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Basit kist,
Psodokist,

Retansivon kistleri,
Lenfoepitelial kistler

Serdz kistik neoplazi (SCN),
Miisindz kistik neoplazi (MCNs),

i (IPMIN),

pa
Solid psédopapiller neoplazi

ANKARA SEHIR HASTANESI MALIGN
. P KISTLER
GASTROENTEROLOJI CERRAHISI £
Pankreasin Kistik Tumorlerinde Ne : kaw'""“!‘-?em“"’”‘"'
Zaman Izlem? Ne Zaman ve Nasil FEETLEENIEY,
Cerrahi? Solid psédopapiller neoplazi
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I. No lining ‘Pseudocyst”: pancreatitis- 30"
associated Misin6z — Non muisindz
II. True lining Mucinous Malign — Benign
Intraductal papillary 20 Takip — Cerrahi
mucinous neopl.
Mucinous cystic neopl. 10
Serous 20 s .
Others (squamous, acinar, <5 orun:
endothelial....) Malign kistleri takip — Masum kistleri opere
III. Degenerative/necrotic  Solid-pseudopapillary <5
change in a neoplasm neoplasm . . . =
Cystic ductal adenocarcinoma <5 Cerrahi Segenekler: Radikal — Organ koruyucu
Others (endocrine, mets., etc) <5

Pankreatik Kistik Neoplaziler

Pankreas kistik neoplazimlarin (PKN) prevalansi
% 2,6-15 arasindadir.
Tum pankreas neoplazilerinin %15 (2.4-19) i
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MD-IPMN
Mixed-iPMN
SCN BD-IPMN Kistik PDAC
Malignite riski tirdigi riskten daha fazla i thi MCN
g P Y« & 14 SPN
Kistik NET
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Characteristics SCN MCN MD/MT-IPMN SB-IPMN SPN CcNET
Y Ageof Variable, Variable,usually  Variabl,usuallyS*to7*  Variable usuallys® 203" Vadleusalys”
o Presentetion  usualyS*to7* S*to7* decade  decade to7" decade decade to6" decade & esso
0 decade
Gender 10%female  90-95%female  Equal Equal 0% female  Equal
distribution
Clinical Incidental Incidental finding, ~ Incidentalfinding, Incidental Incidental Incidental
presentation  finding, abdominalpain  jaundice, pancreatitis, finding,jaundice, ~finding, finding (usually
ormalignancy- i pancreatitis, abdominalpain, - nonfunctioning),
masseffect  related malignancy-related malignancy-related masseffect  abdominalpain,
mass effect

Typicalimaging  Microcystic  Unilocular,
characteristics ~ (honeycomb  macrocystic

Dilated pancreaticduct  Dilatedside

Solidandeystic Solidand ystc
or dilated pancreatic duct  branches mass

s, ypenasculr

appearance) withdiltedsidebranches
Connectionor ~ No No Yes Yes No No
involvement

with main

pancreatic duct

Solitaryor Solitary Solitary Soltary/multifocal Solitary/multifocal - Solitary Solitary
multifocal

Malignant Negligle 10-39% 36-100% 11-30% 10-15% 10%
potenial’
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Seroz Kistik Neoplazi (SCN)

B O

* % 20 (10-30)
* Non-misin6z
* Morfolojik olarak

1. Mikrokistik

2. Makrokistik (Oligokistik) )

3. Mixed Microcystic type Macrocystic type Mixed type Solid type.
4. Solid tip

* Bal petegi berrak sivi
* Ortalama 5 cm (2-25 cm)

* Psddokistten ayrilir: Gergek kist yapisi (cuboidal line), Glikojenden
zengin sivi, Santral skar (%30)

* Benign lezyon (literatiirde seroz kist adenokarsinom mevcut)

Serous cystic neoplasm of the pancreas: a
multinational study of 2622 patients under the
auspices of the International Association of
Pancreatology and European Pancreatic Club
(European Study Group on Cystic Tumors of the
Pancreas)
* Retrospektif (1990-2014), takip suresi 3,6 (1-23) yil, Cok merkezli
* %61 hasta takip sirasinda opere edildi

* %52’ takibin ilk 1 yil igcinde

* %9'ulyilsonra

* %61 asemptomatik

* 3 (%0,1) hasta Kistadenokarsinoma (7cm, 10 cm, 17 cm)
* SCN ye baglh mortalite: % 0,1

* Post op (ilk30 glin) mortalite: 10 (%0,6)

€sso

Cerrahi Endikasyon

* Semptomatik
« >4cm / takipte hizli biiytime (0,6 cm /yil ???)
« Solid kitle igeren kist

* Tanida stiphe

6 Miisindz Kistik Neoplazi (MCN)

* Ortalama 5 cm (2-8 cm)

* Govde, kuyruk yerlesimli %90

* WHO
* Misinéz kist adenoma %65
* Borderline miisinéz kistik neoplazi/ HGD % 10- 30
* Miisinoz kistadenokarsinoma % 6-20

* Malignite Risk Faktorleri:
* >4cm
* Semptomatik
* Mural nodiil,
* Duvar kalinligi ve Septal kalinlik (> 3mm)
« Eggshell(Periferal) Kalsifikasyon
* Yag (>44 - 55)
¢ Cal9-9 yiiksekligi

6

Contants ists available at ScienceDirect
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Pancreatology

Journal nomepage: www.elsevier.com/locate/pan

Original article

Mucinous cystic neoplasm of the pancreas: Is surgical resection
recommended for all surgically fit patients?

Jae Woo Park, Jin-Young Jang ', Mee Joo Kang, Wooil Kwon, Ye Rim Chang, Sun-Whe Kim

Contents lsts available at ScienceDirect

Pancreatology

journal homepage: www.slse

Patients with a resected pancreatic mucinous cystic neoplasm have a
better prognosis than patients with an intraductal papillary mucinous
neoplasm: A large single institution series

James E. Griffin, MD °, Andrew |. Page, MD °, Georges J. Samaha, MD*,
‘Adrienne Christopher, BA *, Feriyl Bhaijee, MD *, Maryam K. Pezhouh, MD *,

Niek A. Peters, BSc *, Ralph H. Hruban, MD , Jin He, MD *, Martin A. Makary, MD *,
Anne Marie Lennon, MD, PhD *, John L. Cameron, MD*,

Christopher L. Wolfgang, MD, PhD *, Matthew J. Weiss, MD **
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1-Boyut ve yerlesimden bagimsiz olarak tim MCN cerrahi ile tedavi edilmeli

4 Distal Pankreatektomi

A Dalak Koruyucu Distal Pankreatektomi
. Pankreatikoduodenektomi

. Santral Pankreatektomi

KUR / cerrahi morbidite
* * * Kisitin riiptiir olup periton dagilmasindan kaginilmali

2- izle ve gor

+ Asemptomatik

. <3em

+ Mural nodil olmayan
Wirsung ve koledok dilatasyonu olmayan
+ Normal CA19-9

R‘F‘éz’lx}mor\xwou . . a g ffjh"
Solid Ps6dopapiller Neoplazi {5} eso

* Pankreas kistik neoplazilerin %5,5-10
* 20-30vyas, kadin
* Ortalama 6 cm (3-20)
« icinde hemoraji ve nekroz igeren solid/kistik, hipovaskiiler,
kapsuli belirgin kitle
* %4,6-15 malign potansiyel lokal veya metastaz
* Metastaz igin risk faktorleri:
* >8cm
Perindral ve vaskiiler invazyon
Seliiler atipi
Kapstl invazyonu
Komsu organ ve doku invazyonu

vlusa vlusal P
CERRAHI ONKOLOJI . CERRAHI ONKOLOJI 1 (1sin® 1
SPN - Cerrahi €sso Intraduktal Papiller Misinéz Neoplazi €sso
0 o (IPMN)
* Margin negatif rezeksiyon yeterlidir
* Komsu organ invazyonu veya lokal ileri timérlerde radikal MD-iPMN -
en blok rezeksiyonlar yapiimalidir A - Cerrahi
) . Mixed-IPMN [
* Lenf nodu metastaz riski: %0 — 0,3 ekstensiv LND _
gerekmez .
BD-iPMN — Cerrahi / Takip
* Lokal veya uzak metasazlarin komplet rezeksiyonu surviyi N
arttiraktadir * Malignite Riski: .
« Distal pankreatektomi + splenektomi * MD-IPMN ve Mixed IPMN
+ Dalak koruyucu distal pankreatektomi . Ana klanaL
* Pankreatikoduedonektomi W~"° u
. M 4 . * Kist>3 cm
* Enukleasyon saglam cerrahi sinirlar ile yapilmalidir * Yas>70
ulusa ulusal Long-term Risk of Pancreatic Malignancy in Patients
CERRAHI ONKOLOJI P, e Q B CERRAHI ONKOLOJ With Branch Duct Intraductal Papillary Mucinous
KONGRES‘ (mCI efl‘s Q“ Neoplasm in a Referral Center

[ORIGINAL ARTICLE

Predictors of Malignancy in Intraductal Papillary Mucinous
Neoplasm of the Pancreas

Analysis of 310 Pancreatic Resection Patients at Multiple
High-Volume Centers
ashivo Shimizu, MD,* Hirok Yamaue, M. Hiveyuki Maguchi, MD.# Kenji Yamao, MD.§

Seiko Hirono, MD. Manabu Osanai, MD.# Susumu Hijioka, MD.S Waki Hosoda, MD.|]
Yasushi Nakamura, MD. Toshiya Shinohara, MD,# and Akio Yanagisawa, MD**

* iPMN : MD, Mix, BD-IPMN
* Sonug:
* MD-iPMN ve Mix-IPMN malignite igin risk faktorii
* Mural nodil ¢api (>7mm)
* MPD genisligi (>6,2 mm)
* BDicin kist blytklugi (>3cm)

aria Pergolini , Kiaus Sahora 2, Cristna R F

20%
18%
16%
14%

Cystsize
12% at diagnosis

—=1cm

Cumudative incedence of malignancy
(%)

Year of follow-up
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Small (Sendai Negative) Branch-Duct IPMNs

Not Harmless

2012

Stefan Fritz, MD," Miriam Klauss, MD.} Frank Bergmann, MD.} Thilo Hackert, MD,"* Werner Hartwig, MD,"
Olliver Strobel, MD.* Bogata D. Bundy, MD. Markus W, Biichler, MD." and Jens Werner. MD*

Pancreatology
Volume 17, s 2, March-Apil 2017, Pges 255-262

‘The Sendai and Fukuoka consensus criteria for

the management of branch duct IPMN - A

ulusal J‘_v"“’\.,
CERRAHI ONKOLOJI > JAMA Surg. 20 (51818.25.dof 10.1001amasu —
[konGrRes [ X . ) i ; If esso
0 Risk of the Watch-and-Wait Concept in Surgical
Treatment of Intraductal Papillary Mucinous

Neoplasm 2021

No. of patierts
8

. . 20
meta-analysis on their accuracy
100
s e, Chitop . Michs S Schsel, o Kt ark . 05k, Thio ket
Rderoms;  Bordering; G tinely nvasive
tooeary imely PMNPOAC;
Timing of surgery toolate
el ulusal
AHI ONKOLOJI P : CERRAHI ONKOLOJI R g
SONUC- ONERI IPMN - Cerrahi

* Zamaninda opere edilen grup: %35, erken: %30, ge¢: %34

* Radiolojik malignite:
* Erken opere edilen grubun %13
* Geg grubun %88,6 si
* Zamaninda %34,5 inde

* Geg grubun yarisi bagka merkezlerde takip karari olan hastalar
* Geg grupta morbidite ve mortalite yuksek

ONERI
IPMN de erken rezeksiyon

« Eniikleasyon - Radikal cerrahi
« Diisiik riskli BD-iPMN de eniikleasyon serileri mevcut
« invazyon siipheli tiim olgularda LND yapilmali

* Frozen 6nemli
* Multifokal / Diffiiz yerlesim
* Total pankreatektomi (%10-20)

C-PNET

»
¥
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* Pankreas kistik neoplazilerin %5-7 si, PNET’lerin %5-10 u
« Genelde non-fonksiyonel ve soliter

* Solid tm lere gore daha iyi prognozlu

* Pur kistik - solid komponent

* Hipervaskler

* >2cm lenf nodu ve KC metastazi

ulusa

Pankreas Kistik Neoplazilerinde
Tani ve Cerrahi/Takip Karari

0

#
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1. Semptomlar: Agri, Sarilik, Yeni gelisen DM

2. Gorintileme
* BT: % 40-81
* MRI, MRCP: % 40-95, Gold standard goriintileme yontemi

* E-USG: Solid komponent varligini ve vasklariteyi
degerlendirmede degerli

3. Kist sivisi analizi
« Sitoloji: Diagnostik dogruluk orani %8-59
« Biyomarkerlar




4/6/22

48
E
@ €sso

| KONGRESt ]|
‘°“°“S' Semptomlar

* Asemptomatik / insidental kistler %70
* Semptomatik kistler

* Agn % 70

* Kilo kaybi %38

* Akut pankreatit %36

« ikter %18

« Paplable kitle %5

ulusa A novel for i ination clinical 2017 7%
CERRAHI ONKOLOJI i i =) €SSO
ONGRES! markers of pathology applied to a large retrospective
0 cohort of surgically resected pancreatic cysts

David L Masica,*** Marco Dal Molin,*2* Christopher L Wolfgang,*** Tyler Tomita,"
Mohammad R Ostovaneh,* Amanda Blackford,” Robert A Moran,* Joanna K Law,*
The Barkley,” Michael Goggins,*** Marcia | " Meredith Pittman,**
James R Eshleman,*® Syed Z Ali” Elliot K Fishman,® Ihab R Kamel,® Siva P Raman,®
Atif Zaheer Nita Ahuja,® Martin A Makary.’ Matthew J Weiss,* Kenzo Hirose,*
John L Cameron,* Neda Rezaee,* Jin He.* Young Joon Ahn,* Wenchuan Wu,*
Yuxuan Wang,*® Simeon Springer,’? Luis L Diaz Jr,**® Nickolas Papadopoulos,*

Ralph H Hruban,**** Kenneth W Kinzler," Bert Vogelstein,** Rachel Karchin, "

and Anne Marie Lennon”

* 1036 opere panreas kistik neoplazi
* IPMN: 584

* SCA:322

* MCN:78

* SPN:42

5 Yusa Yas — Cinsiyet - Lokalizasyon
—N: CERRAHI ONKOLOJI
6 Q &= 6 e
a Mlatiens LI ) Mo N .
(N=1026) M s vam) v )
Symptons, (%)
Aodoninalpan WU\ 10008 24 W4 DRI 30
Weightloss mi6s) | 0781) BORSTE) (63 206 0 " . N
Acute pancratits BRI | 048 SRS 208 s 207 PCN Age (decade)  Gender, Location Mahgnanc? rate
Jandce w00/ 1me(ss8) B(s29 161 36 0 female, % (body/tail),%  (from surgical series), %
Diabetes o wne7) W) s 760 2648
Selected individual clinical features for identifying highrisk IPMNs among all IPMNs MCN 4th-5th >95 9% 10-15
. . .
Clinical Feature  Sensitivity (%) Specificity (%) Q-value ;(};;‘ i:: 83 ;g Ul(l) 1§
Jaundice 24 o Sox 12:2 BD-IPMN 6th-7th 5 30 305
eight loss 35 s 0% e . -
MPD dilation 58 75 8.6x10°° Mix-IPMN 6th-7th » -
Diabetes 25 85 1.6x1072 MD-IPMN 6th-7th 55 -
Mural nodule 37 83 1.9%10-*
a ° lusal
AHI ONKOLOJI " o . @ esso %S{R(AH\ ONKOLOJI ;@} esso
Goruntileme ¢

Benign — Malign ayriminda dogruluk

* CT: % 70-80
* MRI %55-76 (IPMN ayrimi igin %96 sensitif)
* EUS: %65-96
* PET/CT: %94

CT f of
cystic tumors of the pancreas

¢ 1-Lezyon multilokiler,
makrokistik yapida, septa
iceren ve kalsifiye kalin duvarli
ise malignite potansiyeli en
yuksektir

2- Multi lokdle, ince duvarli ve
kalsifikasyon yok ise dustik
malignite

3- Uni lokuler, mural nodul
olsun veya olmasin kalin duvarli
ve kalsifikasyon var ise
malignite riski yiiksektir

4- Unilokile ince duvar ve
kalsifikasyon yok ise dusiik risk
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Contane ists vailabl o ScVarse ScencaDinct
Pancreatology

journsl homepage: www.elsevier.comlocate/pan

Original artice
Frequency and significance of calcification in IPMN

R. Perez-Johnston ", O. Narin“, M. Mino-Kenudson®, T. Ingkakul, AL Warshaw,
C. Fernandez-del Castillo®, V.D. Sahani*

IPMN ile %20 kalsifikasyon gériiliir. Daha gok punktat (%80)
kalsifikasyon gorulr. Coarse kalsifikasyon (%33)

Kalsifiye ve non kalsifiye lezyonlarin karsilastirildigi 160 kiistir ipmn
hastada coarse kalsifikasyonlarin malignite ile beraber punktat
kalsifikasyona gore daha sik oldugu gérilmus

Diger risk faktorleri varsa main duct dilatasyonu gibi maligniteyi
disundurebilir

MR, MRCP

KONGRESI -
o

6” 1 ‘ FNA- Kist Sivisi

* Amilaz
* CEA
* Musinéz-Non musinéz ayrimi ( >192ng/ml %80 dogruluk)
* Ca19-9
* KRAS,GNAS mutasyonlari
* Glukoz ( < 50 mg/dl ), Glukojen

« Sitoloji : Sensitivite %64, Spesifite %90

Biopey ond pancreatic cyst flud testing Pancreatic yorce testing

Linear ar

ulusal
CERRAHI ON
KONGRESI
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Role of serum carbohydrate 19-9 and carci bryonic
antigen in distinguishing between benign and invasive
intraductal papillary mucinous neoplasm of the pancreas 2010

S. Fritz, T. Hackert, U. Hinz, W. Hartwig, M. W. Biichler and J. Werner

ceral Surery, U
¢ Dr ). Werner (e-mail: Jems W

n Neesheimer Feld 110, 69120 Heidelberg, Germman
hesdelberg.de

CA19-9 (>37 units/ml)

ORIGINAL ARTICLE

2015
Clinical implication of serum carcinoembryonic antigen and carbohydrate
antigen 19-9 for the prediction of malignancy in intraductal papillary
mucinous neoplasm of pancreas

‘Contents lsts available at Scis SURCERY

Surgery

ulusa
CERRAHI O
| KONGRES! |

o Journal homepage: wiww lsevisr.comlocateisurg

Systematic review of the utility of 18-FDG PET in the preoperative
evaluation of IPMNs and cystic lesions of the pancreas

* 14 galisma

* 392 FDG PET/CT

« 190 (%53) Malign, (%47) Benign

* Dogruluk %91

* Sonug: Sendai ve Fukuoka dan daha Ustln
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GUIDELINE
ONERILERI

ulusal
CERRAHI ONKOLOJI
0 =
Inter C for
of Int P v
and Cystic of

the Pancreas
Masao Tanaka* Suresh Chari* Volkan Adsay®

Carlos Fernandez-del Castillo? Massimo Falconi* Michio Shimizu®

Koji Yamaguchi* Kenji Yamao® Seiki Matsuno®

* Tim MCN lezyonlar rezeke edilmeli

* Tim main duct ve mixed iPMN lezyonlar icin
rezeksiyon

* Yan kanal iPMN icin asemptomatik kiigiik kist
lezyonlar takip, semptomatik ve >3cm kistler
rezeksiyon

ulusal

CERRAHI ONKOLOJI
KONGRESI
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Fr————

Conterts tota svade

Pancreatology E

Journal homapage: www.slsevier.comiocata/pan

Review arice
International consensus guidelines 2012 for the management of IPMN and MCN of
the pancreas
Masao T. arlos Fernd md«/ m\ ( \\mln" Vn!k m Adsay", \un sh le ari?, Ma lwmn nluxm

o ‘Max Schmid

Jin-Young Jan, Wataru Kim hop
Wi S Chamopher . Wollons Ko Yamao

« Tiim main duct iPMN lezyonlar icin rezeksiyon
* BD-iPMN:
« ikter, solid komponent, MD>10 mm
* Worrisome features EUS
* Mural nodiil, ana kanal invazyonu, positif / stipheli sitoloji
* MCN igin fit hastalarda cerrahi rezeksiyon 6nerilir

Are any of the following high-risk stigmata of malignancy present?
i) obstructive jaundice in a patient with cystic lesion of the head of the pancreas, ii) enhancing solid component within cyst,
iii) main pancreatic duct 210 mm in size

¥
x Are any of the following worisome features present?
Consider Clinical: Pancreatitis
surgery, Imaging: i) cyst >3 cm, ii thickened/enhancing cyst walls, iii) main duct size 5-9 mm, iii) non-enhancing

if clinically mural nodule iv) abrupt change in calber of pancreatic duct with distal pancreatic atrophy.

appropriate

I yes, perform endoscopic ultrasound

Are any of these features present?

i) Definite mural nodule (s)®
ii) Main duct features suspicious for involvement ©
iii) Cytology: suspicious or positive for malignancy T

]

3 v £3 3
CT/MRI CT/MRI EUS in 3-6 months, then Close surveillance aternating
yearly x2 years. | | lengthen interval alternating MRI | [ MRI with EUS every 36 months.
3 years then lengthen with EUS as appropriate. ¢ Strongly consider surgery in young,
interval Consider surgery in young, i ts
if no change 4 fit patients with need for
prolonged surveillance

Revisions of international consensus Fukuoka

ulusal
CERRAHI ONKOLOJI guidelines for the management of IPMN of the 2018
ONGRESI pancreas

Masao Tanaka ", Carlos Femands astillo 2, Terumi Kamisawa 3, Jin Young Jang *
Phle Lo ko O Vinoru Tada .
Chrsopher Lo
Worrisome features
Diameter of 23 cm indication for EUS =
Enhancing mural nodule > 5 mm FNA and closer sur-
‘Thickened/enhancing walls veillance; if confirmed

definite mural nodule(s)
>5 mm, main duct

Main duct 5-9 mm
Abrupt caliber change of main pancreatic duct

Lymphadenopathy features suspicious for

Serum level CA 19-9 clevated (O G

Growth >3 mm/12 months; 5 mm/24 months | 8 Suspicious or positive
for malignancy, consider
surgery

High-risk stigmata

Obstructive jaundice caused by cystic lesions
consider surgery

Enhancing mural nodule 2 5 mm
Main duct = 10 mm

Are any of the following “high-risk stigmata” of malignancy
) obstructive jaundice in a pauem with cystic lesion of the head of the pancreas, i) enhancmg et nodule = 5 mm,
il) main pancreatic duct =10 mm
v 2

[es] (o]

Clinical: Pancreatitis *
Imaging ) cyst = >3 cm, i) enhancing mural nodule < 5 mm, iii) thickened/enhancing cyst walls, iv) main duct
ize 5-9 mm, v) abrupt change in caliber of pancreatic duct with distal pancreatic atrophy,
vq lymphadenopathy, vii) increased serum level of CA19-9_ vil) cyst growth rate > 5 mm / 2 years
i) Main duct features suspicious f

If yes, perform endoscopic ultrasound
{ Whatis the size of largest cyst?
iil) Cytology: suspicious or positive for mallgnancy

Are any of these le.:lures
Siem w2 em [23em [Faem
3

if clinically
ppropriate

i) Definite mural noame(s

1— CT/ MRI EUS in 3-6 months, then Close surveillance altemating
in 6 months, then 6 months x 1 year lengthen interval up o 1 year, MRI with EUS every 3-6 months.
every 2 years yearly x 2 years, altemating MRI with EUS as Strongly consider surgery in young.
if no change then lengthen appropriate. fit patients
interval up to 2 years Consider surgery in young,
if no change fit patients with need for

prolonged surveillance
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European evidence-based guidelines on pancreatic e st e
cystic neoplasms {ousor marg 7
The European Study Group on Cystic Tumours of the Pancreas ertomaimes 2 l e
" Cinialevlusion | § motidiis (o o ;
Table2 Rikofigh grancy acording todiataton ot ductin PUN E'K“fu«.'“ H gttt b || omndnomioes | (1 ooy
MRI and/or EUS I ne relative indicatic surger
Paients with eithe igh grade ' g e, - l
Reference Study design Munber of patients MPD dilatation dyspasa or malignancy (%) ;‘l::rn ;:.:X 1#year from Patints withsignificant
Ogmaetal” 208 Rerospecve o — o Clnial vausion el .
Shneta™ 2010 Retspecthe m 26nm ) o s [ 3 P forsgery puicts whounderwent
Hodefawad et of® 2014 Retropective 2 28nm 5 - Clialevaoaion | £
Senun CAI99 s
et 3 Rergectie o s “ - MRIadorBUS I3 . posiive cytology Jid mass, joundice |
Seoeta™ M6 Retrospective 158 25mm [ 2 3 {tumorreated) X >10mm, !
0, pancestic . i o A9 Ul s |
| o caed by AN, s s o ) "
ulusal @ ulusal
CERRAHI ONKOLOJI . " . . . . . i H esso CERRAHI ONKOLOJI esso
| KONGRES ]|
rersEm— \/alignite icin risk faktorleri e
« Kistik pankreas lezyonu saptanan hastalar bu konuda
’ N o deneyimli gastroenteroloji, cerrahi, radyoloji ve patoloji
* 3 cm'den biiyiik lezyonlar : malignite riskinde tig kat artig birimleri olan ileri merkezlerde yonetilmeli
* Mural noddllerinin varligi: malignite riskinde sekiz kat artis
« Ana pankreas kanalinin genislemesi (>5mm, 6mm, 8mm)
* Ailede pankreas kanseri ykisi (IPMN) ( « Malign transformasyon siiresi uzun olsa da bu hastalarin
* Pankreas kanserine yatkinlik olusturan mutasyonlar (6zellikle P i 5
BRCA2) kiratif cerrahi sansi oldugu unutulmamali
* CA-19-9
* Agiklanamayan akut pankreatit, 6zellikle 50 yasin tizerindeki «R kS | K labil zieibili
hastalarda ezeksiyonlar organ koruyucu vyapilabilecegi gibi invazyon
« Yeni baglayan diabetes mellitus distinilen hastalarda radikal cerrahiden taviz verilmemeli ve
* Kalsifikasyon ? (iPMN,NET,SCN,SPN) kistin buttnlugi korunmalidir
ulusal ulusal 5
CERRAHI ONKOLOJI CERRAHI ONKOLOJI
20 ~- S EED
0 - .
Parenchyma-Sparing Pancreatectomy for Presumed Noninvasive
: Intraductal Papillary Mucinous Neoplasms of the Pancreas
Ce rra h l Se ge n e k I e r Alain Sauvanet, MD,*1 Sébastien Gaujoux, MD, PhD,* 1+ Benjamin Blanc, MD,* Anne Couvelard, MD, PhD, 1§
Safi Dokmak, MD,*} Marie-Pierre Vallierme, MD,3§ Philippe Ruszniewski, MD, | Jacques Belghiti, MD,"t
and Philippe Lévy, MDt1||
[—

Parankim koruyucu

Surg QO11) 39611971203
08012

DOL 10.1007500423.011

ORIGINAL ARTICLE

Enucleation in pancreatic surgery: indications, technique,
and outcome compared to standard pancreatic resections
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Cystic lesions of the pancreas—is radical surgery

really warranted? \ Shor Gastie
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* Preoperatif degerlendirme ile benign lezyonlar %91-95 dogru taninmig
* Malign lezyon %42 final patoloji, %58 hastaya ileri rezeksiyon
* SONUC:

1. Benign oldugu len lezyonlarda parankim koruyucu cerrahi yapiimali
2. Malign oldugu diistiniilen lezyonlarda %50 den fazla ileri rezeksiyon yapilmis olur
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Spleen-preserving distal pancreatectomy with
conservation of the splenic artery and vein College of Radical antegrade modular
2 pancreatosplenectomy
* Sagdan sola, gerota fasyasina invazyonun derinligine
e . gore tanjansiyel siniri genisletilir
« ilk tanimladig1 seride 3 solid psédopapiller timor
* Bir diger serisinde, 2 hasta kistik neoplazi nedeniyle
opere ediliyor ve 5 yillik survi bu hastalar ile 26%
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* LEVEL-1: Tis, IPMN, pankerasa metastaz

* LEVEL-2: Ampulla tm, Distal koledok,
Duodenal Ca

* LEVEL-3: pankreas duktal kanser, ileri koledok
tm
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Bizim sonuglarimiz =
* 2020 - 2022

« 187 pankreas rezeksiyonu (129 whipple, 51 distal + subtotal, 5 total, 2
Enukleasyon)

* SPN: Eniikleasyon: 2 DP:3;
* MCN: DPS:7 ; MCN zemininde gelismis karsinom : 1
« iPMN: Whipple:6 DPS:4 (HGD:2, IAC: 5)
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