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Abstract
Background Early-onset pancreatic cancer (< 50 years, EOPC) is uncommon and limited data exist on clinical presentation and
long-term survival. The aim of this study was to compare outcomes between patients with EOPC and those with later-onset
pancreatic cancer (≥ 50 years, LOPC) using a large population-based cohort.
Methods The Surveillance, Epidemiology, and End Results (SEER) database was queried to identify patients with a microscop-
ically confirmed pancreatic ductal adenocarcinoma for the period 2004 to 2016. Propensity score matching was used to compare
overall survival (OS) and cancer-specific survival (CSS) between patients with EOPC and LOPC. The EOPC and LOPC patients
were paired 1:1 on propensity scores based on gender, tumor location, tumor size, AJCC stage, and treatment details.
Results The overall cohort included 72,906 patients with pancreatic ductal adenocarcinoma, including 4523 patients with EOPC
(6.2%). EOPC patients were diagnosed at a more advanced AJCC stage (p < 0.001) compared with LOPC patients and received
significantly more treatment, including surgery (p < 0.001), radiation (p < 0.001), and chemotherapy (p < 0.001). Following
propensity score matching, 3172 EOPC patients were matched to 3172 LOPC patients, alleviating any covariate differences
between the groups. The matched analysis showed that EOPC was associated with poorer 5-year OS (6.1% vs 8.6%, p = 0.003)
and 5-year CSS (6.7% vs 9.7%, p < 0.001). In multivariable Cox regression analysis, EOPC remained significantly associated
with adverse OS and CSS. Subgroup analyses showed that EOPC was associated with adverse 5-year OS (17.7% vs 26.9%,
p < 0.001) and 5-year CSS (18.9% vs 29.7%, p < 0.001) in operated patients. After multivariable analysis, EOPC remained
significantly associated with OS and CSS. For patients that did not undergo surgery, the OS and CSS remained dismal without
any significant differences between the groups.
Conclusion To our knowledge, this is the largest study to compare the outcome of EOPC vs LOPC, as well as the first to use
propensity score matching methodology for this purpose. The findings demonstrate that EOPC is diagnosed at a later stage and
the matched survival analysis demonstrated reduced OS and CSS. We suggest that pancreatic cancer in young patients may have
a unique tumor biology, which may be of importance for risk stratification and patient counseling.
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Introduction

Pancreatic cancer is a severe type of cancer with an over-
all 5-year survival in the single digits [1]. Although pan-
creatic cancer is the 11th most common cancer type, it
ranks as the third leading cause of cancer-related death

in the USA [2]. The incidence of pancreatic cancer is also
increasing [3]. By the year 2030, pancreatic cancer is
projected to become the second leading cause of cancer-
related death [4]. The main reasons for the poor outcome
of pancreatic cancer are delayed diagnosis, aggressive tu-
mor phenotype, and treatment resistance.

Most patients with pancreatic cancer are in the 60–80-year
age group [1, 3, 5, 6]. Pancreatic cancer is rare before the age
of 50 and these patients are referred to as having early-onset
pancreatic cancer (EOPC) [7–9]. Although a small fraction,
the EOPC group greatly contributes to the societal burden of
pancreatic cancer, with a high number of potential years of life
lost (PYLL).
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Raimondi et al. [10] attributed 25% of PYLL in pancreatic
cancer in the USA as a direct cause of EOPC. In several
European countries, this rate may be as high as 40%. There
have been efforts to identify risk groups and risk factors for
developing EOPC. Cigarette smoking has been proposed as
the most important risk factor for EOPC [7, 10]. In addition,
high intake of alcohol, genetic disorders, and familiar pancre-
atic cancer have also been suggested to contribute to the de-
velopment of EOPC [11].

It is still not established whether or not EOPC differs from
later-onset pancreatic cancer (LOPC) in terms of tumor biol-
ogy. Two previous studies have compared molecular features
between patients < 40 years and their older counterparts [12,
13]. These studies have shown an overlap in molecular biol-
ogy between EOPC and LOPC. However, the studies have
also shown several distinctive features in young patients, in-
cluding low rates of KRAS mutations, suggesting the pres-
ence of still undefined tumor-initiating events in this
subgroup.

Early-onset breast cancer in women has been shown to
behave more aggressively and more often present at an ad-
vanced stage than later-onset breast cancer [14]. We hypothe-
size that the same might be true for pancreatic cancer. The
objective of this study was to determine whether the clinical
features, overall survival (OS), and cancer-specific survival
(CSS) of EOPC differ from those in older patients by using
population-based data from a large cohort.

Methods

Data source

The data were obtained from the National Cancer Institute
Surveillance, Epidemiology, and End Results (SEER) data-
base (SEER*Stat version 8.3.5) for the years 2004 to 2016.
The SEER registry collects cancer incidence and survival data
from population-based cancer registries covering approxi-
mately 34.6% of the US population.

Patients and study design

One hundred forty-three thousand, one hundred fifty-seven
patients were identified on the basis of the International
Classification of Diseases for Oncology, 3rd edition (ICD-O-
3) for tumors of the exocrine pancreas: C25.0, C25.1, C25.2,
C25.3, C25.7, C25.8, and C25.9. Out of these patients, 51,811
were excluded from the study due to not having a histologi-
cally or cytologically confirmed pancreatic adenocarcinoma
or ductal adenocarcinoma of the pancreas (ICD-O-3 histology
codes 8140 and 8500, respectively). An additional 18,440
patients were excluded due to lack of outcome or follow-up
data. The final study cohort included 72,906 patients. The

following parameters were extracted: age, gender, tumor size,
tumor location, clinical stage, type of treatment (cancer-direct-
ed surgery, radiation, chemotherapy), and survival.
Histological grade was not evaluated in this study due to the
high amount of missing data (64%missing values). The study
followed the STROBE guidelines [15], where applicable.

Definitions

In this study, EOPC was defined as disease occurring in pa-
tients younger than 50 years, in accordance with previous
definitions [7–9, 16]. Those who were diagnosed ≥ 50 years
were defined as having LOPC. The American Joint
Committee on Cancer (AJCC) 7th edition staging system
was used to classify tumors throughout the study period. OS
was defined as the time interval from diagnosis to death from
any cause or date of last follow-up. The SEER cause-specific
death classification variable was used to obtain CSS.

Propensity score matching

Propensity score matching offers a method to reduce bias in
observational studies where randomized treatment assignment
is not possible. We calculated individual propensity scores
through logistic regression modeling based on the following
7 covariates: gender, tumor size, tumor location, AJCC stage,
surgery, radiation, and chemotherapy. The EOPC and LOPC
patients were then paired 1:1 on these propensity scores using
exact matching.

Statistical analysis

The data were analyzed using SPSS Statistics 25 (IBM Corp.,
Armonk, NY, USA) and Stata MP 14.1 software (StataCorp
LP, College Station, TX, USA). Categorical data are presented
as frequencies with percentage and continuous data are
expressed as median with range. Baseline characteristics be-
tween age groups were compared using Mann-Whitney U
tests for continuous variables and the chi-square tests for cat-
egorical variables. OS and CSS were calculated for the
matched patients and modeled using the Kaplan–Meier meth-
od. Statistical differences between the survival curves were
assessed with the log-rank test. We estimated the hazard ratios
(HRs) and 95% confidence intervals (CIs) for the association
between EOPC and survival independent of other risk factors
by fitting a multivariable Cox proportional hazard regression
model. Any variable from the univariable test with a p value <
0.25 was selected as a candidate for the multivariable analysis.
In the iterative process of variable selection, covariates were
removed from themodel if theywere non-significant and not a
confounder, as described by Hosmer-Lemeshow [17],
resulting in a main effect model.
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Results

A total of 72,906 patients with pancreatic cancer were includ-
ed in the study. The median age was 68 (range 19–103) years.
Figure 1 shows the age distribution in the study. The cohort
consisted of 35,257 women and 37,649 men. The AJCC stage
at diagnosis included stage I (N = 3790; 6.1%), stage II (N =
18,005; 29.0%), stage III (N = 6481; 10.4%), stage IV (N =
33,870; 54.5%), and unknown stage (N = 10,760, 14.7%). The
median OS was 7 months for the entire cohort, with a 5-year
survival rate of 4.9%.

Patient characteristics before propensity score
matching

A total of 4523 patients were classified as having EOPC
(6.2%). Demographic and clinical data from the patients with
EOPC were compared with those who had LOPC (Table 1).

Gender distribution was significantly different between the
groups, with higher rate of male patients in the EOPC cohort
(58.0% vs 51.2%, p < 0.001). EOPC presented with more
advanced AJCC stage at diagnosis. The rate of distant metas-
tasis (stage IV) was 58.7% in the EOPC group vs 54.2% in the
LOPC group, p < 0.001. No significant difference could be
found between EOPC and LOPC regarding tumor location
and tumor size. EOPC patients received more active treat-
ment. Surgery was offered to 23.2% in the EOPC group com-
pared with 19.9% in the LOPC group, p < 0.001. Radiation
therapy was also more frequently administered in the EOPC
group (23.6% vs 17.6%, p < 0.001). Chemotherapy was given
to 73.3% in the EOPC group compared with 55.4% in the
LOPC group, p < 0.001.

Characteristics of propensity score–matched cohorts

Following propensity score matching, 3172 EOPC patients
were matched to 3172 LOPC patients. Previously observed
covariate differences between cohorts were alleviated after
matching (Table 2). Due to the large cohort size, exact
matching could be achieved for every patient.

Survival analyses

Survival analyses in matched patients showed that EOPC was
associated with poorer 5-year OS (6.1% vs 8.6%, p = 0.003)
and 5-year CSS (6.7% vs 9.7%, p < 0.001), as shown in
Figs. 2a and 3a, respectively. In multivariable Cox regression
analysis, EOPC remained significantly associated with ad-
verse OS and CSS (Tables 3 and 4). Subgroup analyses
showed that EOPC was associated with adverse 5-year OS
(17.7% vs 26.9%, p < 0.001) and 5-year CSS (18.9% vs
29.7%, p < 0.001) in operated patients (Figs. 2b and 3c,
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Fig. 1 Age distribution for the entire cohort (N = 72,906)

Table 1 Baseline characteristics
of the EOPC and LOPC groups Variable N EOPC N = 4523 LOPC N = 68,383 P value

Age, years (range) 72,906 46 (19–49) 69 (50–103)

Male gender 72,906 2625 (58.0%) 35,024 (51.2%) < 0.001

Tumor location (pancreatic head) 72,906 2301 (50.9%) 35,512 (51.9%) 0.168

Tumor size > 2 cm 57,352 3275 (91.5%) 48,923 (91.0%) 0.340

AJCC stage 7th edition 62,146 < 0.001

I 157 (3.9%) 3633 (6.3%)

II 1039 (25.9%) 16,966 (29.2%)

III 461 (11.5%) 6020 (10.4%)

IV 2359 (58.7%) 31,511 (54.2%)

Surgery 72,092 1037 (23.2%) 13,456 (19.9%) < 0.001

Radiation therapy (yes vs no*) 72,279 1058 (23.6%) 11,904 (17.6%) < 0.001

Chemotherapy (yes vs no*) 72,906 3316 (73.3%) 37,907 (55.4%) < 0.001

N, number of non-missing values. Qualitative data are expressed asN (%) and quantitative data as median (range).
*No evidence of radiotherapy or chemotherapy was found in the medical records examined. EOPC, early-onset
pancreatic cancer; LOPC, later-onset pancreatic cancer
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respectively). After multivariable analysis, EOPC remained
significantly associated with OS and CSS (Tables 3 and 4).
For patients that did not undergo surgery, there were no sig-
nificant differences in the 5-year OS (1.6% vs 1.4%; p =
0.874) or the 5-year CSS (1.8% vs 1.8%; p = 0.874), as shown
in Figs. 2c and 3c.

Discussion

To our knowledge, this is the largest study to date focusing on
EOPC.We found that EOPC patients were diagnosed at a later
stage and receivedmore aggressive treatment. To control more
comprehensively for biases associated with patient and treat-
ment data, we stringently matched young and older patients
using a propensity score matching method. In matched pa-
tients, inferior survival was observed for EOPC vs LOPC
patients. Subgroup analyses showed that EOPC was associat-
ed with adverse survival in operated patients. However, for
non-operated patients, the prognosis remained dismal without
significant differences between the groups.

The relative frequency of EOPC varies between stud-
ies, from 4.4 to 18% [7–9, 16, 18, 19]. We report a rela-
tive frequency of 6.2%, which is within the range of pre-
vious studies. We found several differences in demo-
graphics and tumor characteristics between EOPC and
LOPC. Patients with EOPC were more often male, which
was also found in a previous study [16]. A possible ex-
planation for the higher rate of EOPC in male patients
may be smoking, which has been found to be a risk factor
for EOPC [10]. We also show a higher rate of distant
metastases in the EOPC group, as has been reported by
others [8, 16].

Prior studies comparing outcomes between EOPC and
LOPC have reported similar survival rates [7, 8, 16, 19].
However, most of these studies have not adjusted for the fact
that the EOPC patients have more advanced disease at diag-
nosis and receive more active treatment as shown in the pres-
ent study. The only previous study that adjusted for multiple
co-variates was performed by Tingstedt et al. [8] who evalu-
ated 33 EOPC patients and 33 matched controls using a case-
control design. In the matched comparison, the survival

Table 2 Comparison of Clinical
Characteristics after Propensity
Score Matching

Variable EOPC N = 3172 LOPC N = 3172 P value

Age, years (range) 46 (19–49) 67 (50–96)

Male gender 1844 (58.1%) 1844 (58.1%) 1.000

Tumor location (pancreatic head) 1772 (55.9%) 1772 (55.9%) 1.000

Tumor size > 2 cm 2892 (91.2%) 2892 (91.2%) 1.000

AJCC stage 7th edition 1.000

I 147 (4.6%) 147 (4.6%)

II 943 (29.7%) 943 (29.7%)

III 373 (11.8%) 373 (11.8%)

IV 1709 (53.9%) 1709 (53.9%)

Surgery 869 (27.4%) 869 (27.4%) 1.000

Radiation therapy (yes vs no*) 855 (27.0%) 855 (27.0%) 1.000

Chemotherapy (yes vs no*) 2429 (76.6%) 2429 (76.6%) 1.000

Qualitative data are expressed as N (%) and quantitative data as median (range). *No evidence of radiotherapy or
chemotherapy was found in the medical records examined. EOPC, early-onset pancreatic cancer; LOPC, later-
onset pancreatic cancer

p=0.003
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Fig. 2 Propensity-matched comparison of overall survival between the EOPC and LOPC groups in panels a all patients, b operated patients, and c non-
operated patients. Statistical test: log-rank test
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tended to be shorter for the EOPC group, although not signif-
icant, likely due to the small cohort size.

In other cancer types, clinical and biomarker data suggest
that early-onset cancers grow faster and are biologically more
aggressive than later-onset cancers. For example, early-onset
breast cancer has been reported to be more aggressive than
later-onset breast cancer even after controlling for estrogen
receptor and HER2 receptor status [20]. Also, in lung cancer,
young age at disease onset seems to predict reduced survival
[21].

The differences in clinical presentation and outcomes sug-
gest that pancreatic cancer arising in young patients may be a
distinct clinical entity. A study by Bergmann et al. [5] inves-
tigated tumor gene expression in 7 patients with EOPC. One
interesting observation was that all tumors displayed a loss or
significant reduction of SMAD4. SMAD4 is a tumor suppres-
sor gene that is inactivated in 50–55% of pancreatic cancer
patients. Inactivation of SMAD4 has been associated with a
more aggressive phenotype of pancreatic cancer [22, 23].
Additionally, KRAS mutations were found in only 3 of 7

patients (42%) in the study by Bergmann et al. [5].
Traditionally, KRAS mutations are present in at least 90% of
all patients. This suggests that at least a subgroup of EOPC
patients may be genetically different from the common type of
pancreatic cancer.

The use of a population-based study has the advantages
of a large sample size. However, there are some limita-
tions. The retrospective nature of the data introduces bias.
This was partly overcome by using a propensity score–
matched analysis in order to balance EOPC and LOPC
groups based on several covariates. We were unable to
adjust for histopathological differentiation due to the high
degree of missing data. However, propensity score can
only account for known imbalances; unknown con-
founders can still bias the results. Finally, the SEER radi-
ation and chemotherapy data used in this study have their
own limitations. The completeness of these variables and
the potential biases associated with reasons for receiving
or not receiving radiation or chemotherapy have been
discussed in a previous publication [24].
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Fig. 3 Propensity-matched comparison of cancer-specific survival between the EOPC and LOPC groups in panels a all patients, b operated patients, and
c non-operated patients. Statistical test: log-rank test

Table 3 Multivariable Cox regression analysis for overall survival after
propensity score matching

Variable Hazard ratio 95% CI P value

All patients, N = 6344

EOPC vs LOPC, unadjusted 1.08 1.02–1.14 0.004

EOPC vs LOPC, adjusteda 1.07 1.01–1.13 0.015

Operated patients, N = 1738

EOPC vs LOPC, unadjusted 1.34 1.20–1.49 < 0.001

EOPC vs LOPC, adjustedb 1.34 1.20–1.50 < 0.001

Non-operated patients, N = 4606

EOPC vs LOPC, unadjusted 1.00 0.94–1.06 0.880

EOPC vs LOPC, adjustedb 1.01 0.95–1.07 0.824

aAdjusted for gender, tumor size, AJCC stage 7th edition, surgery, and
chemotherapy
bAdjusted for tumor size, AJCC stage 7th edition, and chemotherapy

CI, confidence interval; EOPC, early-onset pancreatic cancer; LOPC,
later-onset pancreatic cancer

Table 4 Multivariable Cox regression analysis for cancer-specific
survival after propensity score matching

Variable Hazard ratio 95% CI P value

All patients, N = 6344

EOPC vs LOPC, unadjusted 1.10 1.04–1.16 0.001

EOPC vs LOPC, adjusteda 1.09 1.03–1.15 0.003

Operated patients, N = 1738

EOPC vs LOPC, unadjusted 1.40 1.25–1.57 < 0.001

EOPC vs LOPC, adjustedb 1.40 1.25–1.57 < 0.001

Non-operated patients, N = 4606

EOPC vs LOPC, unadjusted 1.00 0.94–1.07 0.880

EOPC vs LOPC, adjustedb 1.02 0.95–1.08 0.613

aAdjusted for gender, tumor size, AJCC stage 7th edition, surgery, and
chemotherapy
bAdjusted for tumor size, AJCC stage 7th edition, and chemotherapy

CI, confidence interval; EOPC, early-onset pancreatic cancer; LOPC,
later-onset pancreatic cancer
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Conclusion

EOPC accounts for approximately 6% of pancreatic cancer
patients. The diagnosis of EOPC is commonly made at a later
stage and matched survival analysis suggests inferior out-
comes compared with older patients. More research should
be directed towards genomic and proteomic characterization
of EOPC to investigate whether pancreatic cancer in young
patients may be a distinct entity.

Authors’ Contributions Study conception and design: DA and RA.
Acquisition of data: DA. Analysis and interpretation of data: DA, CA,
and HO. Drafting of manuscript: DA, CA, and HO. Critical revision of
manuscript: RA.

Funding Information Open access funding provided by Lund University.

Compliance with ethical standards

Conflict of interest The authors declare that they have no conflict of
interest.

Ethical approval This study was based on de-identified data from the
SEER registry and did not involve interaction with human participants.
The Ethics Committee for Clinical Research at Lund University, Sweden,
approved the study protocol (2016/100).

Informed consent The authors obtained limited-use data agreements
from SEER. Informed consent was waivered as this was a publicly avail-
able database using deidentified patient information.

Open Access This article is distributed under the terms of the Creative
Commons At t r ibut ion 4 .0 In te rna t ional License (h t tp : / /
creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give appro-
priate credit to the original author(s) and the source, provide a link to the
Creative Commons license, and indicate if changes were made.

References

1. Ansari D, Tingstedt B, Andersson B, Holmquist F, Sturesson C,
Williamsson C, Sasor A, Borg D, Bauden M, Andersson R
(2016) Pancreatic cancer: yesterday, today and tomorrow. Future
Oncol 12(16):1929–1946. https://doi.org/10.2217/fon-2016-0010

2. Siegel RL, Miller KD, Jemal A (2019) Cancer statistics, 2019. CA
Cancer J Clin 69(1):7–34. https://doi.org/10.3322/caac.21551

3. Gordon-Dseagu VL, Devesa SS, Goggins M, Stolzenberg-
Solomon R (2018) Pancreatic cancer incidence trends: evidence
from the Surveillance, Epidemiology and End Results (SEER)
population-based data. Int J Epidemiol 47(2):427–439. https://doi.
org/10.1093/ije/dyx232

4. Rahib L, Smith BD, Aizenberg R, Rosenzweig AB, Fleshman JM,
Matrisian LM (2014) Projecting cancer incidence and deaths to
2030: the unexpected burden of thyroid, liver, and pancreas cancers
in the United States. Cancer Res 74(11):2913–2921. https://doi.org/
10.1158/0008-5472.CAN-14-0155

5. Luo J, Xiao L, Wu C, Zheng Y, Zhao N (2013) The incidence and
survival rate of population-based pancreatic cancer patients:

Shanghai Cancer Registry 2004-2009. PLoS One 8(10):e76052.
https://doi.org/10.1371/journal.pone.0076052

6. Stark AP, Sacks GD, Rochefort MM, Donahue TR, Reber HA,
Tomlinson JS, Dawson DW, Eibl G, Hines OJ (2016) Long-term
survival in patients with pancreatic ductal adenocarcinoma. Surgery
159(6):1520–1527. https://doi.org/10.1016/j.surg.2015.12.024

7. Piciucchi M, Capurso G, Valente R, Larghi A, Archibugi L,
Signoretti M, Stigliano S, Zerboni G, Barucca V, La Torre M,
Cavallini M, Costamagna G, Marchetti P, Ziparo V, Delle Fave G
(2015) Early onset pancreatic cancer: risk factors, presentation and
outcome. Pancreatology 15(2):151–155. https://doi.org/10.1016/j.
pan.2015.01.013

8. Tingstedt B, Weitkamper C, Andersson R (2011) Early onset pan-
creatic cancer: a controlled trial. Ann Gastroenterol 24(3):206–212

9. Lin JC, Chan DC, Chen PJ, Chu HC, Chueh TH, Huang HH,
Chang PY, Yu CP, Chang WK, Hsieh TY (2011) Clinical charac-
teristics of early onset pancreatic adenocarcinoma: a medical center
experience and review of the literature. Pancreas 40(4):638–639.
https://doi.org/10.1097/MPA.0b013e318214fe56

10. Raimondi S, Maisonneuve P, Lohr JM, Lowenfels AB (2007) Early
onset pancreatic cancer: evidence of a major role for smoking and
genetic factors. Cancer Epidemiol Biomark Prev 16(9):1894–1897.
https://doi.org/10.1158/1055-9965.EPI-07-0341

11. McWilliams RR, Maisonneuve P, Bamlet WR, Petersen GM, Li D,
Risch HA, Yu H, Fontham ET, Luckett B, Bosetti C, Negri E, La
Vecchia C, Talamini R, Bueno deMesquita HB, Bracci P, Gallinger
S, Neale RE, Lowenfels AB (2016) Risk factors for early-onset and
very-early-onset pancreatic adenocarcinoma: a pancreatic cancer
case-control consortium (PanC4) analysis. Pancreas 45(2):311–
316. https://doi.org/10.1097/MPA.0000000000000392

12. Bergmann F, Aulmann S, Wente MN, Penzel R, Esposito I, Kleeff
J, Friess H, Schirmacher P (2006) Molecular characterisation of
pancreatic ductal adenocarcinoma in patients under 40. J Clin
Pathol 59(6):580–584. https://doi.org/10.1136/jcp.2005.027292

13. Luttges J, Stigge C, Pacena M, Kloppel G (2004) Rare ductal ade-
nocarcinoma of the pancreas in patients younger than age 40 years.
Cancer 100(1):173–182. https://doi.org/10.1002/cncr.11860

14. Gabriel CA, Domchek SM (2010) Breast cancer in young women.
Breast Cancer Res 12(5):212. https://doi.org/10.1186/bcr2647

15. Vandenbroucke JP, von Elm E, Altman DG, Gotzsche PC, Mulrow
CD, Pocock SJ, Poole C, Schlesselman JJ, Egger M, Initiative S
(2014) Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE): explanation and elaboration. Int J Surg
12(12):1500–1524. https://doi.org/10.1016/j.ijsu.2014.07.014

16. Ntala C, Debernardi S, Feakins RM, Crnogorac-Jurcevic T (2018)
Demographic, clinical, and pathological features of early onset pan-
creatic cancer patients. BMC Gastroenterol 18(1):139. https://doi.
org/10.1186/s12876-018-0866-z

17. Hosmer D Jr, Lemeshow S, Sturdivant R (2013) Model-building
strategies and methods for logistic regression, in applied logistic
regression, 3rd edn. John Wiley & Sons, Inc, Hoboken

18. Raissouni S, Rais G, Mrabti H, Raissouni F, Mouzount H, Aitelhaj
M, El Khoyaali S, Mohtaram A, Errihani H (2012) Pancreatic ad-
enocarcinoma in young adults in a moroccan population. J
Gastrointest Cancer 43(4):607–611. https://doi.org/10.1007/
s12029-012-9407-0

19. Duffy A, Capanu M, Allen P, Kurtz R, Olson SH, Ludwig E,
Klimstra DS, O'Reilly EM (2009) Pancreatic adenocarcinoma in a
young patient population–12-year experience at Memorial Sloan
Kettering Cancer Center. J Surg Oncol 100(1):8–12. https://doi.
org/10.1002/jso.21292

20. Benz CC (2008) Impact of aging on the biology of breast cancer.
Crit Rev Oncol Hematol 66(1):65–74. https://doi.org/10.1016/j.
critrevonc.2007.09.001

21. Etzel CJ, Lu M, Merriman K, Liu M, Vaporciyan A, Spitz MR
(2006) An epidemiologic study of early onset lung cancer. Lung

570 Langenbecks Arch Surg (2019) 404:565–571

https://doi.org/10.2217/fon-2016-0010
https://doi.org/10.3322/caac.21551
https://doi.org/10.1093/ije/dyx232
https://doi.org/10.1093/ije/dyx232
https://doi.org/10.1158/0008-5472.CAN-14-0155
https://doi.org/10.1158/0008-5472.CAN-14-0155
https://doi.org/10.1371/journal.pone.0076052
https://doi.org/10.1016/j.surg.2015.12.024
https://doi.org/10.1016/j.pan.2015.01.013
https://doi.org/10.1016/j.pan.2015.01.013
https://doi.org/10.1097/MPA.0b013e318214fe56
https://doi.org/10.1158/1055-9965.EPI-07-0341
https://doi.org/10.1097/MPA.0000000000000392
https://doi.org/10.1136/jcp.2005.027292
https://doi.org/10.1002/cncr.11860
https://doi.org/10.1186/bcr2647
https://doi.org/10.1016/j.ijsu.2014.07.014
https://doi.org/10.1186/s12876-018-0866-z
https://doi.org/10.1186/s12876-018-0866-z
https://doi.org/10.1007/s12029-012-9407-0
https://doi.org/10.1007/s12029-012-9407-0
https://doi.org/10.1002/jso.21292
https://doi.org/10.1002/jso.21292
https://doi.org/10.1016/j.critrevonc.2007.09.001
https://doi.org/10.1016/j.critrevonc.2007.09.001


Cancer 52(2):129–134. https://doi.org/10.1016/j.lungcan.2005.11.
018

22. Blackford A, Serrano OK, Wolfgang CL, Parmigiani G, Jones S,
Zhang X, Parsons DW, Lin JC, Leary RJ, Eshleman JR, Goggins
M, Jaffee EM, Iacobuzio-Donahue CA, Maitra A, Cameron JL,
Olino K, Schulick R, Winter J, Herman JM, Laheru D, Klein AP,
Vogelstein B, Kinzler KW, Velculescu VE, Hruban RH (2009)
SMAD4 gene mutations are associated with poor prognosis in pan-
creatic cancer. Clin Cancer Res 15(14):4674–4679. https://doi.org/
10.1158/1078-0432.CCR-09-0227

23. Shugang X, Hongfa Y, Jianpeng L, Xu Z, Jingqi F, Xiangxiang L,
Wei L (2016) Prognostic value of SMAD4 in pancreatic cancer: a

meta-analysis. Transl Oncol 9(1):1–7. https://doi.org/10.1016/j.
tranon.2015.11.007

24. Noone AM, Lund JL, Mariotto A, Cronin K, McNeel T, Deapen D,
Warren JL (2016) Comparison of SEER treatment data with
Medicare claims. Med Care 54(9):e55–e64. https://doi.org/10.
1097/MLR.0000000000000073

Publisher’s note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

Langenbecks Arch Surg (2019) 404:565–571 571

https://doi.org/10.1016/j.lungcan.2005.11.018
https://doi.org/10.1016/j.lungcan.2005.11.018
https://doi.org/10.1158/1078-0432.CCR-09-0227
https://doi.org/10.1158/1078-0432.CCR-09-0227
https://doi.org/10.1016/j.tranon.2015.11.007
https://doi.org/10.1016/j.tranon.2015.11.007
https://doi.org/10.1097/MLR.0000000000000073
https://doi.org/10.1097/MLR.0000000000000073

	Early-onset pancreatic cancer: a population-based study using the SEER registry
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Methods
	Data source
	Patients and study design
	Definitions
	Propensity score matching
	Statistical analysis

	Results
	Patient characteristics before propensity score matching
	Characteristics of propensity score–matched cohorts
	Survival analyses

	Discussion
	Conclusion
	References


