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Splenic Preservation Just Might Be Reasonable for Patients
with Left-Sided Pancreatic Cancer
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Pancreatic cancer continues to be one of the most lethal

malignancies, and efforts to improve patient survival are

often impacted by the narrow confines of the lesser sac and

the biologic aggressiveness of the cancer. Multiple factors

impact outcome, including tumor size, nodal status, and

margin status. For patients with cancers in the neck, body,

or tail of the pancreas, left-sided pancreatectomy is the

surgical procedure of choice. This can be done using either

open or minimally invasive techniques.1 Surgeons have

long debated the role of splenectomy as part of left-sided

pancreatectomy, especially in the setting of cancer.

In this issue of Annals of Surgical Oncology, Collard

and colleagues question the role of routine splenectomy at

the time of left-sided pancreatectomy for cancer. Specifi-

cally, they looked to the splenic hilum for both hilar nodal

metastases as well as direct tumor extension into the

splenic hilum and/or spleen.2 These two issues, viz. nodal

involvement in station 10 and direct splenic involvement

by tumor, are intertwined but best considered separately.

First, let us look at the nodal issue. It is well known that

pancreatic adenocarcinoma prognosis is associated with

nodal metastasis. Ensuring a good nodal harvest is imper-

ative, yet extended lymphadenectomies have not been

associated with improved outcomes.3 In the current article,

Collard and colleagues report that a very high number of

peripancreatic nodes were found, speaking to the diligence

of the pathologists involved. Upon reassessment, including

redissecting the splenic hilum, the median number of nodes

in station 10 was 2, with no station 10 nodes found in 40%

of patients. Interestingly, no cases of nodal upstaging

occurred based on station 10 status. In fact, no patient had

positive nodes in station 10, despite the fact that half of all

patients were node positive. This suggests that adenocar-

cinoma cells from the pancreas do not flow towards the

splenic hilum. If none of these nodes are positive, and

extended lymphadenectomy strategies are not helpful for

pancreatic cancer, then why should routine harvesting of

the splenic hilar nodes be of any benefit to the patient?

The second issue centers around the risk of local tumor

extension into the spleen. Collard and colleagues looked

closely at direct tumor extension into either the splenic

hilum and/or the spleen itself. They had blinded radiolo-

gists review the preoperative imaging for tumors either

involving spleen or close (1 cm) and found that this was

reliably found by both radiologists on the preoperative

scan. This makes sense, as visualizing the tumor being

right at the splenic hilum or extending onto the spleen

should be rather straightforward. Therefore, it is entirely

logical that tumors in the distal tip of the pancreatic tail are

at high risk for local tumor extension into the spleen and,

therefore, routine en bloc splenectomy is warranted.

So, what is the risk of splenectomy? Postsplenectomy

sepsis is a risk, albeit rare with vaccines being available

and effective. Indeed, this risk is exceedingly low. Elevated

platelet count is possible, with the theoretical risk of

hypercoagulability, albeit also low. Alterations in

immunologic function are noted after splenectomy, and our

understanding of the importance of immunomodulation in

the perioperative setting is only now starting to develop.

Furthermore, the impact of splenectomy on immunologic

function relating to oncologic outcome is poorly under-

stood, and it is entirely possible that further evidence will

elicit important immune functions that have bearing on

cancer-specific outcomes.

If one is going to preserve the spleen during a left-sided

pancreatectomy, there are two basic techniques: splenic

vessel preservation and Warshaw technique.4 Both are
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possible with either laparoscopic or open approaches, but

the Warshaw technique is probably more appropriate for

cases of pancreatic adenocarcinoma to improve margin

clearance and nodal harvest along the splenic vessels. The

Warshaw technique involves resection of the splenic artery

and vein (which should allow for a wider posterior margin

than the splenic vessel preservation technique) with divi-

sion of the vessels distally in the splenic hilum. This

preserves the short gastric vessels as the source of blood

flow to the spleen. The Warshaw technique has been shown

to be technically feasible when done laparoscopically5 with

a very low risk of significant pancreatic fistula and com-

plication rate, and very low risk for clinically significant

splenic infarction. This manuscript4 was for mostly benign

tumors, so no meaningful oncologic conclusions can be

reached. Interestingly, half of the patients had at least some

degree of splenic infarction, but none had total infarction.

Most of those had recovered splenic perfusion by

3 months’ time.

Ultimately, the authors are correct in their statement that

a randomized trial would be necessary to answer this

question definitively. Their data are thought-provoking and

certainly hypothesis-generating. Perhaps we do not need to

routinely remove the spleen when doing a left-sided pan-

createctomy for adenocarcinoma. Only a properly done

randomized trial can definitively answer that question. In

the era of organ preservation, this is a reasonable and

logical step.
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