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Clinical analysis of uncinate process
carcinoma of the pancreas

Chun Ye, Peng-Cheng Xi and Xian-Gui Hu
Shanghai, China

OBJECTIVE ; To analyse the clinical features of uncinate process carcinoma of the pancreas and the
diagnosis and treatment of this malignancy.

METHOD . Fifty-nine patients with pancreas uncinate process carcinoma treated from January 1998 to
September 2002 at our hospital were analysed retrospectively.

RESULTS: Major symptoms of these patients were upper abdominal pain accompanied with lumbar pain,
body weight loss and jaundice. Thirty-seven patients received regional pancreaticoduodenectomy ( RP), 16

partial resection of the superior mesenteric vein-portal vein { SMV-PV) or superior mesenteric artery
(SMA) and reconstruction, 1 anhydrous alcohol injection in the celiac nerve pleaus, regional
chemotherapy via a chemotherapy pump, and liver biopsy, and 5 no operation. The survival of the patients
after operation was 2—46 months { median 12. 1 months). Eleven patients are still alive with a longest
survival of 46 months. The 1- and 3-year survival rates were 37.7% and 5. 6%.

CONCLUSIONS : Pancreas uncinate process carcinoma invading the adjacent SMV/SMA-PV causes
difficulty in early diagnosis and poor prognosis, which are related to its location, not tumor” s aggressive

nature. This carcinoma has a high resection mate of 89. 8%.

(HBPD Int 2003; 2. 605-608)
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Introduction

he uncinate process is a hook-like extension of

the lower part of the head of the pancreas.
Anatomically, it extends posterior to the superior
mesenteric vein (SMV), ending at the right margin
of the superior mesenteric artery (SMA). Com-
pared with other paris of the pancreas, this region
is more closely connected to the mesentery and is
situated at some distance from the course of both
bile and pancreatic duets. These topographic rela-
tionships account for the special clinical features of
carcinoms in this portion of the pancreas. Previous-
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ly, we considered that the incidence of uncinate
process carcinoma of the pancreas was very low as
10.7% (6/56)"1 2.5% (3/19)'* and 8% (39/
506)!"1 but it may be wrong. In this study, 59 ca-
ses of uncinate process carcinoma of the pancreas
were analysed in an attempt to update our know-

ledge about the disease.
Methods

Patients

From January 1998 to September 2002, we treated
59 patients with carcinoma of the uncinate process
of the pancreas, including 39 men and 20 women,
aged from 53 to 84 years (average 60.2). The
course of the disease varied from 4 days to 2 years.
Their symptoms included upper abdominal pain
mostly associated with lumbar pain (40 patients),
weight loss (34), jaundice (24), anepithymia
(19), and upper abdominal malaise (10). On ab-
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dominal examination, no lump was palpated. Of
the 59 patients, 54 (91.5%) were detected by CT,
47 (79.7%) by B-ultrasound, and 16 by endo-
scopic retrograde cholangiopancreatography (ER-
CP) (stenotic pancreatic duct at the pancreatic
head or cholangiectasis at the distant end in 12 pa-
tients, and lumps around the pancreatic head in 4
patients), and 52 by CA19-9 (higher value than
normal in 47 patients). SMV was involved in 27
patients, SMV+SMA mesenteric artery in 9, SMV+
portal vein (PV) in 9, but the abdominal aorta re-
mained intact. Of the 59 patients, 25 showed
lymph node metastasis at 13b, 13a and 14 groups,
and 25 showed involvement of the nerves. The size
of lumps was 1.5-7 cm ( average 4.0 em). TNM
classification showed stage I and II in 32 patients,
stage Il in 21, and stage IV in 6. Histologically,
highly differentiated duct adenocarcinoma was ob-
served in 17 patients, moderately differentiated
duct adenocarcinoma in 18, low differentiated duct
adenoccarcinoma in 15, adenosquamous carcinoma
in 3, and acinic cell carcinoma in 1 (53 patients
were confirmed pathologically afier operation, and
1 was by biopsy).

Treatment

Of the 59 patients, 37 received regional pan-
creaticoduodenectomy (RP), 16 partial or segmen-
tal resection of SMV-PV or SMA and reconstruc-
tion, 1 anhydrous alechol injection at the celiac
nerve plexus plus a chemotherapy pump and liver
biopay, and 5 no operation. Operation combined
with blood vessel resection lasted 4 hours and 10
minutes—9 hours and 50 minutes, with blood loas
of 200-7000 ml ( average 1650 ml), whereas ope-
ration without blood vessel resection lasted 2 hours
and 50 minutes —7 hours and 15 minutes, with
blood loss of 200-1500 ml ( average 610 ml).
Postoperative hospitalization varied from 8 to 52
days (average 16 days).

Results

In this group, all patients survived afier operation,
but 5 patients (9.49%) had complications ; lung in-
fection (2), incision dehiscence (2), and gastric

emptying distuthance (1). In contrast to the repor-
ted incidence of 30%.* the lower incidence rate in
this group might be attributed to the improvement
of our expertise. Allogether 51 patienis were fol-
lowed up and 8 missed. Postoperative life cycle
varied from 2 to 46 months, and the median posi-
tion life cycle was 12.1 months. Eleven patients
are atill alive with a longest survival of 46 months.
The 1- and 3-year survival rates were 37.7% and
5.6% respectively.

Discussion

Throughout the study, the peculiar aspects of unci-
nate process carcinoma of the pancreas can be
summarized as follows: paucity of distinctive signs
and symptoms such as jaundice, severe pain, and
abdominal mass; no evidence of abnormalities in
laboratory studies; and preservation of biliary and
pancreatic function until the latest stage.

Patients with uncinate process carcinoma of
the pancreas in this study exhibited a few non-spe-
cific symptoms with upper abdominal pain and
weight loss as the leading ones. Upper abdominal
pain mostly associated with lumbar pain manifested
a kind of slight or moderate dull pain, aggravating
at night, which can be endured. Such a pain was
caused by tumorous infiltrates or inflammatory in-
filtrates, celiac nerve or mesenteric nerve plexus.
Sometimes the pain radiated around the side toward
the tip of the right scapula, exactly like cholecysti-
tis or cholelithiasis. Most patients were considered
to have diseases of the stomach, intestine, liver
and gallbladder on their first medical examination,
a phenomenon recognized in patienis with pan-
creatic cancer.’! Concomitantly, the time between
first medical consultation and establishment of a
correct diagnosis was significantly longer in pa-
tients with uncinate process carcinoma of the pan-
creas. This seems to be not only due to lack of
specific early symptoms, but also to additional dif-
ficulties in the application of imaging techniques.

Uncinate process carcinoma of the pancreas
can be diagnosed mainly by ways of imaging tech-
niques and laboratory examination. B-ultrasound as
the first-line imaging technique for the diagnosis of
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abdominal disorders has an overall sensitivity of
70%-80% in pancreatic carcinoma.®! CT is pro-
ved o be the best diagnostic tool with a sensitivity
of 91. 5% in this group. CT can detect the smaller
masses in the uncinate process when other tech-
niques showed normal morphology. Meanwhile CT
can not only confirm the pancreatic uncinate origin
of the lesion, but also determine precisely the
mode of mesenteric vascular involvement!”™ The
widening of the uncinate process angle in CT scan-
ning is a sensitive sign suggesting space-occupying
lesions in the uncinate process carcinoma of the
pancreas.'®! Owing to the distance of the uncinate
process from the common bile duct and the pane-
reatic duct, ERCP is of little or no use in detecting
the uncinate process carcinoma of the pancreas.
The wmor marker CA19-9 is a valuable diagnostic
method with a sensitivity and specificity of more
than 80%. " In this group, the sensilivity was
90.4% (47/52).

Uncinate process carcinoma of the pancreas is
adjacent to the SMA/SMV-FV, abdominal aoria
and other large blood vessels, which lead to a low
resection rate. Birk et al®! reporied a resection
rate of 30. 1% because the tumor had already infil-
trated the mesenteric vessel. We found that the
tumor of the uncinate process invading the SMA/
SMYV or 'V was relevant to the extensive growth of
the tumor, not infiltration behavior of the tumor it-
self. In this group, tumors were tightly adhered to
the SMA/SMYV or PV in 48 patients, but they were
separated carefully from blood vessels in 32 pa-
tients, and partial resection of the SMV-FV or
SMV and reconstruction were performed in 16 pa-
tients. Postoperative pathological examintion show-
ed blood vessel was infilirated by cancer cells in
only one patent. Those who received extended
pancreaticoduodenectomy because of invaded blood
veasels can live longer than those who received
standard pancreaticoduodenectomy!'®! Therefore,
when blood vessel is invaded by uncinate process
carcinoma of the pancreas, radical excision should
not be shandoned. It should not he simply regar-
ded as a contraindication of radical resection when
the carcinoma invades the adjacent blood vessel.[™!]

Uncinate process carcinoma of the pancreas
shows no typical symptoms at early stage and is

“closely”™ related to blood vessels nearby, which is
anatomically related not a manifestation at late
stage. In this group, grade I or II tumors were seen
in 32 patienis, grade Il in 21, and grade IV in 6;
most patients (89.8%) underwent radical resec-
tion. ‘Those who were considered o suffer from an
irresectable tumor received regional chemotherapy
in order to increase their survival rate.

With the increase of resection rate of uncinate
process carcinoma of the pancreas and the decrease
of incidence rate of postoperative complications,
most patients may have a good therapeutic effect,
with a median survival rate close to the reported ™!
but the 1- and 3-year survival rates are constantly
low. The reported local recurrence rate of the car-
cinoma remains high as 50%-80% because of po-
sitive results of culting edge specimens. But in our
study only 1 out of 53 patients showed the cuiting
edge specimens of the common bile duct positive
pathologically. The reasons of metastasis and re-
currence may vary. Under the condition of cance-
rism, the Hasues near the tumor may be cancerous
or has potential cancer cells. Lymph node metasta-
sis is likely to oceur at the early stage of pancreatic
carcinoma, but micrometastasis is hard to identify.
Therefore,, lymph node and soft Lissues behind the
peritoneum should be completely eradicated during
the operation for matching postoperative chemo-
therapy or radiotherapy to increase the survival
rate.

To sum up, we must take uncinate process
carcinoma of the pancreas into account. In our
opinion, people aging over 50, who have symploms
of upper abdominal pain together with lumbar
pain, weight loss, and jaundice, should routinely
take B-ultrasound examination. If condition per-
mits, CT combined with CA19-9 is recommended.
Because of the particularity of uncinale process
carcinoma, the only way to improve poor prognosis
of patients with uncinate process carcinoma of the
pancreas appears Lo be the early application of cur-
rently available diagnostic tools and the constant
improvement of surgical skills.
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