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THE SURGICAL MANAGEMENT OF METASTATIC PANCREATIC ACINAR 
CELL CARCINOMA AND ASSOCIATED PANCREATIC PANNICULITIS  

 
Dr Edward Clarke1, Dr Sean Stevens1, Dr Tim Bennett2, Dr Peter Crowley3, Mr  Graham  Starkey1,4 

1Austin Hospital, 2Eastern Health, 3Dorevitch Pathology, 4Warringal Private Hospital 

Biography:  
Dr Edward Clarke is a general surgical registrar at Austin Health. He is currently working for the Hepato-
pancreato-biliary unit. He is a junior surgical trainee and hopes to balance his early research interest in the 
surgical sciences alongside surgical training.  
 

BACKGROUND 
Pancreatic panniculitis is a rare manifestation of benign and malignant pancreatic disease. The presentation of 
pancreatic panniculitis is non-speci�c and thus diagnosis is often delayed. When associated with malignancy, 
pancreatic panniculitis confers a poor prognosis. This ePoster demonstrates the successful surgical 
management of this paraneoplastic phenomenon following resection of the underlying pancreatic acinar cell 
carcinoma and associated liver metastasis. 
 
PRESENTATION 
A case of a 71-year-old female with debilitating subcutaneous lower limb lesions had a delayed diagnosis of 
pancreatic panniculitis. A formal diagnosis of pancreatic acinar cell carcinoma with liver metastasis was 
established and the disease was determined to be resectable. Pre-operatively, serum lipase measured 10,825 
U/L. The patient proceeded to an open left hemihepatectomy and radical distal pancreatectomy with complete 
resection of malignant disease. Six days post-operatively the serum lipase levels normalized, and the 
panniculitis began to settle. The patient proceeded to adjuvant FOLFORINOX chemotherapy. Twenty-one 
months post-surgery, the patient remains disease-free and without any evidence of panniculitis. 
 
DISCUSSION 
This ePoster discusses the nature of pancreatic panniculitis presenting with pancreatic acinar cell carcinoma as 
well as the current guidelines de�ning our management of pancreatic cancer. Our current best practice for the 
surgical management of acinar cell carcinoma is informed by retrospective analyses, case series, case reports 
and anecdotal experiences given the rarity of acinar cell carcinoma. However, there is evidence that in 
comparison to PDAC, acinar cell carcinoma may show a slower rate of disease progression, an increased 
likelihood of resectability of disease at presentation, and is more likely to undergo potentially curative 
resection.  
 
CONCLUSION 
Aggressive surgical management of resectable metastatic pancreatic acinar cell carcinoma can treat pancreatic 
panniculitis and provide sustained disease-free survival from pancreatic cancer. 
 

  



Figures: 

 
Figure Legend: Figure 1: Clinical Images - A. Pre-operative discharging necrotic material from a lower limb lesion of the patient, B. Pre-operative peri-ankle erythematous 
lesions. Figure 2: Radiology – A. Coronal CT showing irregular liver mass, B. Axial CT showing irregular liver mass, C. Axial T1 MRI Liver well circumscribed liver mass, D. 
Axial T2 MRI demonstrating a lobulated well-circumscribed mass. Figure 3: Histopathology (Liver Biopsy) – A. PAS stain, showing positive staining of �ne cytoplasmic 
granules, B. H&E stain, showing the typical acinar cell pattern, C. Chymotrypsin: Immunohistochemical stain for chymotrypsin showing granular pattern of cytoplasmic staining. 
Figure 4: Histopathology (Post-operative specimens) – A. Left hemihepatectomy specimen with tumour evident, B. Distal pancreatectomy specimen showing primary acinar 
cell carcinoma, C. Large solitary liver metastasis, D. Distal pancreatectomy specimen showing primary acinar cell carcinoma



Comparison of pre-operative subspecialist CT versus post-operative 
histopathological staging of pancreatic ductal adenocarcinoma. 
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Biography:  
Final year medical student from the University of Melbourne interested in surgery and oncology with a focus on improving 
treatment outcomes for patients with pancreatic ductal adenocarcinoma. Member of the PURPLE Pancreatic Cancer 
Translational Registry team under Dr Belinda Lee of the Gibbs' Laboratory at the Walter and Eliza Hall Institute (WEHI). 
The project presented at ANZHPBA was a joint e�ort between the Gibbs' Lab and Dr Hyun Soo Ko from the Department of 
Cancer Imaging at the Peter MacCallum Cancer Centre (PMCC). 

BACKGROUND 
Computed tomography (CT) is decisive in the diagnosis and staging of pancreatic ductal adenocarcinoma (PDAC) according 
to NCCN guidelines. Assessment of surgical prognostication relies on the use of American Joint Committee on Cancer (AJCC) 
guidelines (8th Edition). This study compared pre-operative subspecialist radiological versus post-operative histopathological 
staging of patients with newly diagnosed PDAC. 

METHODS 
Data from the prospective, multi-institutional PURPLE pancreatic cancer registry was extracted for consecutive patients with 
newly diagnosed PDAC receiving treatment at two metropolitan cancer centres from January 2016 – December 2019. De-
identi�ed initial CT staging scans were reported according to AJCC guidelines by a blinded subspecialist radiologist and 
�ndings were compared to post-operative histopathological �ndings. Fishers exact, students-t and McNemar’s tests were used 
to analyse the outcomes. 

RESULTS 
148 patients were included in this study of which 24 (16.2%) patients were recommended for surgical resection as �rst line 
therapy. In 22 (91.6%) patients a primary tumour resection was achieved, with 1 (4.2%) abandoned due to extensive tumour-
vascular involvement and 1 (4.2%) abandoned due to metastatic disease discovered intraoperatively. Comparison between 
subspecialised radiological and histopathological staging found no statistically signi�cant di�erence regarding AJCC T, N or 
M staging (T1, T2, T3 or T4 with p=1.000, 0.549, 1.00 and 0.500, N0, N1 or N2 with p = 0.065, 0.508 and 0.219, M0 or M1 p 
= 1.000 and 1.000). There was a statistically signi�cant di�erence between NCCN stage IIA on radiological and 
histopathological staging with predominately radiological downstaging (p = 0.031). Remaining NCCN staging groups showed 
no statistically signi�cant di�erence between groups (stage IA, IB, IIB, III and IV p = 1.000, 1.000, 0.344, 0.453 and 1.000). 
Comparison of patients with N0 status versus those with N1/N2 status on radiological imaging found no statistically signi�cant 
di�erence in uptake of adjuvant therapy (86.7% vs  85.7%, p=1.000), rate of disease recurrence (33.3% vs  57.1%, p=0.642) 
or survival following resection at 6- (80.0% vs 71.4%, p=1.000), 12- (66.7% vs 57.1%, p=1.000) and 24-months (33.3% vs 
42.9%, p=1.000). 

 

CONCLUSIONS 
Pre-operative subspecialist radiological reporting compared to post-operative histopathological staging correlates well 
regarding T, N and M status and NCCN staging except in radiologically downstaged NCCN stage IIA (T3N0M0) PDAC 
patients (p = 0.031). There was not statistical di�erence in disease free survival between patients who were radiologically 
categorized as N0 versus N1/2. Further studies are underway to evaluate the signi�cance of radiopathological correlation of N 
status in otherwise resectable PDAC patients. 



MIXED SEROUS CYSTADENOMA AND NEUROENDOCRINE TUMOUR OF THE PANCREAS 

 
Dr Izhar-ul Haque1, Dr Deborah Gomes1, Dr Euling Neo1 

1Royal Adelaide Hospital 

Biography:  
Izhar is a current ANZHPBA fellow at Royal Adelaide Hospital. He has performed HPB/Upper GIT fellowships at Liverpool, 
Bankstown and Canberra Hospitals in the last 3 years. He received FRACS in General Surgery in 2017. He also holds Masters of 
Surgery from University of Sydney. He graduated from UNSW Medical School in Sydney in 2007. 

 
Background 
Serous Cystadenoma (SCAs) are benign cystic tumours of the pancreas with usually a microcystic appearance, negative CEA 
on cyst �uid analysis and are usually not operated on due to their benign behaviour. Occasionally, they are resected for 
diagnostic ambiguity or change in the features of the cystic mass including rapid enlargement, solid component formation, 
Pancreatic duct dilatation or new symptoms.  

Our aim was to discuss an uncommon cause of coincidental pancreatic neuroendocrine tumour (pNET) within a SCA, that 
necessitated surgical intervention.  

 

Methods 
Medical records were obtained and reviewed for a 63 yo male presenting with an incidental �nding of a 4 cm lesion in the body 
of the pancreas. 

 
Results 
The patient was found to have an incidental �nding of a 4 cm cystic lesion with calci�c foci in the distal body/tail of the 
pancreas on a CT abdomen for workup of hypertension. MRI pancreas revealed a multiloculated cystic structure at the 
pancreatic tail with distal pancreatic duct obstruction and some nodular enhancement centrally within the lesion. On review of 
a past CT 19 years ago, he had a 1.5 cm cystic lesion in the same location in the pancreas. Due to concern for nodular 
enhancement and ductal obstruction, the patient was referred for surgical intervention. He had an uneventful Laparoscopic 
Distal pancreatectomy and Splenectomy. Histopathology revealed a mixed Serous Cystadenoma and Neuroendocrine tumour, 
with the 16 mm NET accounting for the nodular component seen on imaging. Microscopy revealed cysts lined by serous 
epithelium and intimately associated with the cysts, arising within the cyst wall was a solid neuroendocrine component positive 
for Synaptophysin and Chromogranin. The NET was Grade 2 with Ki67 of 5% and negative Lymph node involvement.  

 
Mixed SCA/NET is a rare tumour, and the pathogenesis is unclear. Both SCA and pNET could derive from a common 
pluripotent stem cell or coexist after originating from separate cell origins. Some coexisting or collision SCA/NETs can be 
attributed to Von-Hippel-Lindau (VHL) syndrome. It is unlikely that the SCA epithelium gave rise to a malignant NET and it 
could have arisen from pluripotent cells or de-di�erentiated SCA cells.  

 

Conclusions 
Enlarging size, nodular enhancement or duct dilatation in a Serous Cystadenoma should be taken seriously as it may be a sign 
of malignant change. Mixed Serous Cystadenoma with Neuroendocrine tumour of the pancreas is rare, but should be considered 
a possible diagnosis in concerning Serous Cystadenomas. 

 

 
  



THE EFFECT OF COVID-19 ON THE PRESENTATIONS OF ACUTE PANCREATITIS  

 
Dr Anzel Jansen Van Rensburg, Dr  Andrew Riddell 
1Queensland Health 

Biography:  
Anzel Jansen van Rensburg is a General Surgery PHO at Redcli�e Hospital. 

BACKGROUND 
Acute pancreatitis is a common acute surgical presentation. Worldwide the annual incidence is 4.9-73 per 
100,000 people. The incidence in Australia is towards the upper end of this. Alcohol and gallstones are 
responsible for 80% of pancreatitis. A recent Australian study reported gallstones to alcohol aetiology ratio of 
2:1. Idiopathic pancreatitis incidence is increasing in Australia thought to be related to rising morbid obesity in 
the community.  

The COVID pandemic has had an impact on alcohol purchasing and consumption in Australia. At the peak of 
the isolation over 400,000 jobs were lost in hotels, pubs, clubs and other hospitality providers. The combined 
lost revenue was $8.5 billion. Data from Commonwealth Bank of Australia showed spending on alcohol initially 
increased in March 2020 in the initial lockdown period, however, this was reversed in April.  

 

 STLUSER DNA DOHTEM
We present the data from Redcli�e Hospital Emergency Department Pancreatitis presentations comparing 
March-April 2019 to the same months in 2020. The total number of presentations were 27 in 2019 and 20 in 
2020. Gallstone pancreatitis numbers were similar across 2020 and 2019 (8 vs 9 respectively.) Interestingly the 
number of alcohol pancreatitis presentations during the COVID period was half that compared to the same 
period in 2019 at 5 vs 9 respectively. Males more commonly presented with alcoholic pancreatitis compared to 
females with 8 out of the 10 presentations in 2019 being male and all the presentation in 2020 were in males. 

An Australian National University poll collected information from 3219 respondents aged 18 years above and 
found that during the COVID period, of those that drank, a higher proportion of responders reported that their 
alcohol intake actually decreased since the COVID pandemic. A higher proportion of females reported an 
increase in their alcohol consumption. Having a child caring role was a strong predictor for increase in alcohol 
consumption amongst females and loss of job or decline in work hours was a strong predictor for men.  

 

CONCLUSIONS 
The initial predictions were that alcohol consumption may increase signi�cantly during the COVID pandemic 
related to various stressors. However, this has not been the �ndings at our local Hospital. A potential explanation 
for the reduced alcoholic pancreatitis presentations during COVID lockdown is that these presentations may be 
largely related to consumption of alcohol out of the home. 

  



ALCOHOL RELATED ACUTE PANCREATITIS DURING COVID 19 
LOCKDOWN : A RETROSPECTIVE CASE SERIES 

 
Mr Hasanga Jayasekera1, Dr  Damir Ljuhar1, Mr Peter Evans1, Mr Charles Pilgrim1 

1Peninsula Health 

Biography:  
Mr Jayasekera is the fellow at Peninsula Health hospital in Victoria. He is attached to a busy surgical unit which 
has a very active HPB and Upper GI service. He has a keen interest in oncological pancreatic surgery and is involved 
with the Covid management plan of the hospital. A component of this work involves gathering epidemiological data 
on the sequela of the disease. 

 

BACKGROUND 
In response to the COVID-19 pandemic, social distancing measures were introduced in Australia in mid-March 2020. While 
isolation at home has undoubtedly had an immediate and important role in controlling the pandemic, the health e�ects of 
long-term isolation are unclear. Speci�cally, the ways in which the stress, boredom, and the isolation of physical distancing 
might a�ect drinking patterns is unknown. The Foundation for Alcohol Research and Education (FARE) poll of >1,000 
Australians during the lockdown period found was that >20% of respondents reported that their household had brought more 
alcohol than usual since the outbreak, 70% were drinking more alcohol than usual, and 34% were drinking daily. 28% reported 
they were drinking alcohol to cope with anxiety and stress and 32% were concerned with the amount of alcohol they were 
drinking. It was the aim of this study to assess the incidence of alcohol related acute pancreatitis in a single institution during 

  .nwodkcol nairotciV eht
 

METHODS 
The Victorian ICD coding committee database was used to identify all admissions for acute pancreatitis over an equivalent 
�ve-month period in 2019 and 2020 (March – July) in a single institute in Melbourne, Victoria. Basic demographic data were 
collected including cause of pancreatitis, and severity. Severity was assessed using the Revised Atlanta Criteria for Acute 
Pancreatitis Severity. Inferential statistics with Fisher’s exact test were used to establish association with a p-value less than 
0.05 considered as statistically signi�cant. Results: In 2019, 174 cases of acute pancreatitis were identi�ed, and 122 cases in 
2020. After exclusions, 118 and 112 cases were used in the �nal analysis for 2019 and 2020 respectively. There was a higher 
proportion of severe pancreatitis (1/118 (0.8%) in 2019 and 7/112 (6.2%) in 2020; p=0.03) in 2020. Alcohol was more 
commonly attributed as the cause (20/118 (17%) in 2019 and 34/112 (30%) in 2020; p=0.046). Of those severe pancreatitis in 
2020, 5/7 (71%) were caused by alcohol.  
 

CONCLUSION 
Compared to the same time period in 2019, there was a higher incidence of alcohol related acute pancreatitis during the 
lockdown period in Victoria in 2020 with more severe cases. As with many challenges faced during the COVID-19 pandemic, 
there is unlikely to be a single, simple �x, however this strengthens the public health messages related to the harms of alcohol 
and the need for support from alcohol liaison services. 
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LAPAROSCOPIC PANCREATICOJEJUNOSTOMY ANASTOMOSIS USING 
AN ARTICULATING NEEDLE HOLDER 

 
Dr Liam Bibo1, Associate Professor Mohammed Ballal1 

1Fiona Stanley Hospital 

Biography:  
Dr Liam Bibo is a PGY3 Surgical Resident at Fiona Stanley Hospital in Perth, WA 
 

BACKGROUND 
Pancreaticojejunal anastomosis is a technically challenging stage of the pancreaticoduodenectomy procedure for even the 
most experienced surgeon. Technical failure at this step can result in post-operative pancreatic �stula, a potentially fatal 
complication. We illustrate a buttressed duct-to-mucosa anastomosis (modi�ed Blumgart) during laparoscopic 
pancreaticoduodenectomy using an articulating needle holder (Flexdex).  
 
METHODS 
While performing a minimally invasive pancreaticoduodenectomy, an articulating needle holder (Flexdex) is introduced 
through an 8mm laparoscopic port and used to perform the duct-to-mucosa pancreaticojejunal anastomosis. Paranchymal 
buttressing using 3/0 double ended barbed suture (Strata�x) and pancreas duct to jejunum using 5/0 Prolene. Results: 
Successful intra-operative pancreaticojejunal anastomosis was performed using the articulating needle holder (Flexdex). The 
patient recovered from the procedure without complication, with no post-operative pancreatic �stula.  
 
CONCLUSIONS 
We demonstrate the feasibility of performing a laparoscopic pancreaticojejunal anastomosis using an articulating needle 
holder (Flexdex). This provides the surgeon with the functional capacity of robotic surgical technique and allows the ability to 
suture in an intracorporeal anatomical area which is di�cult to access at reduced cost. 

  



UTILITY OF TEMPORARY SPLENIC ARTERY CLAMP IN ROBOTIC SPLEEN PRESERVING DISTAL 
PANCREATECTOMY 

Dr Ramesh Damodaran Prabha1,2, Dr Anubhav Mittal2, Prof Jaswinder Samra2 

1Gold Coast University Hospital, 2Royal North Shore Hospital 

Biography:  
Ramesh is currently doing his second year HPB fellowship at Gold Coast University Hospital. His �rst year of HPB fellow ship 
was undertaken at the Royal North Shore Hospital, Sydney. 

BACKGROUND 
Laparoscopic or robotic spleen preserving distal pancreatectomy has now become a routine procedure in the 
management of benign or low grade tumours of body and tail of pancreas. Spleen preservation techniques reduce 
perioperative blood loss and incidence of postoperative infections. Complications in conventional splenic vessel 
ligation technique for spleen preserving distal pancreatectomy can result in splenic infarction and may even lead to 
splenectomy. We hereby describe a novel vascular clamp technique in robot assisted splenic preservation surgery to 
ease and improve e�ciency of arterial control. 

AIM 
To demonstrate a novel splenic artery temporary clamp technique in robotic spleen preserving distal pancreatectomy. 

METHODS 
We submit a video of a robotic spleen preserving distal pancreatectomy. We propose a novel modi�cation to the 
splenic vessel control with a simplistic vascular clamp technique for splenic vessel preservation surgeries. 

RESULTS 
The proposed technique would decrease the in�ow blood supply during dissection; without the requirement of any 
additional armamentatrium. The reduction in�ow pressure also provides a controlled �eld of exposure for suture 
repair in case of inadvertent vessel injuryFurthermore a clamp application negates the need for an extra robotic or 
laparoscopic arm to control vessels during any bleeding. 

CONCLUSIONS 
We conclude that our novel vascular clamp technique would bring about a reduction in complexity of robotic spleen 
preserving distal pancreatectomy. 

 

  



 

ROBOTIC COMBINED WHIPPLE'S & EXTENDED RIGHT 
HEMICOLECTOMY 

Dr Omar Mouline1, Dr  Joy   Chakraborty1, Dr  Mehan Siriwardhane1, Dr  Shinn Yeung1 

1Mater Hospital 

Biography:  
Omar Mouline MBBS MS FRACS 
HPB Fellow  
Mater Hospital Brisbane  

 
We present demonstration of a robotic extended right hemicolectomy and Whipple’s procedure in a 63 year old 
gentleman who presented with obstructive jaundice and imminent colonic obstruction from synchronous distal third 
common bile duct cancer and a distal transverse colon cancer.  
 
The presented video demonstrates the highlights of the procedure and the method used to perform �rstly the 
extended right hemicolectomy and the Whipple’s procedure including the reconstruction. 
Particular note should be made of the in�ammatory process associated with severe cholangitis in the porta hepatis.  
 
The procedure was performed by two robotically trained hepatobiliary surgeons with 30 previous robotic Whipple’s 
procedures prior, and a robotically trained colorectal surgeon who had performed over 100 resectional procedures 
prior. Also participating were the HPB fellow and colorectal fellow for the participating units. 
  



SAFE DISSECTION OF ABERRANT RIGHT HEPATIC ARTERIES WITH ROBOTIC 
PANCREATICODUODENECTOMY 

Dr Shinn Yeung1, Dr Mehan Siriwardhane2 

1Greenslopes Private Hospital, 2Mater Hospital South Brisbane 

Biography:  
Dr Yeung graduated with Honours from the University of Queensland in 1991 and started his general surgical 
training at the Princess Alexandra Hospital in Brisbane, Australia. He was awarded Fellowship of the Royal 
Australasian College of Surgeons in 1999.  Following this he spent 2 years at the North Hampshire Hospital in 
Basingstoke UK under the mentorship of Mr Myrddin Rees training in hepatobiliary surgery, before returning to the 
Princess Alexandra Hospital and completing his training under the watchful eye of Prof Russell Strong.  
 
Dr Yeung was appointed in 2004 as a Hepatobiliary, Pancreatic and Liver Transplant Surgeon and is on the 
consultant sta� of the Princess Alexandra Hospital, Mater Hospital South Brisbane and Greenslopes Private 
Hospital, Brisbane. He is a member of the International Hepato-pancreatico-biliary Association (IHPBA) and the 
Australian and New Zealand Hepato-pancreatico-biliary Association (ANZHPBA). 
 

 

BACKGROUND 
Laparoscopic assisted minimally invasive (MIS) pancreaticoduodenectomy is a very challenging procedure with a 
long learning curve and potential for higher morbidity and mortality. Aberrant right hepatic arterial anatomy is at risk 
during pancreaticoduodenectomy and is a relative contraindication for MIS pancreaticoduodenectomy. Robotic 
pancreaticoduodenectomy (RPD) may provide a safe avenue for this select group of patients who may be denied a 
minimally invasive procedure. 

 
METHODS 
Three patients with aberrant right hepatic arterial anatomy underwent RPD. All cases were video recorded for later 
review.  

 
RESULTS 
All three patients underwent safe RPD with no vascular or ischaemic complications. 

 
CONCLUSIONS 
RPD o�ers a safe way to perform MIS pancreaticoduodenectomy in patients with aberrant right hepatic arterial 
anatomy. 
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Professor Robert Wilson1,2, Professor Neil Merrett1,3 

1Department of Upper Gastrointestinal Surgery, Bankstown-lidcombe Hospital, 2Univeristy of NSW Medicine, 3School of Medicine, 
Western Sydney University, 4ADF Medical Specialist Program, Australian Army, 2GHB 

Biography:  
A motivated and surgically inclined Junior Medical O�cer pursuing the pathway of General Surgery with a keen interest in 
Upper Gastrointestinal and Colorectal Surgery. With extracurricular interests in crafts and model building, I aim to combine 
the tactile skills I developed with the surgical techniques I am learning to provide a high degree of patient care and 
management in the near future.  

 
BACKGROUND 
Renal Cell Carcinoma (RCC) accounts for roughly 90% of primary renal malignancies of which the clear cell subtype 
is most common. RCC metastases are common at the time of diagnosis, and generally confer a poor prognosis. 
However, RCC metastases to the pancreas may demonstrate indolent behaviour and present even later than 10 years 
post resection of the primary tumour.  

With no de�nitive, evidence-based recommendations to guide management of RCC metastases to the pancreas, the 
available literature suggests that surgical resection may be of bene�t for select patients, such as those with a solitary 
pancreatic metastasis, minimal comorbidity, and otherwise uncomplicated progress from the initial treatment of their 
primary renal malignancy. 

 

METHODS 
We describe a case series of patients treated for RCC metastases to the pancreas at a tertiary teaching hospital since 
2000. 

 

RESULTS 
Seven (7) patients underwent pancreatic resection of RCC metastases between 2000 and 2020. Average age was 65 
years. Mean time from treatment of primary renal cancer and pancreatic metastasis was 11 years. Site of pancreatic 
metastases was two (2) in the head or neck, one (1) in the body, three (3) in the distal pancreas, and one (1) with 
multiple lesions. Two (2) patients had further sites of metastasis. 

 

CONCLUSION 
This series represents the largest known local experience of surgical management of RCC pancreatic metastases. 
These patients may be a�orded prolonged survival following pancreatic resection, but often develop other distant 
sites of disease. 

  



 

DOES PREOPERATIVE CYTOLOGICAL GRADING AND DOTATATE-PET AVIDITY OF 
PANCREATIC NEUROENDOCRINE TUMOURS ACCURATELY PREDICT OPERATIVE 

HISTOLOGY 

 
Dr Izhar-ul Haque1, Dr  Daniel Ong1, Dr Timothy Ganguly1, Dr Euling Neo1, Dr John Chen1 

1Royal Adelaide Hospital 

Biography:  
Izhar is a current ANZHPBA fellow at Royal Adelaide Hospital. He has performed HPB/Upper GIT fellowships at Liverpool, 
Bankstown and Canberra Hospitals in the last 3 years. He received FRACS in General Surgery in 2017. He also holds Masters of 
Surgery from University of Sydney. He graduated from UNSW Medical School in Sydney in 2007. 

BACKGROUND 
Pancreatic Neuroendocrine tumours (panNETs) are increasingly being diagnosed due to more prevalent abdominal imaging 
including CT and MRI. Endoscopic Ultrasound (EUS) and Dotatate-PET scans are employed to accurately determine the 
grade and stage of functional and nonfunctional panNETs, lymph node and metastatic involvement. Preoperative histology on 
EUS biopsy grade may not be accurate in predicting the grade of the operated specimen, thus possibly exposing some patients 
to high-risk surgery with limited bene�t, compared to careful surveillance. Alternatively, early surgery may also bene�t some 
patients in removing tumours before they progress.  

Our aim was to determine accuracy of preoperative cytological and radiological grading in predicting surgical grading and 
tumour behaviour of pancreatic neuroendocrine tumours. 

 

METHODS 
A retrospective analysis involving Royal Adelaide Hospital databases was done for patients that underwent surgery or biopsy 
for pancreatic Neuroendocrine tumours over the last 5 years (2015-2019). 

 

RESULTS 
75 patients were identi�ed who had biopsy or surgery for panNET. 52 were excluded as insu�cient information was 
available, or having multifocal or metastatic disease, or having concurrent tumour from another pathology, leaving 23 
patients for analysis. Preoperative Dotatate-PET SuVmax value was compared for 13 patients with their Surgical Ki67% and 
Grade and did not correspond in a linear fashion, with a 98.7 SuV for a 2.2% Ki67 lesion and 13.8 SuV for a Grade 2 lesion. 
Preoperative Cytology Ki67% was 2.18 on average and was upgraded to an average of 3.69 (OR=1.69, NS) on surgical 
pathology for a total of 15 patients. Preoperative Grade was 1.26 on average and was increased to an average of 1.53 (OR 
=1.21, NS) on surgical pathology, with upgrading of 4 out of 15 patients. 

 

CONCLUSIONS 
Preoperative cytology and PET scanning can help stage panNETs more accurately and help patients and clinicians make 
better decisions about their care. Intratumoral heterogeneity of Ki-67 index, mitotic �gures and Grade can be found in 
panNET specimens, sometimes leading to discordance between EUS-FNA sampling and surgical specimen analysis, 
favouring tumour upgrading in our analysis. 



ADVERSE SURGICAL OUTCOMES FOR PATIENTS WITH PANCREATIC 
CANCER: THE IMPORTANCE OF HIGH-QUALITY CARE  

Ms Ashika Maharaj1, Mr Hamish Evans1, Prof Sue M Evans1, Dr Liane J Ioannou1, Dr Daniel Croagh2, Dr Charles HC Pilgrim3, 
Prof John R Zalcberg1 

1Monash University, 2Monash Health, 3Alfred Health 

Biography:  
Ms Maharaj has a background in hospital Pharmacy and Quality Improvement. She has recently submitted her PhD thesis 
titled "Quantifying Quality of Care in Pancreatic Cancer". She was supervised by Prof Sue Evans, (Director Cancer Council 
Victoria) Prof John Zalcberg (Head of the Cancer Research Program, Monash University) and Dr Liane Ioannou (Research 
Fellow, Monash University).  

BACKGROUND 
In the management of pancreatic cancer (PC), appropriate surgical planning based on accurate imaging of tumour 
extent is necessary to avoid adverse surgical outcomes such as: (1) surgery being abandoned intraoperatively; or 
(2) a positive surgical (R2 resection) or pathological margin (R1 resection). This study was designed to 
understand clinical practices which predicted for adverse surgical and patient outcomes.   

 
METHOD 
Data for patients diagnosed between 1 January 2016 and 31 December 2019 across two States in Australia were 
collected by the Upper Gastrointestinal Cancer Registry (UGICR). The associations between quality indicators 
(QI) re�ecting optimal diagnostic and treatment practices and surgical outcomes were tested using logistic 
regression; and associations with survival were analysed using Cox proportional hazards models. 

 
RESULTS 
A total of 521 patients underwent a surgical procedure with 55% male and 76% under the age of 75. 
Approximately 18% (n=95) of patients had their surgery abandoned intraoperatively. Of the completed resections 
(n=411), 59% (n=241) was reported as a negative pathological (R0) margin, 28% (n=115) had a positive 
histological (R1) margin, 4% (n=16) had a macroscopic (R2) margin, and 9% (n=39) had their margin status not 
documented or missing. Survival decreased with a microscopic positive margin (HR=1.68; 95% CI, 1.23-2.31), 
macroscopic margin (HR=2.52; 95% CI, 1.38 – 4.61) or abandoned surgery (HR=4.70; 95% CI, 3.48-6.34)  
compared to patients undergoing surgery with complete tumour excision. Compliance (Table 1)  with the 
following QIs were tested for association with adverse surgical outcomes (1) imaging using a pancreatic protocol 
CT (PPCT); and (2) disease management discussed at an multidisciplinary team (MDT) meeting. Overall, 48% 
of patients had a documented PPCT and 75% were discussed at an MDT meeting prior to treatment. There was a 
40% decreased probability of an adverse outcome if MDT meetings were held prior to treatment (OR=0.60; 95% 
CI, 0.38-0.95).  

 
CONCLUSION 
Capture of a concise data set has enabled quality of care to be assessed for patients with PC who underwent a 
surgical procedure. Presentation at an MDT meeting prior to surgery  is associated with a reduction in the risk of 
adverse surgical outcomes. System level change is required to ensure that “best practice” care is provided to all 
patients.   

Table 1: Compliance with Developed Quality Indicators 

 

COMPLIANCE (%, CI) 
Quality Indicator Overall  Clear (R0) Microscopic(R1) Macroscopic(R2) Abandoned  
Documented pancreatic 
protocol CT scan for 
diagnosis and/or staging 

48 
(n=222
/459) 

44 – 53 
50 
(n=108
/215) 

43 – 57 
46 
(n=46/ 
100) 

36 – 56 
33 
(n=5/ 
15) 

12 – 62 
52 
(n=44/ 
85) 

41 – 63 

Disease management for all 
patients discussed at an 
MDT meeting prior to 
treatment 

75 
(n=299
/401) 

70 – 79 
79 
(n=155
/195) 

73 – 85 
68 
(n=63/
92) 

58 – 78 
75 
(n=12/ 
14) 

43 - 95 
72 
(n=50/ 
69) 

60 – 83 
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INTRODUCTION 
Our aim was to determine if the maximum standard uptake value of a primary lesion on FDG-
PET (SUV max-p) was associated with detectable or occult metastases in pancreatic and peri-
ampullary cancer. 

 

METHODS 
This was a prospective clinical study in which patients from a single institution thought to have 
resectable pancreatic or peri-ampullary cancer underwent compulsory pre-operative FDG-PET. 
We determined SUV max-p for those who had metastases detected either at surgery or during 
pre-surgical staging, and compared it with those who did not. Among those who underwent 
resection of the primary tumour, we compared SUV max-p in those who had recurrence within 
12 months against those who did not. 

 

RESULTS 
44 patients with measured SUV max-p were included. 13 of these had metastases detected on 
initial staging, and SUV max-p was higher among this group (6.0 vs 4.2, p=0.05). Failure of 
PET/CT to detect metastases that were apparent at surgery was not related to SUV max-p (4.9 
vs 6.6, p=0.40). Among patients who underwent complete resection, SUV max-p was higher for 
those who had recurrence within 12 months (5.6 vs 3.1, p=0.02). 

 

CONCLUSION 
Higher SUV max-p is associated with clinically relevant distant metastases, whether they be 
occult or detectable at the time of initial staging.  
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BACKGROUND 
L aparoscopic spleen preserving distal pancreatectomy is the preferred procedure for benign disease involving the tail of the 
pancreas. Two approaches to this procedure have been described, a vessel ligating technique, with retention of the short 
gastric and left gastroepiploic vessels, and a vessel preserving technique. While the vessel ligating technique has been 
shown to decrease intraoperative blood loss, it is proposed that the rate of splenic complication, and complications such as 
left sided portal hypertension and gastric varices are higher. Due to this, vessel preservation has a lower theoretical risk of 
long term complications. This study aims to determine the outcomes of participants undergoing either a vessel preserving 
or vessel ligating procedure to assist in future pre-operative planning.  

 

METHODS 
A surgical planner was retrospectively interrogated to determine planned laparoscopic spleen preserving distal 
pancreatectomy cases. Data was extracted from medical records to determine the demographics and outcomes of 
participants. The mean was used to report variables that fell within a normally distributed curve. The data was analysed via 
independent variable t-test in SPSS 26 for Mac to con�rm signi�cance. 

 

RESULTS 
26 laparoscopic spleen preserving distal pancreatectomies were planned over the study period. Of these, 6 were abandoned 
intraoperatively (3 due to anatomy, 1 due to tumour size and 2 due to iatrogenic injury), leaving 13 vessel preserving 
procedures performed and 5 vessel ligating procedures performed. 60% of participants in the vessel ligating group had 
splenic complications (n=2 splenic infarction, n=1 iatrogenic injury) as compared to 0% in the vessel preserving group 
(p<0.01). 46% of participants in the vessel preserving group had other surgical complications (n=3 pancreas leaks, n=3 
intra-abdominal collections)  as compared to 20% of participants in the vessel ligating group (n=1 left sided portal 
hypertension p<0.05). 1 participant in the vessel ligating group returned to theatre for a splenectomy. Mean blood loss in 
the vessel preserving group was 359mL vs 100mL in the vessel ligating group (mean di�erence 259mL, SD 106, p<0.05). 
There was no signi�cant di�erence in operative time or length of stay in hospital.  

 

CONCLUSIONS 
The vessel preserving technique was associated with higher overall rates of complications, however, was associated with a 
signi�cantly lower rate of splenic complication. The vessel preserving technique remains the units preferred technique due 
to lower rates of splenic complication, however, further consideration if required during pre-operative planning due to the 
signi�cantly higher rates of other surgical complications in the vessel preserving group.   
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Background 
Obesity is a major health problem with increasing prevalence around the world and approximately two thirds of 
Australian adults classi�ed as being overweight or obese.  Furthermore, obesity has been associated with a 
signi�cantly increased risk of pancreatic cancer in observational cohort studies as well as reduced survival after 
diagnosis.  Metabolic surgery has also become more common in addressing this problem and includes Roux-en-
Y gastric bypass (RYGB), in which the Roux limb draining the gastric pouch is anastomosed to the biliopancreatic 
limb to form a common channel.  Pancreaticoduodenectomy (PD) results in resection of part of the biliopancreatic 
limb and therefore reconstruction to allow drainage of the pancreas and bile duct is required.  A review of the 
literature was limited to 26 reported cases, with �ve di�erent approaches to reconstruction described. However, 
with obesity and associated bariatric surgery becoming more prevalent, this is likely to be encountered more 
commonly by hepatobiliary surgeons.  

 
Methods 
We present a case of a 70 year old patient with pancreatic adenocarcinoma who underwent a classical 
pancreaticoduodenectomy and reconstruction having had two previous open vertical banded gastroplasties and 
Roux-en-y gastric bypass surgeries. 

 
Results 
The gastric remnant was preserved and the biliopancreatic limb of the RYGB was excised en bloc with the 
specimen.  Pancreaticojejunostomy, hepaticojejunostomy and gastrojejunostomy to the remnant stomach were 
formed in series using the old common channel.  The old alimentary limb from the gastric pouch was preserved 
and a new common channel formed by performing jejunojejunostomy of the new biliopancreatic limb to the old 
alimentary limb.  The patient made an uneventful recovery after the procedure. 

 
Conclusion 
Post-RYGB anatomy poses considerable challenges for reconstruction following pancreaticoduodenectomy; it 
requires careful pre-operative planning and intra-operative assessment of anatomy.  We have described one means 
to achieving gastric, biliary and pancreatic drainage in this situation. Insu�cient data exists to make 
recommendations regarding the optimal reconstruction option. Although uncommon, this situation will be 
encountered more frequently as the post- RYGB population increases in size. 
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Aim 
Demonstrate the safety and e�cacy of robotic pancreaticoduodenectomy in an Australian setting. 
 
Method 
Data during a three-year period (2017-2020) was obtained from a prospective database (including video records) 
of consecutive robotic pancreaticoduodenectomy procedures. Operative and post-operative data were analysed. 
The technique of robotic pancreaticoduodenectomy was adapted from that described by the Pittsburgh group. 
All cases were performed by two robotically trained HPB surgeons. Both surgeons had experience performing 
a number of other robotic HPB procedures both prior to and during the study period. All cases were highly 
selected and were performed at the Mater Hospital South Brisbane and Greenslopes Private Hospital. 
 
Results 
37 cases of robotic pancreaticoduodenectomy were performed during the study period. Indications for surgery 
included both malignant and non-malignant conditions. There was a 13% conversion to open surgery. Median 
length of stay was 8 days. There was no 90-day post-operative mortality. The median PD size was 3mm. Grade 
B pancreatic �stula occurred in 8%, with no grade C �stulae. There was an 11% rate of delayed gastric emptying 
of at least grade B.  
 
Conclusion 
Our results suggest that robotic pancreaticoduodenectomy can be safely applied with a selective two surgeon 
approach in a relatively low volume setting. Despite relatively high-risk features for pancreatic anastomotic leak, 
low levels of pancreatic �stula and delayed gastric emptying can be achieved using this technique even during 
the learning phase of the procedure.  


