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PERSPECTIVE 

Surgical methods are used now for pancreatic head cancer 

Safina Malvi 

INTRODUCTION  
mong all malignancies, pancreatic cancer incidence is 11th 
globally and 7th in western nations. It is virtually always located 

in the pancreatic head in patients. Pancreatoduodenectomy is a 
surgical procedure used to treat respectable and borderline 
respectable pancreatic head tumors. This surgery is difficult for 
surgeons to perform, calls for highly technical expertise, and has a 
significant risk of potentially fatal complications. It is the patient's 
sole chance at a long-term cure, though. The PD mortality rate did 
not decline to less than until. 
Nowadays, it is conceivable to perform a series of more than 
consecutive PDs without an in-hospital or day mortality in high-
volume reference institutions for pancreatic surgery. Patients with 
PHC are now more likely to survive than ever after resection and 
adjuvant treatment. Current improvements in surgical methods for 
the treatment of PHC are presented in the review. PC spreads via the 
lymphatic system, and in the majority of patients, if the lymph nodes 
have been colonized by tumor cells, metastases can be identified both 
locally and in other, distant locations. It appears that the results are 
the same no matter how many lymph nodes are removed. The ratio of 
lymph nodes with to those without metastases was also proven to 

have no effect on treatment outcomes. This suggests that the 
underlying tumor's biological characteristics are particularly aggressive 
if lymph node metastases are present. Population-based research of 
pancreatic cancer patients, excision of lymph nodes from the tumor 
are some articles that claim more comprehensive regional 
lymphadenectomy increases patient survival (the isthmus, the 
uncinated process, and the papilla of Voter). 
For the time being, routine removal of additional lymph node 
stations (located on the left side of the superior mesenteric artery, 
SMA, celiac trunk, splenic artery, or left gastric artery) is not advised 
because there is no survival rate improvement when compared to 
lymphadenectomy, as recommended by the ISGPS (International 
Study Group of Pancreatic Fistula), and the risk of complications is 
higher.  Population-based research of pancreatic cancer patients, 
excision of lymph nodes from the tumor are some articles that claim 
more comprehensive regional lymphadenectomy increases patient 
survival (the isthmus, the uncinated process, and the papilla of Voter) 
For the time being, routine removal of additional lymph node 
stations (located on the left side of the superior mesenteric artery, 
SMA, celiac trunk, splenic artery, or left gastric artery) is not advised 
because there is no survival rate improvement when compared to 
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ABSTRACT 
One of the most deadly diseases is pancreatic head cancer. The 

only long-term treatment option at the moment is surgery, albeit 

having a substantial risk of complications. However, 5-year survival 

following resection and adjuvant treatment is already approaching 

30% with to improvements in surgical technique over the past ten 

years. This article provides the most recent information on the 

suggested lymphadenectomy margin, the definition of respectable 

and borderline respectable tumors, and mesopancreas. The artery 

first approach, the uncinated process first, the miso-pancreas first 

approach, the triangle surgery, per arterial divestiture, and 

multiorgan resection are surgical approaches that have been 

suggested to ameliorate Parkinson's Disease (PD).  
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lymphadenectomy, as recommended by the ISGPS (International 
Study Group of Pancreatic Fistula), and the risk of complications is 
higher. A negative resection margin appears to require neoadjuvant 
chemotherapy (R0). The effect of R1 resections (a microscopically 
positive margin) on PC patients' survival is still up for debate at the 
moment. The outcomes of the trials most likely varied because there 
was no universal definition of the resection margin. The Union for 
International Cancer Control defined R0 resection as having no 
tumor cells in the line of excision, i.e., being sufficiently far from the 
tumor infiltrate. For an R0 margin, distance from the tumor was 
required in Europe. A final definition of R0 resection was developed 
by the ISGPS, which called for a separation of the incision line from 
the tumor without any tumor infiltration. The number of R0 
resections that were reduced from the tumor-free margin was deemed 
R0 rather than the percentage of R0 resections in a meta-analysis of 
trials published before the new criteria. What matters is that the 
patient's chance of survival is not significantly impacted by the 
resection margin if lymph node metastases are discovered. The R0 
resection strongly supports the survival time in the absence of 
metastases. The R status had a considerable impact on remote 
treatment outcomes, according to a sizable study from John Hopkins 
Hospital. Median and year survival for R0 resections, against R1 
resections, respectively. The extent of the resection, the size of the 
tumor, the presence of lymph node metastases, and the tumor grade 
all affected how long patients lived following resection. A randomized 
controlled experiment was conducted with the goal of examining the 
relationship between clinical characteristics and margin status as well 
as the influence of a positive margin on the site of recurrence, overall 
survival, and recurrence-free survival. The findings obtained 
demonstrated that both the overall and recurrence-free survival 
following surgery significantly decreased in R1 cases. These patients 
also had a higher chance of local tumor recurrence. The portal vein 
and its branches were thought to be unrespectable for locally 
advanced pancreatic head carcinomas. The reduction of postoperative 
morbidity and mortality rates, the advancement of vascular prosthesis 
technology, and the improvement of distant outcomes following 
extensive removal of lymph nodes and soft tissues surrounding the 
tumor were the three events that spurred the first surgeons to take on 
the new challenge of "en bloc" resection of the pancreatic head with 
portal vasculature. Vascular resection pioneers. They created a 
method for removing the portal system that uses an anti-chromogenic 
bypass catheter and advised using it in situations where vascular 
resection could result in an R0 margin. Resections involving portal 
flow channels were first not well received. They don't increase survival 
or the rate of curative resections, according to others. The 
perioperative mortality of patients who underwent PD with and 
without portal vein system resection, meanwhile, became equivalent 
in the years after centers dedicated to pancreatic surgery were 
established. Similar survival periods in both groups were reported; 
these survival durations were noticeably better than those in the 
group of patients who had only bypass anastomoses. Suggesting 
venous resection if the tumor's intraoperative assessment shows that 
doing so would permit full removal of the tumor (R0). However, the 
agreement warns that if such resection is done, a greater incidence of 
intra- and postoperative problems must be considered. Additionally, 

it has been suggested that venous resections be divided into three 
categories: partial venous resection with suturing of the vessel wall 
defect, partial venous resection with patch reconstruction of the 
vessel, in which a primary end-to-end veno-venous anastomosis is 
performed after the removal of a vessel segment, and resection of a 
vessel segment with a venous insert and two anastomoses. 
Importantly, the ISGPS recommends strongly that vascular resections 
be carried out in reference facilities with a focus on pancreatic 
surgery. The most recent French guidelines, which were created based 
on a review of the literature, emphasize that venous resection is 
advised for patients with BR-PC when the tumor infiltrates the lateral 
wall of the vessel or surrounds it circumferentially in a small area, but 
the lumen is patent and neither the celiac trunk nor the SMA is 
infiltrated. Since there is a higher risk of mortality and morbidity 
associated with vascular resection surgery, it is crucial that patients 
who are suitable for PD have good general health. The cavernous 
transformation of the portal vein that develops as a result of venous 
occlusion continues to pose a challenge for pancreatic surgeons, 
despite the fact that resection and reconstruction of the portal system 
vessels are now considered standard management for tumors 
infiltrating the portal vein or SMV over a limited segment. For 
pancreatic resection, some people employ particular vascular 
procedures, such as venous bypass between the SMV and inferior 
vena cava or between the SMV and portal vein in the hepatic hilum. 
These operations are among the most challenging ones that are 
occasionally carried out all over the world. Fortner documented the 
first vascular resections in advanced PHC. Questions continue to be 
raised about the extended PD with vascular resection used to treat 
PHC. The ISGPS guidelines state that there is no convincing 
evidence to support the use of routinely resecting arteries near the 
pancreatic head during PD for the benefit of cancer patients. Given 
the high postoperative morbidity and death that are shown, they 
might even be harmful. 

On the other hand, arterial resection may offer certain patients total 
tumor removal (R0 resection), making it the only way to achieve long-
term survival. Additionally, artery resection might play a significant 
role in the future management of PC due to the availability of new, 
more efficient adjuvant therapies. It is important to distinguish 
between the resection and reconstruction of the Hepatic Artery (HA) 
and celiac trunk during surgery. Both procedures are doable in the 
hands of an experienced surgeon, but effective therapeutic results 
necessitate extensive surgical experience on the part of the operating 
team as well as an interdisciplinary approach to preoperative 
diagnosis and the management of postoperative problems. When 
there has been vascular infiltration, surgery should be performed after 
neoadjuvant therapy. The scope of the surgical operation in these 
situations depends on the location and depth of the infiltration; 
resection with reconstruction is advised for partial involvement of the 
common HA. The mesopancreas was initially anatomically described 
by It is made up of tissues (fat, nerves, blood arteries, and lymphatic 
structures) that are close to the pancreatic posterior wall, the SMV, all 
along the area on either side of the SMA, and all the way down to the 
inferior vena cava, and the aorta. Within this region, the pancreatic 
uncinated process is divided from the superior mesenteric arteries 
during Pancreatic Dissection (PD), and the so-called "extravascular" 
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resection border frequently contains tumor cells that cause R1 
resection. The lack of any form of the capsule surrounding the 
mesopancreas makes identification difficult during resection, and 
debate about its delineation is still going on today. Increasing the 
respectability of pancreatic head cancer will undoubtedly need 
bettering our understanding of the anatomy of the mesopancreas 
region and our ability to expel it. a procedure that opens up the 
SMA during the initial stage of Parkinson's disease There are 
unquestionable benefits to such early detection of tumor infiltration 
that may preclude the patient from resection. First off, since the 
venous system may be safely removed, the infiltration of SMA is what 
restricts the respectability, hence it needs to be evaluated before any 
irreversible maneuvers are done during surgery. The anastomosis 
between the pancreatic remnant and digestive tract is the most 
difficult part of the reconstructive stage of PD. In the worst 
situations, POPF can be deadly and can result in fatality. With the 
stump invigilated into the small intestine or anastomosed in a duct-
to-mucosa way, the pancreas can be anastomosed with the stomach 
or the jejunum. 

In an effort to reduce the danger of POPF, many adjustments to 
these common procedures are made, such as covering the preceding 
layer of sutures with mattress sutures. Since no approach has so far 
been demonstrated to be noticeably better than any other, the 
anastomosis must be customized to the surgeon's abilities and 
training. The last few years have seen considerable advancements in 
PHC surgery. Better and more daring surgical methods as well as 
neoadjuvant therapy are increasing survival rates. Some malignancies 
that were previously considered incurable are now regarded as 
borderline respectable, which indicates that in specialized facilities 
with skilled pancreatic surgeons, this new group of patients may be 
able to have their tumors removed and live longer. Due to the lack of 
effective chemotherapy, surgery is currently the only approach to 
provide PHC patients with a better cure. However, we still need to 
evaluate some of the new techniques to determine if the risk is 
acceptable. 




