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Case report 

Pancreatic body cancer presenting with dysphagia and palpable abdominal 
mass being mistaken for gastric gastrointestinal stromal tumor: 
“Case report” 
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A B S T R A C T   

Introduction and importance: Body and tail pancreatic cancers account for one third of pancreatic ductal adeno
carcinomas (PDACs). Dysphagia is an extremely rare manifestation of pancreatic cancer that may follow direct 
invasion of primary pancreatic cancer to esophagus. Pancreatic cancer can be confused with either pancreatic or 
peripancreatic lesions like gastrointestinal stromal tumors (GISTs) on diagnostic computed tomography (CT) 
scans. Undifferentiated pancreatic cancer, which is a rare variant of pancreatic ductal adenocarcinoma rarely, 
present with palpable abdominal mass. The aim of this case report is to show the rare presentation of this deadly 
malignancy with dysphagia and palpable abdominal mass which was mistaken on CT scan for gastric gastro
intestinal stromal tumor. 
Presentation of the case: A 60 years old male farmer presented with progressive dysphagia to solid food of 3 
months duration. He has no history of smoking, diabetes or alcohol intake. Physical examination showed hard 
epigastric mass with poorly defined borders. Imaging suggested gastrointestinal stromal tumor found to be 
primary pancreatic body cancer at laparotomy. Biopsy later confirmed undifferentiated pancreatic cancer. 
Discussion: The presentation of pancreatic ductal adenocarcinoma is nonspecific. Presence of clinical symptoms 
indicates advanced disease. Pancreatic body cancer has poor prognosis due to late presentation of the disease as 
compared to its counter pancreatic head cancer. CT scan has 85% diagnostic accuracy. 
Conclusion: Both surgeons and radiologists should be familiar with common and uncommon CT scan findings of 
pancreatic ductal adenocarcinoma as this can avoid unnecessary invasive investigation or treatment.   

1. Introduction 

Pancreatic ductal adenocanocarcinoma is the commonest solid ma
lignant tumor of the pancreas. It represents 85%–95% of all solid tumors 
of the pancreas [1]. Sixty to 70% of this tumor occurs in the pancreatic 
head while the remaining occurs in the body and tail. Undifferentiated 
pancreatic cancer is a rare variant of pancreatic adenocarcinoma which 
was reported to be 5.6% in a study of 6212 patients with pancreatic 
ductal adenocarcinoma [2]. 

PDACs have nonspecific manifestations and often start insidiously, 
invade locally and have distant spread before development of any 
clinical symptoms or signs [3]. Patients may present with jaundice, 
pruiritus, epigastric pain, nausea, anorexia and weight loss depending 
on the site of the tumor and/or stage of the tumor [3]. Undifferentiated 
carcinomas have similar clinical presentation with conventional PDACs 
[4]. However, patients with undifferentiated carcinoma have larger 

tumor at presentation and low median overall survival as compared to 
conventional PDAC (3 months vs. 11 months) [2]. 

Dysphagia is an extremely rare manifestation of PDAC. It occurs from 
either direct invasion of primary tumor, metastatic disease to the 
esophagus or lymph node adjacent to esophagus either causing me
chanical obstruction or neural invasion of lower esophagus causing 
pseudoachalasia [5–9]. 

Presence of palpable mass points to diagnosis of mucinous cys
tadenoma/cystadenocarcinoma [10] or islet cell tumors as adenocarci
nomas are rarely palpable prior to patients death [11]. Diagnostic CT 
scans may confuse PDAC with either pancreatic lesions like chronic 
pancreatitis, solid pseudopapillary tumor and endocrine tumors or 
peripancreatic lesions like gastrointestinal stromal tumors [12]. This 
work is reported in line with the SCARE 2020 criteria [13]. 
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2. Presentation of the case 

A 60 years old male farmer from Arsi, Ethiopia presented with pro
gressive dysphagia to solid food of 3 months duration. In association 
with the above complaint, he has also dull epigastric pain radiating to 
the back, malaise, and fatigue. He has no history of smoking, diabetes or 
alcohol intake. Physical examination revealed a hard poorly defined 
epigastric mass. 

Complete blood count (CBC), liver function tests and renal function 
tests were normal. Abdominal ultrasound was done with description of 
6.6 × 5 cm gastric fundal mass with index of gastric carcinoma. Upper GI 
endoscopy done with report of multiple erosions and ulcerations seen in 
distal esophagus, gross bulge in the gastric fundus with normal mucosa 
and conclusion was gastric fundal sub mucosal mass secondary to ? 
gastrointestinal stromal tumor and erosive esophagitis. CT scan of 
abdomen was performed and commented by two different radiologists – 
revealed a 7.3 × 6.7 cm solid enhancing mass in gastro hepatic space 
with central cystic change with the impression of gastro hepatic space 
mass r/o GIST r/o neuroendocrine tumor(see Figs. 1 and 2). Chest x-ray, 
ECG, and echocardiography were normal. 

Exploratory laparotomy revealed a large retroperitoneal mass arising 
from body of pancreas. The mass extends to gastro-hepatic space 
invading gastric body partly, fundus, cardia and gastro-esophageal 
junction pushing the stomach and gastro-esophageal junction up 
wards and to the left (see Figs. 3 and 4). There were lymph-node en
largements mainly near the mass and splenic hilum. Other areas were 
free. FNAC was done intra-operatively which revealed adenocarcinoma. 
Lymph-node biopsy showed undifferentiated carcinoma. Chemotherapy 
differed as the patient was not fit. Finally, patient died after two months. 

3. Discussion 

Pancreatic ductal adenocanocarcinoma is the commonest solid ma
lignant tumor of the pancreas. Because of its poor prognosis pancreatic 
cancer is the seventh, fourth, and third leading cause of cancer death 
globally [14], in America [15], and in European countries [16] respec
tively. It is anticipated as the second leading cause of death by 2030 in 
America [17]. Overall 5 year survival rate is 8% with the current 
available treatment [15]. Undifferentiated pancreatic cancer is a rare 
variant of PDACs with low overall survival rate [2], and similar clinical 
presentation to the conventional PDACs [4]. 

Dysphagia is an extremely rare manifestation of PDAC. The mecha
nism could be from direct invasion of primary tumor which is possible in 
the case presented here; metastatic disease to the esophagus or lymph 
node adjacent to esophagus either causing mechanical obstruction or 

Fig. 1. Solid enhancing mass with central cystic change pushing stomach 
anteriorly (arrow and arrowhead). 

Fig. 2. Solid enhancing mass with central cystic change pushing stomach to the 
left and against the diaphragm seen on coronal CECT (arrow and arrow head) 
respectively. 

Fig. 3. Intraoperative photo showing pancreatic body mass (long arrow) 
invading stomach (short arrow) posteriorly and transverse colon (arrowhead) 
retracted downward. 
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neural invasion of lower esophagus causing pseudoachalasia [5–9]. 
There is a report of dysphagia from pancreatic cancer metastasis to 
esophagus prior to diagnosis of the primary lesion [18]. 

In 2011, there was a case report 74-year-old Caucasian man who 
presented with dysphagia of several months. The final diagnosis was 
made by endoscopic ultrasound guided fine needle aspiration cytology 
to be adenocarcinoma of pancreatic tail invading the gastric wall 
causing a hemorrhagic cyst that compressed the esophagus leading to 
dysphagia. EUS is a well-known diagnostic modality to evaluate 
gastrointestinal submucosal lesions [8]. In 1954, there were three cases 
of dysphagia secondary to pancreatic cancer in the body in two patients 
and in the head of pancreas in one patient. Two of them had palpable 
abdominal mass as the case presented in here. Distant metastasis was 
seen in all the cases, in contrast to the case presented here [7]. 

Presence of palpable abdominal mass in patients with pancreatic 
cancer is a rare scenario these days because of wide spread diagnostic 
modalities and raised awareness for the disease as compared to earlier 
times. In 1959 out of 100 patients with pancreatic cancer, palpable mass 
seen in 36% of carcinoma of the body and tail of the pancreas and 15.6% 
in that of the head [19]. 

Multiphase contrast-enhanced CT scan is the first investigation of 
choice for the diagnosis of pancreatic cancer [20]. But there are multi
tude of both pancreatic and peripancreatic lesions that can cause diag
nostic confusions on CT scans, of these being GISTs are one of them [12]. 
Therefore, radiologists should be familiar with the typical and unusual 
radiologic manifestations of pancreatic cancer. In the case presented 
here even though CT scan was commented by two different radiologists 
living in different cities both of them put gastric GIST as their first 
impression for which unnecessary laparotomy was done which later 
confirmed inoperable undifferentiated pancreatic body cancer. 

Therefore, this case is of interest in many aspects as the patient 
presented with dysphagia secondary to a palpable primary pancreatic 
body cancer. Both dysphagia and palpable mass as a clinical presenta
tion for less common undifferentiated pancreatic body adenocarcinoma 
is extremely rare. The other thing worth mentioning in this patient is 
there was no evidence of distant metastasis seen both on imaging and 
intra-operatively. 

4. Conclusion  

1. Primary pancreatic body ductal adenocarcinoma can present with 
dysphagia and palpable mass even though extremely rare.  

2. Both surgeons and radiologists, especially those practicing in 
resource limited areas should be familiar with common and un
common CT scan findings of PDAC as this can avoid unnecessary 
invasive investigation or treatment.  

3. Tissue diagnosis prior to surgical exploration decision is important 
with endoscopic ultrasound guided FNAC for sub mucosal tumors if 
available, if not image guided FNAC especially in large tumors as this 
may avoid unnecessary morbidity from surgery.  

4. Finally, absence of metastasis in the presence of large masses on 
imaging may not rule out PDAC. 
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