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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 GI 

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)





• 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 DVT 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)





• 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):







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 10th

August 2023 and decision was made to perform EUS-FNB From 

Pancreatic Lesion or Paraaortic LAP(Posterior of D2).







17th 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 24th September,2023 A Abd.&P. CT Scan Was 

performed for PreOP. Evaluation:





2 Days later in 26th

September,2023 

FNB Was Done!



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! 



• 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).

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




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



• 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.

In one prospective series of patients ≥50 years with unprovoked VTE, PET/CT 

demonstrated 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. 



• 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






