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A Case of Complete Remission from Pancreatic Cancer Following
Palliative Chemotherapy
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The prognosis for pancreatic cancer is still poor with a 5-year survival rate around
10%. We report a case of complete remission after palliative chemotherapy for
pancreatic cancer in a 61-year-old-female. She presented with indigestion and
weight loss. A computed tomography scan revealed a 1.8 cm mass in the pancreatic
head. Carbohydrate antigen 19-9 (CA 19-9) and carcinoembryonic antigen (CEA)  Rpeceived Jul. 27,2023
levels were elevated. The patient underwent endoscopic ultrasound-guided fine  Revised Sep.5,2023
needle biopsy (EUS-FNB) and the pathologic examination showed adenocarcinoma.  Accepted Sep. 11,2023
Positron emission tomography (EET) and magnetic resonance imaging (MRI) of Corresponding author : Han Taek Jeong
the pancreas showed a metastatic nodule in the S6 segment of the liver and a Department of Internal Medicine, Daegu Catholic
metastatic portocaval lymph node. The final diagnosis was stage IV pancreatic  University Medical Center, 33 Duryugongwon-ro-
cancer. The patient received 24 cycles of palliative FOLFIRINOX regimen. Response  17-gil, Nam—gu, Daegu 42472, Korea
evaluation demonstrated disappearance of all the lesions. She underwent pylorus- el ¥82-53-650-4/33 Fax. +82-53-621-448/
preserving pancreatoduodenectomy (PPPD). The pathologic examination of the g;%né%l E“eo,ng@c.“'ac'kr
. . - . .  https://orcid.org/0000-0001-9246-3819
surgical specimen showed complete remission of the pancreatic cancer. The patient
is currently undergoing adjuvant chemotherapy.
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Fig. 1. Outside hospital abdominal computed tomography findings. It
shows the 1.8 cm sized hypo-attenuated lesion in the head of pancreas
(yellow arrow).
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ol A ALof| 4] B8 E L (white blood cell) 7,100/uL, M A
(hemoglobin) 13.1 g/dL, & &~ (platelet) 283,000/uL.Sc}. Lt
St Aol A ZREFHIA/ZEGREERR
ZeFAE A 7Hprothrombin time/activated partial thromboplastin
time) 11.7 $/23.6 s, O} AT EAFOI| 1= 7] A & & A (aspartate
aminotransferase) 15U/L, &gl olu] 7] 2 d A (alanine
aminotransferase) 12 U/L, &z 2] 4 L A} e} A (alkaline
phosphatase) 117 U/L, %% 2] FH(total bilirubin) 0.5 mg/dL,
opd gfolA| (amylase) 49 U/L, 2] 3-A (lipase) 29 U/L,
ol @ A& A (blood urea nitrogen) 8.9 mg/dL, I o}E]d
(creatinine) 0.6 mg/dL, FFEA A} AL A= BHshE 3F4
19-9 (carbohydrate antigen [CA] 19-9) 3,965 U/mL,
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Fig. 2. (A) Endoscopic ultrasound picture of a pancreatic head tumor.
The pancreatic tumor appears as a hypoechoic round lesion about 2.6
cm in diameter. (B) Microscopic finding of pancreas needle aspiration
cytology shows atypical cell in papillarygland (Hematoxylin and eosin
stain, x400).
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Fig. 3. Positron emission tomography demonstrated pancreatic
adenocarcinoma with metastases. (A) Pancreatic head (yellow arrow). (B,
C) Peripancreatic lymph nodes (yellow arrows). (D) Liver (segment 6)
(yellow arrow).

Fig. 4. Computed tomography scan shows partial response after 4
cycles of chemotherapy with FOLFIRINOX. (A) Decreased size of
pancreatic head (yellow arrow). (B) Peripancreatic lymph nodes
enlargement were disappeared. (C, D) Decreased size of liver metastasis
and portocaval lymph node (yellow arrow).

Fig. 5. Computed tomography scan shows complete remission after 16
cycles of chemotherapy with FOLFIRINOX.
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Fig. 6. Pylorus preserving pancreatlcoduodenectomy was performed.
(A) Gross pathology photo of surgical specimen. (B) Cross section of
gross pathology photo of surgical specimen. (C) No viable tumor cell is
detectable in the resected pancreatic head after chemotherapy
(Hematoxylin and eosin stain, x100). (D) Atypical gland is seen, but it is
thought to be an artifact rather than a tumor cell (Hematoxylin and eosin
stain, x400).
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