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08:50-09:00  Opening
09:00-10:10  Diving into Pancreatic-Biliary Guidelines & Engraving in Your Brain! (Korean)

Chairs: Jae Hoon Lee (Asan Medical Center, Korea)
Kwangyeol Paik (Catholic University Yeouido ST. Mary’s Hospital, Korea)

09:00-09:20  Guidelines for Pancreas Cancer: Comparison of NCCN, JPS, ESMO and KAHBPS
Yeongsoo JO (Ewha Womans University Seoul Hospital, Korea)
09:20-09:40  Practical Application of Pancreas Cancer Guidelines Focusing on Actual Clinical Situation
Seung Soo Hong (Yonsei University Severance Hospital, Korea)

09:40-10:00  Tokyo Guidelines for Acute Cholangitis & Cholecystitis:
Overcoming of My Desperate Experience 31

Daegwang Yoo (Soonchunhyang University Hospital Seoul, Korea)

10:00-10:10 Discussion
Discussant Hyeong Seok Kim, Hyeyeon Kim, Hye Jeong Jeong, Won—-Gun Yun

10:10-10:20  Coffee break
10:20-10:50  Special Lecture (Korean)

Chair: Hyeon Kook Lee (Ewha Womans University Seoul Hospital, Korea)

10:20-10:50  Enhancing Your Paper Writing Process with ChatGPT: Tips, Tools and Techniques
Joon Seo Lim (Asan Medical Center Scientific Publications Team, Korea)

56

Discussant Sung Hyun Kim, Doo-Ho Lee

10:50-12:00 A Taste of the Best Presentations from the 2023 World Congress (Korean)

Chairs: Sung-Sik Han (National Cancer Center, Korea)
Hyung-Il Seo (Pusan National University Hospital, Korea)

10:50-11:10 Pancreas Club Meeting Won-Gun Yun (Seoul National University Hospital, Korea) 74

11:10-11:30 JHBPS 2023 (The 35th Meeting of Japanese Society of Hepato-Biliary-Pancreatic Surgery)
Hee JU Sohn (Chung-ang University Gwang Myeong Hospital, Korea)
11:30-11:50 A-PHPBA 2023 (9th Biennial Congress of the Asian—Pacific Hepato—Pancreato-Biliary Association)
Young-dong Yu (Korea University Anam Hospital, Korea)

86

88

11:50-12:00 Discussion

Discussant Yeshong Park, Ye Won Jeon, Hye-Sol Jung
12:00-13:00 Lunch
13:00-13:20 KPSC General Meeting




13:20-14:10

13:20-13:50

Master's Secret Recipe for Handling Extremely
Difficult Situations during Surgery (Korean)

Chairs: In Seok Choi (Konyang Unviersity Hospital, Korea)
Jinseok Heo (Samsung Medical Center, Korea)

Special Tips for Cholecystectomy  Jae—Do Yang (Jeonbuk National University Hospital, Korea) 108

13:50-14:10

14:10-15:50

Discussion
Discussant Daegwang Yoo, Seung Soo Hong, Yeongsoo Jo

The 1st Korean Pancreas Surgery Club and Japanese Society of
Pancreatic Surgery Joint Symposium (English)

Chairs: Yosuke Inoue (Cancer Institue Hospital, Japan)
Joon Seong Park (Gangnam Severance Hospital, Korea)

14:10-14:30 Role of Neoadjuvant or Perioperative Chemotherapy for Resectable Pancreatic Cancer 112
Jin=Young Jang (Seoul National University Hospital, Korea)
14:30-14:50 Recent Updates on Conversion Surgery in Japan 14
Yosuke Inoue (Cancer Institute Hospital, Japan)
14:50-15:10 Comparison of Infectious Complications after Spleen Preservation versus
Splenectomy during Laparoscopic Distal Pancreatectomy 116
Yoo-Seok Yoon (Seoul National University Bundang Hospital, Korea)
15:10-15:30 Current Situation of MIS Pancreas Surgery and the Role of Robotic Surgery 134
Shingo Kozono (Tokyo Medical University, Japan)
15:30-15:50 Discussion
Discussant Mi=Rin Lee, Ji Su Kim, Hyun-J/eong Jeon
15:50-16:00 Coffee break

16:00-17:20

Champion's League: Case Presentation of Junior Surgeons from
Korea and Japan (English)

Chairs: Shingo Kozono (Tokyo Medical University, Japan)
Wooil Kwon (Seoul National University Hospital, Korea)

16:00-16:15 Long-term clinical course in a patient with pancreatic cancer with liver metastasis
who underwent cytoreductive surgery 138
Hye-Sol Jung (Seoul National University Hospital, Korea)
16:15-16:30 Usefulness of Left Posterior Artery—First Approach using a Scope Transition
Method during Pancreaticoduodenectomy 140
Sho Kiritani (Cancer Institute Hospital, Japan)
16:30-16:45 Is Prolonged Adjuvant Treatment Justified After Surgery for Initially Inoperable
Pancreatic Cancer Achieving RO Resection Following Favorable Neoadjuvant 143
Chemotherapy Response: A Dilemma of Timing and Surgical Decision?
Jae Seung Kang (Korea University Guro Hospital, Korea)
16:45-17:00 Difference in Bacterial Infections Related to Pancreatic Fistula between
Pancreaticoduodenectomy and Distal Pancreatectomy 145
Moe Matsumoto (Tokyo Medical University, Japan)
17:00-17:15 Xanthogranulomatous pancreatitis Yoo Jin Choi (Korea University Anam Hospital, Korea) 147
17:15-17:40 Discussion
Discussant Hee Ju Sohn, Hyung Sun Kim, Jung Min Lee, Yoonhyeong Byun, Mirang Lee
17:40-17:50  Awards & Closing Ceremony

Jin=Young Jang (President of KPSC, Seoul National University Hospital, Korea)
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Diving into Pancreatic—Biliary
Guidelines & Engraving in Your
Brain!

Chairs:
Jae Hoon Lee (Asan Medical Center, Korea)
Kwangyeol Paik (Catholic University Yeouido ST. Mary’s Hospital, Korea)
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E/ II'/ -+—/ / H Curriculum Vitae

Yeongsoo Jo

Department of Surgery,
Ewha Womans University Seoul Hospital, Seoul, Korea

« Educational background
2007.03-2013.02 Medicine, M.D.: Seonam University College of Medicine, Namwon-si, Jeollabuk—do,
Republic of Korea
2021.09- General Surgery, M.M.Sc.: Seoul National University College of Medicine, Seoul,
Republic of Korea

« Military Serving
2018.02-2022.04 Medical Officer, The 11th Special Forces Brigade, ROK Army Special Forces (ROK-SF)

« Training
2013.03-2014.02 Internship, Ulsan University Hospital, Ulsan, Republic of Korea.
2014.03-2018.02 Residency, General Surgery: Ulsan University Hospital, Ulsan, Republic of Korea.
2021.05-2023.02 Clinical Fellowship, Hepato-Biliary-Pancreatic Surgery and Liver transplantation:
Seoul National University Bundang Hospital, Seongnam-si, Gyeonggi—do, Korea.

« Current affiliation
2023.03- Clinical assistant professor:
Department of Surgery, Ewha \WWomans University Seoul Hospital
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Diving into Pancreatic—Biliary Guidelines & Engraving in Your Brain! O

Guidelines for Pancreas Cancer:
Comparison of NCCN, JPS, ESMO and

KAHBPS

Yeongsoo Jo (Ewha Womans University Seoul Hospital, Korea)
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E/ II'/ -+—/ / H Curriculum Vitae

Seung Soo Hong

i Z / Division of Hepatobiliary and Pancreatic surgery,
¢ Department of Surgery, Yonsei University College of Medicine, Seoul, Korea

« Educational & Career

2012 Graduated Yonsei University College of Medicine, Seoul, Korea

2012-2015 Mandatory military service as public health doctor

2015-2016 Intern—ship in Yonsei University Health System, Seoul, Korea

2016-2020 Resident-ship of department of surgery, Yonsei University College of medicine
(Yonsei University Health System)

2020-2022 Fellow—ship of division of hepatobiliary and pancreatic surgery, department of
surgery, Yonsei University College of medicine

2022- Clinical assistant professor, Department of Surgery, Yonsei University College of
medicine

« Major research field
Hepato-biliary and pancreatic cancer surgery
Other benign hepato-biliary and pancreatic surgery
Minimally invasive (robotic & laparoscopic) pancreatic surgery
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Diving into Pancreatic—Biliary Guidelines & Engraving in Your Brain!

Practical Application of

Pancreas Cancer Guidelines Focusing
on Actual Clinical Situation

Seung Soo Hong (Yonsei University Severance Hospital, Korea)

orean o § ' WP ',_ Ll . ‘
\J\ Kpsc Pancreas | & AR
Surgery Club [,

Disclosure Statement of Financial Interest

“1, Seung Soo Hong DO NOT have a financial interest/arrangement or affiliation with one or
more organizations which could be perceived as a real or apparent conflict of interest in the
context of the subject of this presentation”
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Diving into Pancreatic—Biliary Guidelines & Engraving in Your Brain!

Practical Application of Pancreas Cancer Guidelines

* Is it true cancer? - Consult for biopsy

* Is it resectable? - Design of resection

* Unexpected operative findings

* PPPD or DP ? - neck cancer

* Boundary of M1 disease - boundary of resectable disease

* Difficult situations
+ Is DP safe after STG?
+ Hematochezia after mesocolon shaving
+ Operation of malnutritionized patient due to small bowel obstruction
* Duodenal cancer additional to lymphoma

+ MIS in octagenerians

Practical Application of Pancreas Cancer Guidelines

[s it true cancer? - Consult for biopsy

6 | Al74A A=A} She3]



Seung Soo Hong: Practical Application of Pancreas Cancer Guidelines Focusing on Actual Clinical Situation

Pancreatic cancer biopsy for diagnosis i

Tissue Acquisition

+ EUS-guided needle biopsy is the preferred mode of obtaining tissue for diagnosis of pancreatic ductal adenocarcinoma (PDAC).

» Preferably, a latest generation ("core”) EUS needle should be used.

» Image-guided biopsy methods (CT, ultrasound) are preferred for liver lesions suspicious of metastasis.

* The preferred biopsy target should be the lesion that will provide the highest stage (eg, metastatic lesions).

» In metastatic PDAC, enough tissue should be obtained for NGS 2 -
for : dignostic lapa Z ffu consult EELIC

« For all needle biopsies, if safe and feasible, two extra needle pas ksses, and stored for future

NGS5 analysis if needed. 7] 624 GE BT E WD B4 AHOE AT ADCT £ R0

Pancreatic head mass _?53 B8 refer 2 T2 EENMH MBS

image study & /0 Pancreatic head cancer with major vassel
. The accuracy Of EUS-FNB . A Tecent § mesenteric involvement TICHst 29 EUS-FNB for tissue confirm A
Y| wEs R

« How about for recent 10%?

Invisible in EUS EUS-FNA ¢ duodenal varix 222 MEH TIT 0&2 MEE
. g ; is S5 RICHE 227 A0 . b =
visiblein dagnosis 92 2ER 223 ¢ For surgical biopsy (B2310E +8% TA 754
* Unable to approach due to vessels | i samoz 5y st nsrtn
. Loz =702 & 2 a7) a5 33 47|55 k'l & HIN, Dyslipidemia, Arkyl*swg spondylitis 2442 9l
* Anatomical problcm o mm :'_'-i_u conealt 92 :lc"- = ¥OE pancreatic mass 8 A5 PDAC 2I418 SX3 EUS-FNB A
. 0 . g% =% TI¥ ng pepe 3 il o
e Tne < g FRY 2R regatl.efor malignancy £ 29| &
Insufficient tissue - i ;a bopy SECELIE, BERUD A8% HAE 5B
+ Chronic pancreatitis % B2 EELL

“Yousaf MN, Chaudhary FS, Ehsan A, Suarez AL, Muniraj T, Jamidar P, Aslanian HR, Farrell JJ. Endoscopic ultrasound (EUS) and
the management of pancreatic cancer. BM] Open Gastroenterol. 2020 May,7(1):e000408. doi: 10.1136/bmijgast-2020-000408. PMID:
32414753; PMCID: PMCT2323%,

Pancreatic cancer biopsy for diagnosis '

* M/59, /o PDAC, uncinate, BRPC (2022/12/13)

=

For Surgical biopsy 2 AETLC

48 HTN, DM, CKD, Liver cihosis, Dyslipidemia, s/p CABG (2015
IHE U= MOE BE X|&E0f EFR0PM ABE HAY
pancreas uncinate process™ cancer 24 E|0 further evaluation #%
YRy HoLD

IFE HLELE surgical biopsy 7Hs 8
|QL) A 7120 DHMH REC

#* APCT 4 R/O Pancreatic cancer, uncinate, borderline resectable 2
# A& 2OUL

# 20154 EfS 014 CABG 27& QUL 304 aspirin pe-'ix 12
50 AuoU Al 7HeoR c%‘?_' hold RUAL MY A
aspirin TH7F% AERQ LAD restenosis BRIZI LD 282
WHEE hold HEER B3

lil-defined hypoenhancing area in the pancreas head uncinate, 25cm, with
retropancreatic infiltration, abutment of SMA and jejujnal branch of SMV, borderline
resectable (CA 19-9: 23.6)

A|742} 20 Tete] sheds] | 7



Diving into Pancreatic—Biliary Guidelines & Engraving in Your Brain!

Pancreatic cancer biopsy for diagnosis

* Operation note (2022/12/13)

2022-12-13 elective

|aparascopic pancreas biopsy

uncinate portion dissection 503 punch biopsy 2 &

GEA

laparoscopic approach

omentum division % gastro-colic ligament B2I5 32
pancreas upper margin 2} lower margin B8 ¥

portal vein % SMV dissection 3104 uncinate portion BHR
SMV ZE0 S biopsy SH0{ StLi: frozen 2UFHAD free B
of

SMV SIZ2.2 dissection T 3104 biopsy £ O NBE
bleeder ligation & $¥&EE &

ells with few atypscal cells, see note.

Note)
2 AEEIU 44EYS A= HYSA YE U Chinical correlation HEELICE

Pancreatic cancer biopsy for diagnosis

* 1year follow up - No newly appearing lesion in the abdomen

8 | A74x A=A el TIsts) shaa]



Seung Soo Hong: Practical Application of Pancreas Cancer Guidelines Focusing on Actual Clinical Situation

* M/55

+ EUS-Bx negative 2 times
+ CA199:304

Pancreatic cancer biopsy for diagnosis

+ 3.5cmmass in pancreatic uncinated process, BRPC

Laparoscopic biopsy (2023/3/22)

* M/55
+ 3.5cm mass in pancreatic uncinated process, BRPC
+ EUS-Bx negative 3 times
« CA199:304

Pancreatic cancer biopsy for diagnosis

[ Name Of Operation ]
Pancreas, needle biopsy
[ Pathological Diagnosis |

A. Pancreas biopsy 141 : Fibrovascular tissue

B. Pancreas biopsy 257 : Bland-looking pancreas parenchymal tissue
C. Pancreas biopsy 3% Bland-looking pancreas parenchymal tissue

Note) Serial section= H=et0] ZolgigioL) 2 SAZZYo 24 M

Probably growing malignancy, 4.2cm > 4.5¢m, in pancreatic uncinated process to mesentery

-encasement of SMV/SMA, duodenal 3+ portion invasion
-DDsx: desmoid tumor, IgG4-RD, CA 19-9: 87.8

A747} 2ol tsts) shadis] | 9

T




Diving into Pancreatic—Biliary Guidelines & Engraving in Your Brain!
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* M/55

+ Probably growing malignancy, 4.2cm -> 4.5cm,
in pancreatic uncinated process to mesentery

* -encasement of SMV/SMA, duodenal 3rd
portion invasion

+ -DDx: desmoid tumor, IgG4-RD, CA 19-9:87.8

Pancreatic cancer biopsy for diagnosis

» Open surgical biopsy (2023/05/15)

No seeding
Pancreatic cancer of uncinated process with invasion fo colon
mesentery, SMV, SMA - unresectable

Pancreatic mass= core®| cancer®} FH %5 inflammation0] S8
ol=7i02 M7IEl
ML A— o= a.

Excisional biopsy

* H1:FFT

+ HLFFT

* #3: multifocal lymphoid aggregates with fibrosis
Gun biopsy

+ #4 presence of adenocarcinoma

+ F/63
+ rfo PDAC with ascites
+ EUStry fail due to duodenal varix
+ CT:rfo PDAC, 1.9cm, head of pancreas
+  CA, SMA, SMV, PV encase

+  Cavernous transformation of the PV

A742} A=3Pg lete] skt

Pancreatic cancer biopsy for diagnosis




Seung Soo Hong: Practical Application of Pancreas Cancer Guidelines Focusing on Actual Clinical Situation

Pancreatic cancer biopsy for diagnosis \.

+ Fl63
tfo PDAC with ascites
+ EUS try fail due to duodenal varix

+ CT:r/o PDAC, 1.9cm, head of pancreas, CA,
SMA, SMV, PV encase

Lk Fyoh Jgac ags

+  Cavernous transformation of the PV

ence of malignancy

ence of malignancy

[Final report]

ence of malignancy
ence of malignancy
ence of malignancy
ence of malignancy

Pancreatic cancer biopsy for diagnosis \.

* /73

* s/p AoV adenoma, endoscopic resection 2 times Laparmcopic PPPD (2023 05/08)
* CT: 3.1cm hypoenhancing mass in pancreas head, r/o PDAC

Pancreatic cancer evaluation
+ ERCP AoV Bx: HGD
+ EUS Bx of pancreas: (-) for cancer, CA19-9:7.3

A742} Aot sedsl | 11



Diving into Pancreatic—Biliary Guidelines & Engraving in Your Brain!
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* F73
* s/p AoV adenoma, endoscopic resection 2 times

*+ CT: 3.1em hypoenhancing mass in pancreas head,
tfo PDAC

+  Pancreatic cancer evaluation
ERCP AoV Bx: HGD
EUS Bx of pancreas: (-) for cancer

+ CA19973

Pancreatic cancer biopsy for diagnosis

[ Name Of Operation |

Pancreas, duodenum, common bile duct and gallbladder, pylorus preserving pancreaticoduodenectomy

[ Pathological Diagnosis |

Ampulla of Vater: Adenocarcinoma, well differentiated, arising in Intra-ampullary papillary tubular necplasm (IAPN), see note.

© Gross type: Protruding

© Histopathological type: An additional report will follow after immunchistochemical staining.

e carcinoma): upto 0.2cm

nt Tumor limited to ampulla of Vater/or sphincter of Oddi (pT1a)

ula Mot identified

nvasion: Not identified

sion: 1, Pancreatic intraepithelial neoplasia (PaniN). low to high grade 2. Chronic pancreatitis

© Resection margins
- Common bile duct: F
- Pancreatic parenchyt

lasia (safety margin:
dysplasia (safety man

Duodenum, proximi

- Duodenum, distal: Free of dysplasia (saf

* Conclusions

A742} A=3Pg lete] skt

Pancreatic cancer biopsy for diagnosis

* PDAC is surrounded by inflammation, Gun biopsy is efficient for core biopsy.

+ Always differentiate the diagnosis with chronic pancreatitis

Cancer negative results cannot always rule out the malignancy, follow up is needed.

* Frozen results can be changed in the final pathologic report.

If suspicious lesions belongs to resection boundary , radical resection can be possible without biopsy.

Open surgical biopsy is also appropriate for accurate diagnosis.




Seung Soo Hong: Practical Application of Pancreas Cancer Guidelines Focusing on Actual Clinical Situation

Practical Application of Pancreas Cancer Guidelines

Is it resectable? - Design of resection

P —

Is it resectable ? Design of resection

CRITERIA DEFINING RESECTABILITY STATUS AT DIAGNOSIS®

P —

artery bifurcation allowing for safe and complate resection and
reconstruction.

+ Solid tumor contact with the SMA of £180°.
+ Solid tumor contact with variant arterial anatomy (ex: accessory right

hepatic artery, replaced right hepatic artery, replaced CHA, and the
origin of replaced or accessory artery) and the presence and degree
of tumor contact should be noted if present, as it may affect surgical
planning.

Pancreatic bodyhail:
+ Solid tumor contact with the CA of <180°.

+ Decisions about resectability status should be made in at plinary meetings/discussio ns.
Resectability | Arterial Venous
Status
Resectable |+ No arterial tumor contact (cellac axis [CA), superior mesenteric artery |+ No tumor contact with the superior mesenteric vein [SMV) or
[SMA], or common hepatic artery [CHAJ). portal vein [PV) or £180° contact without vein contour irmegularity.
Borderline | Pancreatic headiuncinate process: + Solid tumor contact with the SMV or PV of >180°, contact of
Resectable” |+ Solid tumor contact with CHA without extension to CA or hepatic £180° with contour irregularity of the vein or thrombosis of the

wvedn but with suitabla vessel proximal and distal to the site of
involvement allowing for safe and compiete resection and vein
reconstruction.

+ Solid tumor contact with the inferior vena cava (IVC).

Locally
Advanced™

Head/uncinate process:
+ Sofid tumar contact >180° with the SMA or CA.

Pancreatic body/tail:
+ Solid tumor contact of >180° with the SMA or CA.
+ Solid tumor contact with the CA and aortic involvement.

L] SMVIFY due to tumor i or
occlusion (can be due to tumor or bland thrombus).

No vascular resection VS Tangential resection VS Segmental resection of SMV-PV

A747} =7 A Tete] shats]
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Design of resection (
~~
77 M/53 Mj51
+ 2.8cm, PDAC, head, abutting SMV-PV * 3-4cm, PDAC, head, abutting SMV 1¥br. + 2 jem, PDAC, head, abutting SMV??
* s/p 1 FOLFIRINOX * Upfront surgery + s/p 8 FOLFIRINOX
+ CA19:9:1324.6 + CA199:726 + CA19-9:405

Design of resection

F77 Laparoscopic PPPD (2023/03/13)
+ 2.8cm, PDAC, head, abutting SMV-PV
* s/p #1 FOLFIRINOX
+ CAT9-9:13246

A742} A=3Pg lete] skt



Seung Soo Hong: Practical Application of Pancreas Cancer Guidelines Focusing on Actual Clinical Situation

Design of resection

M/53
* 3.4cm, PDAC, head, abutting SMV 19 br.
+ Upfront surgery
+ CA19-9:726

Laparoscopic attempted open conversion PPPD (2022/08/01)

& Avermeda

\
~~

Design of resection

M/53
* 3.4cm, PDAC, head, abutting SMV 19 br.
+ Upfront surgery
+ CA19-9:726

Laparoscopic attempted open conversion PPPD (2022/08/01)

\
~~

9. GDA F# isolationst L%t dissectiondt3¥ 2Lk, inflammations) 5t04
dissection®t =01 upper midlineSZ gpen conversion 3

10. GDA ligation

11. pancreatic neck transection and margin frozen: FFT

12. CBD transection above cystic duct stump

13. jejunal transection

14, pancreatic head cancer with St jonA 7492 SMV lateral
borderZ clampZ B EHZ proelen 25-0 continousE repair2.

T

15. SMA lateral border= GIA tan 602 SEHE/E.

16. PJ: hard pancreas, 3mm, duct-to-mucosa, 7 stitch, no stent
HJ: 8mm, one lumen , vicryl #4-0 interrupted

17. D) : vicryl #3-0 continuous

18. 2-arm drain

19. wound clsoure and out to PACU

A74%} B ATHS] )]
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Diving into Pancreatic—Biliary Guidelines & Engraving in Your Brain!
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Design of resection

M/51 Laparoscopic PPPD (2021/09/29)
* 2.1em, PDAC, head, abutting SMV??
* s/p #8 FOLFIRINOX
+ CA19:9:405

No vascular resection [angential resection Segmental resection of SMV-PV

A742} A=3Pg lete] skt



Seung Soo Hong: Practical Application of Pancreas Cancer Guidelines Focusing on Actual Clinical Situation

Design of resection

* Conclusions

* Vascular involvement of upfront surgery can be different from that of CT findings, mainly more
severe in operative findings

* Neoadjuvant case can present more prominent invasion of vessel compared with CT findings,
however, it can be regressed tumor with fibrosis

-> adjacent vascular isolation for vascular resection or manage of unexpected bleeding

* General weakness intolerable to chemotherapy

-> Reconsider of operation

Practical Application of Pancreas Cancer Guidelines

Unexpected operative findings

A747} =7 A Tete] shats]
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Diving into Pancreatic—Biliary Guidelines & Engraving in Your Brain!
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Unexpected operative findings

* M/61, PDAC, uncinate, BRPC (2023/04/24)
¢ s/p #6 FOLFIRINOX

lll-defined mass-like lesion in the pancreaticoduoudenal groove with
tissue infiltration along the mesenteric root

Operative findings

Pancreatic head cancer with SMV and GDA invasion
-unable to tunneling pancreatic neck

-GDA origin invasion of cancer

Unresectable status

Unexpected operative findings

* F/69, PDAC, head, RPC (2022/04/08)

Hypoattenuation mass in the pancreas head(3.5cm), invasion of
duodenum and distal CBD, SMV branch abutting.

A742} A=3Pg lete] skt

Operative findings
Laparoscopic attempted open conversion PPPD

-pancreatic cancer, head-uncinated with invasion of right
colic vein

-PDR1(+), PDR2(+), PDR3 refer to permanent




Seung Soo Hong: Practical Application of Pancreas Cancer Guidelines Focusing on Actual Clinical Situation

Unexpected operative findings

* Conclusions
* Operative finding can be much more serious compared with CT findings
+ EUS-biopsy associated pancreatitis
* Rapid cancer progression

* Ill-defined hypoattenuation mass

» Even if tumor is confined to pancreas head, always confirm the pancreatic duct margin

* Microscopic tumor spread through pancreatic duct can occur

Practical Application of Pancreas Cancer Guidelines

PPPD or DP ? - neck cancer

A747} =7 A Tete] shats]
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PPPD or DP? -neck cancer (
~~
F/68 F/82
* 1/o [PMN, p-duct dilatation * 2.6cm 1fo PDAC, body, abut to liver

« CA19:9:177

PPPD or DP ? - neck cancer

F/68
* /o IPMN, p-duct dilatation
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PPPD or DP ? - neck cancer

P —

F/82
* 2.6cm rfo PDAC, body, abut to liver
+ CAl FrozenZ 2

#a2 Yyon IBIC

GEEES

1 i:l‘l:Cl?]E[! Y Other liver mass

PPPD or DP ? - neck cancer

P —

* Conclusions
* The true lesion can be more proximal compared with CT

* Especially for PDAC, adjacent inflammation and invasion can make it more difficult for
distal resection

* Always consider the possibility of pancreaticoduodenectomy
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Practical Application of Pancreas Cancer Guidelines

Boundary of M1 disease - boundary of resectable disease

Boundary of M1 disease - boundary of resectable disease

M/68

* Hypovascular 2.2cm mass in the tail of
the pancreas, CA19-9: 26.7

K| Cot
[y By -

Presence of atypical glands, see note (Note)
Pancreas2t BO{T 20 A3t soft tissue (peritoneal
tissue) oA RFE ZX2HE metastatic
adenocarcinomal 7+540| ASLICH Ay T2

correlation StA|7| BFEELICH
No evidence of carcinoma (soft tissue only)
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Boundary of M1 disease — boundary of resectable disease |

[ Pathological Diagnosis |

Pancreas: Adenocarcinoma, modereatly differentiated

M/68
* Hypovascular 2.2cm mass in the tail of )
the pancreas, CA19-9: 26.7 ymphovascular invasion: Present
¢ ural invasion: Present
¢ Associated lesion: 1. Chronic pancreatitis 2. Retension cyst

Ti2

Ives pancreas and peripancreatic soft tissue

tv marain: 0.5am)
ty margin: 0.5cm)

Lymph nodes, regional (2/4): Metastatic carcinoma in 2 out of 4 lymph nodes with perinodal
Spleen: Free of carcinoma
Soft tissue, separately sent No. 11 : Free of carcinoma

#Pathologic stage (AJCC Bth edition): pT2N1

| Pathological Diagnosis |
Labelled "R/0 metastasis pancreas cancer”; Presence of adenocarcinoma, see note.

Splenic artery 7| Al 5 Free of carcinoma

Note) 3 590 TSt clinical correlation0] Y-S LICE

Boundary of M1 disease — boundary of resectable disease |

s/p #5 FOLFIRINOX

MJ68 CA199: 2090

* Lap DPS (tail resection), POD#5

A747 2ol tsls] shadis] | 23



Diving into Pancreatic—Biliary Guidelines & Engraving in Your Brain!

Boundary of M1 disease - boundary of resectable disease

M/56

* Decreased size of pancreatic head cancer without vessel invasion

* Decreased size of LN at HDL, Lt. gastric, Lt. paraaortic area, possible LN metastasis
* s/p #11 FOLFIRINOX, CA 19-9:70.7 <3327.0

Boundary of M1 disease - boundary of resectable disease
M/56 ~~

+ Decreased size of pancreatic head cancer without vessel invasion
* Decreased size of LN at HDL, Lt. gastric, Lt. paraaortic area, possible LN metastasis
CA19-9:70.7<3327.0 [ Pathological Diagnosis |

Pancreas:

Operation record (2023/06/19)

+ PPPD d/t pancreatic head ca.
+ No distant metastasis
+ CHA from SMA
* Annular pancreas
+ SMA lateral border, hard tissue
+ LN7, 8§, 12 excision
+ Vascular part

nal (0/4); total (0/7): Free of carcinoma (ypNO

* Lt paraaortic LN excision (Lt. renal vein inferior)
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Boundary of M1 disease - boundary of resectable disease

M/36

* Decreased size of pancreatic head cancer
without vessel invasion

* Decreased size of LN at HDL, Lt. gastric, Lt.
paraaortic area, possible LN metastasis

* s/p #11 FOLFIRINOX, CA19-9:70.7 < 3327.0

* Postop. 4 month, CA 19-9: 5497.8
* PET-CT
+ Tumor recurrence on op. bed
+ Lt. paraaortic space

* Liver metastasis

Boundary of M1 disease - boundary of resectable disease

* Conclusions
* Metastasis beyond the operative resection boundary is considered M1
* Resection can be possible, however, early recurrence frequent.
» However, no other options other than ongoing chemotherapy

» Multi-diciplinary approach is needed

A747 2ol teks] shetis] | 2D
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Practical Application of Pancreas Cancer Guidelines

Difficult situations

Difficult situations (
Is distal pancreatectomy safe after STG? el

* Ff73
» s/p Lapa STG B2 (2008) d/t GC

» Pancreatic tail cancer (2020)

A742} A=3Pg lete] skt
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Difficult situations (
Is distal pancreatectomy safe after STG? el

* Ff73
» s/p Lapa STG B2 (2008) d/t GC

» Pancreatic tail cancer (2020)

Difficult situations (
Is distal pancreatectomy safe after STG? el
* F/73
+ s/p Lapa STG B2 (2008) d/t GC * Progress
» Pancreatic tail cancer (2020) * POD#3 : gas out

* POD#4:SD

. -
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Difficult situations .
Is distal pancreatectomy safe after STG? \

AHBPS 2

Case Report

Laparoscopic distal pancreatosplenectomy for
left-sided pancreatic cancer in patients with
radical subtotal gastrectomy for gastric cancer

Kang Hee Lee'", Seung 500 Hong", Seung-seot K’ Ho Kyoung Hwang'”, Woo Jung Lee", Chang Mo Kang”"

Dtwision of Hepatobslary and Pancrestic Surgery, Department of Surgery, Yonses Universaty Cobege of Medicine. Secul, Korea,
Dpartment of Badickgy and Research Imtitute of Radiclogical Scsence, Yonus University College of Medicine, Secedl, Kored
“Yorus Pancreathilary Cance Center, Yomei Cancer Center, Severance Honpital, Secul, Kores

Table 2. Radiclogical evidence of collateral blood supply to the remnant siomach on pre- and post-distal pancreatectomy state

No.of Paviatt Time Radiclogical evidence of collateral blood supply to the remnant stomach

.. AgelyrSex interval
et Lpeedi ) T Pre-distal pancrestectomy Post-distal pancreatectomy
1 71/Male sTa @z 40 Moevident enhance of collaterals Collateral arteries from CHA and left IPA
2 59 Male sTa Bz 196 Thin enhanced collateral artery from left P4 Evident collateral arteries from left IPA and SMA
3 GlFemale LapTG 48 Total gastrectomy status Total gastrectony status
¥ S8/Male STGBI 48 Thin enhanced collateral artery from left IPA  Evident collateral arteries from left IPA and SMA
Slease1)  Td/Male 5TG B2 60 Thin enhanced collateral artery from left IPA Evident collaberal arteries from beft IPA and SMA
Glcasel) T7SFemale  LapSTGE2 144 Evident collateral arteries from keft IPA and SMA  Evident collateral arteries from left IPA

STG, subtotal gastrectomy; TG, total gastrectomy; IPA, inferior pheenic artery; CHA, comman hepatic artery; SMA, superior mesenteric artery
“Spleen presenving distal pancreatectomy.

Difficult situations .
Hematochezia after mesocolon shaving \

« M/57
* Lapa DPS (2023/2/1) d/t pancreatic body ca.

ly ulceration, consistent with CMV colitis

ding cofon, AV S0cr on

ending colon, AV 46¢m:

ceration with mild architectural distortion and no granuloma

D. Distal descending colon, AV 40cm: Ulceration with mild architectural distortion and no granuloma

Note)

1. The immunohistochemical stain result of CMV (#A}): Positive

2. The immunohistochemical stain result of CMV (#C): Negative

POD# Imonth

Imp: rfo acute colitis, r/o TB colitis or Crohn’s dz, r/o malignancy
Biopsy done
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Difficult situations
Duodenal cancer additional to retroperitoneal lymphoma W,
« MJ57
* Ongoing CTx for lymphoma

* Duodenal cancer suspected

+ Pall. Lap. GJ stomy

Difficult situations
Duodenal cancer additional to retroperitoneal lymphoma W,

Fathological Dragnosis |

« M/57

+ PPPD (2023/03/10)
+  Duodenal ca.

+ Hard mass with inflammation

ductal soft tissue, pancreas, peripancreatic soft tissue and ducdenum (upto mucosa)

+  Colon abutting

* LN enlargement due to lymphoma

n: 22em

Adj. CTx complete
Ongoing CTx for lymphoma

egional (1/3) : total (1/5) Metastatic carcinoma in 1 out of 5 lymph nodes
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Difficult situations (
MISin old age il
* F/86 * MI76
+ Lapa PPPD (2022/08/22) d/t AoV ca. * Lapa PPPD (2023/03/20) d/t CBD ca.

<Armest event> HI|8-B 529 42) [2023-03-20]

NER 7HEAAY

2028 A%K| HEIE UHEO code blue YY1 CPR AT, zne Fae
-epl F0[20:36, 2039 . ) T . »
Intubation full lab ARGA CXR B3 last normal time 6:40 FRNM DTN SELOM F32 2 ED B0E

EKG A mental ctatus drowsy SXOL MSE & @ T3 MEC B4 OS2

Sinus tachycardia with Fusion complexes Possible Left atrial enlargement Right bundle g&:f_.“fr_:li;; j!‘;;g A SRESES0ARENE

branch block Abnormal ECG

O\% EX mental drowsy %4 2E 250 saturation SN saturation 60T H%

2040 ROSC qzE

21105 w/s 80751 sat T8% — levo 3ec start

2115 Levo 10cc S8 ¥ (T EYE

Mental stupor 014 ®XI0Y saturation detecT|%] H0t SEFR U4
respiratory amest impression 3 intubation 3 vent apply

@ 3 ROIMNT HOC MO2 &5 F WEOH 279 IZHY ATOL 023 F W4 58 SANE S99 T b emphysema++
sat 100, ws stable 22, 1240 B) abga: col retention

post-0p lab, HV color 4 bleeding 7542 BOIXID amest 24| LiZH bW M E Hb

down %8 1o €02 narcosks

arest $ 3 ABGAY pCO2 495 pO2 225 tHb 11.3 82 8022 pCo2 B0 B7H5I04 & i ,
A& BOU O=RE 02 33 & UZ 32 relisbe 37| B2 b s
- = ova 248 0RO r/o A ctangio A
Respiratory armest 22 mental change 7H54 22 brain (T, abdomen (T 222, et ' "

A A

BE ZA BR50H mental dert HA4 M2 cbey&command 7He
Lt arm grade 2-3 HE weakness £

] RUAB0 FHRHYNAM neurologic evam M FAZL stroke 7t N2 o a0 DI el T1E B EE4 BOT
M2 BUHTIL R ciableBiT) D brain MAI A/ B8H= 2 318 9, CT & Major vessel intact 3 84 B2 stroke medication ARTY F& 31 28
FUNBHENZE

Discharge on POD #14 Discharge on POD #9

Take home message (
~~

* Various situations can occur in actual clinical field beyond established
guidelines

* Remember the tip and always discuss with senior professionals.
* Multidiciplinary approach can help

* Be brave for the operation, however, think one more that it can actually help
patients outcomes.

* Routine ICU prep should be considered in old age
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Curriculum Vitae
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Daegwang Yoo

Hepatobiliary and Pancreatic Surgery Division,
General Surgery Department, Seoul Soonchunhyang University Hospital

. Educational Background

2010.02
2015.02
2020.02

Bachelor’s Degree, Korea University College of Medicine
Master's Degree, Ulsan University College of Medicine
Doctor’s Degree, Ulsan University College of Medicine

Hospital Training and Career

2010.03-2011.02

2011.03-2015.02

2015.03-2018.04

2018.04-2020.02

2020.02-2021.02

2021.03-2022.04

2022.05-2023.02

2023.03-Now

Internship, Asan Medical Center

Residency, General Surgery Department, Asan Medical Center

General Surgery Department, Armed Force Guri Hospital,

Armed Forces Medical Command

Clinical Fellowship, Hepatobiliary and Pancreatic Surgery Division,

General Surgery Department, Asan Medical Center

Clinical assistant professor, Hepatobiliary and Pancreatic Surgery Division,
General Surgery Department, Konkuk University Choongju Hospital, Choongju
Assistant professor, Hepatobiliary and Pancreatic Surgery Division,

General Surgery Department, Konkuk University Choongju Hospital, Choongju
Clinical assistant professor, Hepatobiliary and Pancreatic Surgery Division,
General Surgery Department, Seoul Soonchunhyang University Hospital
Assistant professor, Hepatobiliary and Pancreatic Surgery Division,

General Surgery Department, Seoul Soonchunhyang University Hospital

License and Certification

2010.03
2015.03
2018.04
2020.12

Korean Medical License

Korean Board of General Surgery

ECFMG (Education Commission for Foreign Medical Graduates) of USMLE
Korean Specialist Board of Hepatobiliary pancreatic Surgery
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Tokyo Guidelines for Acute Cholangitis &

Cholecystitis: Overcoming of My
Desperate Experience

Daegwang Yoo (Soonchunhyang University Hospital Seoul, Korea)

74" Korean Pancreas Surgery Club Symposium

Tokyo guideline 2018 on JSHBPS website

Tokyo Guidelines 2018 ( TG18 )  Tokyo Guidelines 2018: diagnostic criteria and severity grading of acute cholecystits ( with
videos )

WD { hitp:fionlinelibrary.wiley.comidoil10.1002/hbp.515/ull 2 )

Free Full text of TG18 (in English)
+ Tokyo Guidelines 2018: flowchart for the management of acute cholecysitis
+ Tokyo Guidefines 2018: antimicrobial therapy for acule cholangits and cholecystitis ( hittp:/fonlinglibrary.wiley.com/doi/10.1002/hbp.516/Mull & )
{ hitp:/ionlinelibrary.wiley.com/doi/10,1002ihop S18/UIlE )

- Tokyo Guidelines 2018: surgical management of acute cholecystitis : safe steps in

« Tokyo Guidefines 2018: diagnostic criteria and severity grading of acute cholangitis (with
videos) laparoscopic cholecystectomy for acute cholecystitis ( with videos )
{ hittp:onlinlibrary wiey.comidoi/10.1002fhbp S12MI € ) ( http:/ionlinelibrary.wiley.com/doi/10.1002fjhbp.517/full & )

« Tokyo Guideines 2018: nitial management of acute bilary infection and flowcha for acute
cholangitis
( http:iicnlinelibrary.wiey.com/dod/10.1002fhbp. S09/Mll € )

+ Tokyo Guidelines 2018: management strategies for gallbladder drainage in patients with acute
cholecystiis (with videos)
{ http:/onlinglibrary.wiley.com/doi10.1002/hbp. 504/full €' )

= Indications and techniques of biliary drainage for acule cholangilis in updated Tokyo
Gudeines 2018 + Tokyo Guidelines 2018: management bundles for acute cholangitis and cholecystitis
( hittp:/lonlinlibrary.wiay.com/doi/10,1002fhbp.498/full € ) ( itp:Jloninelibrary.wiley.com/dai0.1002ihbp S19MIIE )
surgeon
+ Personal Information Handing Polcy + Tokyo Guidelines 2018: antimicrobial therapy for acute cholangitis and cholecystitis
{ hitp:/fonlinelibrary wiley.com/doi10.1002/jhbp.51 8l E' )

P N —
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Daegwang Yoo: Tokyo Guidelines for Acute Cholangitis & Cholecystitis: Overcoming of My Desperate Experience

74" Korean Pancreas Surgery Club Symposium

74" Korean Pancreas Surgery Club Symposium
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TG18 Diagnosis & Severity Grading

GUIDELINE

Tokyo Guidelines 2018: diagnostic criteria and severity grading of
acute cholecystitis (with videos) _
* A Japanese study of the association

between diagnostic criteria and

Table 1 TGI8/TGI3 diagnostic criteria for acute cholecystitis

A{ Localfsigns offinflammation .

() Murphy’s sign, (2) RUQ mass/painftendemess factors (such as length of
BI Systemic Iigns uflnllummutiun }[c. Research Article
(1) Fever, (2) elevated CRP, (3) elevated WBC count Factor Analysis Influencing Postoperative Hospital Stay and

c Medical Costs for Patients with Definite, Suspected, or
——— - g Unmatched Diagnosis of Acute Cholecystitis according to

Imaging findings characteristic of acute cholecystitis o

L o ) ) the Tokyo Guidelines 2013

Suspected diagnosis: one item in A + one item in B

Definite diagnosis: one item in A + one item in B + C

Aoi Hayasaki,"* Koji Takahashi,' Takehiro Fujii," Koji Kumamoto,'

Koji Fujii," Eiichi Matsumoto,' Shigeki Miyahara,' Tsukasa Kusuta,'

Yoshinori Azumi,’ and Shuji Isaji’

TG18 Diagnosis & Severity Grading

Table 7 TGIS/TG13 severity grading for acute cholecystitis

Grade 111 (severe) acute cholecystitis
“Grade III" acute cholecystitis is associated with dysfunction of any one of the following organs/systems:
1. Cardiovascular dysfunction: hypotension requiring treatment with dopamine 25 pg/kg per min, or any dose of norepinephrine
2. Neurological dysfunction: decreased level of consciousness
3. Respiratory dysfunction: PaO4/FiO, ratio <300
4. Renal dysfunction: oliguria, creatinine >2.0 mg/d]
5. Hepatic dysfunction: PT-INR >1.5
6. Hematological dysfunction: platelet count « 100,000/mm’
Grade 1 (moderate) acute cholecystitis
“Grade II" acute cholecystitis is associated with any one of the following conditions:
1. Elevated WBC count (>18,000/mm’)
2. Palpable tender mass in the right upper abdominal quadrant
3. Duration of complainis >72 h*
4. Marked local inflammation (gangrenous cholecystitis, pericholecystic abscess, hepatic abscess, biliary peritonitis, emphysematous
cholecystitis)
Grade I (mild) acute cholecystitis
“Grade 1" acute cholecystitis does not meet the criteria of “Grade 1" or “Grade 11" acute cholecystitis. It can also be defined as acute
cholecystitis in a healthy patient with no organ dysfunction and mild inflammatory changes in the gallbladder, making cholecystectomy a
safe and low-risk operative procedure
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TG18 Diagnosis & Severity Grading

* Grade | (Mild)

* Acute cholecystitis in a healthy patient with no organ dysfunction and mild
inflammatory changes in the gallbladder.

* Grade Il (Moderate)
*Any one of following:
+ 1.Elevated WBC count (>18,000/mm3)
+ 2.Palpable tender mass in the right upper abdominal quadrant
* 3. Duration of complaints >72 hr

* 4. Marked local inflammation (gangrenous cholecystitis, pericholecystic
abscess, hepatic abscess, biliary peritonitis, emphysematous
cholecystitis)

TG18 Diagnosis & Severity Grading

* Grade lll (Severe)
* Any one of following:

* 1. Cardiovascular dysfunction: hypotension requiring treatment with
dopamine 25 mcg/kg/min, or any dose of norepinephrine

* 2. Neurological dysfunction: decreased level of consciousness
+ 3. Respiratory dysfunction: Pa02/Fi02 ratio <300

* 4.Renal dysfunction: oliguria, creatinine >2.0 mg/dl

* b.Hepatic dysfunction: PT-INR >1.5

* 6.Hematological dysfunction: platelet count <100,000/mm3
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TG18 Diagnosis & Severity Grading

Table 2 Relationship between severity and 30-day overall mortal- * |Inacase series Study of

= over 5,000 patients, the
SRR iy prognosis for Grade |ll
Grade | Grade ' Grade Il P-value pat]ents was a|50
n=1339 n=1702 n=0680 P g
significantly worse than
30-day mortality  15)(1.1%) | 13((0.8%)| 37|(54%)] <0.001 for Grades|and Il.

74" Korean Pancreas Surgery Club Symposium
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74 Korean Pancreas Surgery Club Symposium

TG18 Antimicrobial therapy

GUIDELINE

cholecystitis

cholecystitis?

Q1. What specimen should be sent for culture to iden-
tify the causative organisms in acute cholangitis and

We suggest cultures of bile and tissue when per-
foration, emphysematous changes, or necrosis of
gallbladder are noted during cholecystectomy.
(Recommendation 2, level D)

tion 1, level C)

CALCPL LLUUDT WL Z1aut 1 dCYCLILY. (ncuviiciuas

Tokyo Guidelines 2018: antimicrobial therapy for acute cholangitis and

In acute cholecystitis

* Positive rates of gallbladder cultures
range from 29% to 54%

* Positive rates of blood cultures range
from7.7%t015.8%

74 Korean Pancreas Surgery Club Symposium

TG18 Antimicrobial therapy

Table 3 Antimicrobial recommendations for acute biliary infections

Severity

Community-acquired biliary infections

Grade |

Grade 11

Grade I

Healthcare-associated biliary
infections”

Antimicrobial agents

Cholangitis and cholecystitis

Cholangitis and cholecystitis

Cholangitis and cholecystitis

Healthcare-associated cholangitis
and cholecystitis

Penicillin-based therapy

Cephalosporin-based therapy

Carbapenem-based therapy

Monobactam-based therapy

Fluoroquinolonegpased therapy®

Ampicillin/sulbactam’” is not recommended I Piperacillinftazobactam

if >20% resistance rate.
Cefazolin,

or Cefotiam,”

or Cefuroxime,

or Ceftriaxone,

or Cefotaxime

4+ Metronidazole*

e e, Cefoxitin,”
Cefoperazone/sulbactam

Ertapenem

Ciprofloxacin, Levofloxacin,
Pazufloxacin + Metronidazole®
Moxifloxacin

Piperacillinftazobactam

Piperacillintazobactam I

Ceftriaxone,

or Cefolaxime,

or Cefepime,

or Cefozopran,

or Ceflazidime

+ Metronidazole”
Cefoperazone/sulbactam

Ertapenem

Ciprofloxacin, Levofloxacin,
Pazufloxacin + Metronidazole®
Monxifloxacin

Cefepime,
or Ceflazidime,
or Cefozopran
+ Metronidazole”

Imipenem/cilastatin, Meropenem,
Donpenem, Erapenem
Aztreonam + Metronidazole?

Cefepime,
or Ceftazidime,
or Cefozopran
+ Metronidazok*

Imipenem/cilastatin, Meropenen,
Lonpenem, Erapenem
Aztreonam + Metronidazole”
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74 Korean Pancreas Surgery Club Symposium

TG18 Antimicrobial therapy

Q4. What is the optimal duration of antimicrobial « The results of the two RCTs were

therapy for patients with acute cholecystitis?

integrated and the risk difference

Antimicrobial therapy for patients with Grade I
and 11 acute cholecvstitis is recommended only

for postoperative infection was
0.01(95% Cl: 0.04-0.06).

No antibiotics  Antibiotics Risk difference Risk difference
Study or Subgroup  Events  Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Loozen 2017 L 379 563%  0.00[-0.06,0.07)]
Regimbeau 2014 35207 31 207 43.7%  0.02[-0.05, 0.09]
Total (95% CI) 280 286 100.0% 0.01 [-0.04, 0.06)
Total events 38 34

Heterogeneity. Tau? = 0.00; Chi* = 0.15, df = 1 (P = 0.69); F = 0%
Test for overall effect: 7 = 0,43 (P = 0.67)

Il | 1

02 -01 0 01 02
Favours no antibiotics Favours antibiotics

74 Korean Pancreas Surgery Club Symposium

TG18 Antimicrobial therapy

Q4. What is the optimal duration of antimicrobial

therapy for patients with acute cholecystitis?

tion 1, level B)

to 7 days. (Recommendation

Antimicrobial therapy for patients with Grade I
and II acute cholecystitis is recommended only
before and at the time of surgery. (Recommenda-

Once the source of infection is controlled, antimi-
crobial therapy for patients with Grade III acute
cholecystitis is recommended for the duration of 4
2, level D)

* Grade Ill acute cholecystitis

* When bacteremia with Gram-positive
bacteria is present, administering
antimicrobial therapy for 2 weeks is
prudent and recommended to decrease
the risk of infective endocarditis.
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TG18 Antimicrobial therapy

Q4. What is the optimal duration of antimicrobial
therapy for patients with acute cholecystitis?

(Antimicrobial therapy for special conditions) * Antibiotics until
In patients with pericholecystic abscesses or perfo-
ration of the gallbladder, treatment with an
antimicrobial regimen as listed in Table 3 is rec- * WBC normal
ommended. Therapy should be continued until the
patient is afebrile, with a normalized white count,
and without abdominal findings. (Recommendation
1, level D)

* Nofever

* Noabdominal finding

74" Korean Pancreas Surgery Club Symposium
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74 Korean Pancreas Surgery Club Symposium

TG18 Flowchart of Management

GUIDELINE

Tokyo Guidelines 2018: fiowchart for the management of acute
cholecystitis

74 Korean Pancreas Surgery Club Symposium

TG18 Flowchart of Management

Table 2 American Society of Anesthesiologists physical status classification system (ASA-PS) [23]

ASA-PS Definition Examples, including, but not limited to:
classification

ASA1 A normal healthy patient Healthy, non-smoking, no or minimal alcohol use

ASA Tl A patient with mild systemic disease Mild diseases only without substantive functional limitations. Examples
include (but not limited to): current smoker, social alcohol drinker,
pregnancy, obesity (30 < BMI < 40), well-controlled DM/HTN,

mild lung disease

ASA T A patient with severe systemic disease Substantive functional limitations; one or more moderate to severe diseases.
Examples include (but not limited to): poorly controlled DM or HTN,
COPD, morbid obesity (BMI >40), active hepatitis, alcohol dependence
or abuse, implanted pacemaker, moderate reduction of ejection fraction,
ESRD undergoing regularly scheduled dialysis, premature infant
PCA <60 weeks, history (>3 months) of MI, CVA, TIA, or CAD/stents

ASA IV A patient with severe systemic Examples include (but not limited to): recent (<3 months) MI, CVA, TIA, or

disease that is a constant threat to life CAD/stents, ongoing cardiac ischemia or severe valve dysfunction, severe
reduction of ejection fraction, sepsis, DIC, ARD or ESRD not undergoing
regularly scheduled dialysis

ASAV A moribund patient who is not Examples include (but not limited to): ruptured abdominal/thoracic aneurysm,

expected to survive without the operation massive trauma, intracranial bleed with mass effect, ischemic bowel in the
face of significant cardiac pathology or multiple organ/system dysfunction

ASA VI A declared brain-dead patient whose

organs are being removed for donor purposes
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TG18 Flowchart of Management

Table 1 Charlson comorbidity index [18]

Assigned weights  Conditions

for diseases

1 Myocardial infarction
Congestive heart failure
Peripheral vascular disease
Cerebrovascular disease
Dementia
Chronic pulmonary disease
Connective tissue disease
Peptic ulcer disease
Mild liver disease

Diabetes mellitus (uncomplicated)

ta

Hemiplegia

Moderate or severe chronic kidney disease
Diabetes mellitus with end-organ damage

Any solid wmor

Leukemia

Malignant lymphoma

Moderate or severe liver disease

6 Metastatic solid wmor

Acquired immune deficiency syndrome (AIDS)

TG18 Flowchart of Management

CCI 6 or greater and/or —
ASA class lll or greater Antibiotics
(not low risk) 4 and general  [m======== Observation
r 4

Rl supportive care

T
I
I

A4

A
Early LC

Grade |
(mild)

In case of serious operative difficulty,
bail-out procedures including
conversion should be used.
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TG18 Flowchart of Management

A
And a.d\:mced LC Urgent/carh’ LC
technique '
available
CCI 6 or greater
and/or ASA class
Grade II Antibiotics X morgﬁf;t: s not A
L and general e e Delaved/
(moderate) supportive care | N a}.e
S0 elective

LC
S

In case of serious operative difficulty, bail-out procedures
including conversion should be used.

Urgent/early
GB drainage

74t Korean Pancreas Surgery Club Symposium

TG18 Flowchart of Management

Advanced center ¥ 3
?| and good PS* Early LCA
factors #

predictive
and

FOSF®

N

Antibiotics *
and general
organ support

Grade 111
(severe)

CCl 4 or greater and/or
ASA class lll or greater
(not low risk)

Poor PS*
ornot¥

Neoativ Delayed/
ALY Good PS* elective
¢ predlctnfc Urgent/early LCA
actors present # GB drainage+
and/or
no FOSF® Poor PS*

In case of serious operative difficulty, bail-out procedures including conversion should be used.
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TG18 Flowchart of Management

Q3. What is the optimal timing of cholecystectomy for Q4. When is the optimal timing for cholecystectomy
acute cholecystitis? following percutaneous transhepatic gallbladder drai-
nage (biliary drainage)? [Future research question]

If a patient is deemed capable of withstanding sur-
gery for AC, we propose early surgery regardless | | There are no reports providing quality scientific
of exactly how much time has passed since onset. evidence on the best timing for surgery after per-
(Recommendation 2, level B) cutaneous transhepatic  gallbladder drainage
(PTGBD; also called cholecystostomy), so a con-
sensus has not been reached. (Level C)

74" Korean Pancreas Surgery Club Symposium
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TG18 Surgical Management

GUIDELINE
Tokyo Guidelines 2018: surgical management of acute cholecystitis: safe
steps in laparoscopic cholecystectomy for acute cholecystitis (with videos)

QI. What are the indicators of surgical difficulty in
laparoscopic cholecystectomy for acute cholecystitis?

Besides preoperative factors and severity of AC,
intraoperative findings are considered to be appro-
priate indicators of surgical difficulty in LC for
AC. (Level D)

TG18 Surgical Management

* Factors that affect OP time * Factors that affect Open

* Body mass index conversion
* Temperature * Obesity
» Cystic duct length * Male sex
+ Non-visualized GB on * Advanced age
preoperative cholangiography * (B wall thickening (>4 to 5 mm)
* Abnormal findings on CT onUS
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TG18 Surgical Management

Table 1 Risk factors associated with prolonged operative time and open conversion

Prolonged operative time [8, 9]

Conversion [13, 16)

Gallbladder wall thickening

Incarcerated stones in the gallbladder neck

Duration of elevated C-reactive protein

Non-visualized gallbladder on preoperative cholangiography
Body temperature

Abscess formation

BMI

Gallbladder wall > 4-5 mm on preoperative ultrasound
Age >60 or 63 years

Male gender

Acute cholecystitis (TG13 grade 1V/111)

Contracted gallbladder on ultrasound

Previous abdominal surgery

BMI

ASA score

74 Korean Pancreas Surgery Club Symposium

TG18 Surgi
urgical Management
Table 2 Difficulty score for each intraoperative finding
Intraoperative findings Score
A. Factors related to inflammation of the gallbladder
(a) Appearance around the gallbladder
1. Fibrotic adhesions around the gallbladder due to inflammation 2
2. Partial scarring adhesions around the gallbladder 2
3. Diffuse scarring adhesions around the gallbladder 4
(b) Appearance of the Calot’s triangle area
4. Sparse fibrotic change in the Calot's triangle area 2
5. Dense fibrotic change but no scaming in the Calot’s triangle area 3
6. Partial scarring in the Calot's triangle area 4
7. Diffuse scarring in the Calot’s triangle area 5
{c) Appearance of the gallbladder bed
8. Sparse fibrotic change in the gallbladder bed 1
9. Dense fibrotic change but no scarring in the gallbladder bed 2
10. Partial scarring in the gallbladder bed 3
11. Diffuse scarring in the gallbladder bed (includes atrophic gallbladder with no lumen due to severe contraction) -
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TG18 Surgical Management

Table 2 Difficulty score for each intraoperative finding

Intraoperative findings Score

(d) Additional findings of the gallbladder and its surroundings

12. Edematous change around the gallbladder/in the Calot's triangle area/in the gallbladder bed 1
13. Easy bleeding at dissection around the gallbladder/in the Calot’s triangle area/in the gallbladder bed 3
14. Necrotic changes around the gallbladder/in the Calot’s triangle area/in the gallbladder bed 4
15. Non-iatrogenic, perforated gallbladder wall and/or abscess formation towards the abdominal 3
cavity noted during adhesiolysis around the gallbladder
16, Abscess formation towards the liver parenchyma 4
17. Cholecysto-enteric fistula 5
18. Cholecysto-choledochal fistula (included in the expanded classification of Mirizzi syndrome) 6
19. Impacted gallstone in the confluence of the cystic, common hepatic, and common bile duct 5

(included in the expanded classification of Mirizzi syndrome)

B. Intra-abdominal factors unrelated to inflammation

20. Excessive visceral fat 2
21. Inversion of the gallbladder in the gallbladder bed due to liver cirrhosis 4
22. Collateral vein formation due to liver cirthosis 4
23. Non-inflammatory (physiological) adhesion around the gallbladder 1
24. Anomalous bile duct 4
235. Gallbladder neck mounting on the common bile duct j—

74 Korean Pancreas Surgery Club Symposium

[ ]
TG18 Surgical Management
Bailout procedures
AN
Open conversion (@ G ; )
Vg
£ 4. 5
.'{.'J"_\:,’
I Subtotal .Fundus first
/N
O Py
Fenestrating Reconstituting
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Personal plan

1. Safety. 2tX} OtX0| 2|24, 25 3522 UMYR|E Sk
* ICG scope -> Anatomy &
* Preop MRCP 214 (27t 9 302t¢) -> Variation 015 &0
2. Keep doubting: M| AtXS T E1 Aol A 2NHK| 2| 2ot
* CVS: OFX[%0l Cystic duct 2%
3. Not taking risk: 22 22 DS 6X| YXt
* Subtotal cholecystectomy

Indocyanine green (ICG)

*ICG

- Water-soluble molecule & exclusively metabolized by the liver and excreted primarily
through the biliary system

* Half life: 3~ 4 min

* Cost of a10 mL vial of ICG is approximately $80, not burdensome compared to its
efficacy.

_ _
. & : ,
= '

& 1CG Injection Binds to Plasma Fluorescence can Removed by the liver
proteins & quickly be Imaged In & eliminated in

cyanine Green N N .
for Injection, USP circulates minutes the bile

<isnizawa ef al, Hep
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Indocyanine green (ICG)
) )

Injection Visualization

Preop limited MRCP

* T2 axial HASTE

* T2 coronal HASTE

* Thin MRCP coronal

* MRCP 3D reconstruction
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Critical View of Safety (CVS)

 Critical View of Safety (Strasberg, 1995)

A Triangle of

- Meticulous dissection of Calot's triangle from all fatty

and fibrous tissue

- Lowest part of GB should be separated from the cystic
plate, which allows the visualization of posterior liver bed

- Dissection and identification of only two structures
(Cystic duct, Cystic artery) entering the GB ' 8 T o L

Critical View of Safety (CVS)

Part of galibiadder bed after
release of galbladder neck
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Critical View of Safety (CVS)

74" Korean Pancreas Surgery Club Symposium

Routine Lap-cholecystectomy (ICG+CVS)
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Subtotal cholecystectomy

* Advantage
* Rates of BDI, postoperative complications, reoperation, and mortality are all

lower ,
* Disadvantage el
* Bile leakage is more common
* Cancer risk inremnant GB (but rare) Subotal
CASE REPORT Open Access / |_\
; . ® it
Intracholecystic papillary neoplasm : N N
associated with invasive carcinoma (08 i
of the remnant gallbladder after subtotal
cholecystectomy: a case report
Yusuke Watanabe''®, Naoki Mochidome', Hiromichi Makayama', Yoshitaka Gotoh', Taro Setoguch
Shunya Sunam?’, Relko Yoneda’, Yurina Ochial, Kimihisa Mizoguchi', Hirofumi Yamamoto' and Takashi Ueki Fenestrating Reconstituting

74 Korean Pancreas Surgery Club Symposium

Fundus first technique

* VBImay occur due to misidentification of the layer to be dissected
when dissecting from the fundus of the GB toward its neck.

» Can be associated with an “extreme” VBl when performed in
patients with marked chronic inflammation with biliary
inflammatory fusion and contraction. @

| Fundus first
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Lap-subtotal chole (Reconstituting)

Lap-subtotal chole (Fenestrating)
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ChatGPTe| SHIZ &&H

Joon Seo Lim (Asan Medical Center Scientific Publications Team, Korea)

A7

= A 20| Scientific Publications Team
> Clinical/Basic research =& @& (24007 /year)
= In-house editors (native 19 + bilingual 1H)
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ChatGPT &&
- gjoj 2=

o LLMO| 7 &5h= A > AMH AT A Lsh= 8 712X 37|
° O|H| 7]
“Can you help me write a formal email to a professor regarding-”

“lwant to invite Dr. *** to a dinner.
Can you help me write a friendly invitation email?”

- 2 5 “Please explain when to use “the” correctly”

UA: “What is the difference between “trust” and “believe”?”
F2|04: “What other ways are there to say “it is a piece of cake”?”
- = w3 “Correct the following sentence with explanations: ***
t19: “Translate the following into English: ****”

rr

i

https://www.youtube.com/watch? v=-YXAi5qJxRM&list=PLXK2jxISCNE5eqO9nHC5Wkm2P4_qUTG40 &index=12 3/31

2838y - ol

 [—

7|2 AM B
“Please explain the basics of CAR-T therapy”

= A1 OfO|C|O EQIAEY
“Suggest 5 creative but practical research topics combining
CAR-T therapy, gut microbiome, and leukemia”

- =2 2y
“You are a medical researcher who performed a study on **x,
Write a three-paragraph Introduction section by focusing on-”

"=z rd/uy
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ChatGPT 28 Al F2|gf &

1. SHSA (AI7F MG texto AFAA)
HE AL 2 DE W5 AL

St EE %

Al hallucination (&2}

= Al hallucination (2+2})
o AL Otk|= A2|E GESH| ZIAX™E o7 [5t= A
C THEQ| ASIIEE L7t 228 LE 42
1. SH&HHIOJE7H YR /AHOR BE5| M2 (S5] 320))

). EAMOoZ JIASE0| =2 [} CIHE 1 2= HEAl
c? (

3. Ztmjcuits Sot Zstels (RLHF)

SR MEUS Bh A0 2 E70|E

o
il
[}
mn
_oI
EJ
=
>

W
e
FIF
]
o J

- “ofl 0| L 3H0{? EB HEAOP 2t1 51 HEZ Z|ASICT §

* ChatGPT2| =4
o AlHARL CES 517 Qs TS0 =7 / HE H[S0| F=2{0| OF'd
Z{M Ho|o| Z|Al BLR =2 AIA}

- 2510] AMUA ZH: Google/Pubmed 4, £910| |4 #8, &
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A|Alvs, HH

= ChatGPT S LLM > HEECH= A2 7| Qoll &
=ZALLatOEE=A

° “RUEA|7FOF?”
o ‘Y 220l AFBEl= CAR-T MIZ 2| 20f| CH3H AF3HF

- HECEARE HE FEas 2

A SHAZOIN ZHEAE St ARO| 2453 51012”
520M CAR-T M| Z X RS 4Oa{3 312} |2 20| 0Lt ELt?”
Eecrt ShH or ZEE O (312)) 88 0
> HESH 2|4 HE 01B0| WRSH =T M0 B Al A0}

‘L'n___E‘ AFA il-_g_tél

10 =

* Introduction

ed a multi-center prospective cohort
Study [°1-'|1 E|1}°|]as_s_e§smg_whgj;thmatemal ultra—processed food intake during
peripregnancy is associated with offspring risk of obesity [HZH].

Wri hree-paragraph i ion for this focusing on

(1) the epidemiological importance of childhood obesity in the United States
(43 324],

(2) the health risks that childhood obesity poses, the relationship between the
obesity pandemic and Western-style diet including ultra-processed foods and
how maternal consumption of such diet may affect the offspring

[7I94= 2H 2], and

(3) how previous relevant studies do not provide information on the impact of
maternal ultra-processed food consumption during these two periods on

offspring’s body weight [ BE0| 22| 28t gap: 2| B} <= gapl.

Cite references from SCI/SCIE-indexed journals for all sentences if possible.
Remember to highlight the clinical importance of the study and the gap in current

knowledge that our study adequately fills.
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- Discussion

a multi-center prospective cohort

study [@l-? I:IZP:'I] as_s_e_gsmg_whﬂhimateral ultra—processed food intake
during peripregnancy is associated with offspring risk of obesity [A1SH].

(1) You found that the risk of obesity was increased in mothers consuming ultra-
processed food during peripregnancy [si4 f5t= Za}].

Wri ragraph discussing th ntial un ing mechanism behind this
findin rrin ious ies, Provide the r nce li

(2) The study population was 19958 mother-child pairs and the median follow-
up duration was 4 years [CHE @71} H|al 5H= Zat].

Wri iscussion paragraph comparing this study to other relevant studies
while highlighting the relative strength of this study.

== 4d 288

=44
> Abstract (A)
> GPT-42| “Advanced Data Analysis” 7|5 AF2A| M4 7Hs
- OfAMiSHEZ0| OtM EE X IS (ORRIMZI)
> Title (A ~ O)
ZES IS Z N At Heta sh= A 7ks
- EY A2 AEKY nfsligetn g 4+ US

“Provide 5 titles for this abstract in the style of JAMA”
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—_ = 1

0
U

"= £8/1E (A ~ O)
- 2Ate E0|7|
- “Please shorten this abstract into 250 words”
> Lay summary (&gl ?let 2942) 244
> “Please write a lay summary for this abstract in 50 words”
- 712401 2% DY
> “Edit the following paragraph in terms of grammar and clarity: **xx”
o L§71 2t-dot 20| LH S| =0f| F&Sh=A] ElsH 27
> “Read the following sentence/paragraph and tell me what you think it means”
- BT 425t BHO| =7 Lop7|

- “What are some other ways to phrase the following sentence?
Limit the answers to expressions commonly used in medical research papers”

AEAI A=A|CH

- ChatGPT @

= Bing

= Bard *
\ 2
= Perplexity H
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Bing (Edge E2t24) €

* Microsofte| Ai4Ads] Al
= AA|IZEQIE{UIY| = AR E ELE EHHSI L HIE AHS

ujfu

= 20| = S+tota 22 o At Tl (OF2{7H2)

Bard (bard.google.com)

= Google2| & Al
* 7|5 & Interface: ChatGPTLt BingZ} At

- MAIZE QIE{Hl T

AL
= 512} | CHH T5H= A9
—_ 1 ]
= Bard (Epeinms) o0 ® =@
< ., 'mBard, your creative and helpful collaborator. | have limitations and won't always
get it right, but your feedback will help me improve.
Not sure where to start? You can try:
What
Brai
Draf
4

® Secul South Keees
Bt mary drugslay ratcurate or oMo infrraton that dornt v v Bared Privgey Natse
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Perplexity (perplexity.ai)

“GPT 7| 2% (Stad/EMAE B 4= 7Hs)

B Perplexity 1«
JE— The answer to any question.
Ocr
& My Threads e @
Q Focus  © File Copilot- 5
P oo ©
@ Al W Acadermic # Writing
Try P : e na
: @ Woltramlalpha a YouTube © Reddit
Learn More oz » d
W pe
o jim&a
o vy o

= 20234 88 374
“ 2759171, A7, T, M, QOF ATt 23X, 7|8
- 5120f £3}
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Sta 2 A2 A &

A747} A= ATtete] shats]



Joon Seo Lim: A7 & sk M0 QA0 ChatGPTL| SHIE 28

+

| @ zuezusolyiseE MUY w8s2 HY UG G RN 7

View other drafts L D]

EHYZTLHEN L HSHY0| BEZZE OF AFH0| 7| 250 QX RSLCH EHYELES ZHAC2
QAR 7| FE Mo 2 1413 E 1897 WUHX| 5000 ¥ S2t2| YALE 7| F51LL QELICL = ._1% '%01 =
MSCHR| A X| =0 Ciet 7| K0 20| QXIS HEZ2E ST ALH CfE 7| K2 s

HEH0| HE=2E Gl | OF7|E =T EUN R8T 72 LICH O] 0]0F7| & WGPTEHE
Cizhs AI7L BHE PRt R A2, U EH 0 7| S & L|80] oty L C}

NP 120 & 27 = SE2¥ Alsf HHYES SAMS Y AbElt
us deas agses 1 Ay B iama

2tEe =S Aol @ g4 1Ay

OlE, B2 0% S§ =9CE = XD 0|

MeeTe| P2 O gauch ETE0) ChSH & WAL = 2L w3t
e 22 AEEUCL

A2t B ARGl AR DL TS ROLEA
Haum @

AMBOL2 HEzZ2 N MH2 =4
EW 8 7|82 EE2, 1547 AEUHF0
M2 e Z2YS (BB =g RY
e F 24 B 3T O B2 XdA x y
git) ¥mm20 g 1§ YO2 A ije = (27308
Abeluck 1. hankookilbo.com 2. chosun.com

15011(2H 43 6) ~

E'I-7 I-Ia_j  HORINM HEE BA%E B

| S— I ' COlEeo RUE" 24

VTN o -olHER)
sagel
oj=el xmiucr.: 5
7 REE AHHE &R 12 gk 42 3 @
&3 olols Z4 Al B719] 24015 4

A - 0| Mg, 1524
i

2|aER, AR ZRTE S, BIHRELC Y i1
#3 0]0]& 15480 0fl ERO{L} 16090404 = X - 0%
o, 15720 UEAY SHSASY X - (FE5) y

Ch. &% 0l0lc 4ECIge] ZUE &)
o EDg U HOR YN YO0 §
u g0l2hs HEHAE BASASUC
12

34 - D|0|(%H, 1537 ~ 1584)
34 - E0iE(BEAS)Y N
4 - D|2(BI8, 1542 ~ 1609)

ojgie| CHE THARE CHED Pauct song
+ O3 G BE SR BUOIReUC
1534900 ERO{L} 1607R10) S oo, Y WRE P LR?
1563L40] WOl IHSHASLICH
. Oz @ Huos BUoIReUD, : R ]
15361900 EROILE 1598100 F201, * 013 EFaAr MUE, aAge 8 B
1566000 S20] A FEUCHT go| Rolo|2igUCh 48 B 2
O[T G 4R OLEE RA0IYSY M RAX ggucHT,
Ch 1538U0f ERO{L} 1510000 S¢S
of, 1572400 4 UETY IHsHASY o O] (i) AT 22, ZIAlSo S U
bt A2 R2I0[sUCL Y8 des
* O/E s AW Ol BU0IHEY X QUK oh 1
T 154010} EfOILE 1615U0) BSOS 1% Al e
of, 157200 4WBT IHsAY
o, He d H4g 6 0|2t HEE HotE
« O/ 3l CH4M OHE 2. BUOIZE USUCE He FAFE 2 ALt FH0j Ch
LICH 15421400 EROIL} 1619100 SRS of graisal?| ol HM chsta gy
B, 1575W0) W2 SAHASUCHT CF. K9t 84 AAIE Ol AFA T} FIAS 2O}

Ol ¥ (F56): AN OHER, RUOIRE 2
LIk 15441108 EJOILE 1620000) 2912 EARSHR @
Of, 1575400 0] SHSASUCHT,

o O] (S B2 HAIES RO0I9 XA &t 6. 16/30 @
guUCh 4§ SSE YN X geu
o, 1. encykorea.aks.ac.kr

0% G AUE, PAles B8 A

22| mololgaUT #8 Aos @2l 2. koreainha.ackr +1Cf 7|

A74% FFA Tt ke | 6D




Special Lecture (Korean)

66

=
o ‘112 A|CH S2S0| Mz 2240 sl 7|34 Atzie] 0| 50] HA[?”

l @ =2k seisol M3 B0l v woige Al OlBOI AR, 2

View other drafts o)

VO e Ak s2iS01 M REO] B 718G AlZie] OB BHRe] HRlLC
v & BERO] LE 11761(BE 11)0] LOISLALICE BRI TI2fe] 2242, Al RH0)
EUE 1 Chs YoigLict otEe| 2 neie| =5 JE S E Ao, E=
FIotElQIALICE Bhxje] Lhe 2] Abg|e] Al Xpol Ciet SHEE Saim, 1
ned 2ie] A2 7H8iol HEE DIHSLIC
el
A7
g
e o gl <

gL

AHAIEH HE: 1/30 @
1. blog.naver.com

2. contents.history.go.kr  +1 & 27|

e S [ VE T

HIO[E] EAIA| 2247

- ZMYZ A0 7|ZE NSHYO| YRI2 TIY ALA0| THH iz
 “D2{ Alh S24S0] I3 M0l Wrts 27|34 ARZ10] 0}Z0] 2 [?”
- 0|0] 23 AMO| UCh= AS 71t 2R S
* LLM: “OF 14 20| AI|2 QUPLE.
T2 A AFEQIA| OFR| 2H10] 2EA]
z|thgt (SAALR) 2d X HHS THS0{0FAC

- 0| lO|E{S & 11 OF2 AT} SR ALIIES SOJ=R| Lt
o O|25HA| HYAZ 2RA US
> LLM: “2F= A7} AYES S0{0F SHLEE ).
Je{H O Aoz ZE0| LIAIE H|0|E 4= SHOFCE (outlier, S471E..)
> “OFE AS UL T3t HEZ| 052 T 7H AISHEO] IO} 2H0|7} QL=R| EHQISET

I 207t EAHO 2 Qolnjsta U (2tist ZYHOR)

A742} A=3Pg lete] skt



Joon Seo Lim: ¢392 2 St ZM710f| Y0{A| ChatGPTL| 2HIE 28

AlQ| 2hztoif

= ARAlT
- CIEIY (HE)0 2t5ict
- B2 HO[E{7} B
Arg 0|z o 8
- G0JE] 2% 7H5A

- S AUTH0| HYH/HAY

m 2|'~7|'0=|

oA (AA): &= S2A| &

S7LL S

o
4S9

| =]

Ls O

32

-

X

P

ajo
A=
et Q)

gjo

2/5lf biasE At=S FICHA?

- SIZLHAE > 0[2i4!
HALY S HH2 F0F2

#* Copilot
< Reviewing your profile
Q, searching web

IS

& Considering 6 sources

& sources

BEEIr NPT | 8 ZE HAREO
wE 21 - 200

o ohmynews - 3

Qg (15m1) - HAEI 2
2 EEE @M

w wikipedia - 1 Qm-2

[Taei]o®s: - §&2 o AR (eNER) - BI0E

HA YOO W - O SIS
@ naver- 5 ® aks-6

£ Answer

AALRIEHO| M2 0| /4=(1501-1561) A& LICE O] R 4 A2 §

N RUGLICH " 4. O|fot UAIRES ZES F A0 M2 E82
THASMAH S 28I 71 SAE FIWEUCH 2. Ol LAY
M2 YRE G & USS KXW FHEUCH S,

[l B &

Perplexity (perplexity.ai)

O|g+2| At F2 &7t ARU0?
#* Copilot
I Reviewing your profile
Q searching web
PR T
@ Considering 8 sources
& Sources

EH(ZL)

@ vistory - 3

2me \![ B omgn
T

= Answer

O @t MY IA2E T 4Y 307t RASLCEL D= HASE OHE: TeUCH

1. & ojd (1524-1570)

2 Fa oy

3. Ao

4, X gy £

5. A7 OtF: &3 0/0] (1536-1584)
LIOjR| & Ho| wof CfY R 58 5 ASLCHO| IIF2 D] oj0] 2 BUE D YO0, M
HEE A ESZME M2 A48 280 2 FUE O|HaUC 4.

08 -

2213l

A747 A=2gITete sl | 67



Special Lecture (Korean)
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Special Lecture (Korean)
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Special Lecture (Korean)
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E/ II'/ -+—/ / H Curriculum Vitae

Won-Gun Yun

Department of Surgery, Seoul National University Hospital, Seoul, Korea

« Current Position

2022.03-Present Fellow, Department of Surgery, Seoul National University Hospital

« Education

2010.03-2018.02 M.D. Seoul National University College of Medicine, Seoul, KOREA
2021.09-2023.09 M.S. Seoul National University College of Medicine, Seoul, KOREA

« Training

2018.03-2019.02 Internship, Seoul National University Hospital
2019.03-2022.02 Residency, Department of Surgery, Seoul National University Hospital
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A Taste of the Best Presentations from the 2023 World Congress (Korean) O

Pancreas Club 2023 in Chicago!

Won-Gun Yun (Seoul National University Hospital, Korea)

Who are the Leaders in Pancreas Club?

* American group
v"MGH, MDACC, MSKCC, Mayo Clinic, Colorado Univ.

* European group

v" Dutch Pancreatic Cancer Group D PCG

Dutch Pancreatic Cancer Group

v University of Verona
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

SNUHU i[:;;h::]n“l UNIVERSITY

Main themes of Pancreas Club 2023

* General treatment during pancreatectomy
* Neoadjuvant therapy (Chemotherapy / Radiotherapy)

* Translational studies (Preclinical models / Genomics)

SNUHU SEOUL NATIONAL UNIVERSITY
HOSPITAL

Interesting session — General treatment

IV cefoxitin

@

|V piperacillin
| tazobactam

Open PD Surgical site infection

Angelica et al, JAMA, 2023
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Won-Gun Yun: Pancreas Club 2023 in Chicagol

SNUHU SEOUL NATIONAL UNIVERSITY
HOSPITAL

Interesting session — General treatment

Table 2. Efficacy Outcomes by Postoperative Day 30 Among Participants in the Primary Analysis

No. (%)

Piperacillin-

tazobactam Cefoxitin  Absolute difference  Odds ratio
Outcome (n=378) (n=400) (95%CI),% (95% C1)* P value
Primary outcome
Any SSI° 75(19.8) 131(32.8) -13.0(-19.1t0-6.9) 0.51(0.38t00.68) <.001
Coperficalssl 1334) 3805 -61(-95t0-27) 034(020t00.58) <00 |
_EEEE@é%é@[ﬁ?[IIIIZZE@}EIIZi@ZSZZZ@ZOIE@EGIOEIZZE@EE@'}E@EE@Z}ET
!_Organ,"spaceSSI 54(14.3) 91(22.8) -85(-139t0o-3.1) 0.57(0.40t00.81) .003 -i

Angelica et al, JAMA, 2023

SNUHU SEOUL NATIONAL UNIVERSITY
HOSPITAL

Interesting session — General treatment

MDACC
|
? - s

/

Duodenum
rh, Pancreas head
Open DP Opioid POPF

Boyev et al, Joumnal of GI Surgery, 2023
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

Interesting session — General treatment

300,
R Opioid-sparing analgesia

£ 200 v CRPOPF (D) Saving medical cost
s T (@) Reduce CR-POPF
o} L — =
‘3100"'
N ¢ ~ No CR-POPF

0

o 1 2 3 4 5
Postoperative Day

Boyev et al, Joumal of GI Surgery, 2023

SNUHU SEOUL NATIONAL UNIVERSITY
HOSPITAL

Interesting session - Perioperative treatment

Mayo
/ \ Gross

inspection
C
) p? Peritoneal
lavage
Staging Positive
laparoscopy laparoscopy

Gudmundsdottir et al, JACS, 2023

SNUHU SEOUL NATIONAL UNIVERSITY
HOSPITAL
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Won-Gun Yun: Pancreas Club 2023 in Chicagol

Interesting session - Perioperative treatment

1.00
Mayo ‘ Dﬂ‘n\ﬂ Positive Laparoscopy Risk Factors
A

o D 8 YYAUN FHY FYAME TS WA HELEXM HEe Hol F
EHOIE #oI}7| 3 ZTt 52742 1ajeict
HDNES: ZHE A (conditional recommendation)

THTE: HE(low)

GrOSS ('l') "'; * Younger Age

] Emames Only 1% Complication Rate @

B’

Time (years)

Gudmundsdottir et al, JACS, 2023

Interesting session — Neoadjuvant therapy

NCDB
30,
l (
) )
s
|
Neoadjuvant therapy ~ Pancreatectomy Oncology

By Indiana Univ. group in Pancreas Club 2023
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

80

Interesting session — Neoadjuvant therapy

(D RO resection rates

(2) Pathological CR rates
-|- > # o

(3) Downstaging
\ \

By Indiana Univ. group in Pancreas Club 2023

Interesting session — Neoadjuvant therapy

DPCG
30,
l (
) )
s
|
Neoadjuvant therapy ~ Pancreatectomy Oncology

By Amsterdam Univ. group in Pancreas Club 2023
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Won-Gun Yun: Pancreas Club 2023 in Chicagol

Survival Probability

SNUH U SEOUL NATIONAL UNIVERSITY
HOSPITAL

Interesting session — Neoadjuvant therapy
100
075
050
025

0.00

nCRT vs. nCT

P=.53

e Resection-/RT-
s Resection-/RT+
st Resection+/RT-
wobe Resection+/RT+

24 36

48 60

Janssen et al, J NCCN, 2022

SNUH U SEOUL NATIONAL UNIVERSITY
HOSPITAL

Interesting session — Neoadjuvant therapy

Survival Probability

0.50

o
ro
w

0.00

P=92

SBRT vs. CCRT

e SBRT
whs Conventional RT

[

12

24 36

48 60

Janssen et al, J NCCN, 2022
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

82

SNUHU SEOUL NATIONAL UNIVERSITY
HOSPITAL

Recent RCT about neoadjuvant radiotherapy

Events/ Median 18-mo 0S rate
Arm total (95% Cl), mo (95% C1), %
1007 mFOLFIRINOX 4365  29.8(21.1-36.6) 66.7(56.1-79.4)
A MFOLFIRINOX+RT ~ 42/55  17.1(12.8-24.4) 47.3(35.8-62.5)
©
80-
mFOLFIRINOX: 29.8 months
%1 _ mFOLFIRINOX + SBRT: 17.1 months
(T
_L"'L.,L
40+ R
L"m++—+—
207 | —— mFOLFIRINOX
MFOLFIRINOX +RT
0

0 3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48 51 54

Katz et al, JAMA Oncology, 2022

SNUHU SEOUL NATIONAL UNIVERSITY
HOSPITAL

Interesting session — Neoadjuvant therapy

Mayo

Invasive IPMN ¢@

By Mayo Clinic in Pancreas Club 2023

A747} A= ATtete] shats]




Won-Gun Yun: Pancreas Club 2023 in Chicagol

SNUH U SEOUL NATIONAL UNIVERSITY
HOSPITAL

Interesting session — Neoadjuvant therapy

* Neoadjuvant therapy vs. Upfront surgery in invasive-IPMN

» No significant OS differences

Table 3
Multivariate analysis of clinicopathological factors influencing
overall survival in invasive IPMN (before PSM).

Univariable analysis Multivariable analysis

HR (95% CI) P HR (95% C) P

| Adjuvant 1573(1.025-2412)  0.038

|
I
I
I therapy :

By Mayo Clinic in Pancreas Club 2023
Choi & Kang et al, Int J Surg, 2023

SNUHD s o s
Interesting session — Translational
MS KCC 3 Metastatic progression
w s SMAD4 _ SMAD4
Mutant WT

FOLFIRINOX GEM/Ab

Ecker et al, Clin Can Res, 2023
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

Interesting session - Translational

Mayo
o””
4*"’
o n
.
» Successful engraftment
. 1N - Poor prognostic factor

* Recurrence — PDX tumor = 4.3 months

Lynch et al, JACS, 2023

= - = delayed gastric emplying
= M"“‘"mam::inmuiﬂmmmu Quality.
SO P2nCe et Program database

0 e B Bt

Interesting Poster session — ACS-NSQIP

Can Braun anastomosis reduce
DGE in performing PPPD?

. Cowtn . Vg, U1 i B, 5 B

i A B, K s
o e e s e

e, sy e 3
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Won-Gun Yun: Pancreas Club 2023 in Chicagol

Interesting Poster session - ACS-NSQIP

Outcomes of PD in patients who

underwent hemodialysis

SNUH U i[ans:Il.I:Ll'l ONAL UNIVERSITY

Impression of my 18t Pancreas Club attendance

* Really pancreas-focused conference

* A lot of questions from the floor

* Get inspiration from many famous HBP researchers

* Another country, race, and protocol, but common interest about pancreas

* The need to establish nationwide database for competitiveness in the future!

A747 Aol tsks] sheris] | 8D



E/ II'/ -+—/ / H Curriculum Vitae

Hee Ju Sohn

Department of Surgery, Chung-Ang University Gwangmyeong Hospital,
Gwangmyeong, Korea

« Current Position:
2022.03-present Assistant Professor, Dept. of Surgery, Chung—Ang University Gwangmyeong
Hospital, Gyeonggi—do, Republic of Korea

« Education
2006.03-2012.02 M.D., Chung-Ang University College of Medicine, Seoul, KOREA
2014.03-2017.02 M.S., Chung—Ang University College of Medicine, Seoul, KOREA
2017.03-present Ph.D., Chung-Ang University College of Medicine, Seoul, KOREA

« Training
2012.03-2013.02 Internship in Chung-Ang University Hospital, Seoul, KOREA
2013.03-2017.02 Residency in General Surgery, Chung—Ang University Hospital, Seoul, KOREA
2020.05-2022.02 Clinical Fellow, Biliary tract & pancreas Surgery, Seoul National University Hospital,
Seoul, KOREA
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

JHBPS 2023
(The 35th Meeting of Japanese Society of

Hepato—-Biliary—Pancreatic Surgery)

Hee Ju Sohn (Chung-ang University Gwang Myeong Hospital, Korea)

At 20234 69 E79] Keio Plaza Hotel °l|Al, A 353] dEzbl7ts}s] (JSHBPS 2023) 7 E3
oh, FRUR Q1% A d d7ke] A2 thd AR Qlslo] ZA|skETE] ZH4jo] ZolEYET|, Fd o=
£2 7135 Qo 4T 5 YFYh

QAo BEL = sht Hlo] Ao 2 117]u Gt HolggUch Zagfjoal Axx]
=2}, R AAA, 8 9AAM, workshop, W& AR, & 9 A, F2 THEER AIA, o894 Al
A5 U gAY, B AAES] HEEC] JdSULh B /3 HolollA BAJo] 1 fEe =R
HHSH 9B WHHES HEHES A 52§ Ue AT AI7Ho]E YT 9B EQ0] Zshal AR E
A= QAFH 0|, AATof it =AL 715 =2 4 UF YT e, A 727 3] % HYolA
= AO|AEE Kok, AAES WHI= ASS HHA AHojA B Azto] Fgid A &Yt

3}3] 7|71 S9F QA AW FAS] oA B QokS FH|aES YT T o S wHol 25

So] 914 715k
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E/ II'/ -+—/ / H Curriculum Vitae

.

HE

Young—-dong Yu

Korea University Anam Hospital, Korea

Y

« Education
1994-2000 Korea University College of Medicine, Seoul, Korea,
Preliminary Medicine & Doctor of Medicine
2001-2003 Korea University Graduate School, Seoul, Korea, Surgery, Master.
2004-2011 Korea University Graduate School, Seoul, Korea, Surgery, Ph. D.
« Residencies/Fellowships
2000-2001 Internship, Korea University Medical Center, Seoul, Korea
2001-2005 Residency, Korea University Medical Center, Department of Surgery, Seoul, Korea
2008-2011 Clinical Fellowship, Liver Transplantation and Hepatobiliary surgery,
Department of Surgery, Asan Medical Center, Seoul, Korea
2018-2019 Research fellowship:
Liver transplantation and HBP surgery
Department of Surgery

New York Presbyterian hospital (Weill Cornell medical center), New York, USA
« Academic Appointments

2008-2011 Clinical Instructor, Department of Surgery,

University of Ulsan College of Medicine, Seoul, Korea
2011-2013 Clinical Assistant Professor of Surgery

Division of HBP Surgery & Liver Transplantation

Department of Surgery

Korea University College of Medicine, Seoul, Korea
2013-2014 Assistant Professor of Surgery

Division of HBP Surgery & Liver Transplantation

Department of Surgery

Korea University College of Medicine, Seoul, Korea
2014-2019 Associate Professor of Surgery

Division of HBP Surgery & Liver Transplantation

Department of Surgery

Korea University College of Medicine, Seoul, Korea
2019-present Professor of Surgery

Division of HBP Surgery & Liver Transplantation

Department of Surgery

Korea University College of Medicine, Seoul, Korea
2021.12-present Professor of Surgery

Chief, Division of HBP Surgery & Liver Transplantation

Department of Surgery

Korea University College of Medicine, Seoul, Korea

88 | A74x = agolists) shays]



A Taste of the Best Presentations from the 2023 World Congress (Korean) O

A-PHPBA 2023

Young-dong Yu (Korea University Anam Hospital, Korea)

Contents

* Introduction
. 1st day

o 2nd day

* 31 day

+ 4th day

* Summary
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

Introduction
20234 97 272EE 9 30Y

* Pancreas 34 22 (Hall B)

1st day (98 279)

* Master video lectures : pancreas
»Techniques of pancreatoenteric anastomosis
»Distal pancreatectomy with celiac axis resection
»Complex pancreatic head resection : vascular resection/recon:
various techniques
»Head coring with LP) : technique

90 | A74x =AgQlsts) shas]



Young—dong Yu: A-PHPBA 2023

Distal pancreatectomy with celiac axis resection

Vascular Resection for Pancreatic Cancer

i e SuW:)_rldlj&uwmalof
2019 French Recommendaions Based on @ Literature Review from 2008 to 6-2019 rgical Oncology
4 i
As expert opimon:
B L (PD) with SMA resection is not fed if the frozen section Is hepatic artery coil embolization useful in @_
anvinaton T posiive. distal pancreatectomy with en bloc celiac

= oftheclee —— o axis resection for locally advanced
+ distal pancreatic cancer with invasion of 1 arfery, pancreatectomy 5
(:E‘”m# -wﬁnwﬁ‘ﬁw reconstruction may be propaed after neoadjuvant therapy and pancreatic cancer?
radiologic embolization of the celiac artery bramches. Aishi eda!, Notomu Saai”,Hieyls Yoshtor .t
Delpers IR, Sauvanes 4. Front (el 20048; 10:1-18 3 ; o', Dabiuke Sundd', Shirgo Kagawa', Takashi

+ Postoperative liver infarction developed only in 8 patients
(25.8%) even though 7 of 8 patients had undergone
preoperative coil embolization,

* No 30-day mortality occurred in any of the patients.

+ Tumor contact with the gastroduodenal artery
(GDA)/proper hepatic artery (PHA) on preoperative multi-
detector computed tomography (MDCT), tumor size,
operative time, portal vein resection, and stenosis of the
GDA/PHA after DP-CAR are related to liver infarction.

+ Preoperative coil embolization of the common hepatic
nartery can not always avoid the occurrence of liver
infarction in DP-CAR

ICG-examination for stomagh flow
TH after celiac axigjresection

Al Department of General Surgery Chiba University
At Mite Hospital,Iermaional sty of Hesth & Wefre
Betwen 2004, Feb and 2029, May

=

Operative procedures (%)
Combined partal veln rescction 1 {ity)
Preaperative coil emboliration BN
Hepatic arterial recomtraction 1 2%)
Puibebogialfinings _______ n(t%)_
i curative resection )
Nodal mvohvement 4 (78%)
Pathologicalarteral imvobvement _ J(51%)
\
D ey WA conie ol
v reconstruction could be undergone with
m satisfactory  surgical safety by usin
: preoperative transcatheter cellac arterial coi
i embolization
§
W
2 7 . . .
i | » DP-CAR might bring about beneficial short
il it k. | oas term outcome, RO resection and also Ionﬁ—
AR ET term outcome in some patients with locally
imé after surpary

advanced pancreatic cancer involving celiac
or /and common hepatic artery

TAE(=)(13) 7308 (1y) 3298 (3y) 18.2% (5) 13.0% (10y) MST 585 days
TAER) (38) 6924 (1y) 308 (3y) 2018 (5y) 154% (10} MST 712 days:
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

Head coring with LPJ : technique | it

xtra pancreatic dissection can be hazardous
peripanc inflammation and neck
ifficult and unnecessary
T "

Prefer Frey to Beger because...

1. Lateral drainage required (body, tail disease in 40%)

2. Extra pancreatic dissection can be hazardous i

3. Chronic pancreatitis produces peripancreatic inflammation and neck
transection can be difficult and unnecessary

5 rules for exposure

1. Good kocherization

2. Lower transverse mesocolon
3. Ligate and divide R GE
4
5

. Colic and omental veins GCT
. Expose the SMV

(=]
2" day (9 28Y)
* Meet the professor : High risk Pancreatic Anastomosis

* Invited video : MAS

»Safe uncinate dissection robotic
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Young—dong Yu: A-PHPBA 2023

High risk pancreatic anastomosis

* Slip knot technique

Safe uncinate dissection Robotic

Port Design Principle for Robotic Pancreaticoduodenectomy

Y First trocar {41) via umbilicus for laparoscopic inspectian.

¥ Design the ports accoeding 1o patient's shdomen stats
after fill €02 insufflation to 12-15mmbg

¥ Wide/Narrow sicmal angle

% Camera port Xi R2 is placed to the right of umbdlicus:

- abowe umbilicus for long torsolarge abdomen cavity

- below umbilicus for short torsasmmall abdosninal cavity

% i RI/Si R2: Rt anterior aillary line/near subcostal angle

% Ni R4/Si R3: L't anterior axillary line parallel to

C-portion of dsodemum

% Xi R3Si R1: between umbilicus and R-trocar

o assistant ports 1 2mem trocar (A1) via umbilices and
Senm trocar (A2) between camera and R.-trocar

Camara Port Design & “Trocar in Trocar” Technique
for Pancreatic Head Dissection

Clearty see the relationship of
Pancreagis head with SMV/SMA
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

Surgical Approach to SMA

Posterior Approach Left Approach

Road to Safe Uncinate Dissection
in Robotic Pancreaticoduodenectomy

& disseciton beween,

® For the safe setup and expansion of the program, an
adequate learning curve is essential

® Need to be well-equipped with the knowledge of anatomy
and different surgical approaches to mesopancreas dissection
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Young—dong Yu: A-PHPBA 2023

Mesenteric approach Pancreaticoduodenectomy

Gray zones Iin PB tumors

* Defining borderline resectability: is it perfect or a major

conceptual affair?

* Clinical significance of peritoneal washing cytology in

resectable pancreatic cancer
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

Defining borderline resectability: is it perfect or a major conceptual affair?

Badgery et al, HBP 2023

Bradley and Van Der Meek PLoS One 2019
Jang et al, Eur Rad. 2020

Ronellenfitsch, Front med 2021

Diener et al,, Surgery 20...
Cai et al, Langenbecks 2021

Kang & Kim AHPBS 2021

A balanced approach

* Definition: not perfect - in doubt : borderline

* Borderline tumors : neoadjuvant therapy (if high likelihood of RO
resection & low likelihood of postopertative complications: surgery first, adjuvant

therapy in selected cases)
» Safe vascular resection and reconstruction, or divestment

» Pathway superiority depends on obtaining multimodal
treatment in either pathway
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Clinical significance of peritoneal washing cytology in resectable pancreatic cancer

Keynote lecture

* Arterial divestment in pancreatic cancer
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

Plenary session

* The revised R status is an independent predictor of postresection
survival in pancreatic cancer after neoadjuvant treatment

* A proteomic -based approach for tumor neoantigen discovery on pre-
clinical model of pancreatic cancer

The revised R status is an independent predictor of postresection survival in pancreatic
cancer after neoadjuvant treatment

Leonhardt et al. 2023
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A proteomic -based approach for tumor neoantigen discovery on pre-clinical model of pancreatic
cancer

* D02 : treating chronic pancreatitis (endo vs surgery)
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

SYM®6 Pushing boundaries in pancreatic surgery

» Conversion surgery for metastatic PDAC
* Multivisceral resection for PDAC
» Total pancreatectomy: indications and optimizing outcomes

* Update 2

»Pancreatic anastomosis

* SYMPOSIUM :: Postpancreatectomy complications
»Post pancreatectomy hemorrhage
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Young—dong Yu: A-PHPBA 2023

3d day (98 29%)

* MTP : portal vein resection during radical pancreatectomy

*How | do it
»Precision anatomy for minimally invasive pancreatectomy
»Combined artery and vein resection
»Combined celiac and portal/SMA resection for body tumors
»Surgery PDAC with portal cavernoma

* Listen to the pancreas Icon

* Update U6 : surgical trials in pancreatic cancer, past-present-
future

* Symposium 14 : acute pancreatitis
»Severe acute pancreatitis : changing paradigms in early management
»Preventing decelopment of complications of necrosis
»Surgery for necrotizing pancreatitis
»Endotherapy in pancreatic necrosis
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

102

* Keynote : mastering minimal access PD : video keynote

* Best oral

»Standard PD versus PD with systematic total mesopancreatic excision: an
analysis of early and late outcomes

»Technical strategy for advanced pancreatic body cancers with portal
resection

»Standardized management of post-pancreatectomy hemorrhage can
mitigate the 90 day mortality down to 0.2%: a single center experience of
consecutive 109 PDs

»Prognostic impact of PA LN metas in resected periampullary cancers

»Extended pancreatectomy as defined by the ISGPS : evolution and refined
outcomes in the era of multimodality treatment

* Lunch sym 8 : ANE & critical care in major HBP surgery
»Antimicrobial and antifungal therapy HBP surgery
»Prehabilitation in pancreas cancer surgery

* Sym 18 : Pancreatic NETs
»Treating metastic grade I/1l tumors with uptake on dual imaging
»Surgical options for pNETS
»Systmeic therapy for metastatic NETS

»PRRT -targeted alpha-emitter therapy and emerging theranostics in
GEP-NETs
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Young—dong Yu: A-PHPBA 2023

* Best videos (BV2)

»Robotic distal pancreatectomy with periarterial divestment for
pancreatic cancer

»Optimized view and retraction during robotic PD using multiple
scope transition method

»Fluorescence image guided surgery for laparoscopic distal
pancreatectomy : a comparative video

»Robotic RAMPS for pancreatic body NET
»Robotic Frey's procedure : head coring via MIS is a reality now

D06 : Neoadjuvant treatment for upfront resectable PDAC

* For : Syed Ahmed
* Against : Roberto Salvia

A742} A= letke] skt
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A Taste of the Best Presentations from the 2023 World Congress (Korean)

4t day (98 30%)

» Chronic pancreatitis: challenges and dilemmas
»Surgical strategy in complications of chronic pancreatitis
»Future trials chronic pancreatitis

Surgical strategy in complications of chronic pancreatitis

§
Surgery for chronic pancreatits
decreases the risk for pancreatic
cancer: A multicenter retrospective of 3
analysis L B

Hunm o ok, M, i FACS Tae O, W, RS

If pancreatic inflammation is severe or acute exacerbation of pancreatitis occurs frequently in spite of
conservative therapy, surgery at an early stage of chronic pancreatitis may inhibit the development of
pancreatic cancer.
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Recruiting Stuides (40)

Future trials chronic pancreatitis

Topics of ongoing trials in CP

® Pain management
® Endoscopy (timing, stents)
® Diagnostics (Radiomics, EUS)

Recruiting: 1-5

Intemet Rased Copeitive Behavion| Theragyin “Behavicak: Wt b
‘ased CBT

® Drugs (Enzymes, hormones, aminoacids, antiinflam,, e s e
pain killer, local anesthetiss, ...) g

China, NCTOS449003

® Nutrition andsupplements
® TPIAT related modifications and F/U studies

gl Phanctyped in Chegesic Parcreatitss
NCTOST13348 * Ool Ind

Padient-Cenlinig (hromss Pangreatits Rigisary usa
(PACT-CP) NCTOSTE2445
f for | R ————
Food for thought for future CP trials © i —
® No surgical CP-trials comparing MIS/OS/E
Mtﬁ[:‘kiﬂ(?nmnm 1 DECEON Akt
. s . . A Evmbuation of the SpyGlass DS for Detection of  *Device: SpyGlass
® Al -Radiomics to stratify patients for appropriate BAS ok Qiakthes KT 8 s
Prospective Evahustion N A *Other: Data Manag
therapy Tomisd s IO ”“
Pancreatic Quantitative Sensory Testing (P-
_ S o Rk T
® Anti-stromal/Anti-fibrotic therapies in HP OST St Prciiog Tsamen esponss
I Cheonic Pancreatitls Using Quantitative =0 Sensory T Mult
Sengory Testing NCTO3MA4387

D

GERY WEEK

R

Thank you for your
attention!
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Master's Secret Recipe for Handling
Extremely Difficult Situations during
Surgery (Korean)

Chairs:
In Seok Choi (Konyang Unviersity Hospital, Korea)
Jinseok Heo (Samsung Medical Center, Korea)

SRRl IS
Korean

Pancreas Surgery Club

A}
KPSC \
\ So0a



E/ II'/ -+—/ / H Curriculum Vitae

= Jae—Do Yang
Jeonbuk National University Hospital, Jeonju, Korea

« Education
2003.02.02 M.D., Jeonbuk National University College of Medicine
2005.02 M.S, Jeonbuk National University College of Medicine
2014.02 PhD., Jeonbuk National University College of Medicine
. Positions
2004.03-2008.02 Resident, Department of Surgery, Jeonbuk National University Hospital
2011.05-2013 Fellowship, Jeonbuk National University Hospital
2013-2018 Clinical Professor, Jeonbuk National University Hospital
2018-2021 Assistant Professor, Jeonbuk National University Hospital
2022- Associate Professor, Jeonbuk National University Hospital

« Memberships, Offices and Committee Assignments in Professional Societies
Korean Association of HBP Surgery Member
Korean Surgical Society Member
Korean Surgical Society for Transplantation Member
The Korean Society of Endoscopic & Laparoscopic Surgeons Member
The Korean Society of Surgical Metabolism and Nutrition Member
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Master's Secret Recipe for
Handling Extremely Difficult Situations during Surgery (Korean)

Special tips for cholecystectomy

Jae-Do Yang (Jeonbuk National University Hospital, Korea)

Cholecystectomy stands as the most widely performed procedure in general surgery globally. Since
the introduction of laparoscopic cholecystectomy (LC) in 1985, advancements in laparoscopic
technology and techniques have revolutionized the field of surgery. LC represents a substantial leap
forward, mitigating a range of complications associated with open cholecystectomy, including
cardiac, wound, pulmonary complications, pain, and delayed resumption of daily activities. Patients
undergoing LC typically experience swift and complication-free hospitalization, facilitating a rapid
return to normal daily life.

The incidence of bile duct injuries post-LC has decreased to 0.32-0.52%, though it remains higher
than open cholecystectomy (0.1-0.2%). Importantly, there is no significant change in morbidity or
mortality post-LC. Current evidence establishes that misinterpretation of biliary anatomy is
responsible for 71-97% of bile duct injuries (BDI) cases, underscoring the paramount importance of
safe dissection in successful LC.

Key considerations for ensuring a safe LC include:

1. Anatomical landmarks

2. Difficult cholecystectomy and grading scale

3. Significance of CVS and other techniques for identifying anatomy
4. Alternative strategies

5. Biliary and vascular injury

6. Role of drainage

While LC remains the optimal surgical procedure for symptomatic gallbladder lithiasis, it demands
careful attention due to the potential morbidity of vascular and biliary duct injuries. These
complications significantly elevate care costs and often lead to litigation, posing potential

catastrophic consequences for an procedure with an expected quick return to daily activities. We
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Master's Secret Recipe for Handling Extremely Difficult Situations during Surgery (Korean)

outline various surgical techniques for LC based on intraoperative situations to prevent inadvertent
injuries to anatomical structures. These recommendations and alternative procedures are considered
optional approaches to prevent vascular and/or biliary duct injuries, aiming for safer outcomes. In
the upcoming session, I will illustrate these strategies using a clinical case.
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The 1st Korean Pancreas Surgery
Club and Japanese Society of
Pancreatic Surgery Joint Symposium

(English)

Chairs:
Yosuke Inoue (Cancer Institue Hospital, Japan)
Joon Seong Park (Gangnam Severance Hospital, Korea)
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LINTETN

« Current Position
2002-2013

2013-present
2009-present

2015-present
2016-present
2018-present

2019-present
2020-present
2022-present
2023-present

« Past Position

2017-2021
2017-2019

2017-2021
2015-2017
2015-2017
2009-2011
2008-2009

2002-2013
2020-2022
2021-2022

« Education

1987.03-1994.02
1997.03-1999.02
1999.03-2001.08

Jin—Young Jang
Department of Surgery,
Seoul National University College of Medicine, Seoul, Korea

Assistant/Associate professor, Department of Surgery,

Seoul National University College of Medicine.

Professor, Department of Surgery, Seoul National University College of Medicine
Member, Clinical guideline for Pancreatic cystic neoplasm,

International Association of Pancreatology

Member, Scientific Committee, Pancreas Club

Member, Scientific Committee, Asia—Pacific HPBA

Member, Scientific Committee, Innovation Committee

International Hepato—Pancreato-Biliary Association (IHPBA) 2020
Director, Robot Center, Seoul National University Hospital

Member, National Academy of Medicine of Korea

President, Korean Pancreas Surgery Club

Chairman—elect, Korean Association of Hepato—Biliary-Pancreatic Surgery

Chair, Research Committee, Korean Association of HBP Surgery

Chair, Scientific Committee

Asia Pacific Hepato—Pancreato-Biliary Association (A-PHPBA) 2019
Director, Korea—Japan Collaboration Study Group for HBP Surgery

Chair, Scientific Committee, Korean Association of HBP Surgery

Director of Clinical Services, Seoul National University Cancer Hospital.
Secretary General, Korean Association of Hepato—biliary—pancreas Surgery
Visiting Assistant Professor

M.D. Anderson Cancer Center, University of Texas, Dept of Cancer Biology
Assistant & Associate Professor, Department of Surgery,

Seoul National University College of Medicine

Secretary General, Korean Surgical Society

Chair, Planning Committee, Korean Association of HBP Surgery

M.D., Seoul National University College of Medicine, Seoul, KOREA
M.S., Seoul National University College of Medicine, Seoul, KOREA
Ph.D., Seoul National University College of Medicine, Seoul, KOREA

« Postdoctoral Training

1994.03-1995.02
1995.03-1999.02
1999.03-2001.02

Internship in Seoul National University Hospital, Seoul, KOREA

Residency in General Surgery, Seoul National University Hospital, Seoul, KOREA
Fellowship in Biliary tract & pancreas Surgery, Seoul National University Hospital,
Seoul, KOREA
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The 1st Korean Pancreas Surgery Club and Japanese Society of
Pancreatic Surgery Joint Symposium (English)

Neoadjuvant chemotherapy vs upfront

surgery in resectable pancreatic cancer

Jin-Young Jang (Seoul National University Hospital, Korea)

Pancreatic cancer has a dismal prognosis and prolonged survival is achieved only by resection.
However, nearly 80% of patients have recurrence even after curative resection and the majority of
recurrence is systemic metastasis. A sufficient curative effect cannot be provided by surgery alone.
Improvement of intensive chemotherapy or radiotherapy has definitely contributed to prolonged
survival

There is a strong rationale for a neoadjuvant approach, since a relevant percentage of pancreatic
cancer patients present with non-metastatic but locally advanced disease and microscopic
incomplete resections are common. The majority of patients with advanced stage for which upfront
surgery is not an option. In an effort to improve surgical candidacy, neoadjuvant chemotherapy,
with or without radiation therapy, is often used in an effort to downstage borderline resectable and
locally advanced tumors, and some argue for its use even in patients with resectable tumors. In the
era of FOLFIRINOX, the response rate and RO rate has increased followed by increased survival in
over borderline resectable PDAC.

Unlike many studies on the effect of neoadjuvant treatment for borderline resectable, there are
very limited studies for resectable PDAC. PREOPANC trial showed no effect of NAT in resectable
unlike BRPC.

Some RCTs on resectable PDAC were incompletely terminated due the low recruitment.

Recently Unno and Motoi et al reported an RCT of NAC-GS (Prep02/JSAP05) showing better
survival of NAT than upfront surgery in resectable. But it was not the study on pure resectable PDAC.
Moreover regimen was not standardized in two arms.

Before adopting routine neoadjuvant treatment, step by step approach will be more reasonable
considering approximately 50~60% response rate, which mean some of patients will lose the chance
of cure during chemotherapy due to the progression into more advanced stage.

So I would like to discuss the some limitation and optimal regimens of neoadjuvant treatment for
resectable PDAC. Also I will report the progress of clinical trials in this issue.
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E/ II'/ -+—/ / H Curriculum Vitae

Yosuke Inoue

Department of Hepato—Biliary—Pancreatic Surgery, Cancer Institute Hospital,
Tokyo, Japan

« Graduate Education
1994-2000 Medical School: The University of Tokyo, Tokyo, Japan
2005-2009 Graduate School: The University of Tokyo, Tokyo, Japan

« Work Experience
2000-2004 Department of Surgery, the Hitachi general Hospital, Hitachi, Japan
2004-2008 Hepato—Biliary—Pancreatic Surgery Division,
Department of Surgery,the University of Tokyo Hospital, Tokyo, Japan
(Prof. Masatoshi Makuuchi, Prof Norihiro Kokudo)

2008-2009 Department of Surgery, Tokyo metropolitan Bokutoh Hospital, Tokyo, Japan
(Dr. Nobutara Umekita)
2009-2012 Hepato—Biliary—Pancreatic Surgery Division,

Department of Surgery, the University of Tokyo Hospital
(Prof. Norihiro Kokudo)

2012-2020 Dept. of Hepato—Biliary—Pancreatic Surgery, Cancer Institute Hospital
(Prof. Akio Saiura)
2020~ Vice director, Dept. of Hepato-Biliary—Pancreatic Surgery, Cancer Institute Hospital
« Specialities

Hepato—-Biliary—Pancreatic surgery

Laparoscopic surgery

Robotic surgery

Multidisciplinary treatment for hepatobiliary—pancreatic cancers
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The 1st Korean Pancreas Surgery Club and Japanese Society of
Pancreatic Surgery Joint Symposium (English)

Recent Updates on Conversion Surgery in

Japan

Yosuke Inoue (Cancer Institute Hospital, Japan)

After emergence of FOLFIRINOX and Gemcitabine plus nab-Paclitaxel (GNP), the treatment
paradigm of pancreatic invasive ductal adenocarcinoma (PDACs) has dramatically changed in Japan.
For unresectable (UR) PDACs, the incidence of conversion surgery (CS) after induction therapy using
FOLFIRINOX or GNP has been increasing.

For locally advanced PDACs (UR-LA), challenging dissection or resection of critical arteries are
required during CS. To achieve zero mortality for UR-LA resection, some specific techniques are
proposed in Japanese HPB society, e.g., mesenteric approach, LV-3 dissection, and left gastric artery
reconstruction during DP-CAR.

For metastatic PDACs (UR-M), rather a long duration of induction therapy has been preferred for
CS based on a multicenter retrospective study in Japan (Satoi S, et al, JHBPS 2013). In Cancer Institute
Hospital, a retrospective cohort study including 454 UR-PDAC patients who underwent FOLFIRINOX
or GNP as induction therapy revealed that four factors were significant for prognosis; A)Tumor
shrinkage, B) CAS19-9 normalized, C) mGPS = 0, and D) successful chemotherapy for 8 months or
more. Under these criteria, the median overall survival after CS for UR-M was 53 months with a
minimized rate of early recurrence (before 6 months, { 20%). In this presentation, details of treatment
strategy, surgical technique, and short/long-term outcomes of UR-PDACS in recent 10 years are

presented.
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« Education/Training
1990-1997
1997-2002
2002-2004
2004-2005

2007
2011-2012

« Position
2005-2017

2017-present
2022-present

Yoo-Seok Yoon

Department of Surgery, Seoul National University College of Medicine,
Seoul National University Bundang Hospital

M.D., Seoul National University College of Medicine,

Intern & Resident (Surgery), Seoul National University Hospital

Fellowship, in Hepato—pancreato-biliary Surgery, Seoul National University Hospital

Fellowship, in Hepato—pancreato-biliary Surgery, Seoul National University Bundnag
Hospital

Ph.D., Seoul National University College of Medicine

Research fellow, in Hepato—pancreato-biliary Surgery, The Johns Hopkins Hospital,

USA

Assistant/Associate Professor, Department of Surgery, Seoul National University
Bundang Hospital
Professor, Department of Surgery, Seoul National University Bundang Hospital

Chairman, Department of Surgery, Seoul National University Bundang Hospital, Korea

« Activity In Academic Society

2022-present
2022~ present

2021-2023

2022

President, The Korean Study Group on Minimally Invasive Pancreatic surgery
Chair of the Scientific Committee, Korean Society of Endoscopic and Laparoscopic
Surgeons

Chair of the Scientific Committee, Korean Society of Hepato—Biliary—Pancreatic
Surgery

Secretary General, The 18th World Congress of Endoscopic Surgery (WCES)

« Scientific Publications

* 6 Peer-reviewed Book Chapters

* More than 250 scientific articles in peer-reviewed international journals
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The 1st Korean Pancreas Surgery Club and Japanese Society of
Pancreatic Surgery Joint Symposium (English)

Comparison of Infectious Complications after

Spleen Preservation versus Splenectomy
during Laparoscopic Distal Pancreatectomy

Yoo-Seok Yoon (Seoul National University Bundang Hospital, Korea)

Spleen preservation during DP
for benign/borderline malignant tumors

Postsplenectomy Technical Difficulty
complications

Surgeon’s
preference

No guidelines !
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The 1st Korean Pancreas Surgery Club and Japanese Society of Pancreatic Surgery Joint Symposium (English)

118

Complications after splenectomy

Acute Short term Long term
Haemorrhage Overwhelming postoperative OPSI +/- DIC
« During infection (OPSI) +/-
o Immediately after disseminated
intravascular coagulation
(DIC)
Pulmonary atelectasis Pulmonary infection Pulmonary
and pneumonia infection
Sympathetic pleural Deep vein thrombosis Venous
effusion thrombosis
Subphrenic
abscess/cellulitis
Gastric ileus Spleno-portal thrombosis ~ Pulmonary

Acute pancreatitis

Thrombocytosis
and leucocytosis
(peaks Tth=14th day)
Severe thrombosis
after splenectomy for
myeloproliferative disorders

(fever, abdominal hypertension
complaints)
Enhanced
atherosclerosis
Arterial
thrombosis

IntJ Surq 2014,12: 113-119

Potential advantages of spleen preserving DP (SPDP)
in the current literature

A. Preventing the postsplenectomy sepsis
* Overwhelming postsplenectomy infection (OPSI)

* Early infectious complication

B. Maintenance of immune surveillance - oncologic benefit

C. Less postoperative pancreatic fistula (POPF)

D. Less postpancreatectomy DM

E. Less gastric ileus
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Yoo—Seok Yoon: Comparison of Infectious Complications after Spleen Preservation versus Splenectomy during Laparoscopic Distal Pancreatectomy

Postsplenectomy infectious complications
after DP with splenectomy (DPS)

Overwhelming postsplenectomy infection Early infectious complications
(OPsI) — intraabdominal abscess

— lifetime risk: adults (0.28 - 5%, 0.23% per year) - wound infection

- greatest within the first 2 years after splenectomy — pulmonary infection

- excessive morbidity and mortality (600 times more — others

than the general population)

“

+ Different incidence according to the indication of
splenectomy: hematologic disease >> after DP

+ Need for long-term F/U - difficult evaluation

* Few data after advent of vaccination

. » . " Varihle Splap DP Lap DPS Value
Is it worthwhile to preserve adult spleen in laparoscopic =1 wm®
distal pancreatectomy? Perioperative and patient-reported = fobowes it oy BILRO  M2EDS NS

. Follow-up raie B4.2% (32138) BS.3% (20744) NS
ouuome ana]yﬂs Doctor visits because of infection N§
Yes 1 3
Choi SH, et al. Surg Endosc 2011 O G e
<1 per year Fij 19
34 per year 4 !
+ 40 Sp-Lap DP and 32 Lap DPS (From 2005 to 2010) 54 pr e | 4
> per year L] 3
+ specially designed questionnaire for the follow-up Epsodes of sbdominel disconfos NS
Never 25 18
study. Rary s s
Occasioeally 1 4
* median follow-up period 23 (3-76) months -~ ’ : N
Poar [1] k)
& = Fair 14 1
Comparison of self-estimated health score o s l;
Digestive medicing use NS
Ll [3117 No Fi pi
8 ‘Sometimes 9 5
Always 1) 1
L When did you feel general well-being 127+ 128 144 + 129 0.080
afier operation? (weeks)
% Incidence of fatigue o low energy 0014
& B Preop Never 12 (]
Rarely 13 1
& - Occasionally 7 §
5 Postop Coastantly L] 8
Healih in general now 0042
76 Poor 0 6
" Fair 9 10
f Good 19 1
n Excellent 4 1
Health scoce compared with preoperative statas® AT3+ 236 A-E4 4152 0.007
o Cancer development afier the operation NS

Lap D75 growp $p-Lap DP growp
Yes [1) 1
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The 1st Korean Pancreas Surgery Club and Japanese Society of Pancreatic Surgery Joint Symposium (English)

120

An Analysis of Complications, Quality of Life,
and Nutritional Index After Laparoscopic Distal
Pancreatectomy with Regard to Spleen Preservation

* Qol: assessed by the EORTC QLQ-C30
* Median follow-up period: 25 months

Kwon W, et al. J Laparoendosc Adv Surg Tech A 2016

Total (N=105), n (%) LDP (n=73), n(%) LSPDP (n=32), n (%) p
Aggravated glucose control 16 (15.2) 12 (16.4) 4(12.5) 71
Newly developed DM (n=92) 13 (14.1) 10/62 (16.1) 330 (10.0) 535
Aggravated DM (n=13) 3(23.0) 211 (18.2) 1/2 (50.0) 423
Improved DM (n=13) 2(154) 211 (182) 072 (0) 1.000
Diarrhea/steatorrhea 0(0) 0(0) 0(0) -
Weight loss (n=53) 22 (41.5) 13/32 (40.6) 9721 (42.9) 8n
Abdominal discomfort/pain 5(4.8) RECR)] 2(6.3) 639
Incisional hernia 1(1.0) 1(14) 0(0) 1.000
OPSI 0(0) 0(0) 0(0) -
Recurrence 0(0) 0(0) 0(0) -
Vascular complications (n=104)" 24(23.1) 372 (42) 21/32 (65.6) <001
Portal vein thrombosis 3(29) 34.2) 0(0) 551
Splenic vein thrombosis 0(0) 0(0) 0 (0) —
Splenic vein stricture 2(1.9) 0(0) 2(6.3) 093
Splenic artery stricture 1(1.0) 0(0) 1(3.1) 129
Perigastric varices 9(8.7) 0(0) 9(28.1) <001
Collateral formation 17 (16.3) 0(0) 17 (53.1) <001
Splenic infarction 2(1.9) — 2(6.3) -
Meta-analyses

spleen-preserving DP (SPDP) vs DP with splenectomy (DPS)

Included
studies

No. of patients

POPF
(Overall)

POPF
(grade B/C)

Infectious
complication

Nakata, 2018 15 (MIS)
Pendola, 2017 19
Shi, 2015 18

6 (Lap)
He, 2014 11

3 (Lap)

378 392
521 1,131
502 454
93 95
355 542
! 72

SPDP §
SPDP ¢
SPDP §

SPDP ¥

SPDP ¢

SPDP ¢

SPDP §
SPDP ¢

SPDP ¢
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Yoo—Seok Yoon: Comparison of Infectious Complications after Spleen Preservation versus Splenectomy during Laparoscopic Distal Pancreatectomy

Small number of patients in included studies ...

Nakata, et al. ) Hepato Biliary Pancreat Sci 2018

Pendola, et al. J Surg Oncol 2017

Author Year ~ Country  Number of patients Author (year) Total SPDP DPS

MESIDE  MEDES Richardosn and Scott-Conner 2 110

. . (1989) [5]
et (1] AT Gl * Benoist et al. (1998) [16] 0 15 2%
Panda [17] 2016 India 8 12 Patterson et al. (2001) [27] 5 3 12
Nakamura [18] 2016 Japan 8 6 Yamaguchi et al. (2001) [4] 47 9 38
Kwon [19] 016  Korea 32 79 ghmm et a:- 8%3 ﬁl? : 1-2;2 ‘;g ;’g
arrer et al.
Maleo (20] e # Rodriguez et al. (2006) [24] %9 4185
Kawaguchi [21] 015 France 17 6 Pannegeon et al. (2006) [21] 175 15 160
JTiang [22] 2015 India 14 19 Ridolfini et al. (2007) [23] 64 8 56
Worhunsky [23] 014 USA 50 5 g:h et ;l»gﬂﬂ(?;) [%l]l] }gg §% :1];;
e et al.

Kang [24] 2014 Korea 45 . Peter Nau et al. (2009) [22] u 1 1
Han [25] 2014 Korea 4 § Tsiouris et al. (2011) [10] 30 48
Zhao [26) 2012 China 21 16 Maet al. (2011) [27] 26 13 13
Choi [27] 012 Koea 40 2 %ﬁkﬁe] 21] 31‘2[(}2121 Uzé?ﬂ] g‘; ;‘1} %2
Mekeel 28] M1 USA 10 % Ch?;i) :I‘ by ((2012)} [[3]] > 0 @
Nau 29] 2009 USA 7 17 Kang et al. (2013) [19] 9 45 34
Femandez-Cruz [30) 2008  Spain 15 8 Feng et al. (2014) [25] 162 78 ¥4

Impact of Spleen Preserving Laparoscopic Distal
Pancreatectomy on Postoperative Infectious Complications:
Systematic Review and Meta-Analysis

Milito P_et al. J Laparoendosc Adv Surg Tech 2019

* 10 literatures between 2008 and June 2018

a
Study

Femandez-Cruz et al, 2008

Nau etal, 2009
Mekeel et al, 2011
Choi etal, 2012
Ihaoetal, 2012

WuTangetal, 2014

Daietal, 2017

Fixed effect model
Random effects model
Prediction interval
Heterogenefy: = 0%, 1= 0,p = 089

Surgical site infections

(superficial, deep, or organ/space)

DPS DP
Events Total Events Total (Odds Ratio
0 8 1 15
117 0 7
2 N 0 10
0 16 2 4
6 R 1A
1 8 4 78 in
6 80 4 126 A
|
®» w <
<
b3
01 0512 10

Weight ~ Weight
OR  95%CI (fixed) (random)

057 002 1556)  48%
136 [005,3759  48%
233 [010,5303)  54%
047 [002,1026)  55%
462 0514148 109%
287 (087 942 372%
247 [066; 905 31.3%

48%
48%
54%
55%
109%
2%
3%

230 (141, 476) 1000% -
20 (11, 476) - 1000%
[089; 697)
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Need for large-scale multicenter study

* Current evidence on advantage of spleen preservation (SPDP)
— based on a few retrospective comparative studies
— heterogenous indication & extent of resection
— small number of patients

— no randomized controlled trial

Need for well-designed large-scale study
to provide high-level of evidence that may be helpful in making a decision on the

preservation of the spleen or splenic vessels in patients with benign and low-grade
malignant pancreatic tumor.

||;,r“"\ The 2nd Korea-Japan collaboration study

g ORIGINAL ARTICLE J Hepato Biliary Pancreat Sci 2022

Comparison of infectious complications after spleen
preservation versus splenectomy during laparoscopic
distal pancreatectomy for benign or low-grade malignant
pancreatic tumors: A multicenter, propensity score-
matched analysis

Woohyung Lee'© | Dae Wook Hwang'© | Ho-Seong Han’® | In Woong Han'’® |
Jin Seok Heo’® | Michiaki Unno*® | Masaharu Ishida® | Hiroshi Tajima® |
Nobuyuki Nishizawa® | Kohei Nakata® | Yasuji Seyama’ | Yoshiya Isikawa® |

Ho Kyoung Hwang’® | Jin-Young Jang"® | Taeho Hong" © | Joon Seong Park’® |
Hee Joon Kim"™ | Chi-Young Jeong™ | Ippei Matsumoto™® | Hiroki Yamaue'*® |
Manabu Kawai'® | Masayuki Ohtsuka” | Shugo Mizuno®® | Mitsuhiro Asakuma® |
Yuji Soejima® | Teijiro Hirashita” © | Masayuki Sho”® | Yutaka Takeda™ |
Jeong-Tk Park™ | Yong Hoon Kim® | Hwa Jung Kim* |

Hiroki Yamaue' | Masakazu Yamamoto” | Itaru Endo®® | Masafumi Nakamura® |
Yoo-Seok Yoon®
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Yoo—Seok Yoon: Comparison of Infectious Complications after Spleen Preservation versus Splenectomy during Laparoscopic Distal Pancreatectomy

Purpose

* To compare the short-term complications after laparoscopic SPDP
(LSPDP) and laparoscopic DPS (LDPS) by conducting a propensity
score matching analysis in a large patient cohort.

* To compare the clinical outcomes between spleen vessel
preservation (VP) and spleen vessel sacrifice (VS) in patients with

spleen preservation.

STROBE flow chart

Korea: 13 centers
N=2,319

Japan: 78 centers
N= 2,044

N=4,363

Lap distal pancreatectomy

Exclusion (N=576)
* PDAC (N =491, 11.3%)

+ Other cancers (N=79, 9.1%)
* Unknown pathology (N=6, 0.1%)

N= 3,787

Benign / low grade malignant tumors

A747t =3Pl tets] shats
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STROBE flow chart

Benign / low grade malignant tumors
N=3,787

l

Spleen preservation

Yes No
N= 1,687 (44.5%) N=2,100 (55.5%)

Splenic vessel preservation Splenic vessel resection
N=1,211 (71.8%) N = 433 (25.7%)

Intended Converted from
vessel resection vessel preservation
N=334 (19.8%) N=99 (5.9%)

Study design

Propensity score matching analysis:
* 1:1matching
* matching factors: age, sex, BMI, ASA class, preop DM, pathologic diagnosis, tumor location

Primary endpoint

* Early infectious complications
defined when antibiotic was required for cultured microorganisms or localized inflammation

Secondary endpoint

* clinically relevant POPF (ISGPS grade B, C)
* op time, EBL, transfusion rate, overall morbidity, hospital stay
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Yoo—Seok Yoon: Comparison of Infectious Complications after Spleen Preservation versus Splenectomy during Laparoscopic Distal Pancreatectomy

Preoperative characteristics before and after PSM

Before propensity score matching

After propensity score matching

SMD<Q.

LSPDP (n=1687)  LDPS (n = 2100) SMD
Nationality (Korea/Japan) 1201 (58.9)/486 (27.8) 838 (41.1)/1262(72.2) 0.663

Age (years) 522+158 56.9+15.2 0.300
Male sex 549 (32.5) 849 (40.4) 0.164
Body mass index (kg/m?)  23.4+3.5 233437 0.028
ASAscore (LI/IILIV)  1629(%.6)/58 (34)  1990(94.8)/110(52)  0.149
History of abdominal 465(27.6) 516 (24.6) 0.122
surgery
Preoperative diabetes 239(14.2) 426(20.3) 0.162
History of pancreatitis 121(7.2) 292(13.9) 0.220
Tumor site (body/tail) 795(47.1)/892(52.9)  960(45.7)/1140 (54.3) 0.028
Benign/borderline 1194 (70.8)/490 (29.0) 1370(65.2)/727 (34.6) 0.120
malignancy

LSPDP (n=1248) LDPS(n=1248) |SMD
762 (61.1)/486 (38.9) 770 (61.7)/478 (38.3)|0.013

545+15.7 54.5+15.1 0.003
462(37.0) 482(38.6) 0.033
23.6+3.6 236436 0.006
1193 (95.6)/55 (44) 1188 (95.2)/60 (4.8){ 0.019
322(25.8) 316(25.3) 0.030
215(17.2) 225(18.0) 0.021
120 (9.6) 138(11.1) 0.047

589 (47.2)/859 (52.8) 597 (47.8)/651 (52.2)|0.012
874(70.0)/371(29.7) 869 (69.6)/377(30.2)|0.020

Postoperative outcomes according to spleen preservation

Before propensity score matching After propensity score matching
LSPDP LDPS LSPDP LDPS
(n =1687) (n =2100) P-value (n =1248) (n=1248) P-value
Overall complications 570(35.7) 613(384) 099 444(35.5) 469 (37.6) 24
CR-POPF 219(13.7) 299(18.7) <001 182(14.5) 207 (16.6) 17
Infectious complications 243(15.2) 305(19.1) 003 197(15.7) 230(18.4) 079
Infected POPF 91(5.7) 156 (9.7) <001 85(6.8) 101(8.1) 2
Intra-abdominal abscess 15(0.9) 45(2.8) <001 14(1.1) 30(24) 014
Superficial/deep SSI 10(0.6) 16(1) 24 7(0.5) 9(0.7) 62
Pneumonia 4(0.2) 7(04) 36 5(0.4) 8(0.6) 40
Phlebitis 3(0.0) 3(0.1) >99 2(0.1) 3(0.2) >99
Sepsis 5(0.3) 8(0.5) A0 4(03) 6(0.4) 53
Non-infectious complications ~ 272(17.0) 231(144) 006 192(15.3) 196(15.7) .70
Atelectasis 27(1.6) 24(1.5) 67 21(1.6) 2(L7) 88
Pleural effusion 23(14) 16(1) 26 19(1.5) 18(1.4) 87
Abdominal fluid collection ~ 110(6.8) 90(5.6) 14 84(6.7) 66(5.3) 13
Chyle leakage 12(0.7) 16(1.0) 45 9(0.7) 16(1.2) .16
Bleeding 16(1) 23(14) 26 12(0.9) 18(14) 27
Wound problem 6(0.3) 5(0.3) 76 4(0.3) 5(04) >99
Tleus 28(1.7) 20(1.2) 24 16(1.2) 14(L1) !
Ectimated hland lnce (mIY 25704050 o Ll Ve L 00 2ETNLG81T 271 1L 4807 21
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Postoperative outcomes according to spleen preservation

Before propensity score matching After propensity score matching
LSPDP LDPS LSPDP LDPS
(n =1687) (n = 2100) P-value (n =1248) (n =1248) P-value
Overall complications 570(35.7) 613(38.4) 099 444(35.5) 469(37.6) 24
CR-POPF 219(13.7) 299(18.7) <001 182(14.5) 207 (16.6) 17
Infectious complications 243(15.2) 305(19.1) 003 197(15.7) 230(18.4) 079
Infected POPF 91(5.7) 156 (9.7) <001 85(6.8) 101(8.1) 22
Intra-abdominal abscess 15(0.9) 45(2.8) <001 14(1.1) 30(24) 014
Superficial/deep SSI 10(0.6) 16(1) 24 7(0.5) 9(0.7) 62
Pneumonia 4(0.2) 7(0.4) .36 5(0.4) 8(0.6) A0
Phlebitis 3(0.1) 3(0.0) >.99 2(0.1) 3(02) >99
Sepsis 5(03) 8(0.5) 40 4(03) 6(04) 53
Non-infectious complications ~ 272(17.0) 231(144) 006 192(15.3) 196 (15.7) .70
Atelectasis 27(1.6) 24(1.5) 67 21(1.6) 22(1.7) 88
Pleural effusion 23(14) 16(1) .26 19(1.5) 18(1.4) 87
Abdominal fluid collection 110 (6.8) 90(5.6) 14 84(6.7) 66(5.3) 13
Chyle leakage 12(0.7) 16(1.0) 45 9(0.7) 16(1.2) 16
Bleeding 16(1) 23(14) .26 12(0.9) 18(14) 27
Wound problem 6(0.3) 5(03) 76 4(03) 5(04) >99
Tleus 28(1.7) 20(12) 24 16(1.2) 14(11) il
Ectimatoed hlaad loce (ml ) 257 0L 4080 157 0L TSR0 00 2ETNLG81T 271 1L 4807 21

Postoperative complications according to splenic vessel preservation

Before propensity score matching After propensity score matching
LSPDP-VP LSPDP-VS LSPDP-VP LSPDP-VS
(n=1211) (n=433) Pvalue (n=432) (n=432) P-value
Overall complications 454 (37.5) 127(29.3) 002 146 (33.8) 127(29.4) 16
CR-POPF 169 (14.0) 53(122) 31 49(113) 53(123) 67
Infectious complications 209(17.3) 40(9.2) <001 70(16.2) 40(9.3) 002
Infected POPF 72(5.9) 20 (4.6) 30 23(53) 20(4.6) 64
Intra-abdominal abscess  11(0.9) 5(1.2) 18 5(1.2) 5(1.2) .99
Superficial/deep SSI 10(0.8) 1(02) 19 5(1.2) 1(0.2) 10
Pneumonia 4(0.3) 1(0.2) >.99 1(0.2) 1(0.2) >.99
Phlebitis 3(02) 0 57 1(02) 0 32
Sepsis 4(0.3) 1{02) >99 2(05) 1(02) 56
Noninfectious 215(17.8) 61(14.1) <001 74(17.1) 61(14.1) 2
complications
Atelectasis 19(16) 10(23) 32 6(1.4) 10(23) 31
Pleural effusion 15(12) 8(18) 35 6(1.1) 8(19) 59
Abdominal fluid collection ~ 91(7.5) 21(4.8) 059 31(7.2) 21(4.9) 15
Chyle leakage 6(0.5) 6(14) 062 1(02) 6(14) 058
Bleeding 13(1.1) 2(0.5) 25 4(09) 2(0.5) 41
Wennd hl S0 Ay 1009 00 LRI 1009 (14
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Yoo—Seok Yoon: Comparison of Infectious Complications after Spleen Preservation versus Splenectomy during Laparoscopic Distal Pancreatectomy

Postoperative complications according to splenic vessel preservation

Before propensity score matching After propensity score matching
LSPDP-VP LSPDP-VS LSPDP-VP LSPDP-VS
(n=1211) (n=433) Pvalue (n=432) (n=432) P-value
Overall complications 454(31.5) 127(29.3) 002 146 (33.8) 127(29.4) 16
CR-POPF 169 (14.0) 53(122) ) 49(113) 53(12.3) 67
Infectious complications 209(17.3) 40(9.2) <.001 70(16.2) 40(9.3) 002
Infected POPF 72(5.9) 20 (4.6) 30 23(53) 20(4.6) 64
Intra-abdominal abscess  11(0.9) 5(1.2) 18 5(1.2) 5(1.2) .99
Superficial/deep SSI 10(0.8) 1(02) 19 5(12) 1(02) 10
Pneumonia 4(0.3) 1(0.2) >.99 1(0.2) 1(0.2) >.99
Phlebitis 3(02) 0 571 1(02) 0 3
Sepsis 4(03) 1(02) >.99 2(05) 1(02) 56
Noninfectious 215(17.8) 61(14.1) <001 74(17.1) 61(14.1) 2
complications
Atelectasis 19(1.6) 10(2.3) 22 6(1.4) 10(23) 31
Pleural effusion 15(12) 8(18) 35 6(11) 8(19) 59
Abdominal fluid collection ~ 91(7.5) 21(4.8) 059 31(7.2) 21(4.9) 15
Chyle leakage 6(05) 6(14) 062 1(0.2) 6(14) 058
Bleeding 13(11) 2(05) 25 4(09) 2(05) 41
Wennd hl 0 Ay 1009 00 LRI 1009 (14

Comparison of infectious complications
according to hospital volume in LSPDP-VP

Overall complications

Infectious complications
Infected POPF
Abdominal abscess
Superficial/deep SSI

Pneumonia

Sepsis
Estimated blood loss
(mL)
Operative time (min)
Conversion to open
Hospital stay (day)
In-hospital mortality

LSPDP-VP group (n = 432)

High-volume

center (n = 358)

123(344)
59(16.5)
18(5.0)
1(03)
3(08)
1(0.3)
1(0.3)
252243115

203+97.1
2(0.6)
1024207
1(03)

Low-volume
center (n = 74)
23(311)
12(14.9)

5(6.8)

4(54)

2(27)

0

1(14)
126.9+214.6

293.8+104.3
0

151+114

0

P-value
69

.86

)

003

71

>

31

001

001
>99
050
>.99
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Limitations & Strengths of the study

* Risk of selection bias due to retrospective design
DPS (vs LSPDP) for more challenging tumors (?): higher rates of conversion to open surgery
* No data for long- term infectious complications such as OPS|

* Mixed data from high-volume and low-volume centers.

Strengths

* Definition of postoperative infectious complications with specific criteria
* PSM analysis using a large cohort from multiple centers

Summary

* LSPDP compared with LDPS
- lower rate of overall infectious complications, especially intra-abdominal abscess

— specific infectious complications such as infected POPF, SSI, pneumonia, and sepsis:
similar after PSM

— POPF, blood loss, and hospital stay: similar after PSM

* Splenic vessel-preservation (LSPDP-VP) compared with vessel sacrifice (-VS)
— higher rate of infectious complications,
— especially higher rate of intra-abdominal abscess in low-volume centers
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Yoo—Seok Yoon: Comparison of Infectious Complications after Spleen Preservation versus Splenectomy during Laparoscopic Distal Pancreatectomy

Increased early infectious complications after DPS
due to impaired immune function?

A. Other infectious complications except intra-abdominal abscess: similar

Original research

Postoperative infection risk after splenectomy: A prospective cohort
study

Barmparas G, et al. Int J Surg Tech 2015

* Among a total of 1884 patients were admitted to the SICU for 30-month study period
* 33(2%) splenectomy vs 493 (26%) abdominal surgery

Total (n=526)  Splenectomy (n=33)  Adjusted” odds ratio (95% CI)  Adjusted* p value

Infectious complications ~ 29.8% (157/526)  48.5% (16/33) 267(1.28,5.59) 0.009
- VAP 23%(12/526)  61%(2/33) 356 (0.69, 18.51) 0.131
- UTl 146%(77526)  24.2%(8/33) 1,97 (0.83, 4.69) 0.124
- Bacteremia 118%(62/526)  152%(5/33) 1.84(065,5.18) 0252
- Wound infection 5.7% (30/526) 6.1% (2/33) 0.84(0.19,381) 0.821
- CRBSI 19%(10/526)  6.1%(2/33) 3.94(0.77, 20.09) 0.100
- Intra-abdominal abscess  3.4% (18/526) 9.1%(3/33) 429(1.14,16.16) 0,031
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Increased early infectious complications after DPS
due to impaired immune function?

A. Other infectious complications except intra-abdominal abscess: similar

B. No correlation between systemic inflammatory response and infectious complications

* DPS compared with SPDP (iee,  korean Med Sci 2010, Tezuke, Dig Surg 2012, Yamaguchi, Int Surg, 2001)

— significantly increased postoperative platelet, platelet-to-lymphocyte ratio, WBC counts,
C-reactive protein

- infectious complication rates: similar

Postoperative Hematological Changes after
Spleen-Preserving Distal Pancreatectomy with
Preservation of the Splenic Artery and Vein

Tezuka, et al. Dig Surg 2012

| Table 3. Postoperative outcome in the SpDP with PSAV and the

P o ons . s DPS groups
0 S W : = SpOP with PSAV ) i
&1 N 14000 Variable SpDPwith DPS§ p
E /\ o PSAV value
3] /X 3% \ (=21)  (a=32)
H i \ £ L
tw i 5 10000 { = \
g o A\ "-\H " g ‘i V'\\:\ Pancreatic fistula
in ,ﬁ// y - 5wy T Grade B/C 2(10) 5(16) 0.690
g2 | N\ ol // """ ™" | Infectious condition 2(10) 7(22) 0.291
Ly ***;:'_3_4.-// oh b4 Ny Mortality 0 0 -
oF 04 . = Splenic infarction 0 - B
T LS > & B S & & Splenic vein thrombosi 0 0 -
& P b b N & & I FE E & plenic vein thrombosis
& VHESE E 8 ,16"& ; G * Splenic torsion 0 - -
Time after operation Postoperative iron therapy 0 2(6) 0.512
Adjuvant chemotherapy 1(5) 1(3) 1.00

; 2 . . ) Fig. 3. Postoperative changes in WBC counts in the SpDP with
Fig. 2. Postoperative changes in platelet counts in the SpDP with  psav and DPS groups. Data are expressed as means % SEM, Values are n (¥).
PSAV and DPS groups. Data are expressed as means £ SEM. *p<s,
*p<005.

130 | #7431 S=agelntsts) shais]



Yoo—Seok Yoon: Comparison of Infectious Complications after Spleen Preservation versus Splenectomy during Laparoscopic Distal Pancreatectomy

Increased early infectious complications after DPS
due to impaired immune function?

A. Other infectious complications except intra-abdominal abscess: similar

B. No correlation between systemic inflammatory response and infectious complications

* DPS compared with SPDP (iee,  korean Med Sci 2010, Tezuke, Dig Surg 2012, Yamaguchi, Int Surg, 2001)

— significantly increased postoperative platelet, platelet-to-lymphocyte ratio, WBC counts,
C-reactive protein

- infectious complication rates: similar
C. Decreased intra-abdominal abscess by proper drainage for the subphrenic area after DPS
* Single drainage compared with double drainage (Marcel, Surg Oncol 2019)

— significantly higher infective POPF (14.9% 36.2%; P < 0.001)

Drainage after distal pancreatectomy: Still an unsolved problem

Marcel, Surg Oncol 2019
Clinical and surgical data from double drainage vs single drainage patients.

A : Double drainage ~ Single drainage P value
i Jleft subphrenic (=127 (n=94)
67 space Technique 0.2657
5 Open 62 (48.8%) 53 (56.4%)
Laparoscopy 63 (49.6%) 40 (42.6%)
Laparoscopy, converted 2 (1.5%) 1(1.0%)
Closure method 0.5875
Stapler 115 (90.6%) 83 (88.3%)
Harmonic/suture 12 (9.4%) 11 (11.7%)
POPF
No” 48 (37.8%) 28 (29.8%) 0.2153° ¥+ bhoe
B 60 (47.2%) 32 (34.0%)
B1*M 19 (14.9%) 23 (24.5%) 0.00026° ¥
(B2 or B3)** 0 8(8.5%) 0.01569" 2
¢ 0 3(3.2%) 0.00535"" 523<
Mean amylase level 650 1327 0.0016
£, drain”
. pancieas: S Morbidity (except 8 (6.3%) 9 (9.6%) 0.3663
stuiﬂp POPF)
[ Median Hospital stay, 6 (2-36) 8(2-59) 0.0127
days
. i Median blood loss, mL 255 330 0.06476
Fig. 1. Double drainage after distal pancreatectomy. Blood Transfusion, n 3 6 01348
Median operative time, 240 220 0.05273
min
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Higher incidence of POPF after DPS vs. SPDP

* POAP with ischemia of the pancreatic remnant

* Increased risk of hypercoagulability in the portal vein system after splenectomy -

worse venous drainage of the pancreatic remnant after DP

* immunodeficiency might impair pancreatic stump healing and result in POPF

Splenic vein thrombosis and pancreatic fistula after minimally

invasive distal pancreatectomy

Table 3 Association between splenic vein thrombosis and

Kang CM, el al. BrJ Surg 2014

postoperative pancreatic fistula

SVTH

No

Yes
SVT gradef

None

Partial

Complete
SVT length (mm)*
Maximum PFC size (mm)*
LOS (days)*

POPF
No (n: 53} Yes [l'l =21:l
33 6
23 15
33 7
14 6
9 8
67(102)  152(175)
5220005  513(217)
7:9(3:0) 181(9:5)

0.022§

0:0274

0-045
0-965
<0001
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Yoo—Seok Yoon: Comparison of Infectious Complications after Spleen Preservation versus Splenectomy during Laparoscopic Distal Pancreatectomy

Conclusions

* Spleen preservation in LDP for benign or borderline malignant tumors was
advantageous in lowering the risk of infectious complications, especially intra-
abdominal abscess.

* However, the risk of infectious complications can be affected by the degree of
surgical experience.

* Increased infectious complications in DPS compared with SPDP may be due to
increased risk of POPF and fluid collection in the subphrenic dead space after
splenectomy rather than impaired immune function.
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Degrees

1997-2003
2009-2013

Work Experience

2003.05-2004.04
2004.05-2005.04
2005.05-2006.03
2006.04-2007.03
2007.04-2008.03
2008.04-2009.03
2013.04-2014.03
2014.04-2018.03

2018.04-2020.03
2020.04-2020.11
2020.12-Present

Shingo Kozono

Department of Gastrointestinal and Pediatric Surgery,
Tokyo Medical University, Tokyo, Japan

M.D., Kyushu University Faculty of Medicine, Fukuoka, Japan
Ph.D., Kyushu University, Fukuoka, Japan

Resident at Kyushu University Hospital, Fukuoka, Japan

Resident at Miyazaki Prefectural Central Hospital, Miyazaki, Japan
Higashi Kunisaki Koiki Hospital, Oita, Japan

Kokura national hospital, Fukuoka, Japan

Kyushukouseinenkin hospital, Fukuoka, Japan

Miyazaki University Hospital, Miyazaki, Japan

Toyamaicho Hospital, Kumamoto, Japan

Research Fellow at Beth Israel Deaconess Medical Center, Harvard Medical School,
Boston, USA

Kitakyushu Municipal Medical Center, Fukuoka, Japan

Assistant Professor at Tokyo Medical University, Shinjuku, Japan

Junior Associate Professor at Tokyo Medical University, Shinjuku, Japan

Research Experience

2009.04-2013.03

2014.04-2018.03

Membership

Ph.D Course at the Department of Surgery and Oncology, Kyushu University,
Fukuoka, Japan

Research Fellow at Beth Israel Deaconess Medical Center, Harvard Medical School,
Boston, USA

Japanese Surgical Society

The Japanese Society of Gastroenterological Surgery
Japanese society of Hepato—biliary—pancreatic Surgery
Japan Society of Endoscopic Surgery

Japan Pancreas Society

Japan Biliary Association
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Current situation of MIS Pancreatic

Surgery and the Role of Robotic Surgery

Shingo Kozono (Tokyo Medical University, Japan)

Robot-assisted pancreatic resection began in 2002 on distal pancreatectomy (DP) by Melvin et al in
the United States, followed application to pancreaticoduodenectomy (PD) by Giulianotti et al in Italy
in 2003. Subsequently, with advancements in robotic technology, robot-assisted pancreatic resection
has become widely practiced globally since the 2010s, and its utility has been extensively reported.
While the safety and efficacy of robot-assisted pancreatic resection have not been definitively
proven through high-quality randomized controlled trials (RCTs), numerous papers to date have
reported on perioperative and oncologic safety and efficacy.

Robot-assisted distal pancreatectomy (RDP) has been reported to achieve a high spleen
preservation rate and a low conversion rate to open surgery compared to open distal
pancreatectomy (ODP) and laparoscopic distal pancreatectomy (LDP). Additionally, RDP
demonstrates a high RO resection rate. In comparison with LDP, RDP shows comparable short-term
mortality, surgery-related complication rates, and pancreatic fistula rates, with a shorter hospital
stay.

Despite a longer operation time, robot-assisted pancreaticoduodenectomy (RPD) is reported to
have lower blood loss compared to open pancreaticoduodenectomy (OPD), with no significant
differences in perioperative complications such as pancreatic fistula. When compared with
laparoscopic pancreaticoduodenectomy (LPD), RPD exhibits lower blood loss, lower conversion rate
to open surgery, shorter hospital stay, and no significant differences in perioperative complications.
In terms of oncologic factors, RPD demonstrates comparable surgical outcomes to OPD and LPD in
terms of lymph node retrieval and RO resection rates, with no significant differences observed in
overall survival (OS) and recurrence-free survival (RES). Despite the extended operative time, RPD
maintains similar perioperative complication rates to OPD and LPD and achieves comparable

oncologic outcomes.

A742 S2Age)Tsts) sredisl | 13D



The 1st Korean Pancreas Surgery Club and Japanese Society of Pancreatic Surgery Joint Symposium (English)

Several studies suggest a lower pancreatic fistula rate in RPD compared to OPD, highlighting its
potential benefits. However, high-quality evidence supporting the utility of robot-assisted pancreatic
resection is still lacking, and the implementation of high-quality, large-scale RCTs is desirable.

Robot-assisted pancreatic resection allows for delicate surgical maneuvers with high precision,
facilitated by high-resolution 3D imaging and the use of highly articulated robotic instruments. At
our institution, Professor Yuichi Nagawa has successfully implemented robot-assisted pancreatic
resection based on NFT-based resection, capitalizing on the advantages of robot-assisted surgery. In
this conference, we present the current state of robot-assisted pancreatic resection and introduce the

surgical techniques of robot-assisted pancreaticoduodenectomy performed at our facility.
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Hye—-Sol Jung

Division of HBP Surgery, Department of Surgery, Seoul National University
College of Medicine Seoul National University Hospital, Seoul, Korea

« Education
2008-2014 J.D., Seoul National University College of Law
2014-2018 M.D., Yonsei University Medical School
2021- Ph.D., Seoul National University College of Medicine

« Experience and Training

2012.03-2014.02 Judicial Research and Training Institute

2017.01.04-01.27  Clinical Training Program Osaka Medical Center and Research Institute for Maternal
and Child Health

Internships and Residencies

2018.03-2019.02 Internship, Severance Hospital, Seoul, Korea.

2019.03-2022.02 Residency in Department of Surgery, Seoul National University Hospital, Seoul, Korea.

2022.03- Fellowship in Division of HBP Surgery, Department of Surgery
Seoul National University Hospital, Seoul, Korea.

 Awards

2019-2021 Department of Surgery, Seoul National University Hospital
Top honors of the Surgical Residency Program

2021 HBP Surgery Week
KHBPS (Korean Association of Hepato-biliary—pancreatic Surgery)
Best Poster Presentation Award

2021 A-PHPBA 2021 Bali - Virtual Congress
4th Favorite of E-Video Session

2022 Seoul National University College of Medicine
The SNU Medicine Graduate Student Best Paper Award (Clinical Medicine)
- First Place -

2022 ACRLS 2022 (Asian—Pacific Congress of Robotic Laparoscopic Surgery 2022) Best

Presentation Award 2023 HBP Surgery Week
KHBPS (Korean Association of Hepato-biliary—pancreatic Surgery) Best Oral
Presentation Award 2023 The 75th Annual Congress of Korean Surgical Society The
Korean Society of Endo-Laparoscopic & Robotic Surgery
The Best Mentor-Mentee Video Award

2023 The Annual Congress of the Korean Surgical Society
Best Investigator Award
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Long—term clinical course In a patient with

pancreatic cancer with liver metastasis
who underwent cytoreductive surgery

Hye-Sol Jung (Seoul National University Hospital, Korea)

Background: Chemotherapy has changed the paradigm of local treatment for pancreatic ductal
adenocarcinoma (PDAC). Advancement in chemotherapy regimen such as fluorouracil, leucovorin,
irinotecan and oxaliplatin (FOLFIRINOX) or gemcitabine plus nanoparticle albumin-bound
paclitaxel (GEM/Ab), has improved survival for patients with metastatic PDAC. We report a long-
term clinical course of metastatic pancreatic cancer with isolated synchronous liver metastasis in a
patient.

Patient concerns: A 67-year-old female with diabetes mellitus presented with left upper quadrant
pain lasting one month. Pancreatic tail cancer with multiple liver metastases was diagnosed by
Endoscopic ultrasound guided fine needle aspiration biopsy. The level of carbohydrate antigen 19-9
at diagnosis was 80 U/ml.

Intervention: The patient underwent eighteen cycles of palliative FOLFIRINOX chemotherapy for
ten months followed by distal pancreatectomy and portal vein resection with intraoperative
radiofrequency ablation for liver segment 4 and 8. She received six cycles of adjuvant FOLFIRINOX
after surgery.

Outcome: The postoperative course was uneventful without complications. Pathologic staging of
this patient was ypT1cNO. The patient achieved RO resection with CAP grade 1. The disease-free
status was maintained for two and half years. Three years after surgery, the recurrence developed in
both lungs, but she achieved metabolic complete response after twelve cycles of repeated
FOLFIRINOX chemotherapy. Until now (six years after diagnosis), she visits the outpatient clinic for
regular follow-up.

Lesson: Pancreatectomy with remarkable response to chemotherapy plus local treatment for
metastases suggests the possibility of longer survival even in the patients with PDAC with isolated

synchronous liver metastases.
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Sho Kiritani

Division of Hepatobiliary and Pancreatic Surgery, Cancer Institute Hospital of
the Japanese Foundation for Cancer Research, Tokyo, Japan

« Education
2005-2011 M.D. School of Medicine, Chiba University
2017-2020 Ph.D. of Medicine, Tokyo University

Postgraduate Training and Professional Appointments

2011.04-2013.03 Internship program, Tokyo University, Tokyo, Japan
2013.04-2016.03 Surgical resident, Dept. of Surgery, Chigasaki municipal hospital, Kanagawa, Japan
2016.04-2018.03 Surgical resident, Dept. of HBP Surgery, Tokyo University Hospital, Tokyo, Japan
2018.04-2020.03 Surgical doctor, Dept. of surgery, Asahi General Hospital, Chiba, Japan
2020.04-2022.03 Clinical and Research Fellow,

Dept. of HBP surgery, Tokyo University Hospital, Tokyo, Japan
2022.04- Clinical Fellow, HBP Surgery, Cancer Institute Hospital of JFCR, Tokyo, Japan

Qualifications
Board Certified Surgeon, Japan Surgical Society (2015)
Board Certified Surgeon in Gastroenterology (2020)

« Awards and Honors

Byel academic support (BASJ20210415006, 2022)
Grant-in—Aid for Early—Carrer Scientists, Kakenhi (2021)

Society Memberships

Japan Surgical Society (JSS)

The Japanese Society of Gastroenterological Surgery (JSGS)
Japan Pancreas Society (JPS)

Japanese Society of Hepato-Biliary-Pancreatic Surgery (JSHBPS)
Japan Society for Endoscopic Surgery (JSES)
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Usefulness of Left Posterior Artery—First

Approach using a Scope Transition Method
during Robotic Pancreaticoduodenectomy

Sho Kiritani (Cancer Institute Hospital, Japan)

Sho Kiritani, Yosuke Inoue, Takafumi Sato, Yuki Kitano, Atsushi Oba,
Yoshihiro Ono, Hiromichi Ito, Yu Takahashi

Division of Hepatobiliary and Pancreatic Surgery, Cancer Institute Hospital of
the Japanese Foundation for Cancer Research, Tokyo, Japan

Background and Aim: An accurate dissection around the superior mesenteric artery (SMA) is a
prerequisite to achieving radical resection in pancreaticoduodenectomy (PD) for periampullary
malignancies. However, an approach to the SMA in robot-assisted PD (RPD) has not been fully
established. Herein, we aimed to describe the detail surgical technique of the left-posterior (LP)
approach to the SMA and evaluate its short-term outcome.

Methods: This study involved 61 consecutive patients who underwent RPD. Patients were classified
into a group with oncological SMA dissection by the LP approach (LP, n=35) and another without
oncological SMA dissection, performed by right approach (ND, n=25). The short-term outcomes of
the two groups were compared. The LP approach was performed at the first stage of resection. The
scope was inserted from the left-sided trocar. The left and posterior sides of the SMA were dissected
along with proximal mesojejunum resection. The common trunk of the jejunal artery and inferior
pancreaticoduodenal artery were divided during this approach. The remnant part of the SMA was
dissected from the right at the final stage of resection. Right approach does not require the lymph
node dissection around SMA. Mesojejunum is divided along the jejunum. The tissue around SMA was
divided in mainly in the final stage of resection from right side.

Results: No significant difference was found between LP and ND regarding operative time (553 vs
622 min, p=0.11), blood loss (55 vs 90 mL, p=0.57), and incidence of severe postoperative
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complications (12.5% vs 5.7%, p=0.36). The median lymph node yield in the LP group was more than
that of the ND group (18 vs. 12, p<0.01).

Conclusion: The LP approach with a left-sided scope facilitates accurate, safe, and convenient
SMA dissection, maximizing the use of its magnifying effect.

142 | A74x S=330)5)sts) shatis]



Curriculum Vitae

LINTETY

2005.03-2011.02

ol
_—

2016.09-2018.08

2020.03-

00
e

mr
[\

™ T T T

20
20
20
20
20

2020.12-2021.08

-5

2021.09

143

A=Al sheel

A|742}
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Is Prolonged Adjuvant Treatment Justified After Surgery for
Initially Inoperable Pancreatic Cancer Achieving RO

Resection Following Favorable Neoadjuvant Chemotherapy
Response: A Dilemma of Timing and Surgical Decision?

Jae Seung Kang (Korea University Guro Hospital, Korea)

A 53-year-old woman with symptoms of indigestion and jaundice was diagnosed with a 4
cm-sized pancreatic head cancer. Extensive involvement of the superior mesenteric artery (SMA),
multiple lymph node metastases, and tiny hepatic metastases were observed. Palliative FOLFIRINOX
chemotherapy was initiated, leading to a remarkable response with CA 19-9 levels dropping from
2600 to 42. Based on a multidisciplinary conference decision, the patient, demonstrating good
response to chemotherapy, was deemed anatomically resectable on imaging, and she underwent a
Whipple's operation. Pathological evaluation showed a 1.5 cm tumor with clear margins (RO) and
ypT1cNO staging. Adjuvant FOLFIRINOX was administered, and during this treatment period, there

was no evidence of recurrence.

However, following a break from chemotherapy, the patient developed mesentery root thickening,
ascites, and multiple hepatic recurrences. Treatment was switched to Gemcitabine and Abraxane,
but the patient succumbed to complications such as spontaneous bacterial peritonitis, sepsis, and

hepatic failure one year after surgery.
This case underscores the evolving approach to managing locally advanced or metastatic

pancreatic head cancer in the neoadjuvant treatment era. It raises the question of determining the
optimal duration of adjuvant treatment in light of the possibility of recurrence.
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Moe Matsumoto

Department of Gastrointestinal and Pediatric Surgery,
Tokyo Medical University, Tokyo, Japan

. Degrees
2009-2015 M.D. Tokyo Medical University, Tokyo, Japan

« Work Experience
2015.04-2017.03 Resident at Tokyo Medical University Ibaraki Medical Center
2017.04-2019.03 Resident at Tokyo Medical University Gastrointestinal and Pediatric Surgery
2019.04-2020.09 Niizashiki Central General Hospital, Saitama, Japan
202010-2021.03 Todachuo General Hospital, Saitama, Japan
2022.04-present Assistant professor at Tokyo Medical University Gastrointestinal and Pediatric Surgery

« Membership
Japanese Surgical Society
Japan Society of Endoscopic Surgery
The Japanese Society of Gastroenterological Surgery
Japanese Society Hepato—biliary—pancreatic Surgery

« Qualifications
Medical License if Japan
Board Certified Surgeon (by Japanese Surgical Society)
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Difference in Bactenal Infections Related to Pancreatic
Fistula Between Pancreaticoduodenectomy and

Distal Pancreatectomy

Moe Matsumoto (Tokyo Medical University, Japan)

The incidence of postoperative pancreatic fistula (POPF) remains high despite prevention efforts,
occurring in approximately 20-30% of pancreatic surgery. And infection is a major factor in the
development of pancreatic leakage. In this study, we investigated the effect of early postoperative
ascites infection on POPF after pancreaticoduodenectomy (PD) and pancreatoduodenectomy (DP) to
clarify the possibility that bacterial infection may activate the pancreatic juice and contribute to
POPF.

Subjects: Analysis was performed in a total of 645 pancreatectomy cases (PD: 463 cases, DP: 176
cases) performed at our department from October 2011 to October 2018. Methods: We examined
the bacterial species of drainage fluid and the timing of when the bacteria became positive. We also
analyzed the incidence of POPF and drainage fluid culture. Results: In PD, Enterococcus sp. was
significantly more common, and POPF cases were positive for bacteria from PODI; in DP,
Staphylococcus sp. was more common, and POPF cases were significantly positive from POD4. In
PD, positive culture of early postoperative drainage fluid was a risk factor for POPF; in DP, positive
culture of drainage fluid was not an obvious risk factor for POPF.

In PD, endogenous infection in the early postoperative period was associated with POPF, while in

DP, exogenous psoriasis in the postoperative course was suggested to be associated with POPF.
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Xanthogranulomatous pancreatitis

Yoo Jin Choi (Korea University Anam Hospital, Korea)

Xanthogranulomatous pancreatitis is a very rare benign diseases in the pancreatic diseases. It has
important clinical characteristics as it closely mimics pancreatic cancer in its clinical presentation.
Previously, there have been very few cases were reported involving chronic inflammation with
xanthogranulomatous change. Diagnosis of Xanthogranulomatous inflammation relies on the
identification of an increased presence of foamy histocytes and inflammatory cells in the affected
tissue. The pathogenesis is poorly understood.

A 64-year-old male, with no medical history, was admitted to the hospital due to upper abdominal
pain that began 10-days ago. He reported that the pain worsened after meals and that he
experienced a 5kg weight loss over the past 2weeks. There was no symptom of nausea, vomiting or
fever. He showed no signs of jaundice or abdominal tenderness. Vital signs were stable.

Initial laboratory results indicated an elevated white blood cell count at 13090 cells/ul while other
labs were within normal level. The abdominal computed tomography (CT) revealed a suspicious
gastric or pancreatic cancer. The pancreatic MRI indicated an inflammatory lesion, potentially
sequelae of pancreatitis, though it did not rule out the possibility of gastric or pancreatic cancer.
The following gastric fiber presented suspicion of gastric cancer, but the biopsy results showed
gastritis. The EUS-biopsy on pancreatic lesion also did not reveal the presence of tumor. The PET CT
revealed suspicious primary pancreatic cancer with multiple lymph node metastasis. The tumor
marker, CEA and CA 19-9, however, remained within normal level.

Subsequently, he underwent surgical biopsy under the general anesthesia. During the operation,
the pancreas found to be very hard with surrounding showing fibrotic changes. Large masses around
the pancreas and some omental thickenings were excised. The final biopsy of all the masses
confirmed xanthogranulomatous pancreatitis. He was uneventful after surgery. He was decided not

to go under cancer treatment but to observe with short term follow up.

148 | #7431 S=ageln)sts) shaia]



Yoo Jin Choi: Xanthogranulomatous pancreatitis

Xanthogranulomatous inflammation are usually found in gallbladder, which also mimics clinical
characteristics of cancer. Thus, more cases were needed to be collected and studied about

pathogenesis of xanthogranulomatous pancreatitis in the future and give more reasaonable clue to

distinguish benign and malignant diseases.
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