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Abstract 

Background Synovial sarcoma is a malignant tumor that constitutes up to 10% of all soft-tissue sarcomas. The most 
frequent metastatic sites of synovial sarcoma are the lungs, lymph nodes, and bone, whereas pancreatic metastasis is 
extremely rare. Here, we report a case of pancreatic metastasis of synovial sarcoma.

Case presentation Nine years before presentation, a 31-year-old woman underwent extensive resection of the 
primary tumor after chemotherapy for left upper extremity synovial sarcoma. Six months before presentation, inter-
scapulothoracic amputation was performed for an enlarged mass in the left upper extremity; the patient was treated 
with pazopanib. Three months before presentation, chest computed tomography showed multiple lung metastases; 
during subsequent follow-up, abdominal computed tomography revealed a pancreatic metastasis of synovial sar-
coma. The doubling time of the pancreatic tumor was 14 days, and it grew rapidly. Furthermore, treatment-resistant 
pancreatitis symptoms were detected; thus, we performed distal pancreatectomy and administered one course of 
a 70% dose of trabectedin. However, the patient died of rapid progression of lung metastasis and respiratory failure 
within 2 months after surgery.

Conclusions Pancreatectomy may be carefully performed in cases of isolated pancreatic metastasis. However, the 
presence of other distant extrapancreatic metastases (e.g., uncontrolled lung metastases) may rule out pancreatec-
tomy treatment.
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Background
Synovial sarcoma (SS) is a malignant soft tissue tumor 
that constitutes approximately 1% of all adult cancers 
and up to 10% of soft-tissue sarcomas [1–3]. The inci-
dence of SS peaks in the first 30 years of life; these tumors 
affect the extremities and arise adjacent to large joints 
[4]. Because of the aggressive potential of SS, metastasis 
occurs in approximately 50% of patients; the most fre-
quent sites of metastasis are the lungs, lymph nodes, and 

bone [4]. However, pancreatic metastasis rarely occurs 
in SS. Here, we report the clinicopathological features 
of a case of pancreatic metastasis of SS in a 31-year-old 
woman.

Case presentation
The patient was a 31-year-old woman who first visited 
our hospital 9  years ago prior to this case because of a 
heterogeneous low-density mass lesion without calci-
fication had been detected in the left upper extremity 
on computed tomography (CT; Fig.  1A). She was diag-
nosed with left upper extremity SS. After chemother-
apy, she underwent extensive resection of the primary 
lesion. Histological examination revealed a biphasic-
type lesion consisting of both epithelial- and spindle-
shaped cells on hematoxylin and eosin staining (Fig. 2A). 
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Immunohistochemistry revealed positivity for cytokera-
tin AE1/AE3 and Bcl-2, and along with negativity for 
α-smooth muscle actin (SMA), desmin, S100, and CD34 
(Fig. 2B, C). The MIB-1 proliferation index was approxi-
mately 10% (Fig.  2D). During follow-up, she underwent 
six rounds of chemotherapy and six mass resections for 
recurrent left axillary lymph nodes. Six months prior to 
this case, an enlarged mass was observed in the left upper 
extremity (Fig.  1B); the patient underwent interscapu-
lothoracic amputation and was treated with pazopanib. 
Three months prior to this case, chest CT showed mul-
tiple ≤ 18-mm lung metastases (Fig. 3A); however, treat-
ment was not modified at that time. One month prior to 
this case, follow-up chest CT showed a 24-mm tumor 
(Fig.  3B); the doubling time of the lung metastases was 
30 days.

In this case, the patient presented with fever and left-
sided abdominal pain; she was admitted to our institution 
for further investigation. Physical examination revealed 
tenderness and rebound tenderness on the left side of the 
abdomen.

Laboratory examination revealed elevated levels of 
C-reactive protein (2.4  mg/dL), amylase (315  IU/L), 
and lipase (1104  IU/L). The hemoglobin concentration; 

white blood cell and platelet counts; and electrolyte, liver 
enzyme, and bilirubin levels were within the reference 
ranges. The levels of tumor markers (e.g., carcinoem-
bryonic antigen and carbohydrate antigen 19-9) were all 
within normal ranges.

Abdominal contrast-enhanced CT revealed a 37-mm 
tumor in the pancreatic tail, which exhibited heteroge-
neous low density with post-contrast enhancement and 
pancreatic parenchymal enlargement, as well as peripan-
creatic soft tissue inflammation. Retrospective review of 
abdominal non-contrast enhanced CT from 3  months 
prior revealed a 9-mm tumor (Fig. 3C, D). The doubling 
time of the pancreatic tumor was 14  days. Abdominal 
magnetic resonance imaging (MRI) revealed that the 
tumor in the pancreatic tail was similar to the tumor in 
the primary left upper extremity lesion, exhibiting a low 
signal on T1-weighted images, a slightly hyperintense 
signal on T2-weighted images, high signal intensity on 
diffusion-weighted images, and contrast enhancement on 
dynamic MRI (Fig. 3E, F).

The diagnosis was pancreatic metastasis of SS, with 
obstructive pancreatitis and progressive bilateral multiple 
lung metastases. The patient had multiple lung metas-
tases; although additional drug therapy was planned, 

Fig. 1 A Abdominal contrast-enhanced CT revealed a mass in the left upper extremity 9 years before presentation (arrow). B An enlarged mass was 
detected in the left upper extremity 6 months before presentation (arrowhead)
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distal pancreatectomy was performed as palliative sur-
gery because the tumor was growing rapidly and symp-
toms of treatment-resistant pancreatitis were present. 
Additionally, we were concerned that the rapidly enlarg-
ing tumor would rupture, leading to gastrointestinal per-
foration and peritoneal seeding, which would interfere 
with anticancer therapy.

After the omentum had been opened, intraoperative 
findings confirmed a tumor in the pancreatic tail with-
out infiltration of the surrounding organs (Fig. 4A). The 
pancreas was dissected via linear stapling, and distal pan-
createctomy was performed. Examination of the gross 
specimen revealed a well-circumscribed mass measur-
ing 50  mm and occupying the pancreatic tail (Fig.  4B). 
Histopathological examination of the tumor uncovered 
the presence of a monophasic-type tumor consisting of 
both round and oval-shaped cells with a high nuclear/
cytoplasmic ratio; there were no spindle-shaped cells on 
hematoxylin and eosin staining (Fig. 4C). The MIB-1 pro-
liferation index was approximately 20% (Fig. 4D). Based 
on these findings, the patient was diagnosed with pancre-
atic metastasis of SS.

According to the International Study Group of Pan-
creatic Fistula classification [5], a grade B pancreatic 
fistula was observed, and it was conservatively treated. 

The patient was transferred to the Department of Ortho-
paedic Surgery for chemotherapeutic treatment of lung 
metastasis on postoperative day 28. The patient only 
received one course of a 70% dose of trabectedin because 
the lung metastasis rapidly progressed, and blood sputum 
was repeatedly observed. There was no intra-abdominal 
lesion, but the patient subsequently experienced rapid 
progression of the lung metastasis and died of respiratory 
failure within 2 months after surgery.

Discussion
SS is a malignant neoplasm and the fourth most common 
soft-tissue sarcoma, which constitutes approximately 10% 
of all such lesions [1–3]. SS occurs mainly in the para-
articular portion of tendons, tendon sheaths, and bursae 
structures in the lower extremities in 60–70% of cases 
[6]. Because of the aggressive potential of SS, metastasis 
occurs in approximately 50% of patients; the most fre-
quent sites of metastasis are the lungs (74–81%), lymph 
nodes (3–23%), and bone (10–20%) [4]. SS tends to recur 
both early and late, with a 10-year disease-free survival 
(DFS) rate of approximately 50% [4].

Metastatic tumors in the pancreas are rare, and approx-
imately 2% of pancreatic tumors are metastases from 
other primary sites [7, 8]. In a previous literature review 

Fig. 2 A Histological findings of the specimen revealed a biphasic-type tumor consisting of both epithelial- and spindle-shaped cells. 
Immunohistochemistry for cytokeratin (B), Bcl-2 (C), and MIB-1 (D)
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of pancreatic metastases, most lesions were metastases 
of renal cell carcinoma (62.6–70.1%), followed by mela-
noma (4.0–9.1%), colorectal carcinoma (6.2–8.9%), and 
sarcoma (4.3–7.2%) [7, 8]. Pancreatic metastasis of SS 
is extremely rare; only seven cases have been reported 
worldwide, including our case, as summarized in Table 1 
[9–14].

These cases comprised three men and four women; 
the median age at the diagnosis of pancreatic metas-
tasis was 36  years (range, 27–44  years). The median 
time from resection of the primary tumor to the diag-
nosis of pancreatic metastasis was 4  years (range, 

1–14  years). Pancreatic resection was performed in five 
patients, and three patients without distant metastasis 
had no recurrence (patient 1, DFS = 6  years; patient 2, 
DFS = 30  months; and patient 3, recurrence-free sur-
vival = 6  months). Excluding our case, no patients with 
pancreatic metastases of SS and extrapancreatic metasta-
ses underwent pancreas resection.

Soft-tissue sarcomas often have hematogenous distant 
metastases. However, the mechanism of metastasis to the 
pancreas is not fully understood. Bouhani et al. reported 
that the primary tumor was located in the lower limbs 
of all patients in their study; thus, they suspected that a 

Fig. 3 A Chest CT displayed multiple ≤ 18-mm lung metastases (arrow) 3 months before presentation. B Follow-up chest CT showed a 24-mm 
tumor (arrow) 1 month before presentation. C Retrospective review of abdominal non-contrast enhanced CT revealed a 9-mm tumor in the 
pancreatic tail (arrowhead) 3 months before presentation. D Abdominal contrast-enhanced CT revealed a 35-mm tumor at the time of presentation 
(arrowhead). E Abdominal MRI revealed a high-signal-intensity tumor on diffusion-weighted images, and F a contrast-enhanced tumor was 
detected on dynamic MRI
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shunt was present between the lower limbs and the pan-
creas [13]. However, the primary tumor in our case was 
located in an upper extremity. Further clarification of the 
pathogenesis is needed.

Because of the aggressive potential behavior of SS, 
radiological assessment is important for lesion staging 
and evaluation to identify the most appropriate therapy 
[15]. However, the features of imaging findings are not 
pathognomonic for pancreatic metastasis of SS. Past 
studies identified SS as a noninfiltrative, heterogeneously 
enhanced, well-circumscribed mass [2, 3]. Calcification is 
identified at the primary site in up to 30% of cases of SS 
[2]. The MRI features of the pancreatic metastasis include 
a heterogeneous mass, hypointensity on T1-weighted 
images, and hyperintensity on T2- and diffusion-
weighted images [2, 3]. Positron emission tomography–
CT may be helpful for prognosis because a pretreatment 
fluorodeoxyglucose avidity score of > 4.4 is reportedly 
associated with increased risks of local recurrence and 
metastasis of SS [15]. Furthermore, preoperative histo-
logical analysis is necessary for the diagnosis. We could 
not perform these additional examinations because of the 

need for semi-emergency surgery and the lack of time for 
examination related to the rapid increase in tumor size 
and the presence of pancreatitis symptoms.

SS is histologically divided into three subtypes: a mono-
phasic type consisting only of spindle cells (50–60%), a 
biphasic type consisting of both epithelial and spindle cell 
components (20–30%), and a poorly differentiated type 
(15–20%) [2, 3]. On immunohistochemistry, SS is posi-
tive for epithelial markers such as keratins and epithelial 
membrane antigen, as well as Bcl-2; it is negative for skel-
etal muscle markers such as desmin, α-smooth muscle 
actin, and CD34 [16]. However, no distinctive markers 
for SS have been recognized [17]. In our case, histologi-
cal assessment revealed that the primary tumor was the 
biphasic type; however, pancreatic metastasis features 
biphasic obscuration and changes in cell morphology. 
Furthermore, the MIB-1 proliferation index increased 
from approximately 10% to 20%. This finding indicated 
gradual changes in some prior resection specimens of 
local recurrence in the left upper extremity.

It is questionable whether pancreatic resection 
can result in long-term survival among patients with 

Fig. 4 A Intraoperative view of the resected mass (arrow). B Surgical specimens of the pancreas revealed a well-circumscribed mass (arrow). C 
Histological findings of the specimen revealed a monophasic-type tumor. D Immunohistochemistry for MIB-1
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pancreatic metastases of SS. In cases of pulmonary 
metastasis of SS, long-term survival after pulmonary 
resection can only be expected if complete resection 
is achieved [18, 19]. Oliver et  al. identified four factors 
that were associated with a good prognosis after surgical 
resection of pancreatic metastases of various malignant 
tumors: primary renal cell carcinoma, a > 3-year interval 
between resection of the primary tumor and the develop-
ment of pancreatic metastases, isolated pancreatic metas-
tases, and no prior recurrence [20]. Concerning SS, there 
is insufficient evidence to support treatment guidelines 
or determine the effectiveness of pancreatic resection for 
metastatic tumors because few patients undergo pancre-
atectomy to treat pancreatic metastases of SS. Our case 
met only one of the four Oliver criteria, and there was 
a need to control abdominal pain attributable to rapid 
tumor growth and pancreatitis symptoms. Furthermore, 
we were concerned that tumor rupture, gastrointestinal 
perforation, and peritoneal seeding would interfere with 
anticancer drug therapy. However, our patient subse-
quently experienced rapid progression of the lung metas-
tasis and died of respiratory failure within 2 months after 
surgery. It may have been better to perform laparoscopic 
surgery to shorten the patient’s postoperative hospital 
stay. In a study of trabectedin outcomes among patients 
with unresectable and relapsed soft-tissue sarcomas, 
Kobayashi et  al. reported that the median progression-
free survival for the entire study cohort was 3.7 months, 
and the 6-month progression-free survival rate was 44% 
[21] In the present case, we regret that we performed 
pancreatectomy as palliative surgery; we speculate that 
drug therapy would have been better in this situation.

Conclusion
We have presented a rare case of pancreatic metastasis of 
SS that was treated by distal pancreatectomy; however, 
the patient died of respiratory failure within 2  months 
after surgery because of rapid progression of the lung 
metastasis. Pancreatectomy may be carefully performed 
in cases of isolated pancreatic metastasis. However, the 
presence of other distant extrapancreatic metastases 
(e.g., uncontrolled lung metastases) may rule out pancre-
atectomy treatment.
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DFS  Disease-free survival

Acknowledgements
We thank Joe Barber Jr., Ph.D., and Ryan Chastain-Gross, PhD, from Edanz 
(https:// jp. edanz. com/ ac) for editing a draft of this manuscript.

Author contributions
MO assembled, analyzed, and interpreted the patient’s data and case pres-
entation. KT, HS, TT, RG, and ST reviewed the literature. SN, IM, and SY edited 
and critically revised the manuscript for intellectual content. All authors 
contributed to the writing of the manuscript. All authors read and approved 
the final manuscript.

Funding
The authors declare that they received no specific grant from any funding 
agency in the public, commercial, or not-for-profit sectors.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study was approved by the Ethics Committee of Kanazawa University. The 
patient provided written informed consent for participation in this case report.

Consent for publication
Written informed consent was obtained from the patient’s husband for publi-
cation of this case report and any accompanying images.

Competing interests
The authors declare that they have no competing interests.

Received: 29 December 2022   Accepted: 15 February 2023

References
 1. Takenaka S, Ueda T, Naka N, Araki N, Hashimoto N, Myoui A. Prognostic 

implication of SYT-SSX fusion type in synovial sarcoma: a multi-institu-
tional retrospective analysis in Japan. Oncol Rep. 2008;19:467–76.

 2. Mark DM, Michael SG, Bryan TJ, Ana MC, Julie F, Donald AG. From the 
archives of the AFIP: imaging of synovial sarcoma with radiologic-patho-
logic correlation. Radiographics. 2006;26:1543–65.

 3. Amit B, Atul BS, Katherine MK, Stephanie AH, Jyothi PJ, Jason LH. Syno-
vial sarcoma: imaging features of common and uncommon primary 
sites, metastatic patterns, and treatment response. Am J Roentgenol. 
2012;199:W208–15.

 4. Iyad S, Carlos R, Raya S, Sameer Y, Michela C, Andrea F. Comparing 
children and adults with synovial sarcoma in the surveillance, epidemiol-
ogy, and end results program, 1983 to 2005: an analysis of 1268 patients. 
Cancer. 2009;115:3537–47.

 5. Bassi C, Marchegiani G, Dervenis C, Sarr M, Abu Hilal M, Adham M. The 
2016 update of the International Study Group (ISGPS) definition and 
grading of postoperative pancreatic fistula: 11 years after. Surgery. 
2017;161:584–91.

 6. Wael AL, Jerzy L, Robert F, Markku M. Synovial sarcoma involving the 
head: analysis of 36 cases with predilection to the parotid and temporal 
regions. Am J Surg Pathol. 2009;33:1494–503.

 7. Adler H, Redmond CE, Heneghan HM, Swan N, Maguire D, Traynor O. 
Pancreatectomy for metastatic disease: a systematic review. Eur J Surg 
Oncol. 2014;40:379–86.

 8. Cosimo S, Lucia M, Giuseppe P. Metastatic tumors to the pancreas: the 
role of surgery. World J Gastrointest Oncol. 2014;6:381–92.

 9. Yamamoto H, Watanabe K, Nagata M, Honda I, Watanabe S, Soda S, 
Tatezaki S. Surgical treatment for pancreatic metastasis from soft-tissue 
sarcoma: report of two cases. Am J Clin Oncol. 2001;24:198–200.

 10. Sandeep P, Noel M, Rhonda Y, David S, John L, Rashmi P. Endoscopic 
management of metastatic synovial sarcoma to the pancreas. Pancreas. 
2006;33:205–6.

 11. Somashekar GK, Bhavana BR, Jeffrey HL. Endoscopic sonography and 
sonographically guided fine-needle aspiration biopsy in the diagnosis of 

https://jp.edanz.com/ac


Page 8 of 8Okazaki et al. Surgical Case Reports            (2023) 9:30 

unusual pancreatic metastases from synovial sarcoma. J Clin Ultrasound. 
2014;42:180–2.

 12. Makino Y, Shigekawa M, Kegasawa T, Suda T, Yoshioka T, Iwahashi K. A 
case report of pancreatic metastasis from synovial sarcoma successfully 
treated by metastasectomy with adjuvant chemotherapy. Medicine 
(Baltimore). 2016;95: e4789.

 13. Bouhani M, Sakhri S, Jaidane O, Kammoun S, Slimene M, Chargui R. The 
management of pancreatic metastasis from synovial sarcoma of the soft 
tissue: a case report. Rare Tumors. 2020;12:2036361320983691.

 14. Yokose T, Kitago M, Oshima G, Abe K, Masugi Y, Miura E. Urgent distal 
pancreatectomy for intraperitoneal hemorrhage due to the spontaneous 
rupture of a pancreatic metastatic tumor from synovial sarcoma: a case 
report. BMC Surg. 2020;20:175.

 15. Jennifer WL, Janet FE, Janet O, Ernest UC. Risk assessment based on FDG-
PET imaging in patients with synovial sarcoma. Clin Orthop Relat Res. 
2008;467:1605–11.

 16. Khin T, Cyril F. Synovial sarcoma: defining features and diagnostic evolu-
tion. Ann Diagn Pathol. 2014;18:369–80.

 17. Jefferson T, Saito T, Subbaya S, Cindy R, Cristina RA, John RG. TLE1 as a 
diagnostic immunohistochemical marker for synovial sarcoma emerging 
from gene expression profiling studies. Am J Surg Pathol. 2007;31:240–6.

 18. Billingsley KG, Burt ME, Jara E, Ginsberg RJ, Woodruff JM, Leung DH. 
Pulmonary metastases from soft tissue sarcoma: analysis of patterns of 
diseases and postmetastasis survival. Ann Surg. 1999;229:602–10 (discus-
sion 610–2).

 19. Eric JS, Emily RC, Suzanne LW, Paul AM, Michael PL. Pulmonary metas-
tasectomy in pediatric/adolescent patients with synovial sarcoma: an 
institutional review. J Pediatr Surg. 2013;48:757–63.

 20. Oliver S, Thilo H, Werner H, Frank B, Ulf H, Moritz NW. Survival data justifies 
resection for pancreatic metastases. Ann Surg Oncol. 2009;16:3340–9.

 21. Kobayashi H, Iwata S, Wakamatsu T, Hayakawa K, Yonemoto T, Wasa J. 
Efficacy and safety of trabectedin for patients with unresectable and 
relapsed soft-tissue sarcoma in Japan: a Japanese Musculoskeletal Oncol-
ogy Group study. Cancer. 2020;126:1253–63.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Early progression of a pancreatic metastasis of synovial sarcoma after pancreatectomy
	Abstract 
	Background 
	Case presentation 
	Conclusions 

	Background
	Case presentation
	Discussion
	Conclusion
	Acknowledgements
	References


