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ABSTRACT

Pancreatic carcinosarcoma is a rare and aggressive malignant tumor of the pancreas. Although highly invasive, it is often detected with 
local or distant metastases at the time of diagnosis. This article presents the surgical procedure performed for a case of pancreatic 
trophoblastic carcinosarcoma with local invasion in a patient who was admitted to the emergency department with bloody vomiting 
and underwent surgery with a preliminary diagnosis of gastric hemorrhage. The pathology results and the rapidly progressive nature of 
the disease are also discussed. Additionally, a literature review on this rare condition was conducted, and the findings are presented.
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INTRODUCTION

In this article, we present a case of pancreatic trophoblastic 
carcinosarcoma in a patient who was admitted to the emer-
gency department with hematemesis. The patient underwent 
surgery with a preliminary diagnosis of gastric hemorrhage. 
We describe the surgical procedure, pathological findings, and 
the aggressive progression of the tumor, which exhibited local 
invasion. Additionally, a literature review on this rare condi-
tion is included, and the findings are discussed.

CASE REPORT

Written consent was obtained after explaining to the patient 
that this disease is rare and that documenting the case would 
contribute to the medical literature.

The patient was admitted to the hospital two years ago with 
complaints of painful swelling in the right shoulder and was 
diagnosed with a clavicular tumor. A biopsy was performed, 
revealing undifferentiated carcinoma metastasis. The tumor 
was excised, and adjuvant treatment was planned. Surgical 
pathology results also confirmed undifferentiated carcinoma 
metastasis. Immunohistochemical analysis revealed positive 
staining for cytokeratin pan (CKPan), beta-human chorion-
ic gonadotropin (bHCG), and vimentin, while CK20, CK7, 
carcinoembryonic antigen (CEA), placental alkaline phospha-
tase (PLAP), thyroid transcription factor-1 (TTF1), napsin A, 
GATA3, calretinin, CD30, HMB45, and p40 were negative. 
The Ki-67 was reported as 47%. The patient voluntarily dis-
continued chemotherapy after completing 16 courses of ra-
diotherapy (RT) and four cycles of docetaxel + cisplatin dur-
ing oncological treatment.
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In November 2021, a follow-up positron emission tomogra-
phy-computed tomography (PET-CT) scan of the upper ab-
domen revealed a newly developed mass lesion in the left 
adrenal gland, measuring 63 mm in diameter, with a soft tissue 
density and an SUVmax of 15.1.

By July 2022, a follow-up PET-CT showed significant progres-
sion of the mass, which now measured approximately 61 mm 
in the anteroposterior dimension and 55 mm in the transaxial 
dimension. The lesion exhibited a circumferential rim with 
a hypometabolic, necrotic center. The mass appeared het-
erogeneous with intense fluorodeoxyglucose (FDG) uptake 
(SUVmax: 13.0), indicating further progression compared to 
the previous PET-CT.

The patient, who had been asymptomatic for one year, was 
admitted to our hospital with dyspeptic symptoms that had 
developed over the past two months. Endoscopy revealed an 
edematous, hyperemic zone with superficial ulcers in the gas-
tric fundus, prompting biopsy collection. Medical treatment 
was initiated, and pathology follow-up was recommended. 
One month ago, the patient was readmitted to our hospi-
tal's emergency department with hematemesis. On examina-
tion, he was hypotensive and tachycardic. In the endoscopy 
performed by our hospital’s gastroenterologists, widespread 
coagulum was observed in the stomach, along with a necrotic 
ulcer exhibiting malignant characteristics and active hemor-
rhage in the gastric fundus.

A thoracic and abdominal computed tomography was per-
formed in the emergency department. The scan revealed a 
nodular soft tissue mass with irregular, lobulated contours 
located in the upper abdomen at the suprarenal level, ex-
tending from the left paraaortic area toward the preaortic 
region. The mass measured approximately 62 x 43 mm in 
axial dimensions, with a central hypodense necrotic core and 
mild peripheral contrast enhancement. The irregular, lobu-
lated contours were adjacent to the gastric corpus and sur-
rounding fat planes, and the mass was initially considered to 
represent necrotic lymphadenopathy. Additionally, the mass 
was closely associated with the left adrenal gland, with poorly 
defined borders, raising suspicion of an adrenal origin. Several 
lymphadenopathies (LAPs) with a short axis of approximately 
12 mm were also observed in the left paraaortic region adja-
cent to the mass (Figs. 1 and 2).

Angiographic embolization was initially planned for the patient. 
Upon arrival at the emergency department, the patient’s he-
moglobin level was 10.9 g/dL, and the hematocrit was 33.9%. 
After the endoscopy, follow-up tests showed a hemoglobin 
level of 8.4 g/dL and a hematocrit of 25.0%. Given that the 
hemorrhage was mass-related and the patient’s hemodynamic 
condition was deteriorating, surgical intervention was deemed 
necessary. Although no red blood cells were transfused before 
surgery, perioperative transfusions included three units of red 
blood cells and three units of fresh frozen plasma.

During surgery, a mass lesion involving the distal pancreas 
and splenic hilum, with invasion of the gastric fundus, was 
identified. The patient underwent subtotal pancreatectomy, 
splenectomy, and gastric wedge resection (Fig. 3).

Gastric endoscopic pathology results favored a diagnosis of 
undifferentiated cohesive carcinoma. Immunohistochemical 
analysis showed focal positivity for periodic acid-Schiff (PAS), 
diffuse positivity for vimentin, and weak positivity for pan-
cytokeratin, while CD45 was negative.

Resection pathology revealed a necrotic mass in the pancreas, 
diagnosed as carcinosarcoma with trophoblastic differentia-
tion. The mass, measuring 2.5 x 2 x 1.2 cm in the distal pancre-
as, exhibited diffuse necrosis and perineural invasion. Tumor 

Figure 1. Axial image of the necrotizing mass.

Figure 2. Coronal image of the necrotizing mass.
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involvement was also noted at the pancreatic surgical margin. 
Pathology analysis of the gastric wedge resection showed a 
vascular tumor thrombus at the surgical margins, along with 
trophoblastic carcinosarcoma and perineural invasion. Immu-
nohistochemical staining was positive for beta-human chori-

onic gonadotropin (β-hCG), vimentin, and pan-cytokeratin, 
while CD34, carbohydrate antigen 19-9 (CA19-9), CD117, 
cytokeratin, discovered on GIST-1 (DOG1), placental alkaline 
phosphatase (PLAP), synaptophysin, chromogranin, CERB2, 
S100, and HMB45 were negative. Microscopic images of the 
tumor are provided (Figs. 4, 5, and 6).

As the patient's clinical condition evolved, a gradual decrease 
in pancreatic fistula drainage, the development of fever, and 
an increase in white blood cell count (WBC) were observed. 
On the 30th postoperative day, an abdominal computed to-
mography (CT) scan was performed. The CT report revealed 
new hypodense lesions in the liver, consistent with metas-
tasis, which had not been present previously. Additionally, a 
newly developed necrotic mass was observed between the 
right adrenal gland and the liver (Figs. 7 and 8).

Based on these results, the patient was presented to the 
malignancy board, and systemic chemotherapy was recom-
mended following discharge.

Figure 3. Resection material. (a) Necrotic tissue in the distal pan-
creas (b) Spleen.

Figure 4. Hematoxylin-eosin stain, 10x magnification, showing tu-
mor cells in vascular structures.

Figure 5. Nerve invasion observed with hematoxylin-eosin stain, 
10x magnification.

Figure 6. Beta-human chorionic gonadotropin (β-hCG) stain dem-
onstrating trophoblastic differentiation.

Figure 7. Development of metastatic nodules.
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However, due to the development of confusion and a wors-
ening general condition, the patient was transferred to the in-
tensive care unit. Despite receiving care in both the intensive 
care and palliative care units, the patient’s vital signs contin-
ued to deteriorate, and the patient passed away on the 46th 
postoperative day.

DISCUSSION

Carcinosarcoma, first described by Virchow in the 19th cen-
tury, originates from both epithelial and mesenchymal struc-
tures.[1] It is classified as one of the four variants of the rare 
undifferentiated carcinoma of the pancreas.[2] This malignancy 

Table 1. Diagnostic imaging modalities, surgical techniques, metastasis status, and tissue invasion findings at the time of diagnosis

Author Year Epi Radiological Surgery Surgery Invasion or Survey
   Diagnosis  Method Metastasis at
      Diagnosis

Yunluel 2022 40 M CT Y Subtotal pancreatectomy+  Gastric wall and <2 months
(Present Case)     splenectomy+gastric left surrenal gland
     wedge resection

Cheng[7] 2021 73 F CT+MR+PET/CT Y Pancreato-caudal resection  N >2
     +splenectomy  Months

Khan[4] 2021 68 M CT+EUS Y Pylorus sparing N (-)
     pancreaticoduedonectomy

Lalonde[3] 2021 52 F CT+MR+EUS Y Pancreaticoduedonectomy N >15 months

Quinn[27] 2020 42 F CT+EUS Y Subtotal pancreatectomy+ Spleen and left 16 months
     splenectomy+left adrenelectomy colon
     + left hemycollectomy

Liu[8] 2019 66 M CT+MR Y Cholecystectomy+roux/y  (-) >12  months
     anastomosis resection+ 
     pancreatic head mass resection

Zhou[9] 2018 44 F CT+MR+MRCP Y Pancreaticoduedonectomy N >48  months

Still[10] 2018 59 F CT+EUS Y Pancreaticoduedonectomy N 10  months

Ruess[5] 2017 73 F (-) Y (-) (-) 4  MONTHS

Salibay[11] 2017 49 F (-) N Unresectable because Uterus and 10  months
     of superior mesenteric  right ovary
     artery invasion 

Mszyco[12] 2017 85 M USG+CT Y Pancreaticoduedonectomy (-) 2,5  months

Jia[13] 2017 44 F USG+CT+MR+MRCP Y Pancreaticoduedonectomy N >31  months

Lee[14] 2015 24 F CT Y Distal pancreatectomy+splenectomy (-) (-)

Shi[15] 2015 74 F CT Y Distal pancreatectomy+splenectomy N (-)

Oymaci[16] 2013 66 M CT Y Pancreaticoduedonectomy N 20 days

Zhu[17] 2012 53 F (-) Y Pancreaticoduedonectomy (-) >20 months

Kim[18] 2011 48 M USG+MR+CT Y Gross pancreatic mass resection (-) 4  months

Shen[19] 2010 72 F (-) Y Pancreaticoduedonectomy+  Liver  2  months
     left hepatectomy+lokal
     gastric resection

Gelos[20] 2008 61 F (-) Y Pancreaticoduedonectomy (-) 11  months

Bloomston[21] 2006 67 F CT Y Pancreaticoduedonectomy Biliary tree 4  months

Chimel[22] 2005 47 M (-) Y Pancreaticoduedonectomy Biliary tree (-)

Barkatullah[23] 2005 67 F (-) (-) (-) (-) 8  months

Darvishian[24] 2002 74 M CT Y Pancreaticoduedonectomy Duedonum >4  months

Millis[25] 1994 (-) (-) Y Pancreaticoduedonectomy (-) (-)

Takahashi[26] 1987 48 F (-) N Autopsy material Gastric wall Reported on autopsy

M: Male; F: Female; EPİ: Epidemiology; CT: Computed Tomography; MR: Magnetic Resonance; MRCP: Magnetic Resonance Colangiopancreatography; EUS: Endoscopic 
Ultrasound; PET/CT: Positron Emission Tomography/Computed Tomography; Y: Yes; N: No; (-):Information couldn’t find.
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is characterized by aggressive progression and a poor prog-
nosis, with an average life expectancy of approximately six 
months after diagnosis.[3] Imaging techniques, including CT 
and magnetic resonance imaging (MRI), are useful diagnostic 
tools, while endoscopic ultrasonography (EUS) is considered 
the gold standard. Definitive diagnosis is established through 
biopsy or surgical resection. In cases where surgical interven-
tion is contraindicated or biopsy cannot be performed using 
minimally invasive methods, PET-CT should be considered.

If resection is feasible, surgery remains the preferred treat-
ment option, given the tumor’s poor prognosis.[4] For patients 
who are not surgical candidates or those with distant metas-
tases, systemic chemotherapy is recommended.[5] However, 
an optimal chemotherapy regimen has not yet been estab-
lished due to the limited number of reported cases.

A literature review conducted by Lalonde et al.[3] in 2022 
identified a total of 39 previously reported cases of carcino-
sarcoma. Additionally, three new cases were included in their 
study, bringing the total number of documented pancreatic 
carcinosarcoma cases to 42 since the disease was first de-
scribed in 1951.[1,3,4,6,7] With the inclusion of these new cases, 
a table was compiled, summarizing diagnostic imaging modali-
ties, surgical techniques, metastasis status, and tissue invasion 
findings at the time of diagnosis for all available cases (Table 
1).[3,4,5,7-27]

In the case we presented, the previous treatment with four 
cycles of docetaxel + cisplatin was not considered neoadju-
vant chemotherapy, as it was not specifically directed toward 
the primary tumor. To date, only two cases of pancreatic car-
cinosarcoma treated with neoadjuvant chemotherapy have 
been reported.[3]

In our patient, pancreatic cancer with gastric invasion was clas-
sified as T4 based on perioperative evaluations. Due to the 
presence of a T4 tumor and the patient’s unstable hemody-
namics at the time of surgery, curative resection was not fea-
sible. Given the aggressive nature and poor prognosis of pan-
creatic carcinosarcoma, our patient unfortunately succumbed 
to widespread metastases within two months of diagnosis.

CONCLUSION

Pancreatic carcinosarcoma is a rare malignancy with a poor 
prognosis, making early diagnosis and the initiation of neo-
adjuvant chemo-radiotherapy particularly challenging. Radio-
logical examinations should be performed based on patient 
symptoms. In our literature review, CT was identified as the 
most commonly used diagnostic tool, although EUS is the 
most specific and sensitive test. The mortality rate of pancre-
atic carcinosarcoma is exceptionally high, and its prognosis 
remains poor. Therefore, if resection is feasible at the time 
of diagnosis, surgical intervention should be prioritized, fol-
lowed by adjuvant chemotherapy.
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Gastrik hemoraji ile prezente olan pankreas trofoblastik karsinosarkomu olgu sunumu ve 
literatür taraması
Pankreas karsinosarkomu pankreasın çok nadir görülen malign tümörlerinden bir tanesidir. Agresif  seyretmekle birlikte tespit edildiklerinde lokal 
veya uzak organ metastazı ile saptanabilirler. Bu yazıda, hastanemiz acil servisine kanlı kusma şikayeti ile başvuran ve gastrik hemoraji ön tanısı ile 
operasyona alınan hastada lokal invazyon göstermiş olan pankreas trofoblastik karsinosarkomuna uygulanan cerrahi prosedür, patoloji sonucu ve 
hastalığın kısa sürede agresif  progresyonu prezente edilmiştir. Nadir bir vaka olan pankreas trofoblastik karsinosarkomu için literatür taraması 
yapılmış ve bulgular sunulmuştur.
Anahtar sözcükler: Gastrointestinal sistem; hemoraji; karsinosarkom; pankreas.
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