a hollow
fibrinolysis guide (0.035mm) and at the same time intra-
thrombus fibrinolysis was initiated with urokinase at an initial
dose of 250 000 U and later 60 000 U/h. We ordered a series of
radiological controls to follow the evolution and to be able
to reposition the catheter. Forty-eight hours afterwards, and
after having confirmed the lysis of the thrombus, it was
decided to suspend fibrinolysis, perform angioplasty with an
8 mmx40 mm balloon, and initiate anticoagulation until
surgery (Fig. 1). Four weeks afterwards, decompression
surgery was performed with transaxillary resection of the
first rib. On the routine post-operative phlebography
examination, significant residual stenosis and the presence
of abundant collateral circulation were observed, and an
8 mmx40 mm stent was implanted to correct the stenosis
(Fig. 2). Currently, one year after surgery, the patient remains
asymptomatic.

Paget-Schroetter syndrome is a primary thrombosis of the
subclavian vein in the subclavian-axillary junction. It is
caused by compression of the subclavian vein as it passes
through the triangle created by the anterior scalene muscle,
the first rib and the subclavius muscle and tendon.’

The incidence of this syndrome is 2 per 100 000 inhabitants.
It affects young adults (mean age 32), mainly males (2:1),% in
the dominant upper extremity. Some 80% of patients report
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prior important physical activity with movements of external
rotation and separation.

Classical symptoms include pain, edema and sensation
of heaviness in the affected limb.* Onset is abrupt: in 85%" of
cases, the symptoms start within 24 h of doing exercise.

Doppler ultrasound® is the first diagnostic technique
required. In expert hands, it is very sensitive (78%-100%)
and specific (82%-100%).° The following step is phlebography,
with which thrombosis of the subclavian-axillary vein in the
costoclavicular union and presence of abundant collateral
circulation can be observed.! If an obstruction is not observed,
the presence of collateral circulation always indicates a
certain degree of stenosis. Provocation maneuvers, such as
the separation of the extremity, may help in the diagnosis.

There is no clear consensus regarding treatment. Nowa-
days, most authors agree that anticoagulants as a monothe-
rapy offers poor results,” and it is therefore recommended to
use associated fibrinolysis and surgical and/or endovascular
treatment.®

Fibrinolysis with intra-thrombus urokinase or streptoki-
nase in the acute phase (within 10 days) is very effective (up to
100%) and safe, making it the treatment of choice.’ Given that

Fig. 1 - Initial phlebography 48 h after onset, after
fibrinolysis and angioplasty with provocation maneuvers.
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