Surgical Management of
Pancreatic Cancer

Mark S. Talamonti, MD
Chairman, Department of Surgery
NorthShore University HealthSystem
University of Chicago Medical School

Anatomic Site at Presentation

B Head

B Body

0 Tail

B Head-Bod
O Body-Tall
m Diffuse

302 PATIENTS
Cubillo, JSO, ‘78




Common Clinical Manifestations of
Pancreatic Cancer

Abdominal pain or abdominal pain
radiating to back

Weight loss, anorexia
Diarrhea, nausea/vomiting
Jaundice

New onset diabetes
Depression

Staging Pancreatic Cancer

Optimize treatment for subgroups of patients
localized and resectable or borderline resectable
localized but unresectable

distant metastases

Avoid redundant or unnecessary procedures

Prevent excessive testing and expenditures




CONSENSUS STATEMENTS

e Tumors considered localized and resectable should
demonstrate the following:

— a. No distant metastases

—b. Patent superior mesenteric vein and portal vein
confluence

— c. Clear fat planes around the celiac and superior
mesenteric arteries.

CONSENSUS STATEMENTS

Tumors considered borderline resectable include the following:

— a. Venous involvement of the SMV-portal vein destoating
impingement and narrowing of the lumen or shortrsag venous
occlusion with suitable vessel proximal and digtahe area of
encasement or occlusion allowing for safe resecmhreconstruction.

— b. Gastroduodenal artery encasement up to theibejptery with either
short-segment encasement or direct abutment dfapatic artery,
without extension to the celiac trunk.

— ¢. Tumor abutment of the superior mesenteric arietyo exceed more
than 180 of the circumference of the vessel wall.
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PANCREATIC CARCINOMA

Surgical Advances and Current Controversies

The Whipple Procedure

“1 believe that the attempt to do a
radical operation had disseminated
the tumor and resulted in a shorter
and more uncomfortable course
than the patient would have had if
he had been treated by a bypass
operation.”

Crile, 1970
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Pancreaticoduodenectomy mortality

based on hospital volume (19999%99)

No. Operations
3-5lyr 6-16/yr >16

1,563 2,757 1,885 2,166 2,159
No. Patients

Birkmeyer, NEJM 2002;346:1128
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Controversies re ' ancreaticoduodenectomy

 Classic vs. Pylorus-preserving
pancreaticoduodenectomy

» Extent of lymph node dissection

* Role of portal vein-SMV resection and
reconstruction

Standard Whipple

Hemigastractomy
with gastrojejunostomy
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Pyloric-preserving Whipple

End-to-side
pancreaticojejunostomy

Type of resection

e Two small randomized trials* have compared
classic Whipple resection to pylorus-
preserving pancreaticoduodenectomy

* No major differences were observed

* Oncologic equivalence, short-term and long-
term functional advantages equivocal

*Lin et al Br J Surg 86:603-7, 1999
Seiler et al J Gastrointest Surg 4:443-52, 2000
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Regional Lymphadenectomy

Standard Lymph Node Stations
Anterior pancreaticoduodenal

Posterior pancreaticoduodenal
SMV & R-lateral SMA
Porta-hepatis nodes

Common hepatic artery nodes

Regional Lymphadenectomy

Extended Lymph Node Stations

Hepatic artery up to and including
celiac axis

SMA between origin and jejunal
branches

Aorto-caval nodes
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Venous resection

Median

Survival

With SMV resection 22 mMos.
(n=31)

Without SMV resection 20 mos.
(n=44)

Leach SD et al British Journal of Surgery. 85(5):611-7, 1998
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