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ABSTRACT
This review evaluated the risks and survival benefits of pancreatoduodenectomy associated with venous resection compared with pallia-
tive surgery. A systematic review with meta-analysis was performed. Higher overall survival was observed in the pancreatic resection
group (HR = 4.000; 95% CI 2.800 to 5.200). However, the palliative group had fewer complications (RD = -0.170; 95% CI -0.260 to
-0.070). There was no significant difference in the mortality rates (RD = 0.000; 95% CI -0.030 to 0.030). In centres with experience in
pancreatic surgery, resection may be considered for locally advanced cancer and major venous invasion. Pancreaticoduodenectomy
with vascular resection may improve survival for periampullary tumours compared with palliation therapy. However, pancreaticoduo-
denectomy with major venous resection has potentially higher morbidity than palliation therapy.
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INTRODUCTION
The  incidence  of  ductal  adenocarcinoma  of  the  pancreas  is
increasing, and this type of tumour may become one of the main
causes of malignancy-related death in the next decade.1 This
high mortality rate is due to its usual advanced presentation. Half
of the patients have distant metastasis at the diagnosis, and only
a minority of the tumours are considered resectable.2 Pancreatic
cancers present high biological aggressiveness, with early hema-
togenous dissemination.3

At present, the only curative option for periampullary tumours is
the R0 surgical resection.4,5 However, pancreatoduodenectomy
for cancer is a technically complex procedure with a high risk for
morbidity  and  mortality,  especially  when  the  tumour  also
involves the superior mesenteric/portal vein.6,7 In high-volume
institutions, the postoperative complications rates range from
35 to 44%,8-12 and mortality rates range from 2.5 to 6%.6,13,14 Even
with curative-intent resection, the long-term survival is low.15,16

Although systemic dissemination remains an absolute contra-
indication to surgery, neoplasms with vascular involvement may
benefit from vascular resection, offering a chance of cure given
that the R0 surgery is achieved.17,18
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Many  authors  have  proposed  venous  vascular  resections  in
patients with periampullary neoplasms with an associated inva-
sion  of  the  portomesenteric  venous  axis.19-22  However,  the
morbidity,  mortality,  and  long-term  survival  outcomes  for
venous vascular resection are significantly worse than the stan-
dard  pancreaticoduodenectomy.16  Nevertheless,  the  survival
gain of periampullary neoplasms associated with major venous
resection compared with palliation therapy is still unknown.

This  review  aimed  to  compare  the  pancreatoduodenectomy
associated  with  venous  resection  and  palliative  therapy  (no
resection) for treating patients with periampullary neoplasms.

METHODOLOGY
A systematic search was performed on Lilacs, Embase, Cochrane,
Medline,  Cochrane,  and  gray  literature  up  to  June  2022.  The
strategy comprised a combination of keywords and MeSH terms
including mesenteric vein, vascular resection, portal vein, portal
system, vein resection, vascular reconstruction, vein reconstruc-
tion, pancreas, pancreatic, neoplasm, cancer, tumour, adenocar-
cinoma,  pancreaticoduodenectomy  and  duodenopancreatec-
tomy.  The  protocol  of  this  study  was  previously  in  a  public
database (PROSPERO: CRD42021292488).           

Two  independent  authors  performed  literature  search  and
screening.  A  third  author  resolved  any  disagreement.  Any
controlled  observational  or  experimental  study  was  consid-
ered for inclusion. Conference proceedings, editorials, animal
models,  letters,  reviews,  and  case  reports  were  excluded.
There was no restriction for the search period and language.
Inclusion  criteria  were  studies  comparing palliation  therapy
with  pancreatoduodenectomy  with  major  venous  resection
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(superior  mesenteric  vein,  portal  vein,  or  portomesenteric
confluence) for periampullary tumour. Combined arterial resec-
tion was excluded. Robins-I  was used to assess the bias and
GRADEpro for certainty.23,24

The  outcomes  studied  were  overall  survival,  postoperative
mortality,  postoperative  complications,  bleeding,  pancreatic
leak, reoperation, and length of hospital stay.

The software STATA was used for statistical analysis. Categorical
variables were described as risk difference (RD), and continuous
variables were expressed as mean difference (MD). The hazard
ratio (HR) was used for the evaluation of overall survival. If the HR

was not informed, HR was estimated using previously published
methods.25-27  A  fixed  or  random-effects  analysis  model  was
applied according to the I2 statistics.28 The level of significance
was set at 0.05.

RESULTS
Initially, 1,487 papers were retrieved using the search criteria.
After screening and applying eligibility criteria, ten studies were
selected for the meta-analysis (Figure 1).15,19,29-36 Only one study
was a randomised prospective trial. The evaluation of the risk of
bias is  presented in Table I,  and the certainty assessment is
shown in Table II.

Figure 1: Selection flow diagram.

 

Figure 2: Overall survival.
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Figure 3: Postoperative outcomes. (a) Postoperative mortality; (b) Postoperative complications; (c) Need for a blood transfusion; (d) Pancreatic leak;
(e) Reoperative procedures; (f) Length of hospital stay.

Table I: Analysis of the risk of bias (Robins-I).

Author Bias due to
confounding

Bias in
selection of
participants
into the study

Bias in
classification
of
interventions

Bias due
to deviations
from
intended
interventions

Bias due to
missing data

Bias in
measurement
of outcomes

Bias in
selection
of the
reported
results

Overall bias

Cheung Low Serious Low Low Moderate Moderate Moderate Moderate
Wang, et al. Low Serious Low Low Moderate Moderate Moderate Moderate
Ravikumar, et al. Low Serious Low Low Moderate Moderate Moderate Moderate
Podda, et al. Low Serious Low Low Moderate Moderate Moderate Moderate
Barnes, et al. Low Serious Low Low Moderate Moderate Moderate Moderate
McClaine, et al. Low Serious Low Low Moderate Moderate Moderate Moderate
Boggi, et al. Low Serious Low Low Moderate Moderate Moderate Moderate
Norero, et al. Low Serious Low Low Moderate Moderate Moderate Moderate
Lygidakis, et al. Low Low Low Low Moderate Moderate Moderate Moderate
Vladov, et al. Low Serious Low Low Moderate Moderate Moderate Moderate
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Table III: Included studies’ main characteristics.

 Pancreatoduodenectomy associated with venous resection Palliative surgery  
Author Year Follow-up

(months)
n Male

(%)
Tumour
size (cm)

Mean
age (yr)

Vein resection Neoadjuvant
therapy (%)

Serum
CA 19.9

n Male
(%)

Tumour
size (cm)

Mean age
(yr)

Serum CA
19.9

Cheung 2014 Up to 120 32 63 3 63 Portal vein 0 NI 46 54 3 67 NI
Wang,
et al.

2008 Up to 60 61 62.3 NI 52 Portal vein, superior mesenteric vein,  superior
mesenteric-portal vein confluence

NI NI 134 61.1 NI 53 NI

Ravikuma,
et al.

2014 Up to 72 230 50 3 65 Portal vein, superior mesenteric vein NI NI 518 52.7 NI 64 NI

Podda,
et al.

2017 46 16 NI 3.1 NI Portal vein, superior mesenteric vein 0 NI 6 NI NI NI NI

Barnes,
et al.

2019 26 44 51 NI 64 Portal vein, superior mesenteric vein,  superior
mesenteric-portal vein confluence

93 350 11 51 NI 65 460

Mcclaine,
et al.

2009 34 5 58 3.2 64.6 Portal vein, superior mesenteric vein,  superior
mesenteric-portal vein confluence

100 370 14 50 3.7 61.7 130

Boggi,
et al.

2009 Up to 171 84 50 4.1 65.2 Portal vein, superior mesenteric vein,  superior
mesenteric-portal vein confluence

39 NI 62 56.4 NI 65.8 NI

Norero,
et al.

2009 60 8 50 NI 58 Portal vein NI NI NI NI NI NI NI

Lygidakis,
et al.

2004 60 27 NI NI 65 Superior mesenteric-portal vein confluence NI NI 27 NI NI 67 NI

Vladov,
et al.

2021 Up to 150 88 53.4 3.26 60.5 Portal vein, superior mesenteric vein,  superior
mesenteric-portal vein confluence

NI NI 120 NI NI NI NI

NI: Not informed.

One  thousand,  five  hundred  and  thirty-three  patients  were
included after selection. The study's mean age was 62.7 years.
Male patients corresponded to 54.5%. The main characteristics
of the included studies are depicted in Table III.

The studies followed the survivors up to at least 26 months.
This difference in overall survival was statistically significant,
with higher overall survival in the pancreatic resection group
(HR = 4.00; 95% CI: 2.8 to 5.2; quality of evidence: low) as
shown in Figure 2.

There was no difference in postoperative mortality rates (RD
= 0.00;  95% CI  :  -0.03 to 0.03;  quality  of  evidence:  low,
Figure 3a). The palliative group had fewer complications (RD
= -0.17;  95% CI:  -0.26 to -0.07;  quality of  evidence:  low,
Figure 3b).

Overall,  the  need  for  a  blood  transfusion  rate  was  more
frequent in the resection group (MD = -0.04; 95% CI: -0.06 to
-0.01; quality of evidence: low, Figure 3c). As expected, the
rate of the pancreatic leak was higher in the resection group
(RD = -0.10; 95% CI: -0.15 to -0.04; quality of evidence: very
low,  Figure  3d).  Like  postoperative  complications,  the
reoperation  rate  was  higher  after  resection  than  after
palliation  (RD  =  -0.04;  95% CI:  -0.09  to  0.01;  quality  of
evidence: very low, Figure 3e).

The  estimated  difference  in  the  length  of  total  hospital  stay
(which  included  all  patients’  admissions  related  to  the
treatment) between the two groups favoured the palliative
group (MD -4.06 days; 95% CI: -5.24 to -2.87; low quality of
evidence, Figure 3f).

DISCUSSION

This  systematic  review showed that  pancreatic  resection
increased  survival  in  patients  with  locally  advanced
periampullary cancer as compared to palliative surgery.  ​
However, more extensive resection implied more significant
morbidity,  extended hospital  stays,  bleeding,  and  higher
postoperative complications, including pancreatic leaks.

A  previous  meta-analysis  showed  that  pancreatoduo-
denectomy with major vein resection was associated with a
higher  perioperative  morbimortality  and  worse  long-term
results  than  without  vascular  procedures.16  These  findings
raised  the  question  whether  pancreatoduodenectomy with
major  vein  resection  is  the  treatment  of  choice  for  local
advanced  periampullary  neoplasms  or  whether  palliation
therapy  should  be  applied;  the  results  of  the  present
systematic review have implications for decision-making. The
higher  long-term  survival  rate  in  the  resection  group
compared  with  the  palliation  implies  that  pancreatoduo-
denectomy  with  vein  resection  should  be  the  first-line
therapy.  However,  knowing  the  higher  perioperative
morbidity of surgical resection, choosing between resection
or palliation therapy should be based on an insightful patient
clinical  evaluation. Patient selection criteria should rely on
age,  performance  status,  and  comorbidities,  among  other
surgical risk variables.

In addition to evaluating surgical risk variables, the potential
benefits  and  risks  of  performing  resection  or  palliation
therapy for advanced periampullary cancer should be shared
with the patient and family. Shared decision-making (SDM) is
a collaborative approach that involves the patient and their
family, as well as the healthcare team, in the decision-making
process.  In  SDM,  the  team  provides  the  patient  with
information  about  their  condition,  the  available  treatment
options,  and  the  associated  risks  and  benefits.  The  patient
and their family are encouraged to ask questions and provide
their preferences and concerns. In the context of complex
conditions,  such  as  locally  advanced  periampullary
neoplasms, SDM can help ensure that the patient is  well-
informed about their options and is an active participant in
the  decision-making.  The  healthcare  team  can  provide
information about the surgical procedure, including the risks
and  benefits,  and  can  discuss  alternative  treatment  options,
such  as  palliation  therapy.  The  patient's  preferences  and
values should be considered when making a decision. SDM
can  help  to  build  trust  between  the  patient  and  the
healthcare team. When the patient feels heard and valued,
there is a higher chance that the patient will be satisfied with
the short and long-term surgical outcomes.37
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The great  gain in  long-term survival  with pancreatic  and
major venous resection is probably possible only when R0
resection  is  feasible.  These  procedures  are  complex  and
should only be performed in experienced centres so that the
chance  for  R0  resection  with  low  morbidity  can  be
achieved.38-45

The  resection  of  periampullary  tumours  with  associated
venous invasion of the portomesenteric axis has a high risk
of  overall  morbidity,  reoperations,  and  postoperative
bleeding.46 The mean operative mortality is 4%.46 This high
morbimortality  could  justify  the  augmented  length  of
hospital stay in the resection group, which was observed in
this study’s results.

The present review also showed that the pancreatic leak is
higher in pancreatic resection than in palliation therapy. The
pancreatic leak could also contribute to the increased length
of stay in the pancreatic resection group. Despite advances
in preventing postoperative pancreatic  leak in  pancreato-
duodenectomy,47  the risk of  this  threatening complication
still ranged between 3-45% of pancreaticobiliary resections,
even  in  centres  of  excellence.48-51  This  complication  was
associated with higher morbidity, mortality, and length of
hospital stay.52 Conversely, the risk of a pancreatic leak was
not added in palliative procedures (biliodigestive bypass or
gastroenteroanastomosis).

This present study had several limitations. Only one study was
a  randomised  clinical  trial.  Consequently,  there  was  a  signifi-
cant  risk  of  selection  bias  in  the  included  studies  when
allocating patients to resection or palliation groups. The risk of
selection bias contributed to the low certainty of the evidence
for most outcomes. Also, there was high inter-study variability,
including different surgical techniques, institutional experience
across the studies, and neoadjuvant therapies. Currently, the
therapy of choice for patients with invasion of the portomesen-
teric axis was neoadjuvant therapy followed by resection, and
most of the included studies did not use neoadjuvant treat-
ment. Future randomised controlled trials with standardised
therapeutic protocols and chemotherapy regimens are needed
to evaluate the safety and efficacy of pancreatoduodenectomy
with  major  venous  resection.  Besides,  new  palliative
treatments are available for treating periampullary cancer and
should also be addressed in future studies.

CONCLUSION

In centres with experience in pancreatic surgery, resection may
be considered for locally advanced cancer and major venous
invasion.  Pancreaticoduodenectomy  with  vascular  resection
may improve survival for periampullary tumours compared with
palliation  therapy.  However,  pancreatoduodenectomy  with
major venous resection has a potentially higher morbidity than
palliation therapy.

COMPETING INTEREST:
The authors declared no competing interest.

AUTHORS’ CONTRIBUTION:
JELPF, SSBM: Search and selection.
ACH: Data extraction.
ARD, JW: Writing and supervision.
FT: Statistical analysis.
All  authors  approved  the  final  version  of  the  manuscript  to  be
published.

REFERENCES

Rahib L, Smith BD, Aizenberg R, Rosenzweig AB, Fleshman1.
JM, Matrisian LM. Projecting cancer incidence and deaths to
2030: The unexpected burden of thyroid, liver, and pancreas
cancers  in  the  United  States.  Cancer  Res  2014;
74(11):2913-21.  doi:  10.1158/0008-5472.CAN-14-0155.
Tempero MA, Malafa MP, Behrman SW, Benson AB, Casper2.
ES, Chiorean EG, et al. Pancreatic adenocarcinoma, version
2.2014. J Natl Compr Canc Netw 2014; 12(8):1083-93. doi:
10.6004/jnccn.2014.0106.
Rhim AD, Mirek ET, Aiello NM, Maitra A, Bailey JM, McAllister3.
F, et al. EMT and dissemination precede pancreatic tumour
formation.  Cell  2012;  148(1-2):349-61.  doi:  10.  1016/j.
cell.2011.11.025.
Al-Haddad M, Martin JK, Nguyen J, Pungpapong S, Raimondo4.
M, Woodward T, et al. Vascular resection and reconstruction
for pancreatic malignancy: A single center survival study. J
Gastrointest  Surg  2007;  11(9):1168-74.  doi:  10.1007/
s11605-007-0216-x. 
Kamisawa T, Wood LD, Itoi T, Takaori K. Pancreatic cancer.5.
Lancet  2016;  388(10039):73-85.  doi:  10.1016/S0140-
6736(16)00141-0.
McPhee  JT,  Hill  JS,  Whalen  GF,  Zayaruzny  M,  Litwin  DE,6.
Sul l ivan  ME,  et  a l .  Per ioperat ive  morta l i ty  for
pancreatectomy:  a  national  perspective.  Ann  Surg  2007;
246(2): 246-53. doi: 10.1097/01.sla.0000259993.17350.3a.

Bachellier  P,  Addeo  P,  Faitot  F,  Nappo  G,  Dufour  P.7.
Pancreatectomy  with  arterial  resection  for  pancreatic
adenocarcinoma: How can it be done safely and with which
outcomes?  A  single  institution’s  experience  with  118
patients. Ann Surg 2020; 271(5):932-40. doi: 10.1097/SLA.
0000000000003010. 
Cheng Q, Zhang B, Zhang Y, Jiang X, Zhang B, Yi B, et al.8.
Predictive  factors  for  complications  after  pancreatico-
duodenectomy.  J  Surg  Res  2007;  139(1):22-9.  doi:
10.1016/j. jss.2006.07.028.
Schmidt  CM.  Pancreaticoduodenectomy:  A  20-year9.
experience in 516 patients.  Arch Surg  2004; 139(7):718.
doi: 10.1001/archsurg.139.7.718. 
Winter  J,  Cameron  J,  Campbell  K,  Arnold  M,  Chang  D,10.
Coleman  J,  et  al.  1423  Pancreaticoduodenectomies  for
pancreatic  cancer:  A  Single-institution  experience.  J
Gastrointest  Surg  2006;  10(9):1199-211.  doi:  10.1016/j.
gassur.2006.08.018. 
Behrman SW, Rush BT, Dilawari RA. A modern analysis of11.
morbidity  after  pancreatic  resection.  Am  Surg  2004;
70(8):675-82.



Joao Emilio  Lemos Pinheiro Filho,  Stefanie Sophie Buuck Marque,  Alexandre Cruz Henriques,  Andre Roncon Dias,  Jaques Waisberg and Francisco Tustumi

Journal  of  the College of  Physicians and Surgeons Pakistan 2023,  Vol.  33(12):1426-1432 1431

Nimptsch U, Krautz C, Weber GF, Mansky T, Grützmann R.12.
Nationwide  in-hospital  mortality  following  pancreatic
surgery in Germany is higher than anticipated. Ann Surg
2016;  264(6):1082-90.  doi:  10.1097/SLA.000000000000
1693. 
Parikh P, Shiloach M, Cohen ME, Bilimoria KY, Ko CY, Hall BL,13.
et al. Pancreatectomy risk calculator: An ACS-NSQIP resource.
HPB  2010;  12(7):488-97.  doi:  10.1111/j.1477-2574.2010.
00216.x.
de Wilde RF, Besselink MGH, van der Tweel I, de Hingh IHJT,14.
van Eijck CHJ, et al.  Impact of nationwide centralisation of
pancreaticoduodenectomy on  hospital  mortality.  Br  J  Surg
2012; 99(3):404-10. doi: 10.1002/ bjs.8664. 
Boggi U, Del Chiaro M, Croce C, Vistoli F, Signori S, Moretto C,15.
et al. Prognostic implications of tumour invasion or adhesion
to  peripancreatic  vessels  in  resected  pancreatic  cancer.
Surgery 2009; 146(5):869-81. doi: 10.1016/j.surg.2009.04.029. 

Filho  JELP,  Tustumi  F,  Coelho  FF,  Júnior  SS,  Honório  FCC,16.
Henriques  AC,  et  al.  The  impact  of  venous  resection  in
pancreatoduodectomy:  A  systematic  review  and  meta-
analysis.  Medicine (Baltimore)  2021;  100(40):e27438.  doi:
10.1097/ MD.0000000000027438. 
Shibata C, Kobari M, Tsuchiya T, Arai K, Anzai R, Takahashi M,17.
et al.  Pancreatectomy combined with superior  mesenteric-
portal vein resection for adenocarcinoma in pancreas. World J
Surg 2001; 25(8):1002-5. doi: 10.1007/s00268- 001-0070-z. 
Yu  XZ,  Li  J,  Fu  DL,  Di  Y,  Yang  F,  Hao  SJ,  et  al.  Benefit  from18.
synchronous portal-superior mesenteric vein resection during
pancreaticoduodenectomy for cancer: A meta-analysis. Eur J
Surg Oncol 2014; 40(4):371-8. doi: 10.1016/j.ejso.2014.01.
010. 
Ravikumar R,  Sabin C,  Abu Hilal  M,  Bramhall  S,  White  S,19.
Wigmore  S,  et  al.  Portal  vein  resection  in  borderline
resectable pancreatic cancer: A United Kingdom multicenter
study. J Am Coll Surg 2014; 218(3):401-11. doi: 10.1016/j.
jamcollsurg.2013.11.017.
Kelly KJ, Winslow E, Kooby D, Lad NL, Parikh AA, Scoggins CR,20.
et al. Vein involvement during pancreatico-duodenectomy: Is
there  a  need  for  redefinition  of  “borderline  resectable
disease”?  J  Gastrointest  Surg  2013;  17(7):  1209-17.  doi:
10.1007/s11605-013-2178-5.
Castleberry AW, White RR, De La Fuente SG, Clary BM, Blazer21.
DG, McCann RL, et al. The impact of vascular resection on
early  postoperative  outcomes  after  pancreatico-
duodenectomy:  An  analysis  of  the  American  College  of
Surgeons  National  Surgical  quality  improvement  program
database.  Ann  Surg  Oncol  2012;  19(13):4068-77.  doi:
10.1245/s10 434-012-2585-y. 
Ouaïssi M. Ductal adenocarcinoma of the pancreatic head: A22.
focus on current diagnostic and surgical concepts. World J
Gastroenterol  2012;  18(24):3058.  doi:  10.3748/wjg.v18.
i24.3058. 
Sterne JA, Hernán MA, Reeves BC, Savović J, Berkman ND,23.
Viswanathan M, et al. ROBINS-I: A tool for assessing risk of
bias in non-randomised studies of interventions. BMJ 2016;
355:i4919. doi: 10.1136/bmj.i4919.
Castellini  G,  Bruschettini  M,  Gianola  S,  Gluud  C,  Moja  L.24.
Assessing  imprecision  in  cochrane  systematic  reviews:  A
comparison of GRADE and trial sequential analysis. Syst Rev
2018; 7(1):110. doi: 10.1186/s13643-018-0770-1. 

Parmar MK, Torri V, Stewart L. Extracting summary statistics25.
to  perform meta-analyses  of  the  published  literature  for
survival  endpoints.  Stat  Med  1998;  17(24):2815-34.  doi:
10.1002/(sici)1097-0258(19981  230)17:24<2815::aid-sim
110>3.0.co;2-8.  
Tierney  JF,  Stewart  LA,  Ghersi  D,  Burdett  S,  Sydes  MR.26.
Practical methods for incorporating summary time-to-event
data  into  meta-analysis.  Trials  2007;  8(1):16.  doi:  10.
1186/1745-6215-8-16. 
Riley RD,  Higgins JPT,  Deeks JJ.  Interpretation of  random27.
effects  meta-analyses.  BMJ  2011;  342:d549.  doi:  10.1136/
bmj.d549.
Higgins JPT, Thompson SG. Quantifying heterogeneity in a28.
meta-analysis.  Stat  Med  2002;  21(11):1539-58.  doi:
10.1002/sim.1186.  
Cheung  TT.  Pancreaticoduodenectomy  with  vascular29.
reconstruction  for  adenocarcinoma  of  the  pancreas  with
borderline resectability. World J Gastroenterol 2014; 20(46):
17448. doi: 10.3748/wjg.v20.i46.17448. 
Wang  C,  Wu  H,  Xiong  J,  Zhou  F,  Tao  J,  Liu  T,  et  al.30.
Pancreaticoduodenectomy with vascular resection for local
advanced  pancreatic  head  cancer:  A  single  center
retrospective  study.  J  Gastrointest  Surg  2008;  12(12):
2183-90. doi: 10.1007/s11605-008-0621-9. 
Podda M, Thompson J, Kulli CTG, Tait IS. Vascular resection31.
in  pancreaticoduodenectomy for  periampullary cancers.  A
10  year  retrospective  cohort  study.  Int  J  Surg  2017;
39:37-44. doi: 10.1016/j.ijsu.2017.01.042. 
Barnes CA, Chavez MI, Tsai S, Aldakkak M, George B, Ritch32.
PS,  et  al.  Survival  of  patients  with  borderline  resectable
pancreatic cancer who received neoadjuvant therapy and
surgery. Surgery 2019; 166(3):277-85. doi: 10.1016/j. surg.
2019.05.010. 
McClaine RJ, Lowy AM, Sussman JJ, Schmulewitz N, Grisell33.
DL, Ahmad SA. Neoadjuvant therapy may lead to successful
surgical  resection and improved survival  in  patients  with
borderline  resectable  pancreatic  cancer.  HPB  2010;
12(1):73-9.  doi:  10.1111/j.1477-2574.2009.00136.x.  
Norero ME,  Báez VS,  Viñuela FE,  Martínez BC,  Reyes RJ,34.
Kusanovic BR, et al. Resultados perioperatorios y sobrevida
alejada  de  la  pancreatoduodenectomía  con  resección
vascular.  Rev  Chil  Cir  2009;  61(6):519-25.  doi:  4067/
S0718-40262009000600005.
Lygidakis  NJ,  Singh  G,  Bardaxoglou  E,  Dedemadi  G,35.
Sgourakis  G,  Nestoridis  J,  et  al.  Mono-bloc  total  spleno-
pancreaticoduodenectomy for pancreatic head carcinoma
with  portal-mesenteric  venous  invasion.  A  prospective
randomized  study.  Hepatogastroenterol  2004;  51(56):
427-33.
Vladov N, Trichkov T, Mihaylov V, Takorov I, Lukanova T,36.
Kostadinov R, et al. Venous resections in pancreatic head
carcinoma  -  15  Years  experience  with  survival  and
prognostic  factor  analysis.  Chirurgia  (Bucur)  2021;  116
(5):554. doi: 10.21614/chirurgia.116.5.554. 
Niburski K, Guadagno E, Mohtashami S, Poenaru D. Shared37.
decision  making  in  surgery:  A  scoping  review  of  the
literature.  Health  Expectations  2020;  23(5):1241-9.  doi:
10.1111/hex.13105.
 



Pancreatic  neoplasm and vein resection

Journal  of  the College of  Physicians and Surgeons Pakistan 2023,  Vol.  33(12):1426-14321432

Storkholm JH, Hansen CP. Mesenterico-portal vein resection38.
in patients with pancreatico-duodenal cancer is safe and
may increase survival. Dan Med J 2014; 61(1):A4757.
Ramacciato G, Mercantini P, Petrucciani N, Giaccaglia V, Nigri39.
G, Ravaioli  M,  et  al.  Does portal-superior  mesenteric  vein
invasion still indicate irresectability for pancreatic carcinoma?
Ann Surg Oncol  2009; 16(4):817-25. doi:  10.1245/s10434-
008-0281-8.
Kuhlmann KFD, de Castro SMM, Wesseling JG, ten Kate FJW,40.
Offerhaus  GJA,  Busch  ORC,  et  al.  Surgical  treatment  of
pancreatic  adenocarcinoma.  Eur  J  Cancer  2004;  40(4):
549-58. doi: 10.1016/j.ejca.2003.10.026. 
Wagner M, Redaelli C, Lietz M, Seiler CA, Friess H, Büchler41.
MW. Curative resection is the single most important factor
determining  outcome  in  patients  with  pancreatic
adenocarcinoma.  Br  J  Surg  2004;  91(5):586-94.  doi:
10.1002/bjs.4484.
Okamoto A, Tsuruta K, Karasawa K, Miyanari N, Matsumoto G,42.
Kamisawa T, et al. Resection versus palliation: treatment of
stage  III  and  IVA  carcinomas  of  the  pancreas  employing
intraoperative radiation. World J Surg 2003; 27(5):599-605.
doi: 10.1007/s00268-003-6579-6. 
Jamieson NB, Chan NIJ, Foulis AK, Dickson EJ, McKay CJ, Carter43.
CR.  The  prognostic  influence  of  resection  margin  clearance
following  pancreaticoduodenectomy  for  pancreatic  ductal
adenocarcinoma.  J  Gastrointest  Surg  2013;  17(3):511-21.
doi: 10.1007/s11605-012-2131-z. 
House MG, Gönen M, Jarnagin WR, D’Angelica M, DeMatteo44.
RP, Fong Y, et al.  Prognostic significance of pathologic nodal
status  in  patients  with  resected  pancreatic  cancer.  J
Gastrointest  Surg  2007;  11(11):1549-55.  doi:  10.1007/
s11605-007- 0243-7. 

 

Sohn T, Yeo C, Cameron J, Koniaris L, Kaushal S, Abrams R, et45.
al. Resected adenocarcinoma of the pancreas?616 patients:
Results, outcomes, and prognostic indicators. J Gastrointest
Surg 2000; 4(6):56779. doi: 10.1016/s1091-255x(00)80105-5.

Giovinazzo F, Turri G, Katz MH, Heaton N, Ahmed I. Meta-46.
analysis  of  benefits  of  portal-superior  mesenteric  vein
resection  in  pancreatic  resection  for  ductal  adeno-
carcinoma. Br J Surg 2016; 103(3):179-91. doi: 10.1002/
bjs.9969.
Bassi C, Marchegiani G, Dervenis C, Sarr M, Abu Hilal M,47.
Adham M, et al. The 2016 update of the International Study
Group  (ISGPS)  definition  and  grading  of  postoperative
pancreatic  fistula:  11  years  after.  Surgery  2017;  161(3):
584-91. doi: 10.1016/j.surg.2016.11.014. 
Bassi  C,  Buchler  MW,  Fingerhut  A,  Sarr  M.  Predictive48.
Factors  for  Postoperative  Pancreatic  Fistula.  Ann  Surg
2015; 261(4):e99. doi:10.1097/SLA.0000000000000577. 
Bassi  C,  Butturini  G,  Molinari  E,  Mascetta  G,  Salvia  R,49.
Falconi  M,  et  al.  Pancreatic  fistula  rate  after  pancreatic
resection.  The  importance  of  definitions.  Dig  Surg  2004;
21(1):54-9.  doi:  10.1159/000075943.
Zhang H, Zhu F, Shen M, Tian R, Shi CJ, Wang X, et al.50.
Systematic  review  and  meta-analysis  comparing  three
techniques for pancreatic remnant closure following distal
pancreatectomy. Br J Surg 2015; 102(1):4-15. doi: 10.1002
/bjs.9653.
Xiong JJ, Tan CL, Szatmary P, Huang W, Ke NW, Hu WM, et51.
al.  Meta-analysis  of  pancreaticogastrostomy  versus
pancreaticojejunostomy  after  pancreaticoduodenectomy.
Br J Surg 2014; 101(10):1196-208. doi: 10.1002/bjs.9553.
Chua TC, Saxena A.  Extended Pancreaticoduodenectomy52.
with vascular resection for pancreatic cancer: A systematic
review.  J  Gastrointest  Surg  2010;  14(9):1442-52.  doi:
10.1007/s11605-009-1129-7.

••••••••••


