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Abstract
Background: pancreatic cancer remains a major health problem, with conventional cancer
treatments having little impact on disease course. Almost all patients who have pancreatic
cancer develop metastases and die, the disease is difficult to diagnose in its early stages, and
most patients have incurable disease by the time they present with symptoms. The overall 5-
year survival rate for this disease is less than5%.
Aim. This study was designed to evaluate the different surgical methods and long-term
oncologic and functional outcomes of potentially resectable pancreatic cancer.
Patients and methods. This study was a retrospective analysis of prospectively collected data.
It used records from the Tampere University Hospital Registry-Finland, and linked them to
treatment information from the General Surgery Department-Sohag University Hospital.
Between October 2008 and October 2012, it included 50 patients with potentially operable
pancreatic cancer. This paper was approved by the ethical committee of both Tampere
University Hospital and Sohag University Hospital.
Results. Out of 50 patients who underwent surgery for pancreatic cancer there were 32 (64%)
male and 18 (36%) female patients. The age ranged between 29 to 88 years with a mean age
of 43.82 (+/- 15.43) and a median of 43.5 years. Operative time for the standard Whipple
ranged between 190 and 300 minutes. The mean was 207 minutes (+/- 35) and the median
was 199 minutes, and it is 180 minutes, range (185-220) in case of distal pancreatectomy.
Intraoperative blood transfusion was ranged from no need to 6units with a mean of 1.5 units.
Postoperative ICU stay ranged from 4-17 days and the mean was 9.057 days. Postoperative
hospital stay ranged from 12-54 days and the mean was 22.92 days in case of Whipple and
10-49 with a mean was 18 in case of distal pancreatectomy. Of the 50 cases of our study that
were diagnosed to be potentially operable preoperatively, 30(60%) cases only were
discovered to be resectable at the time of laparotomy, of them 19/30 cases have cancer head of
pancreas treated by pancreaticoduodenectomy, while 11/30 cases have either carcinoma of the
body or tail, treated by distal pancreatectomy with or without splenectomy; one of them has
multicentric tumor treated with total pancreatectomy. Instead of the large number of available
investigatory tools preoperatively, 20/50 (40%) cases discovered intraoperatively to be
irresectable and were treated either by double bypass, celiac plexus block and FNAC in
12/20of the cases, and in the other 8/20 cases treated by celiac plexus block and FNAC
without bypass procedure as the patients had carcinoma of the body or tail.
Conclusions. The diagnosis and treatment of pancreatic cancer continue to improve although
most patients will succumb to their disease. Novel methods of earlier detection and more
effective systemic therapies are needed to significantly improve outcome.
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INTRODUCTION
Among cancers of the gastrointestinal
tract, pancreatic cancer is the third
most common malignancy and the fifth
leading cause of cancer-related
mortality(1-4). The disease is difficult
to diagnose in its early stages, and
most patients have incurable disease by

the time they present with symptoms
(5).  The overall 5-year survival rate
for this disease is less than5%.
pancreatic cancers can arise from both
the exocrine and endocrine portions of
the pancreas. Of pancreatic tumors,
95% develop from the exocrine portion
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of the pancreas, including the ductal
epithelium, acinar cells, connective
tissue, and lymphatic tissue(6-8).
Approximately 75% of all pancreatic
carcinomas occur within the head and
neck of the pancreas, 15-20%occurs in
the body of the pancreas, and 5-10%
occurs in the tail (9-11) The overall
prognosis for patients with carcinoma
of the pancreas is poor: the average
length of survival after diagnosis
ranges from 3 to 6 months(12).
Surgical resection is generally not an
option for people with metastatic
pancreatic cancer, and patients with
advanced metastatic disease rarely
survive more than a few months.(
13,14 ) The current dogma concerning
this issue is that treatment should
concentrate on the alleviation of pain
and the improvement of quality of life
with participation from palliative
medical personnel (15).
Patient and methods

The study population consisted of
50 patients with potentially operable
pancreatic carcinoma attended to the
General Surgery Department at both
Sohag University Hospital –Egypt and
Department of Gastroenterology,
Tampere University Hospital –Finland;
during the period from October2008
and October 2012. There were 32 men
and 18 women. Mortality and
morbidity, histologic results, and long-
term outcomes were collected, and
statistically analyzed.
Preoperative Evaluation
All patients will have Preoperative
diagnostic evaluation includes
complete history taking, physical
examinations, most of our patients are
subjected to the following
investigations; transcutaneous
ultrasonography (TUS),
abdominopelvic computed
tomography(fig 4) , MRI ,endoscopic
retrograde cholangiopancreatography
(ERCP),(fig 3) and sometimes
endoscopic ultrasonography (EUS),All

patients will be submitted to estimation
of serum carbohydrate antigen 19-9
(CA 19-9) and serum bilirubin (both
total and direct). This is beside all the
following routine investigations
(complete blood count, urea and
creatinine, random blood sugar, ALT,
AST, Alkaline phosphatase,
prothrombine time and concentration
and CEA.)  None of the patients
received preoperative radiotherapy or
chemotherapy. None of our patients are
proven to be malignant
histopathologically preoperatively.
Data on the patients’ demographics,
co-morbidities, operative details,
postoperative mortality and morbidity,
histological results, and long-term
outcomes were collected both
prospectively and retrospectively.
Surgical Technique
All surgical procedures were
performed both prospectively at Sohag
University Hospital and both
prospectively and retrospectively at
Tampere University Hospital –Finland,
after taken the license of the ethical
committee in both Hospitals.
Techniques were feasible.
All patients were placed on a regimen
prophylactic antibiotics consisting of 2
g third generation cephalosporin and
500 mg metronidazole. In addition,
octereotide was administered to all
patients preoperatively and continued
postoperatively  for  7  days  at  a
dosage  of  100  µg  given
subcutaneously 3 times a day.
After verbal and written consent,
bilateral subcostal incision was made
in all cases which provide adequate
access and exposure.
At time of surgery, patients were
explored with intent for curative
resection.
Patients were initially explored to
examine:
The presence of previously
undetected metastases in the liver,
mesentery, or peritoneum.
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The involvement  of  major  vessels,
portal  vein,  superior mesenteric  vein
(SVM),  superior  mesenteric  artery,
hepatic artery and celiac axis.
The SMV and the anterior surface of
the head and neck of the pancreas were
exposed by mobilization of the hepatic
flexure and right half of the transverse
colon, which are reflected downwards
towards the midline.
Duodenum was kocherized from the
patient right side to expose the infra-
hepatic IVC, left renal vein and infra-
renal aorta fig (5). The lymphatics
encountered anterior to the IVC and
aorta was reflected up with the
duodenum and head of pancreas to be
included with specimen. Resectability
relative to the SMA was confirmed  by
lifting  the  head  of  the  pancreas  in
left  hand between the fingers
posteriorly and thumb anteriorly, to
ensure the tumor is clear of the SMA.
The plane between the 3rd part post of
the duodenum and transverse
mesocolon was developed by
dissection along the inner aspect of
duodenal loop toward the root of the
small bowl mesentery guided by
middle colic vein. This process
exposes the right lateral aspect of the
SMV, which was the followed up
towards the neck of the pancreas. The
retro pancreatic tunnel anterior to the
SMV is then developed. Having
established that there is no major
venous encroachment by the tumor,
exposure of the supra-duodenal portal
vein and placing a sling around the
neck of pancreas was done.
The gastro hepatic ligament was
divided close to its insertion into the
liver. These dissections was continue
to expose the main portal inflow
structures. The gall bladder was
mobilized, fundus first from the
hepatic fossa using diathermy
dissection. The cystic artery was
ligated and divided, leaving the gall
bladder in continuity with the main bile

duct to provide traction during
mobilization of the bile duct and
lymphatics of the portal vein. The main
bile duct was divided above the
insertion of the cystic duct. The distal
duct was ligated with a 2/0 silk tie and
the proximal common hepatic duct was
left unclamped to drain into a small
swab. The distal duct and associated
soft tissue and lymphatics are
mobilized of the portal vein and
dissection continued between the
common hepatic artery and superior
border of pancreas to free the neck of
the pancreas.
Resection:
Gastric transection:
For the standard Whipple’s (SW)
resection, the vagus nerves were
preserved and a distal gastrectomy
varying from 20% to 40% was
performed. In (pylorus preserving
pancreaticoduodenectomy) PPPD, the
right gastric artery was persevered,
unless the artery restricted the mobility
of the stomach. The duodenum was
dissected and divided at least 2 cm
distal to the pylorus.
Pancreatic resection:
The sling elevates the pancreatic neck
and 4 stay sutures were inserted into
the superior and inferior boarders of
the pancreas. These sutures were
placed for hemostasis by suture
ligation of the marginal pancreatic
arteries. The duct was identified and
small bleeding vessels within the
pancreatic parenchyma are controlled
with interrupted 5/0 monocycle
absorbable suture.
Duodeno-jejunal (DJ) flexure
mobilization: The proximal jejunum
and ligament of Treitz were mobilized
by division of lateral peritoneal
attachments. The inferior mesenteric
vein runs parallel to the DJ flexure and
should be preserved. The jejunum was
divided 15 cm beyond the ligament of
Treitz.
Reconstruction:
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Reconstruction was accomplished by:
End-to-side   invaginated   pancreatico-
jejunostomy   with   an appropriate
pediatric nasogastric tube as a
temporary stent for 3 weeks.
Further downstream, single layer end-
to-side hepaticojejunostomy without T
tube drainage.

For SW, side to side gastrojejunostomy
or single layer end-to- side
duodenojejunostomy and  for PPPD,
Only one loop was used for
reconstruction.
At the end of the operation, a drain was
left in the area of the pancreatico-
jejunostomy and the
hepaticojejunostomy

relieve the
Fig (1), Malignant obstructive due to
cancer head of pancreas.
jaundice

Fig (2), Stenting of CBD to relieve the
jaundice preoperatively.

Fig (3), ERCP showing double duct
Sign, in a patient with pancreatic ca

Fig (4),CT scan showing pancreatic
cancer with infiltration of the portal
vein confluence (black arrow)
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Adjuvant Therapy
Gemcitabine (Gemzar) monotherapy is the usual first-line cytostatic therapy in the
adjuvant oncological treatment of pancreatic cancer. Adjuvant chemoradiation therapy
increases survival in patients with resectable pancreatic cancer.
Follow-up Protocol
Patients were followed up at intervals of weekly during the first 3 months after
hospital discharge and monthly thereafter if still alive. Follow-up was by history,
physical examination, and serum CA 19-9. If recurrence was suspected, CT scan would
be performed to determine the extent of tumor recurrence.

RESULTS
Among the 50 patients with pancreatic cancer 30(60%) proved to be operable at the
time of surgery and 20(40%) were discovered intraoperatively to be irresectable or
inoperable (fig 9) show reasons for unresectability.

Fig (5), Kocherization of the
duodenum

Fig (6), Operative field after
pancreaticoduodenectomy

Fig (7) post operative specimen showing
SW Fig (8) Distal Pancreatectomy and

splenectomy due to insulinoma of the
tail
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Fig (9) Reasons for unresectability

By studying risk factors for pancreatic cancer in our study, smoking comes at first,
followed by old age and male gender; other risk factors included obesity, chronic
pancreatitis, alcoholism and DM.
There were 29 (58%) smokers or x smokers and 21(42%) were non smokers (p value
>0.005).
Seven of our patients were known to be diabetic for long period (median age of
diabetes is 12.6 years ), while 4 patients had a history of recent diabetes discovered in
the last two years before diagnosis of cancer ( median age incidence is 1.8 years.)

Table (1) showing the type of surgical intervention done in the 50 patients of the study

Type of surgery No of pts %

PPPD 5 10%

Whipple procedure 14 ((000000 28%

distal resection 8 16  %

Total pancreatectomy 1 2%

Palliative double bypass postoperative chemotherapy 12 24%

Celiac plexus block ,FNAC and postoperative chemotherapy 8 16%

Enucleation of insulinoma 1 2%

Distal pancreatectomy with splenectomy for insulinoma 1 1(21 2%

Total 50 100%

Methods of treatment: (table. 1).
Of the 50 cases of our study, that were diagnosed to be potentially operable
preoperatively, 30 cases only were discovered to be resectable at the time of
laparotomy, of whom, 19 cases with cancer head of pancreas treated by (14 cases by
classic Whipple procedure and 5 cases by PPPD) .
One case the tumour was in direct contact with the adventitia of the portal vein, we
did portal vein resection and venous grafting with the aid of vascular surgeons to
ensure the radicality of surgery, this patient died 3 weeks postoperative because of
internal hemorrhage and we did not discover the source of bleeding because we did
not open the patient again, as he suddenly arrested.
Of the 19 cases that had pancreaticoduodenectomy and the 8 cases with distal
pancreatectomy, and the two cases of NET. 6 cases developed pancreatic fistulae, 3
cases from leakage of pancreatico-jejenal anastomosis and 3 cases from the pancreatic
stump.
This means that the overall fistula in the operable group is 6/30 (20%). In the
Nineteen cases which were managed by Pancreaticoduodenectomy , 3 cases died

Reasons for unresectability
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intraoperatively ; one case develop DIC and  died from hemorrhage and the other two
cases had delayed recovery from anesthesia and died at the ICU shortly after the
operation mostly due to sever electrolyte imbalance.
At the end of the  6 months follow up period only 9 cases were still alive , this means
that the mortality rate after 6 months equal to (9 cases from 19 cases)  (47.3%) in case
of cancer head of pancreas
In our study there is one case had total pancreatectomy due to multicentric tumour ,
this patient  pass the post operative period smoothly and discharged home after 22
days of hospitalization , but he developed intractable diabetes and died after 2 months
with severe DKA.
Of the eight cases that had distal pancreatectomy , there was no intraoperative
mortality, but 3 cases developed pancreatic fistula , and managed conservatively , but
unfortunately two of them died after one months due to intra-abdominal sepsis , and
the six months survival rate in this group was 4/8 (50%). The overall 6 months
survival rate is 27/50 cases (54%). Fig (10); shows monthly survival rate.

6 months survival of the 50 patients
of the study
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Fig (10) 6 months survival rate

Table (2): Shows postoperative complications in the operated cases

Complications pancreatico
duodenecto
my(n=19)

Distal
pancreatectomy
(n =8)

Double
Bypass
(n=12)

* Overall morbidity 15 (78.9%) 6 (75%) 3 (25%)

* Pancreatic leakage 3 (15.8) 3 (37.5) 0(0.0)

* Biliary leakage 0 (0.0) 0 (0.0) 1.(8.3)

* Hemorrhage 1 (5.3) 1 (12.5) 1(8.3)

* Intraabdominal abscess 1 (5.3) 0 (0.0) 0(0.0)

* Delayed gastric emptying 7 (36.8) 0 0 (0.0)

* Pancreatitis 1 (5.3) 1 (12.5) 0 (0.0)

* Wound infection 1 (5.3) 1 (12.5) 1 (8.3)

* Cardiopulmonary accident 1 (5.3) 0. (0.0) 0 (0.0)

The most common postoperative complications were delayed gastric emptying (DGE)
(Overall rate (7/19)36.8%), and pancreatic fistula (overall rate 6/30 (20%).Table (2).
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Postoperative management:
All patients were managed according
to a standard postoperative pathway.
All patients received H2 receptor
antagonists as prophylactic against
stress ulceration, and octereotide
treatment was continued for 7 days.
The drain was removed if the
amylase concentration was less than
300U/L (less than twice the serum
concentration) and production was less
than 50 ml per day or after
postoperative day 10.

Oncological outcome
The included cases were followed and
evaluated clinically to find out
subsequent local recurrence or distant
metastasis. Patients were followed up
at intervals weekly for the first 3
months and then monthly thereafter if
the patient still alive the end point of
follow up was October 2012.
Discussion
Because of the resistance of pancreatic
cancer against radiation and/or
chemotherapy surgery is still the only
possibility for cure. However, about
80%  of  patients  with  the  diagnosis
of  pancreatic cancer are no more
suitable for curative resection at the
time of diagnosis because of local
tumor infiltration or the presence of
distant metastases.(16) In resectable
tumors of the head of the pancreas, the
SW still dominates as the surgical
method of choice. However, the PPPD
has been established as a surgical
alternative to the classical Whipple
(17,18).
With the concept of less invasive
surgery, PPPD was reintroduced in
1978. This pylorus preserving
modification was designed to minimize
complications related to gastric
resection, such as early satiety,
marginal ulceration, and bile reflux
gastritis, as well as diarrhea and
dumping. Since 1998, PPPD has been
performed preferentially for benign

and malignant diseases of the
periampullary region and pancreatic
head (19). Sex distribution shows
predilection of pancreatic cancer to
male gender, which matches the large
metaanalysis studies, there was
32(64%) men and 18(36%) women.
Mean age incidence is 43.82 (+/-
15.43) years old which is lower than
other series done in this subject, this
may be due to the difference between
the two nations in which the study was
conducted; as the mean age incidence
in the 32 cases from Finland was
54.22(+/- 11.43)   years, which is
higher than those from Egypt, because
of the different environment and
increasing life expectancy in Finland in
comparison to Egypt. Also increasing
age is associated with increasing
incidence of pancreatic cancer. Age is
the most established predictor of
pancreatic cancer incidence and death.
The risk of pancreatic cancer is low in
the first three to four decades of life
but increases sharply after age50 years,
with most patients between the ages of
60 and 80 years (20,21).
Twenty nine cases (58%) of our
patients were smokers or x-smokers,
and this confirms that smoking is the
strongest risk factor known to be
associated with pancreatic cancer (22).
Reflecting our results, the 6 months
survival amounting to 40% following
radical surgeries (due to also adjuvant
therapy besides curative resection)
along with the early morbidity and
mortality rates can be considered good
and meet the published data of other
pancreas centers.
Our survival results are similar to those
of other centers in point of adjuvant
therapy. However, these results can
give rise to a certain degree of
optimism after the formerly published
depressing data, we can agree with the
declarations that confirm the need for
improved long-term results due to
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more effective adjuvant therapies. The
diagnosis and treatment of pancreatic
cancer continue to improve although
most patients will succumb to their
disease. Novel methods of earlier
detection and more effective systemic
therapies are needed to significantly
improve outcomes (23).
The overall prognosis for patients with
carcinoma of the pancreas is poor: the
average length of survival after
diagnosis ranges from 3 to 6 months.
Surgical resection is generally not an
option for people with metastatic
pancreatic cancer, and patients with
advanced metastatic disease rarely
survive more than a few months. The
current dogma concerning this issue is
that treatment should concentrate on
the alleviation of pain and the
improvement of quality of life with
participation from palliative medical
personnel (24).
Pancreatic cancer remains a major
unsolved health problem, with
conventional cancer treatments having
little impact on disease course. Almost
all patients who have pancreatic cancer
develop metastases and die. For locally
advanced, unresectable, and metastatic
disease, treatment is palliative,
although fluorouracil chemoradiation
for locally advanced and gemcitabine
chemotherapy for metastatic disease
can provide palliative benefits. Despite
pancreatic cancer’s resistance to
currently available treatments, new
methods are being investigated.
Preoperative chemoradiation is being
advocated, with seemingly sound
reasoning, and a wider role for
gemcitabine is being explored (25, 26).
However, new therapeutic strategies
based on the molecular biology of
pancreatic cancer seem to hold the
greatest promise.
1.  The conservative treatment of a
developed pancreatic fistula was
successful in the course of all
anastomoses of the remnant pancreas

into the jejunal limb being excluded
from the way of nourishment (25).
2.  The prevalence of delayed gastric
emptying was significantly lower in
antecolic duodeno- and gastrojejunal
anastomoses performed during
pancreatoduodenectomies
3.  Our survival results are similar to
those of other centers in point of
adjuvant therapy. However, these
results can give rise to a certain degree
of optimism after the formerly
published depressing data, we can
agree with the declarations that
confirm the need for improved long-
term results due to more effective
adjuvant therapies(22).
In our series 30 cases were operable
and 20 cases discovered to be
irresectable, due to either undiagnosed
peritoneal or liver metastasis or SMA
encasement, or other causes makes
resectability impossible (21).
Of the 30 operable cases 19 cases have
cancer head , 8 cases have cancer body
and tail , one case have multicentric
tumors and two cases diagnosed to
have a NET (insulinoma).
This means that from the 50 cases of
our study only 60 % were potentially
operable , and this is a high incidence
in comparison to the other studies , and
this may be due to that we exclude all
cases that seems to be irresectable or
the metastatic cases from the start.
Warshaw and Fernandez, 2005 stated
that; at initial presentation, only 20%
of patients present with stage I disease,
40% present with locally advanced
disease, and 40% present with disease
metastatic to nodes or distant sites (26).
CT scan were done in the 19 cases with
cancer head of pancreas that their 1st
presentation were painless obstructive
jaundice , of whom 10 cases were
decompressed before surgery using
endobiliary stenting to relive the
jaundice (direct bilirubin were
>10mg/dl).(fig 2).
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There is a debate about to do stenting
before surgery or not (27)
If the tumour is locally irresectable,
patients need to undergo an
oncological treatment (primary
chemoradiotherapy) that may result in
a regression that enables the surgeon to
remove the tumour. Pancreatic tumours
are inoperable if they evoke distant
metastases (liver, lungs), carcinosis
and/or involve the visceral arteries
(28). At the same time, vena resection
has become popular. Radical surgeries
should be cancelled if the general
condition of the patient does not allow
for a resection (25-27). If the expected
survival is approximately 6 months,
nonoperative measures are considered,
such as biliary stenting  in  jaundice,
or  if  it  cannot  be  carried  out
technically,  percutaneous transhepatic
drainage (PTD) is  to  be  done.  If  the
patient’s condition is  better, a surgical
double  bypass  (biliodigestive
anastomosis  +  GEA)  is
recommended  in tumours of proximal
location(29).

CONCLUSIONS
The overall prognosis for patients with
carcinoma of the pancreas is poor: the
average length of survival after
diagnosis ranges from 3 to 6 months.
Surgical resection is generally not an
option for people with metastatic
pancreatic cancer, and patients with
advanced metastatic disease rarely
survive more than a few months. The
current dogma concerning this issue is
that treatment should concentrate on
the alleviation of pain and the
improvement of quality of life with
participation from palliative medical
personnel.

REFERENCES
1-Diagnostic approach to pancreatic

cancer. Gastroenterol Clin North Am
1999 Sep; 28(3): 709-22.

2- Ekbom A, Hunter D. Pancreatic cancer
Textbook of cancer epidemiology. New

York: Oxford Universit y Press, New
York, 2002.

3- Levi F, Lucchini F, Negri E, et al.,
Pancreatic cancer mortalit y in Europe:
the leveling of an epidemic. Pancreas
2003; 27:139-42.

4- Sahmoun AE, D’Agostino RA Jr, Bel l
R A, International variation in
pancreatic cancer mortalit y for the
period 1955-1998. Eur J Epidemiol
2003; 18: 801-16.

5- Andern-Sandberg A: Pain relief in
pancreatic disease. Br J Surg 2004 ; 84:
1041.

6- Soler M, Porta M, Malats N, et al.,
Learning from case reports: diagnostic
issues in an epidemiologic study of
pancreatic cancer.J Clin Epidemiol
2012; 51:1215-21.

7- Bulchler  MW, et  al., :  Pancreatic
fistula  after  pancreatic  head resection.
Br J Surg, 2000 , 87: 883-889.

8- Beecherl EE,   Shires   T,   et   al.,
Treatment   of   post-
pancreaticoduodenectomy
complications.  Current  science,  Inc.
ISSN 7:2006,  365-370.

9- Nieman JL and Holmes FF. Accuracy
of diagnosis of pancreatic cancer
decreases with increasing age.J Am
Geriatr Soc 2002; 37:97-100.

10- Berge  Henegouwen MI, Van Gulik
TM, DeWit LT, et al., Delayed

gastric     emptying after standard
pancreaticoduodenectomy versus
pylorus-preserving
pancreaticoduodenectomy: An analysis
of 200 consecutive patients. J Am Coll
Surg; 2004, 185: 373-379.

11- Fernandez E, La Vecchia C, Decarli A:
Attributable risks for pancreatic cancer
in northern Italy.Cancer Epidemiol
Biomarkers Prev 2004; 5:23-27.

12- Alguaci l J and  Si lverman DT.
Smokeless and other noncigarette
tobacco use and pancreatic cancer:a
case-control study based on direct
interviews. Cancer Epidemiol
Biomarkers Prev 2004; 13: 55-8.



SOHAG MEDICAL JOURNAL Management of Pancreatic Cancers
Vol. 17 No. 1 Jan 2013 Ahmed  A. kahaar Aldardeer. et al

٧٥

13- Carlo VD, Zerbi A, Balzano G, et al.,
Pylorus preserving
pancreaticoduodenectomy versus
Conventional Whipple operation. World
J Surg; 2009, 23: 920-25.

14- Varadhachary GR, Tamm EP, Crane
C, et al.,Borderline resectable
pancreatic cancer. Curr Treat Options
Gastroenterol 2005; 8: 377-384

15-Si lverman DT, Dunn JA, Hoover RN,
et al., Cigarette smoking and pancreas
cancer:  a case-control study based on
direct interviews. J Nat l Cancer Inst
2001; 86:1510-1516.

16-Springett GM and Hoffe SE.
Borderline resectable pancreatic cancer:
on the edge of survival. Cancer Control
2008; 15:295-307

17-National Comprehensive Cancer
Network Practice Guide- lines in
Oncology for Pancreatic
Adenocarcinoma-v.1. No- vember 2008.
Available from: URL:
http://www.nccn.org

18-Varadhachary GR, Tamm EP,
Abbruzzese JL. et al.,Borderline
resectable pancreatic cancer:
definitions, manage- ment, and role of
preoperative therapy. Ann Surg Oncol
2006;13: 1035-1046

19-Evans DB, Erickson BA, Ritch P.
Borderline resectable pan- creatic
cancer: definitions and the importance
of multimo- dality therapy. Ann Surg
Oncol 2010; 17: 2803-2805

20-Abrams RA, Lowy AM, O’Reilly
EM.et al., Combined modality treatment
of resectable and borderline resectable
pancreas cancer: expert consensus
statement. Ann Surg Oncol 2009; 16:
1751-1756

21- Safi F SW, Falkenreck S, Beger HG.
CA  19-9 serum course and prognosis of
pancreatic cancer.Int J Pancreatol 2000;
20, 155-61

22-Niederau C and Grendell JH. Diagnosis
of pancreatic carcinoma. Imaging
techniques and tumor markers.Pancreas
2006;. 7, 66-86

23- Duggan MA, Brasher P, Medlicott SA.
ERCP-directed brush cytology prepared
by the Thinprep method: test
performance  and morphology of 149
cases. Cytopathology.2007; 15, 80-6

24- De Bellis M, Sherman S, Fogel EL. et
al.,Tissue sampling at ERCP in suspected
malignant biliary strictures (Part 1).
Gastrointest Endosc.1999; 56, 552-61

25- Kuhlmann KF, de Castro SM,
Wesseling JG, ten Kate FJW, Offerhaus
GJ, Busch OR, et al. Surgical treatment
of pancreatic adenocarcinoma: actual
survival and prognostic factors in 343
patients. Eur J Cancer. 2004; 40(4): 549-
58.

26- McDermott FT, Hughes ES, Pihl EA,
Milne BJ, Price AB. Influence of tumour
differentiation on survival after resection
for rectal cancer in a series of 1296
patients. Aust N Z J Surg 2010; 54(1):53-
8.

27- NHS Executive. Guidance on
commissioning cancer service: improving
outcomes in upper gastro-intestinal
cancers: the manual.London: Department
of Health; 2001. Available online from:
http://www.dh.gov.uk/en/Publicationsand
statistics/Publications/PublicationsPolicy
AndGuidance/DH_4010025 Last
accessed April 2010.

28- Birkmeyer JD, Dimick JB.
Understanding and reducing variation in
surgical mortality. Annu Rev Med. 2009;
60: 405-15.

29- Birkmeyer JD, Sun Y, Wong SL, Stukel
TA. Hospital volume and late survival
after cancer surgery. Ann Surg.
2007;245(5):777-83.



SOHAG MEDICAL JOURNAL Management of Pancreatic Cancers
Vol. 17 No. 1 Jan 2013 Ahmed  A. kahaar Aldardeer. et al

٧٦

االیجاز العربى
عالج سرطانات البنكریاس

احمد عبد القھار الدردیر والدكتور عالء الدین حسن دمحم السیوطى/الدكتور 
والدكتور عمر عبد الرحیم سید والدكتورة سارى راتىوالدكتور حمدى دمحم حسین

جامعة -جامعة سوھاج وقسم جراحة الجھاز الھضمى والكبد-كلیة الطب–قسم الجراحة العامة 
فنلندا-تامبیرى

مقدمة                                                                               
 ،

تعادل اثنین بالمائة من كل حاالت السرطان اال انھ یصنف ب

 ،
.   ة لالستئصالاألورام الغیر قابل

٥٠تم اجراء الدراسة على عدد 
–، كلیة طب سوھاج –العیادة الخارجیة بقسم الجراحة العامة 

، –، كلیة الطب جامعة تامبیرى 
، ١٨و ، ٣٢، موافقة لجنة اخالقیات البحث العلمى فى كل من البلدین 

٢٠١٢و حتى اكتتوبر ٢٠٠٨فى الفترة من اكتوبر 
٣٠٢٠٤٠ %

.             لالستئصال نتیجة وجود اورام ثانویة بالكبد وبالغشاء البریتونى لم تكتشف قبل الجراحة  

النتائج
١٤، ٣٠١٩

باستخدام عملیة 

ویبل 
٥و ، )استئص(

 ،
).تاخر تفریغ المعدة(دةالمضاعفات الوحیدة الزائدة عن العملیة السابقة كانت انسداد مخرج المع

، ١٢بینما عدد 
.تم عمل وصلة ثنائیة لھم بین كل من القناة المراریة و االمعاء الدقیقة و االخرى بین المعدة واالمعاء الدقیقة

 ،.
٦

.حاالت تم عالجھا عالج تحفظى

االستنتاج
، العالج الوحید لسرطان البنكریاس ھو االستئصال الجراحى 

طانیة ویكون ارجح اذا وجدت خالیا سر، احتمال االنتكاس كبیر ، تم تشخیص حاالتھم قبل ان یستشرى السرطان 
.فى عقد لیمفیة قریبة اواذا كان الورم قد انتشر الى االنسجة المجاورة

، ال یعیشون اكثر من ستة اشھر على االكثر
،ومازالت االبحاث مستمرة الی. الحیاة بعد الجراحة

 ،
.والمضاعفات الناتجة عنھا


