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a b s t r a c t 

The pancreas is a more common metastatic site for renal carcinoma; however, metastatic 

spread of ovarian carcinoma to the pancreas is very rare, with only a few sporadic cases 

published in the literature. The clinical presentation is usually dominated by epigastric pain. 

We report a rare case of pancreatic metastases occurring approximately 13 years after a 

bilateral hysterectomy with salpingo-oophorectomy for bilateral serous ovarian carcinoma. 

© 2024 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

Malignant pancreatic tumors are predominantly primary in
origin, with pancreatic metastases being much rarer, account-
ing for only 2% of cases [ 1 ]. These metastases most commonly
arise in patients with a history of renal cell carcinoma, and
less frequently from lung, breast, or colon cancers. The ovary
is an exceptionally rare source of pancreatic metastasis. Here,
we present an unusual case of pancreatic metastasis from
high-grade serous cystadenocarcinoma, occurring 13 years af-
ter the initial diagnosis. 
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Case report 

We report the case of a 65-year-old woman with a history of bi-
lateral hysterectomy and salpingo-oophorectomy performed
13 years earlier for bilateral ovarian serous cystadenocarci-
noma. She was admitted to our facility for the management
of progressive epigastric abdominal pain, accompanied by a
general deterioration in health, including a weight loss of ap-
proximately 12 kg over 3 months. 

On admission, the patient was afebrile, pale, and hemo-
dynamically stable. Clinical examination revealed diffuse
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Fig. 1 – Ultrasound image showing a round, well-limited, 
lobulated, hypoechoic mass of the pancreatic body. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 3 – Sagittal section of a CT scan through the pelvis 
showing an empty uterine cavity. 

 

 

 

 

 

 

 

 

abdominal tenderness, more pronounced in the epigastric
region, with palpation of a firm epigastric mass. 

Laboratory tests revealed normochromic normocytic ane-
mia with hemoglobin at 10 g/dL, and normal renal and liver
function tests. Tumor marker analysis showed an elevated CA-
125 antigen level at 540 U/mL, with the normal value being
below 35 U/mL. 

An abdominal ultrasound ( Fig. 1 ) was performed, revealing
a well-defined, rounded, hypoechoic mass in the body of the
pancreas, with minimal color Doppler signal. A follow-up ab-
dominopelvic CT scan in the pancreatic phase at 45 seconds
revealed well-defined, rounded tissue nodules in the pan-
creas, involving the isthmus and body, with heterogeneous
enhancement after contrast injection, without calcification or
necrosis. Parenchymal atrophy of the pancreatic tail with ec-
tasia of the distal Wirsung duct ( Fig. 2 ) was observed, along
with an empty uterine fossa ( Fig. 3 ). No other secondary local-
izations were detected during this examination. 

A pancreatic biopsy was performed under ultrasound guid-
ance. Pathologic examination and immunohistochemical pro-
filing confirmed the pancreatic localization of a high-grade
Fig. 2 – Abdominal CT scan with pancreatic arterial phase injecti
heterogeneous tissue mass in the body of the pancreas measuri
findings include atrophy of the upstream tail (red arrow) and ect
serous ovarian carcinoma. The patient received doxorubicin-
based chemotherapy, and the disease showed stable progres-
sion. 

Discussion 

Pancreatic metastases originating from primary tumors out-
side the pancreas are rare. In a study of 1050 pancreatic lesion
specimens, only 3.8% were metastatic tumors involving the
pancreas [ 2 ]. Pancreatic metastases are more commonly ob-
served in patients with renal cell carcinoma and melanoma,
but other sources also include lung, breast, colon, liver, and
gastrointestinal cancers [ 3–5 ]. 
on, in axial (Fig. A) and coronal (Fig. B) sections, revealing a 
ng 4 cm in greatest diameter (yellow star). Associated 

asia of the distal Wirsung duct (bleu red arrow head). 
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Ovarian carcinomas are very rarely metastatic to the pan-
creas. In a study by Francesco et al., among 333 cases of pan-
creatic metastases, an ovarian origin was reported in only 8
patients, or 2% [ 6 ]. 

However, in cases of advanced ovarian cancer, the inci-
dence of pancreatic metastases may be higher than reported.
In an autopsy study of 100 patients with ovarian cancer, 21%
of patients had metastases to the pancreas [ 7 ]. 

Pancreatic metastases can be detected either syn-
chronously or metachronously. In a study of 246 cases,
55 (22.4%) had synchronous pancreatic metastases, while
77.6% were metachronous, with an average latency of 9.2
years between the diagnosis of the primary tumor and the
detection of the pancreatic metastasis [ 6 ]. In our case, there
was a 13-year interval between the diagnosis of the primary
tumor and the detection of the pancreatic metastasis. 

Pancreatic metastases can arise from direct extension from
the retroperitoneum, mesenteric adenopathy, or, less com-
monly, from a solitary pancreatic localization [ 8 ]. In our case,
the most probable cause is direct retroperitoneal extension,
given the patient’s previous history of peritoneal carcinomato-
sis. 

Imaging is typically not helpful in distinguishing between
primary and secondary pancreatic tumors. However, these tu-
mors can present in various forms: solitary (78.8%), multiple
(16.7%), or diffuse (4.5%). They may appear rounded or oval,
with well-defined or lobulated edges, or they may have indis-
tinct margins [ 9 ]. 

Pancreatic metastases most commonly appear as solid
hypervascular masses, accounting for 76% of cases. These
masses may enhance homogeneously (16.9%) or heteroge-
neously (59.1%) after contrast injection, though they can also
be hypovascular in 19.5% of cases. Cystic or predominantly
cystic metastases are also not uncommon [ 9 ]. 

Metastases are often found in the head or body of the pan-
creas, with sizes ranging from 1.8 to 4 cm [ 10 ]. In a study by
Katherine A et al., ductal compression with biliary dilation
was observed in 37.9% of patients with pancreatic metastases,
all of whom had tumors in the pancreatic head. However, bi-
ological cholestasis is less common [ 9 ]. In our case, the tumor
was located in the body of the pancreas and did not cause duc-
tal dilation. 

Due to the low incidence of pancreatic metastases, a sec-
ondary origin is rarely considered. However, histological con-
firmation through biopsy is essential to distinguish between
primary and secondary tumors [ 11 ]. In our case, the patient
underwent a biopsy under ultrasound guidance. Differenti-
ating between primary and secondary pancreatic tumors is
crucial for determining the appropriate treatment approach,
including chemotherapy and surgery. Resection of pancreatic
metastases is a palliative procedure that can be considered if
feasible [ 12 ]. 

Conclusion 

Pancreatic tumors are rarely metastatic, making histologi-
cal confirmation essential to distinguish between primary
and secondary tumors. Metastasis of serous cystadenocarci-
noma from the ovary to the pancreas is exceedingly rare. Tu-
mor markers, pathological results, and consideration of a sec-
ondary tumor are crucial for avoiding diagnostic errors and
delays in treatment when a new pancreatic mass is discov-
ered. 

Author contribution 

All the authors contributed to study concept, data analysis
and writing the paper. 

Patient consent 

Written informed consent for the publication of this case re-
port was obtained from the patient. 

R E F E R E N C E S  

[1] Roland CF , van Heerden JA . Non pancreatic primary tumors 
with metastasis to the pancreas. Surg Gynecol Obstet 
1989;168:345–7 .

[2] Silva RG , Dahmoush L , Gerke H . Pancreatic metastasis of an 

ovarian malignant mixed mullerian tumor identified by 
EUS-guided fine needle aspiration and trucut needle biopsy. J
Pancreas 2006;7:66–9 .

[3] DeWitt J , Jowell P , Leblanc J , McHenry L , McGreevy K ,
Cramer H , et al. EUS-guided FNA of pancreatic metastases: a 
multicenter experience. Gastrointest Endosc 2005;61:689–96 .

[4] Robbins EG 2nd , Franceschi D , Barkin JS . Solitary metastatic 
tumors to the pancreas: a case report and review of the 
literature. Am J Gastroenterol 1996;91:2414–17 .

[5] Wente MN , Bergmann F , Frohlich BE , Schirmacher P ,
Buchler MW , Friess H . Pancreatic metastasis from gastric 
carcinoma: a case report. World J Surg Oncol 2004;2:43 .

[6] Minni F , Casadei R , Perenze B , Greco VM , Marrano N ,
Margiotta A , et al. Pancreatic metastases: observations of 
three cases and review of the literature. Pancreatology 
2004;4(6):509–20 .

[7] Dvoretsky PM , Richards KA , Angel C , Rabinowitz L , Stoler MH ,
Beecham JB , et al. Distribution of disease at autopsy in 100 
women with ovarian cancer. Hum Pathol 1988;19:57–63 .

[8] Am J Gastroenterol: Solitary metastatic tumors to the 
pancreas: a case report and review of the literature. 1996, 
91:2414–2417.

[9] Klein KA , Sterphens DH , Welch TJ . CT Charactéristics of 
metastaic disease of pancreas. Radiographics 
1998;18:369–78 .

[10] Fritscher-Ravens A , Sriram PV , Krause C , Robbins EG ,
Franceschi D , Barkin JS . Detection of pancreatic metastases 
by EUS-guided fine-needle aspiration. Gastrointest Endosc 
2001;53:65–70 .

[11] Kumar V . Robbins and cotran pathologic basis of disease, 7. 
Philadelphia: Saunders; 2004 .

[12] Pingpank JF , Hoffman JP , Sigurdson ER , Ross E , Sasson AR ,
Eisenberg BL . Pancreatic resection for locally advanced 

primary and metastatic nonpancreatic neoplasms. Am Surg 
2002;68:337–41 .

http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0001
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0001
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0001
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0002
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0002
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0002
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0002
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0003
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0003
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0003
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0003
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0003
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0003
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0003
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0003
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0004
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0004
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0004
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0004
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0005
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0005
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0005
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0005
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0005
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0005
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0005
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0006
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0006
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0006
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0006
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0006
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0006
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0006
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0006
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0007
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0007
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0007
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0007
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0007
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0007
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0007
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0007
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0009
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0009
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0009
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0009
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0010
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0010
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0010
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0010
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0010
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0010
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0010
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0011
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0011
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0012
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0012
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0012
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0012
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0012
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0012
http://refhub.elsevier.com/S1930-0433(24)00984-1/sbref0012

	A rare metastasis of an ovarian adenocarcinoma occurring 13 years later: A case report
	 Introduction
	 Case report
	 Discussion
	 Conclusion
	 Author contribution
	 Patient consent
	 References


