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ABSTRACT

Pancreatic adenosquamous carcinoma, an uncommon subtype of pancreatic adenocarcinoma, is characterized by an aggressive
course and poor prognosis, with the onlymethod of cure being surgical resection at the time of diagnosis. It is a complex condition, as
it presents nonspecifically and remains indistinguishable from pancreatic adenocarcinoma without imaging techniques despite its
aggressive nature. We report an atypical case of pancreatic adenosquamous carcinoma, presenting with marked anemia, found on
endoscopy to have a gastricmass. This is of interest to readers as a reminder that pancreatic cancersmay presentwith gastric invasion
and should remain on the differential diagnosis for gastric lesions.
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INTRODUCTION

Pancreatic adenosquamous carcinoma (PASC) is an aggressive subtype of pancreatic adenocarcinoma that represents 1%–4% of
exocrine malignancies according to autopsies and surgical specimen findings.1 The squamous component of PASC tends to
proliferate faster than adenomatous tissue, leading to bleeding or necrotic tumor transformation, and prognosis is poor with
a median survival of 8 months.1 The only potential treatment for cure of this aggressive tumor is surgical resection, although only
15%–20% meet the criteria for the surgery due to metastasis at the time of diagnosis.2 As squamous cells are absent in the normal
pancreas, squamous metaplasia from ductal cells due to chronic pancreatic inflammation has been hypothesized as the patho-
physiology of PASC, though still remains unclear. Other theories include histogenesis and a combination of different neoplastic cells,
as well as the differentiation of multipotent primitive cells.3 As PASC is rare and progresses rapidly, diagnosis is made to be difficult.
Typical initial symptoms of PASC are also very nonspecific, which includes weight loss, abdominal pain, and jaundice.3 Therefore, it
is important to broaden the differentials for patients presentingwith vague symptoms such asweight loss and gastric lesions to ensure
that the diagnosis of PASC is not missed.

We report a case of PASC, presenting with unintentional weight loss and severe anemia in the setting of a gastric mass detected on
endoscopy. Symptoms of PASC are broad, nonspecific, and indistinguishable from pancreatic adenocarcinoma. This case highlights
and reminds physicians that pancreatic cancers can present with gastric invasion and thereby should remain on the differential
diagnosis for gastric lesions.

CASE REPORT

A 39-year-old Asian man with a history of chronic hepatitis B (positive anti-Hepatitis B e-antigen, positive Hepatitis B surface
antigen, viral load 16.0 IU/L) presentedwithmaroon stools and presyncope in the setting of a 40 lb unintentional weight loss over the
previous year.He denied any history of abdominal pain, nausea, or vomiting. Physical examination demonstratedmarked pallor, but
no jaundice or scleral icterus. Laboratory investigations demonstrated an interval decrease in hemoglobin from 134 g/L the month
prior to 47 g/L (reference range 137–180 g/L). Peripheral blood smear demonstrated microcytic anemia with hypoferritinemia
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suggestive of iron deficiency anemia. Blood work was otherwise
significant for leukocytosis (20.0 3 109/L). CA19-9 was mark-
edly elevated at 1,346 kU/L (reference range #35 kU/L).

Owing to suspicion for gastrointestinal bleeding, gastroenter-
ology was consulted, and esophagogastroduodenoscopy dem-
onstrated an ulcerated, friable, oozing mass measuring .3 cm
in size on the lesser curve of the stomach, adjacent to a shallow
ulcer (Figure 1).

Given the concern for malignancy, cross-sectional imaging was
performed, and abdominal computed tomography (CT) dem-
onstrated a large (10.7 3 6.7 cm) mass arising from the pan-
creatic tail invading the posterior wall of the gastric body into
the gastric lumen and into the splenic hilum, encasing the
splenic artery and occluding the splenic vein, with multiple
hypodensities in the spleen and liver (Figure 2). Biopsies of the
gastric mass subsequently demonstrated invasive moderately
poorly differentiated carcinoma with mixed features of both
squamous and adenocarcinoma growth patterns and positive
lymphovascular invasion; biopsies of the adjacent ulcer dem-
onstrated chronic Helicobacter pylori gastritis (Figure 3).
The patient was diagnosed with metastatic adenosquamous
carcinoma.

Owing to the extent of disease, the tumorwas deemed surgically
unresectable. As the patient had an ongoing bleeding from the
gastric mass, the patient underwent palliative radiotherapy
(2,000 cGy/5 fractions) with stabilization of his hemoglobin and
had no further bleeding. He initiated treatment with FOLFIR-
INOX chemotherapy. However, day 17 after cycle 3 of FOL-
FIRINOX, he developed abdominal pain and persistent fevers
(T-max 38.8°C) and was found to have a marked leukocytosis
(27.4 g/L). Repeat abdominal CT demonstrated a fistulization
between the gastric mass and the spleen, as well as multiple
perisplenic and splenic abscesses. Despite drainage and anti-
biotics, the patient died 3 months after diagnosis.

DISCUSSION

Pancreatic cancer typically presents with vague symptoms such
as abdominal pain, nausea, vomiting, and weight loss, but
patients may less commonly present with bleeding and anemia
from local or metastatic invasion of the gastrointestinal tract,
with the incidence of gastric invasion being 0.2%–5.4%.4

While the presentation of PASC is indistinguishable from pan-
creatic adenocarcinoma, differentiating the 2 has important
prognostic implications given the aggressive nature of PASC.5

Imaging tests such as CT and magnetic resonance imaging have
been suggested tohelpdifferentiate the2.5 PASC in thepancreatic
tail have been reported to cause gastric wall invasion and splenic
infarcts from splenic vein and artery encasement, as in our pa-
tient.1,6 By contrast, symptoms for when PASC is in the head of
pancreas have beendescribed as causing obstructive jaundice and
pancreatitis.1 As demonstrated in our case, when gastric invasion
is involved, a histopathologic diagnosismay additionally bemade
on endoscopic biopsies, which speaks to the importance of

Figure 1.

Figure2.Computed tomography abdomen finding of large (10.7 cm
x 6.7 cm) mass arising from pancreatic tail invading the posterior
wall of gastric body.

Figure 3.
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considering PASC when performing endoscopy on patients with
nonspecific gastrointestinal symptoms.

Treatment options proven to be of benefit include radical sur-
gery, chemotherapy, immunotherapy, and combination therapy
with platinum-containing agents, with surgery being the only
method of cure.7 The median survival for the surgical treatment
option was shown by a study to depend on the type of resection:
14.4, 8, and 4.8 months for R0, R1 resection, and no surgical
treatment, respectively.8 The efficacy of neoadjuvant and adju-
vant chemotherapy aswell as radiation therapy continues to be in
question and explored through studies. Some studies demon-
strated a significantly better survival rate with adjuvant platinum
therapy for patients with PASC, whereas radiation therapy also
showed benefit in overall survival but without statistical signifi-
cance.9 Radiation therapymay have an additional role in treating
PASC due to its hemostatic effect in gastrointestinal bleeding. A
study has shown that radiation therapy in comparison with en-
doscopic treatment caused less recurrence and higher immediate
efficacy in hemostasis in patients with GI bleeding due to gastric
invasion of pancreatic cancer.10

Our patient had complete cessation of bleeding with palliative
radiotherapy but unfortunately died of complications of the
progressive disease. More knowledge on PASC including ap-
propriate treatment strategies and different forms of clinical
presentations is still needed to increase the rate of overall pa-
tient survival.
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