Co chirurg zvazuje pred resekci
pankreatu
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Uvahy chirurga pfed operaci se tykaji zejména otazky cost/benefitu chirurgického vykonu.

Tedy poméru v éem muze pacientovy planovand operace prospét a jaka ma rizika.



Obsah prezentace

* Anatomie a stav dulezitych cév

* Resekabilita

* Typ resekce ve vztahu k typu nadoru
* Posouzeni rizika komplikaci
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Michelsova a Hiatova klasifikace

Table 1. CLASSIFICATIONS OF HEPATIC

ARTERIAL TYPES

Type Description Percent
Michels® (n = 200) 1 Normal 55
2  Replaced LHA from LGA 10
5  Accessory LHA 8
18
3 Replaced RHA from SMA 11
6  Accessory RHA 7
18
4  Replaced RHA + LHA 1
7 Accessory RHA + LHA 1
8  Replaced RHA + Accessory 2
LHA or Replaced LHA +
Accessory RHA
4
9  CHA from SMA 25
10 CHA from LGA 05
Current Series (n 1 Normal 75.7
= 1000)
2  Replaced or Accessory LHA 97
3  Replaced or Accessory RHA 10.6
4  Replaced or Accessory RHA + 2.3
Replaced or Accessory LHA
5  CHA from SMA 15
6  CHA from aorta 0.2

Figure 1. Hepatic arterial anatomy in 998 cases. Dotted lines indicate
that the variant artery may be accessory (if branch shown by dotted line
is present) or replaced (if absent). Type 1—normal; Type 2—replaced
(accessory) left hepatic artery from left gastric; Type 3—replaced (acces-
sory) right hepatic artery from superior mesenteric (SMA); Type 4—double
replaced system; Type 5—common hepatic artery (CHA) from SMA. In
two patients (not shown), the CHA arose directly from the aorta.
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* A. hepatica communis

e Z AMS odstupujici a. hep

e Z a. gastrica odstupuijici a

onstrukce



Cilem predoperacni emblizace aRHA je umoznit vytvoreni kolateral z
levé hepaticke tepny.



Embolizace resp. ligace anomalni hepatickeé tepny je nutna spise vyjimecne. Vetsinou

je lze zachovat |

ORIGINAL ARTICLE

Influence of aberrant right hepatic artery on perioperative course
and longterm survival after pancreatoduodenectomy

Wietse J. Eshuis®, Klaartje M. Olde Loohuis*, Olivier R. C. Busch, Thomas M. van Gulik & Dirk J. Gouma
Department of Surgery, Academic Medical Centre, Amsterdam, the Netherlands

Abstract

Objectives: An aberrant right hepatic artery (aRHA) is the most frequently encountered vascular
anomaly during pancreatoducdenectomy (PD). This study was performed to investigate the incidence of
aRHA in a large series of PDs and to explore its relationship with complications and survival.
Methods: In a consecutive series of 790 PDs, aRHA could be identified or ruled out in 758 patients by
reviewing operation reports. Patients with and without aRHA were compared. Main outcome measures
were complications and survival (only in patients with a malignancy).

Results: The aRHA group consisted of 143 patients (19%). Characteristics of patients in the aRHA and
normal RHA groups were comparable. There were no differences in surgical complications. The aRHA
was preserved without damage in 130 patients (91%). Two patients in whom the aRHA was either
sacrificed or damaged suffered complications (haemorrhage and intra-abdominal abscess in the right
upper quadrant) that may have been related. Longterm survival in patients with a malignancy and an
aRHA was not compromised.

Conclusions: An aRHA is frequently encountered during PD. Preservation is generally feasible without
compromising survival in patients with malignant tumours. Surgical morbidity is not higher in patients with
an aRHA. Preservation is technically possible in most patients and does not negatively impact on
outcomes.

Table 4 Surgical variables in patients with and without aberrant right hepatic artery

Aberrant RHA (n = 143) Normal RHA (n = 615) P-value

Operation

Pylorus preserved, n (%) 128 (90) 535 (87) 0.41

Mean duration of operation (SD), min 299 (91) 300 (88) 0.96

Median estimated blood loss (IQR), ml® 1100 (963) 1050 (1200) 0.88
Aberrant right hepatic artery handling

Preserved, n (%) ( 130 ) ©1) -

Sacrificed, n (%) N_g/ (6) -

Accidentally damaged or ligated, n (%) 5 3) -

iCalculated in 99 patients with aberrant RHA and 398 patients with normal RHA
RHA, right hepatic artery; SD, standard deviation; IQR, interquartile range



Komplikace pankreatoduodenektomie u skupin s normalni a
anomalni hepatickou jsou srovnatelné

Table 6 Short-term outcomes after pancreatoduodenectomy in patients with and without aberrant right hepatic artery

Aberrant RHA (n = 143) Normal RHA [n = 615) P-value

Surgical complications, n (%) a0 (56) 303 (49) 0.15
Pancreaticojejunostomy leakage® 18 (13) ar (14) 0.63
Delayed gastric emptying® 48 (34) 193 (31) 0.61
Post-pancreatectomy haemorrhage® 11 (8) 44 (7) 0.82
Hepaticojejunostomy leakage 2 (1) 21 (3) 0.21
Primary intra-abdominal abscess 7 (5) 25 (4) 0.66
Wound infection 16 (11) 55 (9) 0.41
Other 18 (13) 70 (12) 0.7
Re-laparotomy, n (%) 10 (7) 68 (11) 0.15
" Hospital mortality, n (%) 2 1 (1) 13 @) 1 0.58
Median hospital stay (IQR), days 15 (11) 14 (11) 0.94

*International Study Group of Pancreatic Surgery definition, grade B or C
RHA, right hepatic artery; IQR, interquartile range



Planovana Ci neplanované peroperacni preruseni aRHA muze zvysit POPF, riziko
relaparotomie a hospitalizacni mortalitu.

Table 7 Short-term outcomes after pancreatoduodenectomy in patients with ligated or damaged aberrant vs. normal right hepatic artery

Ligated or damaged Normal RHA (n = 615) P-value
aberrant RHA (n = 13)

Surgical complications, n (%) 7 (54) 303 (49) 0.74
Pancreaticojejunostomy leakage 3 (23) 87 (14) wp
Delayed gastric emptying 4 (31) 193 (31) 0.96
Post-pancreatectomy haemorrhage 1 (8) 44 (7) 0.94
Hepaticojejunostomy leakage 0 () 21 (3) 0.50
Primary intra-abdominal abscess 1 (8) 25 (4) 0.52
Wound infection 1 (8) 55 (9) 0.87
Other 1 (8) 70 (12) 0.67

Re-laparotomy, n (%) 3 (23) 68 (11) /0.8

Hospital mortality, n (%) 1 ®) 13 @) \ 018 /

Median hospital stay (IQR), days 12 (14) 14 (11) 0.68

RHA, right hepatic artery; IQR, interquartile range



1. aRHA byla v 91% pripadd zachovana.

2. Pfitomnost aRHA nezhorsuje preziti.

3. Kdyz je vynucené, neCekané prerusena muze zvysit komplikace (biliarni leak, ishcemie jater — absces, intraabd.
Absces).

ORIGINAL ARTICLE

Influence of aberrant right hepatic artery on perioperative course
and longterm survival after pancreatoduodenectomy

Wietse J. Eshuis®, Klaartjie M. Olde Loohuis*, Olivier R. C. Busch, Thomas M. van Gulik & Dirk J. Gouma
Department of Surgery, Academic Medical Centre, Amsterdam, the Netherlands

Abstract

Objectives: An aberrant right hepatic artery (aRHA) is the most frequently encountered vascular
anomaly during pancreatoduodenectomy (PD). This study was performed to investigate the incidence of
aRHA in a large series of PDs and to explore its relationship with complications and survival.
Methods: In a consecutive series of 780 PDs, aRHA could be identified or ruled out in 758 patients by
reviewing operation reports. Patients with and without aRHA were compared. Main outcome measures
were complications and survival (only in patients with a malignancy).

Results: The aRHA group consisted of 143 patients (19%). Characteristics of patients in the aRHA and
normal RHA groups were comparable. There were no differences in surgical complications. The aRHA
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Time after surgery, months
No. at risk
Aberrant RHA 119 87 58 44 36 24
Normal RHA 508 398 261 174 134 106

Figure 3 Kaplan—-Meier survival curves for 627 patients who under-
went pancreatoduodenectomy for a malignant lesion, with (n = 119)
and without (n = 508) aberrant right hepatic artery. RHA, right hepatic
artery



Review Article

Management of the right hepatic artery in
pancreaticoduodenectomy: a systematic review

Mehdi El Amrani, Francois-René Pruvot, Stéphanie Truant

Department of Digestive Surgery and Transplantation, CHRU de Lille, Lille, France

Contributions: (I) Conception and design: M El Amrani; (II) Administrative support: M El Amrani; (I1I) Provision of study materials or patients: M El
Amrani; (IV) Collection and assembly of data: M El Amrani, S Truant; (V) Data analysis and interpretation: All authors; (VI) Manuscripe writng: All
authors; (VII) Final approval of manuscripe: All authors.

Correspondence to: Mehdi El Amrani, MD. Department of Bigestive Surgery and Transplantation, CHRU de Lille, Lille, France.

Email: mehdi_elamrani@hotmail fr.

U vétsSiny (87%) pacientl byla aberantni prava hepatika zachovana. Pouze v 8% ji bylo nutné prerusit,
coz nevedl| k navyseni morbidity.

were similar between patients with and without RHA. Despite the preservation of the RHA in most cases,
the rates of microscopic positive margin were also comparable between two groups with no impact of RHA
on survival rates.

Conclusions: Postoperative and oncological outcomes seemed unaffected by the RHA in PD. Prospective

studies are needed to evaluate its oncological impact.

Keywords: Pancreatoduodenectomy (PD); right hepatic artery (RHA); hepatic artery variation; aberrant artery

Metaanalyza 10 studii, 2278 pacientu
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Preodoperacni embolizace aberantni a. hepatica |.dx.
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Behem 4 dni rozvoj cholecystitidy — vynucena cholecystektomie — odklad resekce.

Po pankreatoduodenektomii poop. pribéh komplikovan biliarni sekreci prvni pooperacni den — pric¢inou lokalni
ischemie d. hepaticus communis v rozsahu 25% pravého obvodu — provedena resutura na T drénu.




Vstupni CT. Tumor dist. Choledochu. PUvodni suspicium na infiltraci
akcesorni RHA peroperacne nepotvrzeno.




Modifikovana operace dle Applebyho
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Predoperacni embolizace spolecné hepatické tepny pred resekci tumoru téla
pankreatu

N=13

V jednom pripadé migrace microcoilu hepatopetalné — povytazen balonem

Takasaka Isao, Wordl J Gastroenterolog 2012




Shrnuti

* Pfedoperacni CT s arterialni a portovenozni fazi pred jakoukoliv resekci pankreatu je nutnosti.

* Predoperacni posouzeni vyznamu aberantni tepny dle kalibru a také typu anomalie. Z dostupnych dat
vyplyva Zze u 90% pripadl Ize anomalni RHA zachovat.

* Peroperacni, neplanované preruseni rRHA bez nasledné rekonstrukce maze byt rizikové. Posoudit riziko
preruseni je mozné peropercnim nalézenim svorky a peroperacnim ICG. V pripadech preruseni rRHA je
nutné brat v uvahu i soucasnou Zilni resekci, ktera riziko komplikaci zvysuje.



Stenoza truncus coeliacus



Mozné dusledky preruseni a. gastroduodenalis pfi vyznamneé stendze TC

Jaterni ischemie
POPF

Biliarni leak
Zaludeéni ischemie

. Muros J, Soriano J, Codina-Barreras A, et al.: Celiac artery stenosis and cephalic duodenopancreatectomy: an undervalued risk? [Article in Spanish]. Cir Esp. 2011, 89:230-236. 10.1016/j.ciresp.2010.11.006.

. Smith SL, Rae D, Sinclair M, Satyadas T: Does moderate celiac axis stenosis identified on preoperative multidetector computed tomographic angiography predict an increased risk of complications after
pancreaticoduodenectomy for malignant pancreatic tumors?. Pancreas. 2007, 34:80-84. 10.1097/01.mpa.0000240607.49183.7¢e

. Zhou Y, Wang W, Shi Y, et al.: Substantial atherosclerotic celiac axis stenosis is a new risk factor for biliary fistula after pancreaticoduodenectomy. Int J Surg. 2018, 49:62-67. 10.1016/j.ijsu.2017.11.0

. Al-Saeedi M, Sauer HB, Ramouz A, et al.: Celiac axis stenosis is an underestimated risk factor for increased morbidity after pancreatoduodenectomy. Ann Surg. 2023, 277:e885-e892. 10.1097/SLA.0000000000005383



Klasifikace stenozy TC

A 30-50%
B 50-80%
C 80% a vice

* SugaeT, Fujii T, Kodera Y, et al. Classification of the celiac axis stenosis owing to median arcuate ligament compression, based on
severity of the stenosis with subsequent proposals for management during pancreatoduodenectomy. Surgery. 2012;151:543-549.



Celiac Axis Stenosis is an Underestimated Risk Factor for
Increased Morbidity After Pancreatoduodenectomy

Mohammed Al-Saeedi MD,* Hendrik B. Sauer, MD.* Ali Ramouz, MD,*
Julian M. Koch, MD.* Leonie Frank-Moldzio, MD,* Tom Bruckner, PhD, T
Martin Loos, MD* Philipp Mayer, MD,} Miriam Klauss, MD,} Yakup Kulu MD*
Christoph Berchtold MD.* Katrin Hoffmann, MD,* Arianeb Mehrabi MD*
Martin Schneider, MD.* Beat Miiller-Stich, MD,* Thilo Hackert MD*
Markus W. Biichler, MD,*s and Oliver Strobel MD*§

Objective: To assesses the prevalence and severity of CAS in patients
undergoing PD/total pancreatectomy and its association with major
postoperative complications after PD.

Summary of background data: CAS may increase the risk of ischemic
complications after PD. However, the prevalence of CAS and its rele-
vance to major morbidity remain unknown.

Methods: All patients with a preoperative computed tomography with
arterial phase undergoing partial PD or TP between 2014 and 2017 were
identified from a prospective database. CAS was assessed based on
computed tomography and graded according to its severity: no stenosis
(< 30%), grade A (30%—<50%), grade B (50%-<80%), and grade C
(> 80%). Postoperative complications were assessed and uni- and mul-
tivariable risk analyses were performed.

Results: Of 989 patients, 273 (27.5%) had CAS: 177 (17.9%) with grade
A, 83 (8.4%) with grade B, and 13 (1.3%) with grade C. Postoperative
morbidity and 90-day mortality occurred in 278 (28.1%) patients and 41

fistula. Precise radiological assessment may help to identify CAS. Future
studies should investigate measures to mitigate CAS-associated risks.

Keywords: celiac axis stenosis, complications, liver perfusion failure,
morbidity, pancreatectomy, pancreatoduodenectomy, posioperative
pancreatic fistula

(Ann Surg 2023;277:e885-e892)

ancreatoduodenectomy (PD) is the standard surgical treat-

ment for patients with benign or malignant pancreatic head
lesions.! * With substantial advances in surgical techniques,
perioperative care, and interdisciplinary management, both
perioperative and long-term outcomes of pancreatic surgery
have improved considerably in recent years and mortality had
decreased to under 5%.*7 However, despite these advances,

1429 pacientd podstoupilo PD nebo TP

* 440 vylouceno ze studie protoze nemély pred operaci zadné
CT (8%), CT bez arterialni faze (22%) nebo byla dokumentace
nekompletni.

* Findlné bylo zarazeno celkem 989 pacient(

e Stendza TC identifikovana u 273 (27,6%) pacientd.
*  Extrinsic (15%), intrinsic (9,7%), obé (2,4%).

A

18%
8%
1%



S narustajicim stupnem sténozy roste riziko POPF a ischemie jater

FIGURE 2. Frequency of clinically rele-
vant complications associated with the
severity of CAS after PD/TP. (A) POPF
(grade B/C): the rate of clinically relevant
POPF is significantly associated with CAS
(P = 0.019);(B) Liver perfusion failure
(moderate/severe): the overall rate of
moderate and severe liver perfusion fail-
ure is significantly associated with CAS
(P = 0.003). CAS indicates celiac axis
stenosis; POPF, postoperative pancreatic
fistula.
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S narUstajicim stupnem stenozy TC roste morbidita zahrnujici (POPF, PPH, LPF, BL a zaludecni
komplikace)

Al-Saeedi et al Annals of Surgery » Volume 277, Number 4, April 2023

Composite endpoint

60%

53.8%
50%
40%
ApAE 28.9%
23.2%
FIGURE 3. Rate of composite endpoint 20.4%
(POPF, PPH, LPF, BL, and gastric compli- s
cations) is significantly associated with
CAS (P = 0.011). BL indicates biliary |4,
leakage; CAS, celiac axis stenosis; LPF,
liver perfusion failure; POPF, post-
operative pancreatic fistula; PPH, post- 0%
No stenosis 30%-<50% 50%-<80% >80%

pancreatectomy hemorrhage.



Klasifikace stenozy TC

FIGURE 1. Examples of celiac axis without stenosis (A) and of
CAS of different grades (B-D) in sagittal reconstructions of
contrast-enhanced computed tomography during arterial
phase. (A) No evidence of celiac axis stenosis (white arrow). (B)
Grade A (30%— < 50%) extrinsic CAS (white arrow). (C) Grade
B (50%—-<80%) extrinsic CAS due to median arcuate ligament
with the characteristic hooked appearance (white arrow). (D)
Grade C (> 80%) intrinsic CAS due to severe atherosclerosis
(white arrow). CAS indicated celiac axis stenosis.



ORIGINAL ARTICLES

Does Moderate Celiac Axis Stenosis Identified
on Preoperative Multidetector Computed
Tomographic Angiography Predict an Increased
Risk of Complications After
Pancreaticoduodenectomy for Malignant
Pancreatic Tumors?

Smith, Simon Leslie BMedSci, BM, BS, MRCP, FRCR"; Rae, David MS, FRCS (Ed), FRCS (Eng)'; Sinclair,
Martin FRCS'; Satyadas, Thomas FRCS (Ed), FRCS (Eng), FRCS (Glas)"

N=36

Author Information®©

Pancreas 34(1):p 80-84, January 2007. | DOI: 10.1097/01.mpa.0000240607.49183.7e

Stendza TC 20-60% nezvysuje morbiditu



Jednou ze znamek zavazné stenozy TC muze byt zvySeny pocet kolateral v oblasti mesopankreatu
patrny na CT.

* |to K, Takemura N, Inagaki F, Mihara F, Shida Y, Tajima T, Kokudo N: Diagnosis of celiac artery stenosis using multidetector
computed tomography and evaluation of the collateral arteries within the mesopancreas of patients undergoing
pancreaticoduodenectomy. Clin Anat. 2021, 34:1035-1042. 10.1002/ca.23716



Reseni stendzy TC

* Dvojfazovy pristup:

Nejprve reseni stenézy (dilatace, stent, deliberace MAL, chiruricky bypas), pak
resekce.

* Jednofazovy pristup:
peroperacnim preruseni MAL.



Shrnuti

* Na rrll<o,i|nost stenozy TC je treba myslet a stav TC hodnotit v arterialni fazi CT pred kazdou pankreatickou
resekci !

e Stendzy do 50-60% prusvitu nemusi mit klinicky vyznam.

» Ale riziko ischemickych komplikaci mutze byt vyssi u komplexnich resekci a tam, kde je vyssi riziko salvage
pankreatektomie (tumory dist. Choledochu, periampuldrni nadoru, PENT atd...).

. IVReléem' klinicky zavaznych stenoz je vzdy individualni. Na prvnim misté zvazujeme endovaskularni reseni,
drénujeme bilitrakt, histologicky verifikujeme (EUS FNAB) a zahajujeme ,,neoadjuvantni“ onkologickou lécbu.



Resekabilita
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Hodnoceni resekability dle NCCN

Resectability

Arterial Involvement

Venous Involvement

Resectable

No tumor contact with major arterial structures
(CA, SMA, and/or CHA)

No tumor contact with SMV or PV

<180° contact WITHOUT vein contour irregularity

Borderline
Resectable

Pancreatic head /uncinate process:

e  Solid tumor contact with CHA without
extension to CA or hepatic artery bifurcation

e  Solid tumor contact with the SMA of <180°

e  Solid tumor contact with variant arterial
anatomy (example: accessory right hepatic
artery, replaced right hepatic artery, replaced
CHA, etc.)

Pancreatic body/tail:
e  Solid tumor contact with the CA of <180°

Solid tumor contact with the SMV or PV of >180°

<180° solid tumor contact with contour
irregularity of the vein or thrombosis of the vein
BUT with suitable vessel proximal and distal to the
site of involvement, allowing for adequate vein
resection and reconstruction

Solid tumor contact with the inferior vena cava

Locally Advanced

Pancreatic head /uncinate process:

e  Solid tumor contact >180° with the SMA or CA

e  Pancreatic body /tail:

e  Solid tumor contact of >180° with the SMA
or CA

e  Solid tumor contact with the CA and aortic
involvement

Unreconstructible SMV or PV due to extensive
tumor involvement or venous occlusion

Note: all recommendations are category 2A (uniform NCCN consensus that the intervention is appropriate based

on lower-level evidence) [27].



Ishikawa classification

-
—

Normal Smooth shift Unilateral Bilateral Bilateral narrowing
narrowing narrowing with collateral vein



> Neoplasma. 2020 Nov;67(6):1319-1328. doi: 10.4149/neo_2020_190923N955. Epub 2020 Jul 1.

Correlation of survival length after
pancreaticoduodenectomy for pancreatic head
adenocarcinoma depending on tumor characteristics
detected by means of computed tomography and
resection margins status

V Prochazka ', J Hlavsa 1, L Kunovsky 1 2 M Farkasova !, M Potrusil 1, T Andrasina 2,

A Litavcova 2, J Mazanec 4, J Dolina 2, L Ostrizkova 2, M Eid 2, P Kovalcikova ©, T Pavlik ©, Z Kala !

Affiliations + expand
PMID: 32614234 DOI: 10.4149/nec 2020 _190923N955

Tumor interface with vein wall on CT image
Mo interface 3B
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Typy zilnich resekci

dle ISGPS

Type 1 Type 2

S

Interposition graft

End-to-end + splenic vein
+ splenic vein preservation
Primary suture Patch preservation + splenic vein reposition




Hodnoceni resekability VP/VMS

Postizeni zily do 2cm délky lze resit resekci segmentu zily s anastomdzou. Delsi Usek je treba
nahradit.

Hlavnim limitem je Sifeni smérem do periferie. Infiltrace prvni jejunalni zily je vétSinou jiz znakem
neresekability.



Tepny

AMS, TC, HA

Resekce tepen lze provést u prisné selektované skupiny
pacient& (neoadjuvance, nador v regresi (PET + onkomarkery).

Pfi tésném vtahu tumoru k tepné zvazujeme resekci s tzv.
periarterialni disekci.

Problémem zUlstavavd hodnoceni resekability pro
neoadjuvantni onkologické Iécbé.




Predoperacni hodnoceni diseminace

mdoirid 8

Review Article | & Full Access
MRI vs. CT for the Detection of Liver Metastases in Patients
With Pancreatic Carcinoma: A Comparative Diagnostic Test
Accuracy Systematic Review and Meta-Analysis

Mos=tafa Alabousi MD, Matthew DF Mclnnes MD. PRD. FRCPC, Jean-Paul Salameh BSc
Janakan Satkunasingham MD, FRCPC Yoan K. Kagoma MD. FRCPC, DABR .. See all authors

MR jater se jevi senzitivnejsi nez CT.

Obecnou vyhodou PET metod je moznost posouzeni ucinnosti neoadjuvance

Alobousi M, JMRI 2020



Typ resekce ve vztahu k typu nadoru



Standardni lymfadenektomie

) LS)

Definition of a standard lymphadenectomy in surgery for pancreatic ductal adenocarcinoma: A consensus statement by the International Study

Group on Pancreatic Surgery (ISGPS), Surgery, 2014.



JRIANGLE operation”

The TRIANGLE operation — radical surgery after neoadjuvant treatment for advanced pancreatic cancer: a
single arm observational study, Hackert, Thilo et al. HPB, Volume 19, Issue 11, 1001 — 1007.



Karcinom pankreatu
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Olakowski M. A change in approach of pancreatic head
cancer resection? NOWOTWORY J Oncol 2021; 71

Jingyong Xu et al., J Cancer 2017
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Neuroendokrinni tumory

rizikoveé zony pro enukleaci

Pred enukleaci inzulinomy je vhodné MR pankreatu k
posouzeni vztahu tumoru k wirsungovu vyvodu.

Duconseil P, WJSO, 2018



Cystické tumory

SPT, SCA, MCN, IPMN

U SPT a MCN je resekce indikovana vzdy.

v

U SCA jen vyjimecné.
U IPMN selektivnée

U IPMN je vzdy otazkou koho operovat
A jaky rozsah resekce provést (pankreatoduodenektomii nebo totalni pankreatektomii)?



Periampularne lokalizované nadory

Ampulomy, tumor dist. Choledochu, tumory duodena, PENS, cystické tumory

Snadna resekce ale vysokeé riziko komplikaci



Co by chirurg potreboval v popisu CT pred
operaci pankreatu

1 Popis tepennych anomalii v povodi TC a AMS. Dle kalibru tepen odhadnou vyznamnost jednotlivych tepen pro zdsobeni jater.
2 Popis vyznamnosti stendzy TC — je vétsi jak 60% ?
3 Vztah k hepatické tepné. Zasahuje tumor infiltrujici AGS azZ k hepatické tepné. V jakém rozsahu smérem k TC a smérem k jatriim

tepnu infiltruje (cm)? Je aberantni prava hepaticka tepna odstupujici z AMS tumorem infiltrovana a jaky ma kalibr (jaky je jeji
vyznam pro zadsobeni jater).

4 Vtah k AMS. V jakém rozsahu je obvod tepny tumorem infiltrovan (stupné), jak je infiltrace dlouha a jak je daleko od odstupu AMS
z aorty ?
5 Vztah k VP/VMS. V jakém rozsahu je obvod zily infiltrovan (stupné). Jak je infiltrace dlouha a jaky je jeji vztah ke konfluens s liendalni

zilou (nad, v urovni konfluens, pod konfluens jen na VMS). Je infiltrovana jiz prvni jejunalni zila?

V pripadé neuroendokrinnich nador( u kterych je zvazovdna enuklece je tieba popis vztahu resp. vzdédlenosti od Wirsungova vyvodu (MR).



Dekuji za pozornost
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