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Exocrine pancreatic 
neoplasms                    
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• The most common type of exocrine-derived 

pancreatic cancer is ductal adenocarcinoma 

(PDAC), which arises from cells lining the pancreatic 

duct epithelium. 

• PDAC accounts for 85% of all pancreatic cancers.

PDAC

other types



• Pancreatic cancer is the fourth most common 

cause of cancer death in the United States

• Approximately 40 000 new cases are diagnosed 

each year in USA 



RISK FACTORS
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chronic 
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• approximately 80% of patients are deemed to have

advanced disease at the time of diagnosis



PANCREATIC CANCER SCREENING

• NO routine screening in the general population



PANCREATIC CANCER SCREENING

• First-degree relatives (FDRs) of patients with PC from a FPC 

family with at least two affected FDRs

• Patients with Peutz-Jeghers syndrome (PJS)

• Patients with hereditary pancreatitis and a PRSS1 mutation

• CDKN2A (p16), BRCA1, BRCA2, PALB2, and Lynch syndrome 

mutation carriers with one or more affected FDRs



❑We begin screening at age 45 to 50 years, or 10 to 

15 years younger than the youngest relative with 

pancreatic cancer 

❑We begin screening in patients with PJS at 30 years

❑We begin screening in patients with hereditary 

pancreatitis at age 40 years 



SCREENING MODALITIES

• Endoscopic ultrasound

• MRI and MRCP

• Computed tomography

EUS and/or MRCP appear to have the highest 
yield and do not involve ionizing radiation



SCREENING MODALITIES

• ERCP

• Transabdominal ultrasound

• carbohydrate antigen 19-9 (CA 19-9)









Staging
• For people with newly diagnosed

pancreatic cancer who have not

had a pancreatic protocol CT scan,

offer a pancreatic protocol CT scan

that includes the chest, abdomen

and pelvis.

• Offer FDG-PET/CT to people with

localised disease on CT who will be having

cancer treatment (surgery, radiotherapy or systemic
therapy).



Staging
• If more information is needed to 

decide the person's clinical 

management, consider one or more 

of the following:

1- MRI, for suspected liver metastases

2- EUS, if more information is needed for tumour and

node staging

3- laparoscopy with laparoscopic ultrasound, for 

suspected small-volume peritoneal and/or liver 

metastases if resectional surgery is a possibility.



NO arterial 
tumor contact ( 

CA, SMA, 
CHA)

NO tumor contact 
with SMV or PV 
or <180 contact 
without vein 

contour 
irregularity

Resectable



Role of preoperative biliary drainage :

• For patients presenting with obstructive jaundice, 

preoperative biliary decompression is 

recommended for selected patients :

✓ in whom surgery will be delayed for longer than 

two weeks

✓ in the presence of cholangitis



Borderline Resectable :



Borderline Resectable :

• All patients who meet the definition for borderline 

resectable disease because of vascular 

involvement are referred for some form of 

induction (neoadjuvant) treatment to increase the 
likelihood of a margin-negative resection



Unresectable :



Unresectable :

✓ Offer systemic chemotherapy to patients who are well enough to 

tolerate it

✓ Palliative Care: 

1- Endoscopic biliary metal stent is preferred for biliary obstruction

2- Enteral stent for gastric outlet obstruction

3- Consider radiation therapy with or without chemotherapy to palliate 

pain

4- Pancreatic enzyme replacement for pancreatic insufficiency

5- Low-molecular-weight heparin is preferred over warfarin for 

management of thromboembolic disease






