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In the current article, Dr. Wang and colleagues use the

Surveillance, Epidemiology, and End Results (SEER)

database to analyze lymphadenectomy during distal pan-

createctomy performed for pancreatic ductal

adenocarcinoma.1 They sought to identify the minimum

number of examined lymph nodes necessary to ensure

adequate quality of lymphadenectomy and the impact on

overall survival.

The authors found that a minimum of 19 lymph nodes

ought to be removed and examined in order to ensure the

quality of lymphadenectomy, and that this had a positive

impact on overall survival of 7 months or more. The

authors appropriately note that their data are limited by the

inherent pitfalls of the SEER database, as well as the

variations in treatment decisions between institutions.

The utility of lymphadenectomy and its impact on sur-

vival in the treatment of cancer has long been a subject of

controversy, perhaps most notably for breast cancer.

Appropriate lymphadenectomy has run the gamut from

Halstead’s radical mastectomy2 to Wangensteen’s further

expansion,3 and then onward to the slow and methodical

limiting of the resection bed led by Fisher and others4,5 to

the point now where even in selected patients with positive

nodal disease, lymphadenectomy is not recommended.6

Since then, and with improved systemic therapy, we have

seen a somewhat similar progression in the treatment of

melanoma, where the utility of axillary, inguinal, and

pelvic lymphadenectomy has dropped dramatically over

the past decade.

For pancreatic cancer, the answers have not come as

quickly. The authors conclude that by obtaining a mini-

mum of 19 lymph nodes, the surgeon can ensure optimal

survival. However, there is no consensus in the literature

that the actual removal of lymph nodes imparts any

improvement in survival for pancreatic cancer. Rather, as

the authors later point out, with adequate lymphadenec-

tomy we can improve the accuracy of cancer staging. It is

in accurate staging that we benefit the patient, not neces-

sarily in the removal of positive nodes.

In the American Joint Committee on Cancer 8th Edition,

pancreatic cancer nodal staging was subdivided into N1

(B 3) and N2 (C 4) lymph nodes, and a minimum of 12

lymph nodes was recommended for accurate staging. Yet,

based on the data shown by Dr. Wang and colleagues, these

patients would be receiving suboptimal lymphadenectomy,

and their data are convincing.

If we could be confident in the drainage pattern of

pancreatic cancers, then the identification of sentinel lymph

nodes, before further lymphadenectomy, would benefit the

patient and the surgeon. However, as of yet, the sensitivity

and specificity of recent studies is lacking7,8 and we must

continue to resect lymph nodes en masse with our

specimens.

The authors note that the stations of lymph nodes

removed cannot be elicited from the database, and certainly

this is a limitation of the SEER data. Yet, here again,

opinions differ on the role of each nodal station and how

their involvement or absence of involvement should be

interpreted in the work-up and treatment of a patient.9–11

The International Study Group on Pancreatic Surgery

advised the removal of stations 10, 11, and 18 for left-sided

pancreatectomy.12 However, extended lymphadenectomy

was not recommended, and others have shown extended

lymphadenectomy to increase morbidity without improved

survival.13,14 This leaves us in a bit of a quandary as

pancreatic surgeons. The authors conclude that appropriate
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lymphadenectomy, to include a minimum of 19 lymph

nodes, ensures accurate nodal staging and optimal survival,

but if the appropriate stations are removed, does the

number of lymph nodes, if fewer than 19, leave the patient

at a disadvantage? Furthermore, how is one to know, at the

index operation, whether or not one has achieved the cor-

rect number? If the final number is less than what is

desired, is there utility in searching the specimen—or even

the patient—for further lymph nodes missed on the initial

evaluation? These are not questions that are easily

answered. We all strive to achieve adequate lym-

phadenectomy. Yet, when in the midst of an extremely

difficult dissection and the prospect of rooting for further

lymph nodes gives us pause, we may be comforted by the

words of Barbara Benedek: More isn’t always better.

Sometimes it’s just more.
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