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Introduction
The majority of cancers occurring in the pancreas are of primary 

ductal origin, and secondary tumors of the pancreas are rare [1-3]. 
In the past, secondary tumors of the pancreas were usually found 
in the autopsy. The most common origins include lung, breast, skin 
(melanoma), stomach, colorectum, kidney, and ovary or, in surgical 
series, lung, kidney, breast, colorectum, and skin (melanoma) [1]. 
However, a pancreatic metastasis of uterine cancer is very rare [2, 
3]. Indeed, there were none among 103 (reported from Japan [3]) or 
81 (reported from the Unites States [2]) cases in autopsy series with 
secondary tumors of the pancreas. In surgical series, only five cases of 
a pancreatic secondary tumor arising from cervical cancer have been 
reported [2,4-7]. Here, we present a Japanese case with a pancreatic 
metastasis of an invasive cervical cancer that was manifested by 
obstructive jaundice. A pancreas head tumor was clinically diagnosed 
from laboratory data and from imaging studies. However, the 
pancreatic tumor was concluded to be metastatic from her uterine 
invasive cervix cancer. We describe the lesions’ features and discuss the 
route of metastasis. Further, we emphasize that in such cases the tumor 
should be ruled out or ruled in as a secondary, although unfortunately 
few surgeons have so far had the opportunity for such diagnosis.

Clinical summary
A 78-year-old Japanese woman with a past history of cerebellar 

infarction complained of appetite loss and general fatigue. She was 
referred to the National Defense Medical College Hospital (Saitama, 
Japan), because of jaundice and dilatation of the common bile duct 
(revealed in an imaging study at a local hospital). Laboratory data 
revealed elevations in serum bilirubin (direct-bilirubin predominant), 
aspartate transaminases, alanine transaminases, alkaline phosphatase, 
-glutaryl transpeptidase, and carbohydrate antigen 19-9, while the 
serum values of carcinoembryonic antigen and Span-1were within 
normal limits. Serum squamous cell carcinoma (SCC) antigen was 
not evaluated. Imaging studies revealed luminal stricture and wall 

irregularity in the inferior bile duct, with dilatation of both the upstream 
bile duct and the main pancreatic duct (Figure 1). Although repeated 
bile cytology failed to confirm malignancy, a pancreaticoduodenectomy 
was planned with a pre-operative diagnosis of pancreatic or bile duct 
cancer without distant metastases. However, during the operation a 
small nodule was found within the pouch of Douglas. Unexpectedly, 
intraoperative pathologic examination revealed it to be a metastatic 
deposit of SCC. Pelvic examination revealed a cauliflower-like tumor 
of the uterine cervix, and histology confirmed it to be SCC, papillary 
variant. We considered the patient to have both a biliary or pancreatic 
cancer and stage IIIa cervical cancer, and the pancreaticoduodenectomy 
was completed. She received best-supportive care for a stage IVb 
cervical cancer. She died 10 months after the operation. An autopsy 
was not performed.

Pathological findings
In the resected specimen, accompanying the dilatation of the bile 

and pancreatic ducts, a whitish tumor, 53x27x12 mm, was located in 
the periampullary region with involvement of pancreas and the lower 
bile duct (Figure 2A). The irregular contour of the tumor mimicked 
the infiltrating type of primary pancreatic cancer. Histologically, the 
tumor was composed of solid and trabecular nests of tumor cells 
contacting each other by intercellular bridges, features compatible with 
SCC (Figure 2B). At the center of some tumor nests, degeneration was 
observed, although keratinization of tumor cells was indistinct (Figure 
2C). Tumor nests spread along the boundary between duodenal wall 
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and pancreatic parenchyma (Figure 2D), and some were exposed at 
the serosal surface (Figure 2E). Metastatic deposits were also observed 
within a few peripancreatic lymph nodes. The tumor was considered a 
metastatic deposit from her cervical cancer on the basis of the presence 
of cervical cancer and the lack of glandular differentiation within the 
pancreatic head tumor. 

Discussion
In surgical series of secondary tumors of the pancreas, such tumors 

tend to appear symptomatically and are clinically suspected of being 

primary cancers, especially when tumor is found solitary [1]. In the 
present case, the obstructive jaundice due to the bile-duct involvement 
of the tumor led to us finding it. However, the patient did not complain 
of any gynecologic symptom. Thus, the tumor was mistakenly 
diagnosed preoperatively as a primary cancer. In a patient with a 
primary pancreatic or bile duct cancer accompanied by stage III uterine 
cervical cancer, a pancreaticoduodenectomy might be appropriate, 
because the 5-year-survival rate for stage III uterine cervical cancer 
is about 40%, better than for pancreatic or bile duct cancer [1,8]. In 
fact, however, our patient had a stage IVb uterine cancer, for which 
chemoradiotherapy might be selected as treatment. Even if a given 
pancreatic tumor displays typical clinical and imaging features, it 
should be ruled out or ruled in as a secondary by careful examination. 
Moreover, assessment of the lesion, including intraoperative histologic 
and/or cytologic examination, might be helpful to determine which 
therapeutic plan might be appropriate for the patient’s disease status.

Secondary tumors of the pancreas are considered to occur via 
various routes: 1) direct extension, 2) lymphatic, 3) vascular, and/or 4) 
disseminated routes. In the present case, direct extension was denied, 
and only peripancreatic lymph nodes displayed involvement of tumor 
cells. Peritoneal seeding of cancer cells was observed intraoperatively, 
and tumor-cell nests were characteristically located along the line 
between the duodenum and pancreas. This might suggest a route of 
cancer propagation from the peritoneal surface. Although the vascular 
route could not be completely denied, it seemed reasonable to conclude 
that metastasis to the pancreas occurred via peritoneal dissemination.
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Figure 1. Abdominal computed tomography revealed obstruction of the inferior bile duct 
(Bi). Dilatation of the upstream main pancreatic duct (MPD) also seen. Scale indicated 3 cm

Figure 2. Gross and histologic features of the pancreas head tumor
A. The tumor involved bile duct (Bi), main pancreatic duct (MPD), and duodenum. 
It mimicked a primary pancreatic cancer with its irregular contour. Note also extension 
along the boundary between the duodenum and pancreas. Indicated scale, 1 cm. B, C. The 
tumor was composed of tumor cell nests with the features of squamous cell carcinoma 
(hematoxylin-eosin). D. Cancer cell nests (arrows) extended along the boundary between 
the duodenum and pancreas (hematoxylin-eosin). E. Cancer cell nests (arrow) were 
observed on the peritoneal surface continuous with the boundary between the duodenum 
and pancreas (hematoxylin-eosin)
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