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Dear professor:

Thank you for your time and your very pertinent comments, there are big help to
us.

This is a good manuscript and the theme is current. In fact when we comparated
laparoscopic versus open pancreatoduodenectomy there is no big  “leap” , especially
due to the difficulty in the pancreatic anastomosis. But in the robotic assitent surgery
it is diferent and the surgeon can to make a safe pancreatic anastomosis. So, it is

important that the author describe: 1- how made the robotic pancreatic anastomosis?

Dear professor, Our article is about the surgical path of robotic
pancreaticoduodenectomy for periampullary carcinoma. The focus is on the path of
resection. At present, there are many descriptions of the method of
pancreaticojejunostomy , We also have improvements in this area. We have also
written a Chinese article on the way of robot pancreaticojejunostomy. We named it the
“double-U three-step” method. I attach the figures here so that you can better
understand it.

Step1: Appropriately free the pancreas stump about 1 cm to prepare for
anastomosis, and lift the proximal jejunum close to the pancreatic stump after passing
through the transverse colon. Determine the position of the pancreatic duct, insert a
suitable pancreatic support tube, and avoid suturing the pancreatic duct when suturing.
Use 3-0 Prolene (26mm, 1/2c, ETHICON, USA) to make two independent U-shaped
sutures perpendicular to the pancreas on both sides of the pancreatic duct. The double
U should be parallel to the section of the pancreas, and the distance from the ventral
pancreas to the section is about 1cm. Insert the needle at the place, sut through the
entire layer of the pancreas stump and the serosamus layer of the jejunum, and then
return to the ventral side of the pancreas to take out the needle. After the double U in
the first step is completed, the jejunum is fixed to the back of the pancreas, so that the
back wall of the pancreas fits tightly with the jejunum, which strengthens the back

wall and effectively reduces the tension of the suture process.



Step2:Properly incise the jejunum at the corresponding position of the pancreatic
duct, take out the pancreatic support tube, and use 4-0 Prolene (19mm, 3/8c,
ETHICON, USA) to complete the pancreatic duct and the pancreatic tissue next to the
jejunum at 12 o'clock and 6 o'clock. Layer 2 longitudinal U-shaped sutures as the
posterior wall of the anastomosis.

Step 3: Place the pancreas support tube, one end into the distal end of the pancreatic
duct, and the other end into the jejunum. Use 4-0 Prolene to close to the support tube
to perform 3-needle intermittent suture on the front wall of the pancreatic duct and the
pancreatic tissue in front of the entire jejunum as the front wall of the anastomosis.
After the 3-needle suture is completed, tighten the knot together. The exposed section
of the pancreas can be reinforced with appropriate intermittent sutures. Check the
firmness of the PJ and complete the PJ.

Recently we are collecting and statistical data, in the further study we will focus on

our pancreaticojejunostomy method.
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2- There were used pancreatojejunum anastomosis?
Dear professor, thank you for your question, we have answer this question in
No.I.

3- When them used pancreatogastric anastomosis?
Dear professor, we do not use pancreatogastric anastomosis.

4- For the definition of the technique they considered the diameter of the
Wirsung duct? The manuscript is about systematization of a technique and in my
opinion digestive tract reconstruction information it is important, mainly why the
author shows a high number of pancreatic fistula (28%), table 2. For me is poor the
author only to quote in the last line in surgical procedure : “The technique of
anastomosis was basically the same as that in a previously published article by Liu et
al” .

Dear professor, thank you for your question, we have considered the diameter of
Wirsung duct. According to the current research on the method of
pancreaticojejunostomy, our research is basically consistent with the incidence of
pancreatic fistula in other articles, so our incidence of pancreatic fistula is not high,
and most of our postoperative patients are grade A or Grade B fistula does not occur
with Grade C fistula. In recent years, studies have found that the incidence of
pancreatic fistula after pancreaticojejunostomy seems to be more related to the texture

of the pancreas.

Thank you again for your comments, we did our best to answer those one by one,
and the manuscript was carefully edited by two native English speakers, hope you can
satisfied, best wishes to you!
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Review 2:

Dear professor:

Thank you for your time and your very pertinent comments, there are big help to
us.

The article is interesting entitled that the learning curve for a surgeon in robotic
pancreaticoduodenectomy through a "G"-shaped approach: CUSUM analysis;
however, there is an essential issue. Therefore, I will point out some corrections to
which I would like the author to refer.

1) The introduction should be briefly described, focusing on the current status,
problems of Robot PD, and the methodology for improving the learning curve and
operative time.

Dear professor, we have modified the manuscript according to your suggestion.

2) "Preoperative enteral ~ with obstructive jaundice" is not a surgical procedure.

Dear professor, thank you for your suggestion, we have deleted this.

3) " Surgical procedure” in the method part should describe the G-shaped approach
more briefly. For example, how about explaining 1-7 of Figure 3 in detail? By the way,
there is no explanation about 7 in Figure 3. It is better to add it.

Dear professor, we have modified according to your advise, we elaborated the
surgical process in detail according to the order in figure3, and marked it, so that
readers can better understand.

4) Discussion should be described based on the study results. For example, how much
has the Learning curve improved compared to the previous reports? How about the
operative time? How is the G-shaped approach different from previous RPD

approaches?

Dear professor, thank you for your suggestion, we have discussed these in
manuscript, “Zhang et al.'® demonstrated that RPD has a shorter learning curve

compared to LPD. Several studies''""* have focused on the learning curve of RPD;



however, the learning curve is still long. Therefore, we need to constantly improve the
RPD surgical approach to overcome the existing shortcomings. Compared with the
other study, the learning curve could be completed after 16 patients in our study, and
after 16 patients, the outcomes of RPD included less operative time, estimated blood
loss, postoperative stay, bile leakage and delayed gastric emptying. Postoperative
pathology confirmed that all cases included in our study achieved RO excision. There
were no cases of conversion or death, which indicated that the prognosis may be
better.” “The "G"-shaped surgical approach proposed in this study is conducive to a
free Kocher incision. The treatment of the uncinate process and the superior
mesenteric vessels is considered as the last step of the process, which makes it easy
for the beginners to master the technique. Studies?® have shown that patients with
ampullary carcinoma had a high metastasis rate at No.13, 14, 8, and 12 group lymph
nodes. In GRPD, the stomach was isolated first and turned to the left to reveal the
common hepatic artery and hepatoduodenal ligament, which was conducive for a
three-dimensional lymph node dissection of 8a and 8p lymph nodes. After lymph
node cleansing, the common hepatic artery was suspended to isolate the hepatic artery
and gastroduodenal artery. We divided the hepatoduodenal ligament into three parts of
left front, left posterior, and right sides and completed cleansing. Meanwhile, we
handled the small branches imported to the portal vein system. Good exposure of the
upper edge of the pancreatic portal vein was conducive for establishing the posterior
pancreatic tunnel. In some patients, the establishment of the posterior pancreatic

tunnel was more difficult because of inflammation caused by tumor compression. In



these patients, forcible establishment of the posterior pancreatic tunnel might lead to
portal vein and superior mesenteric vein tear. To avoid uncontrollable bleeding caused
by blood vessel tear, we recommend isolating the upper and lower edges of the
pancreas first instead of creating a posterior pancreatic tunnel forcibly. We isolated the
neck of the pancreas to expose the superior mesenteric vein. We pulled and suspended
the superior mesenteric vein to the left with a vessel band, dragged the superior
mesenteric vein to the left of the SMA. Then, we isolated the pancreatic tissue and
branch of the blood vessels close to the blood vessel wall to completely resect the
whole pancreatic membrane. Maximum retention of nerve tissues on the left side of
the SMA is essential to avoid the postoperative refractory diarrhea. This approach is
based on the “periphery to center, easy to difficult, small vessel ligation first, and
large vessel ligation last” principle to reduce intraoperative bleeding throughout the
process. Also, it might avoid the spread of tumor cells, reduce abdominal harassment
and accelerate the postoperative recovery of intestinal function; however, this needs

further research.”

5) The conclusion should correspond to the purpose. If the conclusion is to be used,
the aim should be revised. For example, the aim of the study is to examine whether
the G-shaped approach is effective. Then, improvement of operative time,
complication rate, and learning curve are evaluated. Otherwise, the author should
rewrite the conclusion. For example, G-shaped provides some new ways, and it
shortens the learning curve.

Dear professor, thank you for your advise and we have modified. ‘aim: this study

aimed to investigate the effective and learning curve of a "G"-shaped surgical



approach in RPD for patients.” ‘conclusion: The "G"-shaped surgical approach is

effective, and this approach can shorten the surgical learning curve. ’

Thank you again for your comments, we did our best to answer those one by one,
and the manuscript was carefully edited by a native English speaker, hope you can
satisfied, best wishes to you!



Review 2:

Dear professor:

Thank you for your time and your very pertinent comments, there are big help to
us.

The article is interesting entitled that the learning curve for a surgeon in robotic
pancreaticoduodenectomy through a "G"-shaped approach: CUSUM analysis;
however, there is an essential issue. Therefore, I will point out some corrections to
which I would like the author to refer.

2) The introduction should be briefly described, focusing on the current status,
problems of Robot PD, and the methodology for improving the learning curve and
operative time.

Dear professor, we have modified the manuscript according to your suggestion.

2) "Preoperative enteral ~ with obstructive jaundice" is not a surgical procedure.

Dear professor, thank you for your suggestion, we have deleted this.

6) " Surgical procedure” in the method part should describe the G-shaped approach
more briefly. For example, how about explaining 1-7 of Figure 3 in detail? By the way,
there is no explanation about 7 in Figure 3. It is better to add it.

Dear professor, we have modified according to your advise, we elaborated the
surgical process in detail according to the order in figure3, and marked it, so that
readers can better understand.

7) Discussion should be described based on the study results. For example, how much
has the Learning curve improved compared to the previous reports? How about the
operative time? How is the G-shaped approach different from previous RPD

approaches?

Dear professor, thank you for your suggestion, we have discussed these in
manuscript, “Zhang et al.'® demonstrated that RPD has a shorter learning curve

compared to LPD. Several studies''"'* have focused on the learning curve of RPD;



however, the learning curve is still long. Therefore, we need to constantly improve the
RPD surgical approach to overcome the existing shortcomings. Compared with the
other study, the learning curve could be completed after 16 patients in our study, and
after 16 patients, the outcomes of RPD included less operative time, estimated blood
loss, postoperative stay, bile leakage and delayed gastric emptying. Postoperative
pathology confirmed that all cases included in our study achieved RO excision. There
were no cases of conversion or death, which indicated that the prognosis may be
better.” “The "G"-shaped surgical approach proposed in this study is conducive to a
free Kocher incision. The treatment of the uncinate process and the superior
mesenteric vessels is considered as the last step of the process, which makes it easy
for the beginners to master the technique. Studies?® have shown that patients with
ampullary carcinoma had a high metastasis rate at No.13, 14, 8, and 12 group lymph
nodes. In GRPD, the stomach was isolated first and turned to the left to reveal the
common hepatic artery and hepatoduodenal ligament, which was conducive for a
three-dimensional lymph node dissection of 8a and 8p lymph nodes. After lymph
node cleansing, the common hepatic artery was suspended to isolate the hepatic artery
and gastroduodenal artery. We divided the hepatoduodenal ligament into three parts of
left front, left posterior, and right sides and completed cleansing. Meanwhile, we
handled the small branches imported to the portal vein system. Good exposure of the
upper edge of the pancreatic portal vein was conducive for establishing the posterior
pancreatic tunnel. In some patients, the establishment of the posterior pancreatic

tunnel was more difficult because of inflammation caused by tumor compression. In



these patients, forcible establishment of the posterior pancreatic tunnel might lead to
portal vein and superior mesenteric vein tear. To avoid uncontrollable bleeding caused
by blood vessel tear, we recommend isolating the upper and lower edges of the
pancreas first instead of creating a posterior pancreatic tunnel forcibly. We isolated the
neck of the pancreas to expose the superior mesenteric vein. We pulled and suspended
the superior mesenteric vein to the left with a vessel band, dragged the superior
mesenteric vein to the left of the SMA. Then, we isolated the pancreatic tissue and
branch of the blood vessels close to the blood vessel wall to completely resect the
whole pancreatic membrane. Maximum retention of nerve tissues on the left side of
the SMA is essential to avoid the postoperative refractory diarrhea. This approach is
based on the “periphery to center, easy to difficult, small vessel ligation first, and
large vessel ligation last” principle to reduce intraoperative bleeding throughout the
process. Also, it might avoid the spread of tumor cells, reduce abdominal harassment
and accelerate the postoperative recovery of intestinal function; however, this needs

further research.”

8) The conclusion should correspond to the purpose. If the conclusion is to be used,
the aim should be revised. For example, the aim of the study is to examine whether
the G-shaped approach is effective. Then, improvement of operative time,
complication rate, and learning curve are evaluated. Otherwise, the author should
rewrite the conclusion. For example, G-shaped provides some new ways, and it
shortens the learning curve.

Dear professor, thank you for your advise and we have modified. ‘aim: this study

aimed to investigate the effective and learning curve of a "G"-shaped surgical



approach in RPD for patients.”  ‘conclusion: The "G"-shaped surgical approach is
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and the manuscript was carefully edited by a native English speaker, hope you can
satisfied, best wishes to you!



