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INTRODUCTION
The prognosis of  pancreatic body and tail cancer is 
dismal[1-10]. Its curative resection is rarely performed, only 
a few reports are available[4-10]. The outcome of  8 Chinese 
patients with non-cystic adenocarcinoma in pancreatic 
body and tail (NCAPBT) after resection is reported and 
the clinical-pathological characteristics and surgical strategy 
of  NCAPBT are discussed in this paper.

MATERIALS AND METHODS
Resection of  NCAPBT was performed in eight Chinese 
patients with complete clinical-pathological data from 
January 2000 to September 2004 in our hospital. The 
outcome of  all the patients is summarized in Tables 
1 and 2. The average age of  the patients was 67 years 
(range, 53-79 years) and the ratio of  male to female was 
1:1. Abdominal pain was found in 87.5%, weight loss in 
75% and back pain in 62.5% patients, respectively. No 
patient had jaundice. The mean tumor size was 5.04 cm 
(range, 2.3-8 cm). Curative distal pancreatectomy and 
splenectomy were performed in 3 patients, palliative distal 
pancreatectomy and splenectomy in 4 patients, palliative 
segmental pancreatectomy in 1 patient. Curative resection 
was defined as resection with all gross tumor tissues 
removed and negative microscopic margins. Resection 
with gross residual tumor and/or distal metastasis was 
considered palliative resection. All the 8 patients had 
histology-verified NCAPBT. Seven of  8 NCAPBTs were 
ductal adenocarcinoma. No.4 NCAPBT was mucinous 
non-cystic adenocarcinoma (Tables 1 and 2). No cystic 
adenocarcinoma and other rare adenocarcinomas 
such as adenosquamous carcinoma, undifferentiated 
adenocarcinoma and primary cancer were found. All the 
8 patients were followed up. The log-rank test was used 
for comparison of  differences in survival. Chi-square test 
or Fisher’s exact test was used to evaluate the correlation 
between categorical data. P < 0.05 was considered 
statistically significant.

RESULTS
The outcome of  the 8 patients is summarized in Tables 
1 and 2. Intra-abdominal abscess was found in 1 patient 
and no major postoperative complications were found in 
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Abstract
AIM: To report the outcome of Chinese patents with 
non-cystic adenocarcinoma in pancreatic body and tail 
(NCAPBT) after resection and to discuss its surgical 
strategy. 

METHODS: Resection of NCAPBT was performed in 
eight Chinese patients with complete clinical-pathological 
data in our hospital from January 2000 to May 2004. The 
surgical strategy was explored by analyzing the results of 
these patients.

RESULTS: The resection rate of NCAPBT in patients 
without back pain was higher than that in patients with 
back pain (66.67% vs  20%, 2/3 vs 1/5). The prognosis 
in the group receiving palliative resection was poorer 
than that in the group receiving curative resection. The 
median survival time was 12 mo in the curative resection 
group and 6 mo in the palliative resection group, 
respectively.

CONCLUSION: The overall survival time of the Chinese 
patients with NCAPBT is dismal. The Chinese patients 
after curative resection of NCAPBT have a longer survival 
time. The Chinese NCAPBT patients with back pain trend 
to have a lower curative resection rate, but back pain 
should not be considered a contraindication for curative 
resection. 
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the other 7 patients. Major complications were defined as 
those threatening the life potentially. Neither re-operation 
was performed nor death of  patients occurred during 
operation. None of  the 8 patients was treated in ICU. The 
curative resection rate of  the patients without back pain 
was higher than that of  those with back pain (66.67% 
vs 20%, 2/3 vs 1/5). The median survival time was 6 in 
the palliative resection group and 12 mo in the curative 
resection group, respectively. The latter group had a longer 
survival time than the former group, while the former 
group had a higher 1-year survival rate than the latter 
group (66.7% vs 0%).

DISCUSSION
The prognosis of  pancreatic body and tail cancer is poor 
even after surgical resection[1-10]. Due to the absence of  
painless obstructive jaundice and earlier symptoms, most 
patients with pancreatic body and tail cancer are found 
in an advanced stage, which results in a low resection 
rate[1-10]. The 5-year survival rate of  pancreatic body and 
tail cancer patients after surgical resection ranges from 
0% to 25%, and the median survival time is 10 to 15.9 
mo[4-10]. In our study, no NCAPBT patient survived longer 
than 5 years, the median survival time of  the patients 
after curative resection was comparable with that of  other 
reports [5-10], but the median survival time of  the patients 
after palliative resection was much shorter than that of  
those after curative resection (Table 2). The portal vein 
and/or superior mesenteric vein resection combined 
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with pancreatectomy can be successfully performed[9,10], 
preoperative CT scan or other image analysis should be 
emphasized on the relationship between the tumor and 
its major adjacent vessels, such as superior mesenteric 
artery, abdominal aorta and celiac trunk, because they help 
surgeons to more precisely judge the resectability of  the 
tumor before operation.

Bathe et al[11] reported that old NCAPBT patients have 
a higher ratio of  major postoperative complications and 
a significantly shorter survival time, and need to receive 
radical resection. An interesting finding in our study is 
that three old patients (≥ 70 years of  age) had no major 
postoperative complications, however, 1 of  5 patients (< 
70 years of  age) had major postoperative complications. 
No patient received re-operation. Furthermore, 2 patients 
in the older patient group (≥ 70 years of  age) after cura-
tive resection had a longer survival time than those after 
palliative resection, suggesting that surgical resection of  
NCAPBT in old patients might not result in more major 
postoperative complications than in younger patients. 

Pancreatic cancer patients with back pain have a low 
resection rate and poor prognosis[12]. In our study, the 
patients without back pain trended to have more chances 
of  curative resection, however, the longest survivors were 
those with back pain, indicating that back pain should not 
be considered a contraindication, though the patients with 
back pain had less chance of  curative resection.

Metastasis occurs in most patients with adenocarci-
noma of  the body and tail of  the pancreas[3,10,13,14]. In our 
study, one patient with liver metastasis had a comparable 

Table 1  Clinical data of NCAPBT

Patient No. Gender Age (yr) Abdominal pain Back pain Weight loss (kg) Location Size (cm) Survival (mo)

1 M 79 Y Y NA BT 5   6
2 F 62 Y N 5 BT 5   6

3 F 66 Y Y    7.5 BT 6   4

4 M 65 Y Y NA B 5   8
5 M 53 Y Y 5 BT NA   6
6 F 71 Y N    4.5 B    2.3 12

7 F 68 Y Y 5 BT 4 28

8 M 72 N N 3 T 8   8

NA: Not available; BT: Pancreatic body and tail; B: Pancreatic body; T: Pancreatic tail; Y: Yes; N: No.

Table 2  Data of surgery and pathology of NCAPBT

Patient 
No.

pT pN pM Histological 
differentiation

Resection Blood loss (mL) Operative 
duration (min)

Reason for non-curative resection

1 4 x 0 Moderate Palliative 600 140 Invasion of super mesenteric artery

2 4 1 0 Well Palliative 600 235 Adhesion of abdominal aorta

3 4 x 0 Well Palliative 200 110 Invasion of celiac trunk and abdominal aorta 

4 4 x 0 Poor Palliative 400 185 Invasion of super mesenteric artery
5 4 x 1 Well Palliative 600 165 Liver metastasis
6 2 0 0 Poor Curative 100 165

7 2 0 0 Moderate Curative           2300 225

8 2 1 0 Moderate Curative 600 205
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survival time with the other 4 after palliative resection, 
suggesting that the prognosis of  patients with liver metas-
tasis after palliative resection of  NCAPBT is not poorer 
than that of  patients without distal metastasis.

Sboup et al[10] reported that the survival rate is correlated 
with histological differentiation. An interesting finding in 
our study is that three patients with poorly- or moderately- 
differentiated tumor in the curative resection group had 
a longer survival time than the other three patients with 
well-differentiated tumor in the palliative resection group, 
indicating that though histological differentiation is related 
with survival, curative resection of  NCAPBT is a more 
important prognostic factor.

Segmental pancreatectomy is mainly performed for 
benign or low malignant tumor in the pancreatic body 
and leads to more postoperative complications than distal 
pancreatectomy[15]. In our study, one patient after pallia-
tive segmental pancreatectomy had no major complica-
tions and was discharged ten days after the operation. The 
survival time was a little longer than that of  the other 4 
patients after palliative resection, suggesting that segmen-
tal pancreatectomy is a feasible surgery and can preserve 
more pancreatic tissues.

Sboup et al[10] reported that if  extended resection is 
considered necessary for curative resection of  the tumor, 
the resection is justified in patients with NCAPBT.  Fabre 
et al[4] found that only patients with tumor not more than 
4 cm in diameter, but without lymph involvement and 
metastasis have a significant longer survival time after re-
section. In our study, the patients in the curative resection 
group had a longer survival time than those in the pallia-
tive resection group. The median survival time of  the lat-
ter group was only half  of  the former group. No patients 
survived more than 1 year in the palliative resection group. 
The data showed that curative resections of  NCAPBT 
should be recommended. Furthermore, in the curative 
resection group, one patient with a tumor over 4 cm in di-
ameter and lymph involvement, survived only 8 mo which 
was a little longer than the median survival time of  those 
in the palliative resection group, while survival time of  the 
two patients with tumor not more than 4 cm in diameter 
but without lymph involvement and metastasis was not 
less than 1 year, indicating that the theory of  Fabre et al[4] 
seems to fit for the Chinese patients. 

In conclusion, the overal l survival of  Chinese 
NCAPBT patients is dismal. Chinese NCAPBT patients 
after curative resection may have a longer survival time. 
Chinese NCAPBT patients with back pain, trend to have 
a lower curative resection rate, but back pain should not 

be considered a contraindication for curative NCAPBT 
resection.
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