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INTRODUCTION

Q)ancreatic duct adenocarcinoma has
prognosis. It is a cancer that is increasing in

incidence without appreciable

Background: Pancreatic duct adenocarcinoma is increasing in incidence without
appreciable decrease in overall survival despite decades of heightened research.
Its mortality rate approaches its incidence rate. We report a case of carcinoma
of the pancreas that had complete response from adjuvant chemotherapy.
Case Presentation: A 39-year old male radiographer presented with a 3-month
history of progressively worsening epigastric pain radiating to the back, associated
with history of weight loss, anorexia, and jaundice. Abdominal CT scan showed
a mass in the head of pancreas. A Whipple’s operation was planned for the
patient. However, intraoperatively, the head and body of the pancreas were found
to have been taken over by the tumor, which encased the portal vein as well.
Multiple core needle biopsies of the pancreas were taken. Cholecystojejunostomy,
gastrojejunostomy, and jejunojejunostomy were then done. Histopathologic analysis
of the specimen revealed a well-differentiated adenocarcinoma of the pancreas. He
was commenced on 28-day cycle of gemcitabine 1000 mg/m?* on Days 1, 8, and
15 plus capecitabine 830 mg/m? on Days 1-14. Repeat CT scan done after the
4% cycle showed no residual tumor in the pancreas. He has been in good health
after 36 months follow-up, having received eight cycles of chemotherapy. He was
counseled on resection of the pancreas, but he declined. Conclusion: Complete
radiologic response may rarely occur after adjuvant chemotherapy for locally
advanced adenocarcinoma of the pancreas. This does not, however, imply a cure
of the disease.
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is close to 3% of all cancers.[** Surgical resection offers
the only chance for its cure, but 80%—-90% of patients
present with locally advanced or metastatic disease
precluding resection with curative intent.®! Survival
is even more remote in developing countries where

a dismal

decrease in overall

survival, despite decades of heightened research.l'l Its
lethality can be appreciated by the fact that its mortality
rate approaches its incidence rate.”! The disease
burden is more in developed countries, where an aging
population is a major contributing factor. In the United
States, it is the 4" leading cause of cancer-related death;
and it has been postulated that it could rise to second by
2030.5! Although Western Africa is one of the regions
with the lowest global incidence of this disease, the rate
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patients present much later in the course of the disease
and where adjuvant chemoradiation services may be
suboptimal.

Address for correspondence: Dr. CN Ekwunife,
Department of Surgery, Federal Medical Centre, Owerri, Nigeria.
E-mail: chrisekwunife@yahoo.co.uk

This is an open access journal, and articles are distributed under the terms of the
Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows
others to remix, tweak, and build upon the work non-commercially, as long as
appropriate credit is given and the new creations are licensed under the identical
terms.

For reprints contact: WKHLRPMedknow_reprints@wolterskluwer.com

How to cite this article: Ekwunife CN, Enendu SE, Okorie C, Lemchi S,
Nnadi IG, Iwuagwu OC. Prolonged complete response after neoadjuvant
capecitabine-gemcitabine for a locally advanced pancreatic adenocarcinoma:

© 2022 Nigerian Journal of Clinical Practice | Published by Wolters Kluwer - Medknow

A case report. Niger J Clin Pract 2022;25:1945-8.



8L+AWAOANDMMN8eAAIAVO/FONEIDVIASALLIAIPO0AEIEAHIOI/ADAU

MY TXOMADYOINXYOHISABZIYT1+erNIOITWNOIZTARY HJaSHNAYG Aq doluj/wooa mm| sjeulnoly/:dny wouy papeojumoq

€202/6T/¥0 uo

Ekwunife, et al.: Neoadjuvant chemotherapy in advanced pancreatic adenocarcinoma

CASE PRESENTATION

A 39-year old male radiographer presented with a
3-month history of progressively worsening epigastric
pain radiating to the back. There was associated history
of weight loss and anorexia. He had been under the
care of a hematologist on account of chronic anemia.
However, the later development of jaundice and pruritus
necessitated a referral to the Surgery Department.

Figure 1: Pretreatment axial contrast enhanced CT of the abdomen
demonstrating large pancreatic head mass displacing bowel loops
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Figure 2: Photomicrograph of hematoxylin and eosin-stained pancreatic
tissue section

Figure 3: Posttreatment axial unenhanced CT of the abdomen
demonstrating resolved pancreatic head mass

The patient did not have any significant past medical
history nor family history of malignancies. He does
not smoke cigarettes, but takes less than five drinks
of alcohol per month. Clinical examination revealed
a hard immobile irregular epigastric mass, measuring
6 cm in its widest diameter, in an asthenic young
man. Investigations showed Hb = 8.3 g/dl, INR = 2.81
and serum albumin 4.7 g/dl. An abdominal CT scan
(4 Slice Siemens Somatom S4) showed a mass in
the head of pancreas [Figure 1]. Magnetic resonance
cholagiopancreatography also showed the mass in
the head of pancreas. Anemia was corrected and
vitamin K administered, with the intent at performing
pancreaticoduodenectomy. Intraoperatively, the head and
body of the pancreas were found to have been taken over
by the tumor, which also encased the portal vein. Ascitic
fluid was estimated at 700 ml. The tumor was adjudged
to be unresectable. Multiple core needle biopsies of
the pancreas were taken. Cholecystojejunostomy,
gastrojejunostomy, and jejunojejunostomy were then
performed. Postoperative recovery was uneventful.
Histopathologic analysis of the specimen revealed
a  well-differentiated  adenocarcinoma  of  the
pancreas [Figure 2]. He was commenced on 28-day
cycle of gemcitabine 1000 mg/m? on Days 1, 8, and
15 plus capecitabine 830 mg/m? on Days 1-14. Repeat
CT scan done after the 4" cycle showed no residual
tumor in the pancreas [Figure 3]. The carbohydrate
antigen (CA) 19-9 level then was 10.7 (<35) IU/ml; but
at 27 months postoperatively it has reduced to 7 IU/ml.
He has been in good health and Eastern Cooperative
Oncology Group performance status has remained zero.
No chemotherapeutic dose reductions have been made.
He has been followed up for 36 months and given eight
cycles of chemotherapy. He was counseled on resection
of the pancreas but he declined, being content with the
care already received.

DISCUSSION

Chemotherapy is the standard treatment for inoperable
locally advanced pancreatic duct carcinoma (LAPC).
The landmark PRODIGE 4 trial demonstrated that
combination of oxaliplatin, irinotecan, fluorouracil, and
leucovorin (FOLFIRINOX) almost doubled the median
overall survival of patients with metastatic disease
to 11.1 months against 6.8 months in those receiving
gemcitabine.”! This has been extrapolated for use in
managing locally advanced disease. However, a major
drawback of the regimen is the higher incidence of
grade 3 and 4 neutropenia, which necessitates a greater
recourse for growth factor support. We utilized the
gemcitabine and capecitabine combination because it is
a reasonable option in LAPC, where advantage of one

w Nigerian Journal of Clinical Practice | Volume 25 | Issue 11 | November 2022



8L+AWAOANOMNBAAAAYO/FIAEIDYIHSALLIAIPO0AEIEAHIONI/AOAU

MY TXOMADYOINXYOHISABZIYT1+erNIOITWNOIZTARY HJaSHNAYG Aq doluj/wooa mm| sjeulnoly/:dny wouy papeojumoq

€202/6T/¥0 uo

Ekwunife, et al.: Neoadjuvant chemotherapy in advanced pancreatic adenocarcinoma

regimen over another has not been evident.’! Optimal
primary tumor control to enable surgical resection
could be achieved with intensified consolidation
chemoradiotherapy.”’ However, access to radiotherapy
services in our setting is very poor; and the patient did
not get any neoadjuvant radiotherapy.

The peculiar biology of adenocarcinoma of the
pancreas accounts for the relatively poor results of its
chemotherapy. The tumor is very hypoxic, hypocellular,
and hypovascular.! There has, however, been a few
reports on complete response of locally advanced
pancreatic cancer from chemotherapy. Most of the reports
have used FOLFIRINOX regimen, unlike our index
case where gemcitabine and capecitabine combination
were used.”!¥ In the neoadjuvant setting, pathological
complete response (pCR) has been documented in
4.5%-5.9% after FOLFIRNOX treatment.''¥! Ideally, a
follow-on surgical resection should be done in order to
achieve adequate local-regional tumor control, and in
rare cases confirm pCR.

Multidetector computed tomography is the imaging of
choice in the detection and staging of pancreatic cancer,
although endoscopic ultrasound, magnetic resonance
imaging and positron emission tomography (PET
scan) might provide complementary or additional
information."* PET scan is not available in our region.
Where operative risk is high, or where a patient declines
surgical re-exploration, as in our case, the evaluation
of complete response might be dependent on imaging
studies. It is noteworthy, however, that the achievement
of complete response does not equate to cure of the
disease.['*!3] Our follow-up duration of 36 months may
not have been long enough, but it is quite significant
given the pathology of the disease and the limited
resources in our environment.

Our patient developed very early onset pancreatic
cancer. Patients rarely develop pancreatic cancer before
45 years and median age at diagnosis is 70 years. The
patient also does not have any of the established risk
factors associated with pancreatic cancer: family history,
diabetes mellitus, obesity and tobacco use. Heavy alcohol
consumption, however, may be more associated with
very early onset pancreatic cancer.'® The index patient
takes alcohol sparingly. It is putative, however, whether
exposure to radiation as a radiographer contributed to
the early onset of the disease.

CONCLUSION

This study describes the experience in the management
of a rare case of complete radiologic response in a
locally advanced pancreatic adenocarcinoma in a
resource-poor environment. It highlights the challenges

in the access to modern imaging tools and the modest
attempt to provide standard therapy to a disease that has
Very poor prognosis.
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