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Pancreatic cancer remains – with an overall long-
term survival rate of less than 1% – one of the most
difficult cancers to treat. It is the fourth leading cause
of cancer related mortality in the Western world and
is responsible for around 30,000 deaths per year in the
USA [1] and 40,000 per year in Europe.
In only 10–20% of pancreatic cancer patients is

potentially curative surgery possible, and even in these
patients, the median survival is only 10–18 months
with 5-year survival rates of approximately 20–25%
[2−5]. Nonetheless, surgery remains the only treatment
option with the chance of cure. Pancreatic surgery has
significantly changed during the past years. Irrespec-
tively, pancreatic resection remains an intervention of
particular significance, often technically challenging
and with logistic demands for preoperative diagnostics
and perioperative management. Recently, the value of
centralisation of pancreatic surgery in ‘high volume
institutions’ has been demonstrated [6,7]. The current
mortality rates following pancreatic resections are
well below 5% in specialised surgical centres [8,9].
Pancreaticoduodenectomy is the surgical option for
tumours of the pancreatic head, which account for the
majority of pancreatic cancers. Tumours in the body
or tail of the pancreas are treated by pancreatic left
resection or occasionally by total pancreatectomy. Or-
gan preserving resection procedures such as pancreatic
segmental resection are performed more frequently for
selected cases [10]. In this context, pylorus-preserving
pancreaticoduodenectomy has been proven to be equal
to the classical pancreaticoduodenectomy in terms of
tumour recurrence or long-term survival, and should
therefore be considered the standard procedure for
tumours of the pancreatic head [11]. Various forms
of radical lymphadenectomies for pancreatic cancer
do not improve the long-term survival but might
compromise quality of life according to randomised
controlled trials [12−16]. Resections for recurrent
pancreatic cancer as well as resections for metastasised
tumours remain controversial despite recent reports
that suggest a benefit in selected cases [17,18].
Novel neoadjuvant treatment strategies have been
employed using radiotherapy often in conjunction

with chemotherapy. Early reports suggest increasing
resectability rates (and therefore potentially higher
cure rates). Nonetheless, randomised controlled trials
are needed to definitely judge the value of neoadjuvant
therapy in pancreatic cancer [19].
The role of adjuvant treatment in pancreatic cancer

had previously been based on a small number of
poorly powered studies. In the ESPAC-1 study, the
role of adjuvant chemoradiation and chemotherapy
was assessed [20]. Patients were randomised into a
2×2 factorial design (observation, chemoradiation,
chemotherapy or combination) or into one of the
main treatment comparisons (i.e. chemoradiotherapy
versus no chemoradiotherapy or chemotherapy versus
no chemotherapy). Overall results showed no benefit
for chemoradiation, but a significant survival benefit
for chemotherapy (5-FU). The benefit of adjuvant
chemotherapy has recently also been demonstrated
for gemcitabine [21]. The current ESPAC-3 trial
will answer the question whether either drug (5-FU
versus gemcitabine) is superior. In addition, more
aggressive approaches, i.e. adjuvant immunotherapy
plus radiochemotherapy are being evaluated.
In conclusion, pancreatic resections can be per-

formed with considerable safety and low pancreas-
specific complication rates. However, even since
pancreatic surgery remains the only treatment with
curative potential, the long-term survival for pancre-
atic cancer is not more than 20–25% after radical
resection. Since there is a benefit for adjuvant
chemotherapy, patients undergoing pancreatic cancer
resection should receive this therapy. In the future,
these results can hopefully be significantly improved
by novel multimodal treatment concepts (including
neoadjuvant, adjuvant, and ‘targeted’ therapies) for
pancreatic malignancies.
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