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Types of Pancreatic Cancers





 10th most common cancer 

in the UK.

 6th most common cause of 

cancer death in the UK



Investigations

 Pancreatic protocol CT scan including chest, abdomen and pelvis.

 FDG-PET(Fluorodeoxyglucose-positron emission tomography) CT 
for patients who will be having cancer treatment.

 If more information is needed consider:

 ERCP +/- stenting to relieve jaundice +/- brushings
 MRI, for cystic pancreatic lesions or for suspected liver metastases
 EUS (Endoscopic Ultrasound) +/- FNA, if unclear 
 Laparoscopy with laparoscopic ultrasound, for suspected small-volume 

peritoneal and/or liver metastases, if resectional surgery is a possibility.

 Tissue diagnosis is usually not necessary to for surgery, but is generally 
required for Chemotherapy



The ‘double-duct’ sign



Treatments for pancreatic cancer

 Depends on:

 Type of pancreatic cancer

 Location

 Extent of disease spread

 Physical fitness

 It may include surgery, chemotherapy, radiotherapy and 

supportive care.



Types of surgery for pancreatic 

malignancy

 Potentially curative surgery

 When it’s possible to remove (resect) all the macroscopic 
visible disease

 Palliative surgery

 Disease is too widespread 

 Surgery is done to relieve symptoms or to prevent certain 
complications like a blocked bile duct or intestine

 Goal is not the cure



Whipple's procedure





Pylorus preserving 

pancreaticoduodenectomy (PPPD)



Total Pancreatectomy



Central Pancreatic resection with Roux–en-Y 

anastomosis



Distal Pancreatectomy and 

Splenectomy (usually Laparoscopic)



Pancreatic Enucleation of Tumors



Duodenal bypass

Biliary bypass

Palliative Procedures



Duodenal stents for Gastric Outlet obstruction



Palliative Biliary Stents

Percutaneous Transhepatic

Cholangiogram (PTC)

Endoscopic Retrograde 

Cholangio Pancreaticography

(ERCP)



Common Controversies



 Analysed 6 trials (n=520)

 Pre-op bili 40-250 in 1 trial and between 100 -172 in others

 Pre-operative biliary drainage did not appear to be beneficial to the 
patients.

 It may increase serious adverse events and could add to the cost of the 
health care.

 Our practice is to avoid stenting if bili is likely to stay below 200-230 
before surgery (logistically very difficult to achieve)



Standard Whipple versus PPPD

 8 RCT’s

 N=512

 No relevant differences in mortality, morbidity, and survival.

 Significantly lesser operating time, intr-op blood loss and 

blood transfusions in PPD – but low quality evidence. 

 Our practice is standard Whipple’s



Pancreatic-enteric anastomosis 

options – PG or PJ?

Pancreatico-jejunostomy

Pancreatico-gastrostomy



 10 RCT’s

 N=1629

 No reliable evidence to support the use of 

pancreatojejunostomy over pancreatogastrostomy.

 Our standard practice is PG



Posterior pancreatico-gastrostomy

Theoretical advantages:

•Low gastric pH

•No enterokinase

•NG tube (decompression)



Morbidity/Mortality of Whipples procedures

Median LOS = 11 days (range 7-83)

Leak rate (clinically significant) 13/129 (10%)

Mortality n=8 (6.2%)

n Leak rate Mortality

PJ 91 13 (15%) 7 (7.7%)

PG 38 2 (5%) 1 (2.6%)

n=129



Role of extended lymphadenectomy ?

 Rationale 

 Removing all peri-pancreatic tissues and LNs that carry tumour 

cells should translate into better survival

https://image2.slideserve.com/4802374/role-of-extended-lymphadenectomy-l.jpg


Role of extended lymphadenectomy ?

 2 randomized trials 

 European lymphadenectomy study group (40 vs. 41 patients)

 Johns Hopkins group (146 vs. 148 patients)

 No survival benefit with extended lymphadenectomy

 No substantial evidence for routine use of extended 
lymphadenectomy for pancreatic cancer

o Pedrazzoli P et al., Ann Surg 1998;228:508-517.

o Yeo CJ et al., Ann Surg 2002; 236:355-368.

https://image2.slideserve.com/4802374/slide22-l.jpg


Distal Pancreatectomy and 

Splenectomy (Laparoscopic vs Open)











 Endoscopic metal stents are the intervention of choice at present in 
patients with malignant distal obstructive jaundice due to pancreatic 
carcinoma. 

 In patients with short predicted survival, their patency benefits over 
plastic stents may not be realised.



Post-op Complications of Pancreatic Surgery

Gouillat C, Gigot J. Pancreatic surgical complications—the case for prophylaxis

Gut 2001;49:iv29-iv35.





 QoL of physical and social functioning domains decreased in the 
first 3 months after surgery.

 Recovery of physical and social functioning towards baseline 
values took place after 3–6 months.

 Pain, fatigue and diarrhoea scores deteriorated postoperatively, but 
eventually resolved after 3–6 months.





Outcomes for pancreatic cancer

 Depends on:

 Type of cancer

 Tumour biology

 Extent of disease spread

 Resection margins

 Adjuvant/neoadjuvant treatment

 Physical fitness



Periampullary tumours

•Pancreatic duct

•Common bile duct

•Ampulla

•Duodenum



Westgaard et al. BMC Cancer
2008 

Pancreatic cancers have worst prognosis of all periampullary tumors

http://www.biomedcentral.com/1471-2407/8/170/figure/F2


Ann Surg 2008 n=357

Resection margin and nodal status affect prognosis in pancreatic cancer



ESPAC-1

Neoptolemos JP et al., NEJM 2004; 350:1200-1210.



Neoptolemos, J.P., Kleeff, J., Michl, P. et al. Therapeutic developments in pancreatic cancer: current and future 

perspectives. Nat Rev Gastroenterol Hepatol 15, 333–348 (2018). https://doi.org/10.1038/s41575-018-0005-x



Surveillance
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Thank you


