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Pankreas Cerrahisinde Amag

« Pankreas kanserinde amag RO rezeksiyon saglamak
* R1 rezeksiyon overall survi igin kotu prognostik
* RO rezeksiyon igin buttin marj’larda en az 1 mm saglam sinir
* ISGPS’ye gore 7 bélgede bu marj saglanmali:
. -SMA
- Posterior ylizey
- Pankreas boynu
- SMV Groove
- Bile Duct
- Gastik/Enterik Margin

- Anterior ylizey

Pankreatektomide en sik r rrens nedeni

* Pankreatikoduodenektomi sonra rekiirrens oranlari
% 8.0 to 84% arasinda degisir.
* En sik pozitif alan the medial/SMA (%15 - 45%)

+ inkomplet lenfadenektomi ve perinoral diseksiyon
rekiirrensle ilgili faktorler olarak diigtiniiliir

« inkomplet rezeksiyonla ilgili en 5nemli neden SMA’nin
saginin tiimorden temizlenmemesidir

MESOPANKREAS

KAVRAMI

Nérovaskiiler Band
Kan Damarlar
Lenfatik Damarlan
Sinir Pleksuslan
Lenf Nodlar
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Fig. 3 Anatomic definition of the mesopancreas was performed
according to the Japan Cancer Socicty (pancreatic head plexus) [29].
Legend: PL ph I, pancreatic head plexus 1; PL ph II, pancreatic head
plexus 2; PL SMA, superior mesenteric artery plexus; PL ce, celiac
plexus; GDA, gastroduodenal artery; SMA, superior mesenteric artery;
IPDA, inferior pancreatoduodenal artery; JA1, first jejunal artery

Mesopankreas

“Tems for mesopancreas

Author Term Year Ref
1 Gockel Mesopancreas 2007 2
2 Gacdeke Mesopancrcatc resection 2010 3
3 Agrawal 2010 3
4 Japan Pancreas Society Pancreatic head plexas 2012 2
5 Adham Mesopancreas triangle 2012 50
6 Retroportal lamin 2013 33
7 Sharma Pseudomes Teas 2016 35
8 Wu “Two mesopancreas (ant and post) 2016 51
9 Kawabata Mesopanercatoduodenum 2016 o
10 Muro 2021 30
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Mesopankreas rezeksiyonunun sonuglara etkisi

Author Results T™E SPD P Ref
Kawabata et al. (2012) RO resection (%) 9238 60 0019 E
RI res: % 72 40
142 64 0036
Aimoto et al. (2013) RO resection (%) 7 68 NS 4
RI resection (%) 2 30 NS
Local recurrence (%) 0 37 <001
Xuetal. 2017) Median DFS (Months) 169 134 0044 37
Median OS (Months) 199 25 0176
I-year total recurrence rate (%) 318 553 0054
I-year local recumence rate (%) 182 395 0018
Quero et al. (2021) Disease-free survival (%) 23 148 004 38
R1 Mesopancreas margin (%) 50 167 004
Local tumor recurrence (%) 268 55.5 0.002

Legends: TME, total SPD, standard
05, overall survival; NS, no significant

: DFS, disease-free survival;

Langenbecks Arch Surg 2021 Dec:406(8):2621-2632

Mesopankreas rezeksiyonu nasil yapilir?

TABLE 1. Aim and Indication of Each Dissection Level

FIGURE 1. Analomy and concepl o systemali the supracolic approach. A, Frontal view of
the mesopancreas, which s reprasented as the neurovascular bundle connecting the pancreas head to the right celiac ganglion
(@IPh1) and the SMA (pIPP-11). In Uis schema, the IPDA forms a common trunkowil the A B, Transverse view o the pancreas head
mesopancreas, and mesojejunum. The dissection lines of each dissection level are indicates

Ann Surg 2015:262:1092-1101)

Anatomik Varyasyonlar
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FIGURE 5. Imaging analysis. A, Palierns of
the IPDA root. In total, 132 IPDAs branched
from the common trunk with JA, whereas 45
came independently and 7 came from a
replaced hepatic artery. * indicates IPDA,
B, Most of IPDAS originate from the right
dorsal aspect of the SMA. C, The point of
SMA abutment by invasive tumor in 20

@ patients. D, Pattems of V course in 160

108(67.5%) 35 (21.9%) 17 (106%) patients.
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Pankreatektomi Once Arter Yaklagimi

* Mesopankreas konsepti ve TME retroperitoneumda
lenfatiklerin “en bloc” rezeksiyonunu saglamak i¢in
icin kullanihir

* Bu konsept “Artery-first” teknikleri olarak
tamimlanan yeni yaklasimin kullanimina yol acti

* Artery-first yaklasim TME’nin yapilabilmesi i¢in bazi
merkezlerde standart pratik olarak rutin olarak
kullanilmaktadir.

First Arter Yaklagimin avantajlar

* Tumor planlarina uygun rezeksiyon olacagi igin hicre yayilimi azalir

* RO rezeksiyonu arttirir, lokal rekiirrensi azaltir

. Pltﬂgsuslar cevresindeki peripankreatik retroperitoneal dokular tam rezeke
edilir

* Artmis lenf nodu temizligi

* Non rezektabilite erken degerlendirilir (SMA tutulumu)

* SMA ve RHA anomalileri daha iyi tanimlanir

* No touch teknigi ile SMV-PV’nin enblok rezeksiyonu ve rekonstriiksiyonu
daha kolaydir

* Azalmis operatif zaman ve kan kaybi (IPDA/JA1’in erken ligasyonu)

First A Yaklagimin Tipleri

Superiorapproach
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Anteridr approach

Nsnrmrappm:ch

Uncinate gpproach

Mesentericapproach




4/6/22

Aorta
e

Fig. 2 Posterior approach, exposing the origin of superior
mesenteric artery (SMA) in front of the left renal vein after
kocherization. For clarity the SMA has been made more
apparent. IPDA, inferior pancreatoduodenal artery; LRV, lefc
renal vein; TVC

inferior vena cava

Fig. 3 Medial uncinate approach, demonstrating the uncinate
process (UP), inferior pancreatoduodenal artery (IPDA) and vein
(IPDV), superior mesenteric artery (SMA) and vein (SMV) after

and of the flexure

ig. 4 Inferior infracolic approach (mesenteric approach)
posing the superior mesenteric artery (SMA) and vein (SMV)
Ind branches after dividing the peritoneum to the right of the
uodenojejunal flexure (DJF) in the wansverse
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Fig. 5 Left posterior appronch, exposing the first and second
jejunal arteries at their origin on the superior mesenteric artery
(SMA) in the transverse mesocolon. Further traction on the
proximal jejunum produces a counterclockwisc rotation to the
SMA that allows identification and division of the inferior
artery (IPDA) arising from the posterior

, pancreas; SV, splenic vein; MCV, middle colic vein; IPDA,

surface of the SMA (inset). MCA, middle colic artery; SMV,
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Fig. 6 Inferior supracolic approach (anterior approach),
demonstrating the superior mesenteric artery (SMA) and vein
(SMV), splenic vein (SV) and coeliac axis and its branches after
division of the neck of the pancreas. LGA, left gastric artery;
CHA, common hepatic artery; SA, splenic artery; PV, portal
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Fig. 7 Superior approach demonstrating the cocliac axis and its

branches and the superior mesenteric artery (SMA) in the lesse
sac above the neck of the pancreas. LGA, left gastric artery;

CHA, common hepatic artery

, splenic artery; PV, portal

ferior duodenal artery; MCA, middle colic artery superior mesenteric vein
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First Arter Yaklagimin Sonuglari-Metaanaliz

« intraoperatif kanama daha az

« intraoperatif transfiizyon daha az

* Perioperatif morbidite daha az

* B/C pankreatik fistiil insidensi daha az

* Mortalitede fark yok

* RO rezeksiyon orani daha fazla

« Overall/3 yillik Survival daha uzun

* Posterior yaklagimin klinik etkinligi daha iyi

BJS 2018; 105:628-636
Int J Surg 2020; 73:14-24

First Arter Yaklasimin Sonuglar

176 Hasta Randomize edildi

+ 10 Universite Hastanesi (75 ST-PD, 78 AFA-PD,)

* RO oranlari ayni STPD  77.3%

AFA-PD 67.9%

RO rezeksiyon oranlari
* Postoperatif morbidite ayni Komplikasyon oranlari
. . ST-PD  73.3%
* Postoperatif mortalite ayni AFA-PD 67.9%
Postoperatif mortalite
ST-PD 4
AFA-PD 6.4

*SONUC: FARK YOK

Ann Surg 2019;270:738-746




Pankreatektomi yapilan serimiz 805 hasta

Variables Total PBD None- PED pValue
(805 patients) | (574 patients) (231 patients)

Total complication <0.001
(Clavien Dindo) grade

44 (19%)
36 o)

o)
44(19.4%) <0.001

Severe complications
18

Pancreatic leakage 01s
Grade B
Grade C
Hepaficojejunostomy 052
Abdominal collection or 052
abscess
Wound infection <0.001
Delayed gastric 0.008
Tatraabdominal <0.001
H*z“;fhagﬁ T 5T 5 Arch Iran Med. 2021 Oct
thers 7 %2.59) . ;
Median postoperative 17(2-150) 13 (6-143) 041 1;24(10):771-778
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Bizim Sonuglarimiz (Triangle L

* Toplam 47 hasta
* Yas ortalamasi: 58 (36-80)

* Komplikasyon

* Grade 0,1,2: 39
* Grade 3,4: 6 (%13) ( 1 hasta re-opere Wirsungostomi )
* Grade 5: 2(%4,2)

* Hastane yatig suresi: 20,4 gun (7-40)
« Fistl: Grade A: 6 Grade B,C: 5(%6)
* 3 Hasta Siloz fistll (medikal tedavi)

* 19 Hastada semrtomatik diare gelisti, 2 hasta 6 aydan uzun
siire diare ve kilo kaybi

hospital stay (day)

Bizim Sonuglarimiz

* 8 SMV/Portal ven rezeksiyonu
« RO/R1:36/11 24%
( 3 hasta 1mm<, 8 hasta direkt )
* Operasyon siiresi (h): median 7 (6-10) Mean: 7,39

* ELN Median: 36 (12 - 65) Mean: 37,79 + 11,3
* Bizim analiz ettigimiz 805 vakalik Pankreatikoduodenektomi serimizde
ortanca gikarilan LN sayisi 14 (2-72) idi
« Triangle LN sayisi: Mean 2,17 median: 2 (0-5)
11 hastada periferik sinir, fibréz doku, adrenal gland
* PTLND: 3

« 2LN (TIN216+LN/T2N2 4 +LN)
+ 1 Sinir invazyonu
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