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IINNTTRROODDUUCCTTIIOONN

Pancreatic cancer is the second most common
gastrointestinal cancer and the fourth leading cause of
cancer-related deaths in men and women of all ages in
developed countries. To date, the incidence of
pancreatic cancer still approximates its mortality rate,
with a 5-year overall survival for all stages combined
just about the 5% range (Jemal et al., 2010).

There is nearly equal incidence among men and
women, with a reported male-to-female ratio of 1.3:1
(American Cancer Society, 2005) (Steer, 2005).

The World Health Organization has also reported
a ratio of 1.6 in developed countries to 1.1 in developing
countries (Kloppel et al., 2000).

Eighty percent of cases occur in patients that are
60–80 years of age, and ductal adenocarcinoma below
the age of 40 is rare (Kloppel et al., 2000).

The development of chronic diseases, such as
pancreatic cancer generally implies the participation of
both environmental and genetic factors and their
interactions, following an iterative process leading to
disease progression (Poirier, 2004).
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Cigarette smoking is the most significant
modifiable risk factor for pancreatic ductal adeno-
carcinoma, with 30% of cases thought to result directly
from cigarette smoking (American Cancer Society,
2005).

Other modifiable risk factors in the development
of ductal adenocarcinoma include diet high in meats
and fat, occupational exposure to certain pesticides,
dyes, and chemicals related to gasoline, and obesity,
with very overweight people 20% more likely to develop
pancreatic cancer (American Cancer Society, 2005).

Pancreatic cancer is more common in patients
with diabetes mellitus type II, while only slightly
higher than average risk for type I (American Cancer
Society, 2005).

Familial forms of chronic pancreatitis are due to
an inherited genetic mutation and appear to have a
high lifetime risk in the range of 40% to 75% for
developing pancreatic cancer (American Cancer
Society, 2005).

Early detection and surgical intervention are still
the most effective therapeutic methods to improve the
survival rate for patients with PC, but, until a late
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stage, it is notoriously difficult to diagnose (Goh and
Yoon, 2012).

Currently, the diagnostic sensitivity of EUS for
pancreatic disorders ranges from 85% to 90%, and this
technique owned significant advantages compared with
other diagnostic methods (Hewitt et al., 2012).

The most important aim in initial patient
evaluation is determining resectability of the primary
tumor. High quality MDCT scanning can be used to
classify pancreatic tumors into resectable (Stage I or
II), locally advanced, surgically unresectable (Stage
III), or metastatic disease (stage IV) (WJGS, 2012).

Surgical resection remains the only potentially
curative treatment but it is only possible for 15-20% of
patients with pancreatic adenocarcinoma. About 40%
of patients have locally advanced nonresectable
disease. The remaining patients have metastatic
disease (WJGS, 2012).

Therefore, about 80%-85% of patients are treated
palliatively or neoadjuvantly (Kleeff et al., 2006).

With improved surgical techniques and advanced
perioperative management, vascular resection and
reconstruction are performed more frequently; even
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major vessel involvement is not always considered a
contraindication to surgery of borderline resectable
pancreatic adenocarcinoma when a radical (R0)
resection is likely (WJGS, 2012).
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AAIIMM OOFF TTHHEE WWOORRKK

The aim of this essay is to discuss management of
pancreatic cancer, with focus on recent trends in both
diagnosis and treatment of pancreatic cancer.
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AANNAATTOOMMYY

Pancreas, named for the Greek words pan (all)
and kreas (flesh), is a 12-15–cm long J-shaped (like a
hockey stick), soft, lobulated, retroperitoneal organ
(Kapoor, 2013).

The pancreas is extending from the C loop of the
duodenum to the hilum of the spleen. The gland is
divided topographically into the head, uncinate, neck,
body, and tail (Kobby et al., 2010).

The head of the pancreas lies in the duodenal C
loop, to the right of the second lumbar vertebra, in
front of the inferior vena cava (IVC) and the left renal
vein.(Kapoor, 2013) (Kobby et al., 2010)

The lower (terminal) part of the CBD runs behind
(or sometimes through) the upper half of the head of
pancreas before it joins the main pancreatic duct
(MPD) to form a common channel (ampulla) (Kapoor,
2013).

The uncinate process is an extension of the lower
(inferior) half of the head toward the left; it is of
varying size and is wedged between the superior
mesenteric vessels (vein on right, and artery on left) in
front and the aorta behind it (Kapoor, 2013).
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The neck is a narrowed 2–2.5cm portion of the
gland that lies directly over the superior mesenteric
vein and beneath the first portion of the duodenum.
Rarely there are vascular attachments between the
neck and the superior mesenteric vein. Development of
the plane between these structures is a critical step in
performing pancreatic resection (Kobby et al., 2010).

The body extends across the second lumbar
vertebral body, anterior to the left kidney and tapers
slightly cephalad into the tail, terminating in or near
the splenic hilum (Kobby et al., 2010).

The narrow tip of the tail of the pancreas reaches
the splenic hilum in the splenorenal (lienorenal)
ligament (Kapoor, 2013).

The pancreatic head constitutes about 50% and
the body and tail the remaining 50% of the pancreatic
parenchymal mass (Kapoor, 2013).

The pancreas is prismoid in shape and appears
triangular in cut section with superior, inferior, and
anterior borders as well as anterosuperior, antero-
inferior, and posterior surfaces (Kapoor, 2013).

The anterosuperior surface of the pancreas is
covered by the parietal peritoneum, which separates


