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How we can improve outcome  

 Early detection of cancer and screening 

 

 Utilization of more accurate diagnostic technique   

 

 Optimization of Perioperative care  

 

  Innovation of new  surgical procedure 

 

 Development in adjo and neoadj treatment  

 

 



Perioperative care 

 Assessment of nutritional status 

 

 Biliary drainage 

 

 Enhanced recovery after surgery 

 

 Centralization of pancreatic surgery 

 



“ 

” 

Patients selection and special 

consideration 



 significant predictors of morbidity: 

 

 
  older age, 

  male sex  

 being overweight and obese, 

 dependent functional status,  

 chronic obstructive pulmonary disease (COPD),  

 steroid use,  

 bleeding disorder  

 leukocytosis, 

 elevated serum creatinine, and hypoalbuminemia. 



Significant predictors of 30-day mortality included : 

 

 
 COPD  

 hypertension 

 neoadjuvant radiation therapy 

 elevated serum creatinine 

 hypoalbuminemia. 

 weight loss of more than 10% 

 body mass index (BMI) of more than 25 - 30 kg/m2  

 platelet count of less than 120,000/μL,  

 prothrombin time/international normalized ratio of more than 1.1 

 blood urea nitrogen less than 8 mg/dL 

 

 



assessment of nutritional status : 

 Serum markers 

     Albumin, C-reactive protein (CRP) 

 

 Screening tools 

 

 Total psoas area index 

 

 

significant weight loss is considered a reliable indicator, malnutrition is far more complex. Even 
patients with a high BMI may be at considerable risk of malnutrition. 



… 



Screening tools 

 



Recommendations for enhancing recovery before and 

after pancreatic surgery : 

 Preoperative counselling 

 biliary drainage ?? 

 Smoking and alcohol consumption 

 Preoperative nutrition and immunnutrition 

 preoperative oral carbohydrate treatment should be given in patients without diabetes. 

 Anti thrombotic prophylaxis 

 Epidural analgesia 

 Avoiding hypothermia 

 Avoiding prolonged NG intubation 

 Post operative control of hyperglycemia 

 Fluid balance 

 Early removal of drains 

 Somatostatin and its analogues have no beneficial effects on outcome after PD 

 Postoperative artificial nutrition ( early diet ) 

 

 



Advances in surgical management of 

pancreatic cancer 

Surgery is the only potentially curative treatment 

for pancreatic adenocarcinoma 



Criteria of surgical quality 

 pancreaticoduodenectomy 

 

  skeletalization of the SMA down to adventitia on anterior, lateral, and 
posterior borders is the standard of care. 

 The SMA first approach facilitates lymphadenectomy, and optimizes 
oncological control of the retroperitoneal margin. 

 Dissection of more than 15 lymph nodes is recommended. (standard 
lymphadenectomy ) 



standard lymphadenectomy 
Pancreaticoduodenectomy 

 suprapyloric (5), infrapyloric (6) 

  along the common hepatic artery (8a) 

 along the bile and cystic ducts (12b and 12c) 

  on the posterior surface of the pancreatic head (13a, 13b) 

 at the origin of the superior mesenteric artery (SMA) (14a) 

 on the right side of the SMA (14b) 

 on the anterior surface of the pancreatic head (17a and 17b) 



Artery first appraoch… 



…Criteria of surgical quality 

 Distal pancreatectomy ( Appleby procedure) 

 

 distal pancreatectomy with splenectomy is recommended. 

 Anterograde approach, complete dissection of N1 lymph node 
stations and enlargement to the left prerenal fascia of the posterior 
dissection plane. 

 Celiac trunk resection & reconstruction  

 SMA resection & reconstruction  

  

 

 



Standard Lymphadenectomy 
distal pancreatotomy 

 Gastrosplenic lymph nodes and those from the left edge of the celiac 

trunk to that of the superior mesenteric artery. 

  Lymphadenectomy must include lymph node levels 9, 10, 11, and 18. 

Dissection 

 Dissection of ⩾15–20 lymph nodes is recommended. 

  skeletalization of the SMA down to adventitia on anterior, left lateral, and 

posterior borders is recommended. 





Neoadjuvant  treatment of resectable pancreatic 

cancer—standard or study? 

  downsizing of the tumor could result in a substantial increase in the proportion 
of R0 resections which we know is prognostic . 

 

  neoadjuvant chemotherapy may be more efficient than adjuvant treatment 
due to a preserved anatomy and vasculature and due to a higher dose 
intensity in the neoadjuvant setting. 

 

 treating  micrometastases and prevent early relapse post-surgery. 

 

 Neoadjuvant treatment also provides a “window of opportunity” to get to 
know the biology of a respective tumor. 
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