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The Way
Personalised medicine
MDT-multidisciplinary TEAM
Patient centered TEAM
Dedicated Surgical team
AIM-cure with minimal morbidity and mortality

-Improve quality of life and prolong survival.
Meticulous planning-Preoperative imaging

-Operative strategy
-Prevention of complications

Treat the FAMILY 





GENETICS 

GERMLINE 
SOMATIC  

GENETIC TESTING 

PANCREATIC CANCER 

SCREENING TESTING PREVENTATIVE 
STRATEGY 

•10% PDAC associated with Germline mutation
•Germline mutations informs treatment options and identifies 
high risk individuals inother cancers  



• Data on Pancreatic Cancer genetics is 
emerging 

• PDAC has higher incidence rates in developed 
countries and among African Americans ???

• Overall 5 yrs survival in 2012 – 7.2% 
2013 – 3.6% 
1975 – 3% 

• Localized disease –
 Resectable : 
5 year survival rate in 27% 





CLEAR SCREENING GUIDELINES OT OTHER BRCA 
ASSOCIATED MALIGNANT TUMOURS 

Indentified Germline mutation associated with PDAC





• Genetic testing has 2 primary purposes 
1. Germline testing to identify at risk individual 
2. Somatic and germline testing to identify potential 

targets of treatment 
• Genetic testing has been hindered by unclear 

definition of target population at risk and the 
absence of proven low risk screening strategies 

– E.g.  PDAC is not included in the Amsterdam or 
Bethesda guidelines that define Lynch Syndrome 
even though these individual have a higher PDAC risk 
than the general population. 

– The role of PDAC screening for BRCA cancers is 
unclear despite increased rates of PDAC 



SCREENING STRATEGIES FOR HIGH RISK PDAC 



COMPARATIVE GUIDELINES FOR PDAC GENETIC 
TESTING 



CHEMO PREVENTION 

• No proven intervention to reduce risk of developing 
PDAC other than healthy lifestyle choices

• Several Medications have pre-clinical and in vitro data 
indicative of potential application in risk reduction. 

• Metformin – recent meta-analysis found that  it      
reduced  PDAC risk among diabetic patients. 

• Metformin-Currently tested to reduce the risk of breast 
cancer and HCC among patients with obesity and 
impaired glucose tolerance.



• Angiotensin receptor blockers 
– In vitro models revealed the blocking the Renin

Angiotensin system reduces the proliferation of 
Pancreatic Cancer 

– Losartin being studied with Folfirinox (ongoing trial)
– COX – 2 inhibitors 

o Mooted as potential mechanism for in vitro suppression of 
tumour growth 

– Aspirin 
o Reduces development of Adeno….. Polyps and colon cancer 
o Restrospectively found benefit but due to lower prevalence 

of PDAC overall risk benefit use in these setting is likely to be 
lower









Artery first approach

















Neoadjuvant chemotherapy

• 3 meta-analyses published
• Gillian et al-111 trials
• -no separate analysis of BRPC and 

LAPC
• -Overall resection rate 33%
• -Median survival in resectable

patients with neoadjuvant
therapy(20.5months)vs primary 
resection(23.3),Comparable



• 3rdmeta-analysis –Folforinox in BRPCor LAPC
• -253patients +/- DXT
• -BRPCresection rate 68.5%
• -R0 resection 69.5%
• -new standard of care in FIT 

patients
• -Such patients to be included in 

clinical trials
• -High toxicity rate 



Neodadjuvant therapy in resectable PC 

Overall survival improved with neoadjuvant
therapy vs upfront resection in resectable
pancreatic cancer

Median survival was 26months in neodajuvant
grp vs 21 months in the upfront resection grp

pT3/T4-73%vs86%
Positive lymph nodes-48%vs 73%
Positive resection margin 17%vs24%



• Despite decades of research on the systemic 
therapy for advanced PDAC only 2 combination 
cytotoxic chemotherapy regimens have produced 
a clinical meaningful survival benefit compared to 
single agent Gemcytabine in 1st line setting. 

Folfirinox : leucovorin; 5 Fu; Irinotecan and 
Oxaliplatin
 Improved survival  11.1 vs 6.8 months 
 Improved quality of life of life at 6 months 

» 31%  vs 61% 



2.   Combination - Nab paclitaxeland Gemcytabine
Vs Gemcytabine alone 

» Improved survival rate 8.5 months Vs 6.7 
Months 

• Only targeted agent approved for PDAC 
treatment : 
– Oral EGFR Inhibitor 
– Erlotineb

Improved survival by 
10 days 



2.   Combination - Nab Paditaxel and Gematabine Vs 
Gematabine alone 

» Improved survival rate 8.5 months Vs 6.7 
Months 

• Only targeted agent approved for PDAC 
treatment : 
– Oral EGFR Inhibitor 
– Erlotineb

Improved survival by 
10 days 



Irreversible electroporation

• Delivers high voltage current to tumour cells.

• Creates multiple holes in the cell membrane

• Irrreversibly damages cellular homeostsis

• Resultant celluler death

• Very little effect on vascular structures

• Suited for LAPC without metastases with vascular invasion 
•
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