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 The Patient is a 46 y/o Female without Significant Past Medical History
that her complaints began Since 3 Years Ago with Abdominal Discomfort,

erythema and mild edema In right arm that it was accompanied by pain.

 The patient was reffered to Gastroenterologist and Underwent an Upper Gl

Endoscopy that Revealed No Significant Results.(December 13,2022)

 Then the UltraSonography was done and was Revealed superficial
Thrombophlebitis at Distal Part of Superficial Basilic vein
(December 17,2022)



Patient Profile Initial Workup (Gastroenterology)

* Age: 46-year-old female  Upper Gl Endoscopy (Dec 13, 2022):
 Medical History: No significant prior o Revealed no significant results.
medical history. » Ultrasonography (Dec 17, 2022):

o Revealed superficial thrombophlebitis
in the distal part of the superficial
basilic vein.

Initial Presentation
(December 2022)

e Symptoms:

o VVague abdominal
discomfort.

o Erythema, mild edema, | /\/’@

and pain in the right arm.




* The Patient Went to a Neurologist At First,for pain and paresthesia in her

Arm,and Corticostreoid and Anti-Histamine were prescribed for Her.

 But the Symptoms Got Worse and her legs also Became Painful and
swollen,then the patient was Reffered to a Rheumatologist and
Hydroxychloroquine was Added to treatment,that had minimal and temporary
Effect.



 Color Doppler sonography was done and Revealed DV/T in left lower limb
and patient was treated with AntiCoagulant and the symptoms slightly
subsided.

 The patient reffered to a hematologist-Medical oncologist this time and

subsequent Work UPs were done:


















 Noting Significant elevated CA 19-9,A Chest & Abdominopelvic CT Scan Was
done: (15 May,2023)

* The Chest CT Scan was Normal.

 In Abd.&P. CT Scan No Significant Changes or Pathologic Lesions Were
Reported But two Subseosal Uterine Fibroids in Fundus and left side Of

Uterus(29 & 50 mm in Size)



The Clotting Cascade Becomes Refractory to Treatment

Event (May 21, 2023 - 3 months after initial symptoms)

* Crisis: Patient develops pleuritic chest pain despite the use of
anticoagulants.
« Diagnosis: Pulmonary CTA reveals Pulmonary Thromboembolism (PTE).
o Location: Distal left pulmonary artery (and segmental branches) and
proximal lobar branches of the right pulmonary artery.
* Intervention: Warfarin was added to treatment with a target INR of 2-3.




* Now the Thrombophilia Panel was Requested: (June 12,2023)




29 May,2023




22 June,2023




* 6 months after onset of Symptoms: (July 29,2023)

The Color Doppler US Was
Revealed Superficial
Thrombophlebitis in Both
Upper Limbs And Complete
DVT in RT Popliteal Vein




July 31,2023




* The Treatment changed to Therapeutic LMWH.

* For More Evaluation A 18f FDG -PET/CT Scan Was performed
(5 August,2023):
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Impression:

= Pancreatic Body small tumor with
retroperitoneal
(paraaortic,aortocaval,retrocaval)
metastatic LAPS

= No Evidence of distant metastasis




* The patient was Discussed in HepatoPancreatobiliary Tumor Board in 10t
August 2023 and decision was made to perform EUS-FNB From

Pancreatic Lesion or Paraaortic LAP(Posterior of D2).



bs & PTE, suspected to trusseau
dy of pancreas in PET scan,

thromboembolism of 4 lim
des and one small Jesion in bo

Medical History : HX of recurrent

peripancreatic & para-caval Jymphno

malignancy. Ca9-19> 300

Indication : known case of Chronic Pancretitis.

Anesthesia : Midazolam, fentanyl

Description Of The Procedure : Procedure was performed with line

and pulse was monitored cotiniously during proceudure and EUS was performed

Finding : There were multiple stranding without shadowing in pancreatic body paryn

The diameter of PD was measured 5.5 m in head and 4.5 mm in neck.& 3.7 mm in tail. PD was
inin » was normal. There was ane aorta-

syndrome, multiple
suspected to

ar Olympus echoendoscope, blood oxygenation
with following finding.
chyma. PD was dialted entirly.

irregular and there was

caval lymph node about 10*9.3 and some

perptmcati p nodes about 10
Procedure : EUS + FNB performed from aorto-caval & one of the

mm, No 0byI0US Mass Was Touiit i P
peri-pancreatic lymph nodes, Due to small lesion & |

site of lymph nodes only 1 pass from these lymph nodes were taken.
Final Diagnosis y
Suspected to chronic pancreatitis (There was not all ont criteria)
Para-caval & peri-pancreatic lymph nodes 5
g J

R’ecommendation ;







17t August 2023



The Patient was Discussed in HPB Committee Again! In 31th August,2023

and planned to perform surgical biopsy by laparotomy.



2th September,2023




« Befor Going to surgery in 24" September,2023 A Abd.&P. CT Scan Was

performed for PreOP. Evaluation:









Image 3. Microscopic examination shows an epithelial cluster (arrow)
composed of cells with pleomorphic nuclei, a coarse chromatin
pattern, anisonucleosis, and eosinophilic cytoplasm.



 The Patient Diagnosed with Borderline Resectable PDAC!

Treatment Plan Outcome

» Strategy: Neoadjuvant chemotherapy  Deterioration: About 2 weeks after the 6th
due to borderline-resectable cycle, the patient's condition worsened due
categorization. to the progression of her primary disease.

» Regimen: 6 cycles of mFOLFIRINOX. » Passing: The patient expired approximately

one year after the diagnosis of Trousseau's
syndrome and six months after the
detection of pancreatic cancer.

This case powerfully illustrates the prognostic significance of Trousseau's syndrome
as a harbinger of aggressive occult malignancy.



Trousseau sign of malignancy

The Trousseau sign of malignancy or Trousseau's

syndrome is a medical sign involving episodes of

vessel inflammation due to blood clot

(thrombophlebitis) which are recurrent or appearing in

different locations over time (thrombophlebitis

migrans or migratory thrombophlebitis).

Dr. Armand Trousseau (1801-1867)
A renowned French internist.


https://en.wikipedia.org/wiki/Medical_sign
https://en.wikipedia.org/wiki/Thrombophlebitis

Heparanase secreted
from tumor cells
degrades circulating
endogenous heparin and
result in hypercoagulable
state

i <« E

Medication:
Tamoxifen
Thalidomide
Lenalidomide
Asparaginase
Cisplatin
Lenvatinib
Osimertinib
Bevacizumab  giasis:
Ramucirumab . pjrect pressure on blood
vessels by the tumor
* Poor performance Status
* Post surgical bed rest

Endogenous
heparin



Armand Trousseau (October 1801 — 23 June 1867) was a

French internist

During his later years Trousseau developed gastric

cancer. Coincidentally, he previously described Trousseau sign

of malignancy and developed a similar finding in himself. This

cancer limited his activities and eventually proved fatal.



https://en.wikipedia.org/wiki/Internist
https://en.wikipedia.org/wiki/Gastric_cancer
https://en.wikipedia.org/wiki/Trousseau_sign_of_malignancy

 Traditional vs. Extensive Screening Approaches

The Screening Spectrum: Two Competing Philosophies

Limited Screening (The Standard Extensive Screening (The
Approach) Investigative Approach)
Components: Components:
 Detailed history & physical examination * Includes all elements of limited
 Basic laboratory tests screening.
e Chest radiography » PLUS: Advanced imaging, such as
» Age- and gender-appropriate cancer abdominopelvic CT scans or FDG-
screening (e.g., mammography, PET/CT.
colonoscopy)

Key Finding from Cohort Analyses: Extensive screening detects more cancers initially but
does not significantly alter long-term mortality compared to a limited screening strategy.



* A systematic review reported that within 12 months of a VTE diagnosis, the
prevalence of occult cancer was around **5.2%**, but the benefit of
extensive screening in improving patient-relevant outcomes remained

**uncertain™*.



« Clinical guidelines have reflected these findings, recommending that routine

extensive cancer screening should not be universally applied in all unprovoked

VTE patients, but rather should be tailored to individual clinical findings and

risk factors.



* FDG-PET/CT as a Screening Tool

Prospective cohorts indicate that FDG-PET/CT has a high negative predictive value

(NPV) for occult malignancy in unprovoked VTE, suggesting that a negative

PET/CT can confidently exclude underlying cancer in many patients.

C

n one prospective series of patients >50 years with unprovoked VTE, PET/CT

emonstrated an NPV of over **97%**, although the positive predictive value

(

PPV) remained low (around 22.6%) due to a higher rate of false-positive findings

requiring additional diagnostic evaluation.



« While initial pilot studies showed that comprehensive FDG-PET/CT
screening Is feasible and may exclude malignancy effectively, they were

limited by small sample sizes and high per-patient cost, underlining the

need for larger trials to define cost-effectiveness and clinical impact.




 Although FDG-PET/CT holds promise as a more sensitive modality for occult

tumor detection, the overall evidence to date suggests that:

« 1. Occult malignancy is relatively uncommon in unprovoked VTE (=5% prevalence at 12 months).

« 2. Extensive screening strategies (including PET/CT) may identify additional cancers earlier, but their

impact on long-term mortality and quality of life remains unclear.

« 3. False-positive PET/CT findings are frequent and can lead to further invasive investigations, increasing

cost and patient anxiety without clear survival benefit.



 Guidelines increasingly advocate for a risk-based, clinically directed approach to cancer screening in

VTE, prioritizing symptomatology, age, and individual risk stratification over blanket imaging protocols.

FDG-PET/CT: A Powertul Tool with Significant Caveats

PROS

» High Negative Predictive
Value: A negative scan can
confidently rule out malignancy
in many patients.

« Earlier Stage Detection: May
identify some cancers at an
earlier stage compared to
limited screening, as shown in
one RCT.

 Comprehensive Evaluation:
Provides a full-body survey
for occult disease.

CONS

* Low Positive Predictive
Value: False-positive findings
are frequent.

* Downstream Effects: False
positives lead to further
invasive investigations, cost,
and patient anxiety.

« Unclear Survival Benefit: No
clear evidence that routine
use improves long-term
mortality or quality of life.



« Some Available scores:

* RIETE score: age >70, male sex, anemia, thrombocytosis, chronic lung
disease

« SOME score: age >60, smoking, prior provoked VTELImitations: modest
discrimination, poor external validation

 Guidelines: Do not recommend risk-score—guided extensive screening

* Practice: history, exam, basic labs, chest imaging, age-appropriate
screening



The Case Poses a Fundamental Clinical Question

Our investigation ultimately required an FDG-PET/CT to uncover the diagnosis.
This leads to a critical question for clinical practice:

In a patient with unprovoked
Venous Thromboembolism,
how extensively should we
screen for an occult
malighancy?

A) NotebooklM



| il




