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Abstract			  Objective:  Pancreatic cancer is difficult to diagnose and treat. Survival rate of pancreatic cancer is also  
dismal and many clinicopathologic factors are related to survival. The aims of the present study were to  
determine the 5-year survival rate and prognostic factors associated with survival in pancreatic cancer patients 
undergoing curative resection.

			  Patients and Methods:  Pancreatic cancer patient data were collected from medical records between Janu-
ary 1, 2009 and June 30, 2012. The primary outcome was overall survival by Kaplan-Meier method. Univariate 
and multivariate Cox proportional hazard regression analysis was used to determine independent prognostic  
factors.

			  Results:  Median survival time was 14.3 months and 5-year survival rate was 10.3%. From Cox univariate 
regression analysis, independent and significant factors predicting the survival of these patients included tumor 
size, intraoperative blood loss, pathological margin, and lymph node involvement (p < 0.05). From Cox multi-
variate regression analysis only pathological margin, and intraoperative blood loss were significantly associated 
with survival (p < 0.05).

			  Conclusion:  In this study, pathological margin and intraoperative blood loss significantly affected overall 
survival

	 Keywords:  Pancreatic cancer, Survival rate, Prognostic factors

Introduction

	 Although the incidence of pancreatic cancer is low, 
the mortality rate of this lethal disease is high. Because 
the pancreas is a retroperitoneal organ, it is difficult to 
make an early diagnosis of pancreatic cancer. The rela-
tive incidence of newly diagnosed pancreatic cancer was 
2.5% of all cancers. Age-standardized rates (ASRs) per 
100,000 person-years was 7.7 in Europe and 7.6 in North 
America.1 The Thai National Cancer Institute reported 
the incidence of pancreatic cancer in 2019 was higher 

in women. Pancreatic cancer was in the top ten highest 
ranking causes of cancer-related deaths (8th for males, 
9th for females).2

 	 Pancreatic cancer is categorized into 2 main types: 
Pancreatic adenocarcinoma, which is found in 85% of 
all pancreatic cancer patients, and pancreatic neuroendo-
crine tumor (PanNET), which is found in less than 5%.3 

There are 4 stages of pancreatic cancer (American Joint 
Committee on Cancer 7th editon). Curative resection in 
pancreatic cancer can be performed in all stage 1 and 
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some stage 2 patients.4 Tumors located in the head of 
pancreas should be be surgically removed by pancreati-
coduodenectomy, while cancer located in the body and 
tail of pancreas is removed by distal pancreatectomy. 
Only 18 % of pancreatic cancer patients are eligible for 
curative resection.5  
	 Pancreatic cancer has 1-year and 5-year survival 
rates of 24% and 9%, respectively.6 In Thailand, 1-year 
and 3-year survival rates were 24% and 6 %, respec-
tively.7 From a study of pancreatic cancer survival rates 
by stage, stages 1 and 2 (localized pancreatic cancer) has 
a 5-year survival rate of 32% to 39 %. For stage 3 disease 
(regional pancreatic cancer), the 5-year survival rate was 
12% to 13%, and in stage 4 disease (distant metastasis), 
the 5-year survival rate was 3 %.8-9

	 One study found some clinicopathological factors 
which may affect survival rates. These include involve-
ment of resection margins, major vascular ingrowth, site 
of origin, and perioperative blood transfusion.10 A study 
reported that, with pancreatic lesions less than 3 cm in 
size, preoperative EUS -FNA (endoscopic ultrasonog-
raphy- fine needle aspiration) was able to determine T 
staging, vascular invasion and resectability with some 
accuracy.11 Also, many studies showed that lymph node 
involvement was related to survival.12,13 In this study, we 
aim to determine the survival rates and the clinicopatho-
logical factors associated with survival of resectable 
pancreatic cancer.

Patients and Methods

	 After approval by the Ethics Committees of the 
Institute (Document No112/2021), data were collected 
retrospectively from medical records at Maharat Nakhon 
Ratchasima Hospital of patients with pancreatic cancer 
(ICD10 codes: C250, C251, C252, C253) treated be-
tween January 1, 2009 to June 30, 2012 (3 years and 6 
months). All patients were followed until June 30, 2017.  
All patients had pathologically confirmed pancreatic 
adenocarcinoma and all underwent successful curative 
surgery. Those with recurrent pancreatic cancer or meta-
static cancers to the pancreas were excluded.
	 All statistical analyses were performed with STATA, 
version 11.0, software (StataCorp LP, College Station, 
Texas). Histograms, boxplots, and descriptive methods 
were used to examine data for errors, outliers, and miss-
ing values. The primary outcome was overall survival 
by Kaplan-Meier method, calculated in months from 
the date of diagnosis to the date of death. Non-deaths or 

deaths from other causes were censored at the time of 
the last follow-up. Clinical factors examined included 
age, gender, tumor size (< 3 cm or ≥ 3 cm),11 lymph 
node involvement (negative or positive), pathological 
margin (positive margin was defined as cancerous cells 
detected < 1 mm from resection margin; otherwise the 
margin was negative),14 and intraoperative blood loss  
(< 700 mL or ≥ 700 mL).15

	 Comparison of survival curves was done using 
the log-rank test. Independent prognostic factors were 
identified using multivariable Cox proportional hazards 
regression models. In one model, variables with a 
p-value < 0.1 on univariable analysis were included in 
analysis, with backward stepwise selection. In another, 
all variables of a priori interest, which included tumor 
size, lymph node involvement, pathological margin, and 
intraoperative blood loss were forced into the model. The 
results were expressed as hazard ratios with p-values 
and 95% confidence intervals. A p-value of < 0.05 was 
considered statistically significant. 

Results

	 There were 177 patients diagnosed with pancreatic 
cancer in the present study. Only 29 patients (16%) 
underwent successful curative resection. The mean age 
was 55.4 years with a range from 40 years to 74 years. 
There were slightly more men (52%) than women (48%). 
Classical pancreaticoduodenectomy (38%) was the most 
common operation, and distal pancreatectomy (35%) was 
the second most common. Among 29 patients, stage 1a 
(38%) disease was most commonly found, followed by 
stage 2b (31%). Median intraoperative blood loss was 
750 mL. Ten patients (35%) developed postoperative 
complications (Table 1). The most common postopera-
tive complication was pancreatic anastomosis leakage 
seen in 5 patients (17 %), defined as fluid amylase > 3 
times the upper limit of serum amylase. Three patients 
had grade B pancreatic leakage, and 2 patients had grade 
C leakage based on the 2016 update of the International 
Study Group (ISGPS).16 Delayed gastric emptying was 
seen in 3 patients (10%). Two patients developed wound 
infection (7%).  There were 2 postoperative deaths (7%). 
Causes of death were sepsis and multiorgan failure fol-
lowing pancreatic anastomosis leakage.
	 The overall survival is presented in Figure 1. The 
median survival time was 14.3 months (95% CI: 7.2 
to 20 months) and the 5-year survival rate was 10.3%. 
There was no statistical difference in survival between 
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Table 1  Clinical and laboratory characteristics of patients.

Characteristics	 Summary (N = 29)

Age (year): mean, SD (range)	 55.4, 8.9 (40 to 74)
Gender: number (%)
	 Male   	 15 (52)
	 Female  	 14 (48)
Operations: number (%)
	 Classical pancreaticoduodenectomy	 11 (38)  
	 PPPD*	 8 (28)                                    
	 Distal pancreatectomy          	 10 (34)
Stage: number (%)                   
	 1a	 11 (38)
	 1b	 7 (24)
	 2a	 2 (7)
	 2b	 9 (31)
Intraoperative blood loss (mL): median	 750 (500 to 900) 
(interquartile range)	
Postoperative complication: number (%)	 10 (35)
Postoperative deaths: number (%)	 2 (7)
Total bilirubin: number (%) 
	 < 3 mg/dL	 18 (62)
	 ≥ 3 mg/dL	 11 (38)
Serum albumin: number (%)   
	 ≤ 3.5 g/dL	 17 (59)
	 > 3.5 g/dL	 12 (41)

CEA ≥ 5 ng/mL: number (%)	 8 (28)
CA 19-9 ≥ 37 U/mL: number (%)	 11 (38)

*PPPD: pylorus-preserving pancreaticoduodenectomy

the pancreatic head resection (combine classical pancre-
aticoduodenectomy and pylorus-preserving pancreatico-
duodenectomy) and distal pancreatectomy (p = 0.61), as 
displayed in Figure 2. 
 	 On univariable analysis of clinicopathologic factors 
in Table 2, tumor size, pathological margins, blood lass 
and lymph node involvement were significantly related 
to survival at the 5% level. In particular, the mortality 
risk was increased for patients with positive pathological 
margin as compared with patients with negative patho-
logical margin, with a hazard ratio (HR) of 9.5; 95% 
CI: 3.3 to 27.3; p < 0.001. The mortality risk was 6-fold 
higher in patients with positive lymph node involvement 
as compared with those with negative lymph node in-
volvement (HR of 6.0; 95% CI: 2.1 to 16.8; p = 0.001). 
In addition, intraoperative blood loss of more than 700 
mL increased the mortality risk when compared with 
intraoperative blood loss of less than 700 mL (HR of 3.7; 
95% CI: 1.6 to 8.7; p = 0.003). Similarly, the mortality 
risk of patients who had tumor size greater than 3 cm 
was 3.2- fold higher than that of patients had tumor size 
smaller than 3 cm (HR of 3.2, 95% CI: 1.3 to 6.8; p = 
0.01). Other clinicopathological factors, such as age and 
gender, had no significant association with survival. 
	 On multivariable Cox regression analysis (Table 
3), only pathological margin, and intraoperative blood 
loss were significantly associated with survival (p < 
0.05). In detail, positive pathological margin increased 
7.4-fold the mortality risk, as compared with negative 
pathological margin (HR of 7.4; 95% CI: 2.6 to 21.4;  
p < 0.001). 

Figure 1  Overall survival of pancreatic cancer patients Figure 2	 Comparison of survival between pancreatic head  
resection and distal pancreatectomy (log-rank test  
p = 0.61). See text
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Table 2  Univariable Cox regression analysis of clinicopathologic factors

Factors	 Number (%)	 Median	 Time	 Incidence	 Crude HR	 95% CI	 p-value
		  N = 29	 survival	 at risk	 rate/100
			   (months)			   		

Age (years)						      0.8 to 3.9	 0.158
	 < 65            	 17 (59) 	 17.40	 419.73	 3.5	 1
	 ≥ 65            	 12 (41)	 11.33	 162.13	 6.7	 1.8	

Gender						      0.2 to 1.1	 0.072
	 Men           	 15 (52)	 13.73	 206.33	 7.2	 1
	 Women       	 14 (48)	 17.03	 375.53	 2.9	 0.5		

Tumor size						      1.3 to 6.8	 0.008
	 < 3 cm         	 14 (48)	 20.4	 404.69	 2.9	 1
	 ≥ 3 cm         	 15 (25)	 7.16	 177.16	 7.9	 3.2	

Intraoperative blood loss						      1.6 to 8.7	 0.003
	 < 700 mL     	 15 (52)	 20.4	 442.09	 2.7	 1
	 ≥ 700 mL     	  14 (48)	 7.16	 139.76	 10.0	 3.7	

Pathological margin						      3.3 to 27.3	 < 0.001
	 Negative	 19 (65) 	 20   	 529.36	 3.0	 1
	 Positive      	 10 (35)	 4	 52.49	 19.0	 9.5	

Lymph node involvement						      2.1 to 16.8	 0.001
	 Negative	 21 (72)	 19.23	 531.99	 3.3	 1     
	 Positive       	 8 (28)	 4.16	 49.86	 16.0	 6.0	

HR: hazard ratio; CI: confidence interval

Table 3  Multivariable Cox regression analysis of clinicopathologic factors

Factors	 Crude  HR	 Adjusted HR* 	 p-value	 Adjusted HR*	 p-value
			   (95% CI)		   (95% CI)	

Gender
	 Male	 1	 -	 -	 -	 -
	 Female	 0.48	 -	 -	 -	 -

Tumor size				    Ref. 1.64 (0.53 to 5.11)	 0.392
	 < 3 cm	 1	 -	 -
	 ≥ 3 cm	 3.02	 -	 -	

Intraoperative blood loss		  Ref. 2.88 (1.17 to 7.08)		  Ref. 3.18 (1.14 to 8.85)	 0.027
	 < 700 cc	 1
	 ≥ 700 cc	 3.7		  0.023		

Pathological margin		  Ref. 7.39 (2.55 to 21.4)		  Ref. 6.24 (1.40 to 27.8)	 0.016
	 Negative 	 1
	 Positive 	 9.48		  < 0.001	

Lymph node involvement				    Ref. 0.79 (0.17 to 3.66)	 0.759
	 Negative	 1	 -	 -
	 Positive 	 6.01	 -	 -	
*Each column represents a different cox regression model. Covariates not included in final models are indicated as (-); CI: confidence interval; HR: hazard 
ratio; Ref.: reference group
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	 Patients with operative blood loss more than 700 
mL also had increased mortality risk as compared with 
patients with operative blood loss less than 700 mL (HR 
of 2.9; 95% CI 1.2 to 7.1; p = 0.023). The result of a 
model with all a priori factors of interest included, also 
showed that only positive pathological margin and intra-
operative blood loss more than 700 mL were significant 
risk factors, with similar HR’s as those in the previous 
model, while other factors had no significant association 
with survival.

Discussion

	 Only 15% to 20% of all pancreatic cancers are re-
sectable. These mostly include stage1 and 2 diseases.5,17 

Our study showed a similar resectability rate (16.4%). 
To improve resectability, early detection is important. 
We suggest that patients who have symptoms, including 
severe weight loss, chronic abdominal pain and jaundice, 
should be examined by a physician as soon as possible 
and appropriate investigations be done for detecting early 
stage pancreatic cancer. A study reported that preopera-
tive EUS- FNA11 and neoadjuvant chemotherapy may 
improve resectability.18 

	 Operative morbidity and mortality reported in the 
present study were similar to those of other tertiary 
centers.5,19 The 5-year survival rate of patients with 
resectable pancreatic cancer was comparable to those 
of some other reports (10% to 31%).20 However, many 
recent studies showed better survival.5,21 We believe that 
some of these differences may be due to treatment in 
specialized pancreatic care centers, treated by pancreatic 
disease specialists, with better treatment options, shorter 
cancer waiting time, and along with a higher frequency 
of negative surgical margin, and negative lymph nodes 
involvement, these can all improve treatment outcomes. 
	 The present study clearly indicated that positive 
pathological margin was an independent risk factor for 
cancer-related death. There are 8 pancreatic resection 
margins: 4 in transection margins that include pancreas 
cut-end margin, bile duct cut-end margin, proximal 
gastric or duodenal resection margin, and distal jejunal 
or enteric margin; 3 in the dissected margins including 
posterior margin, portal vein (PV) or superior mesenteric 
vein (SMV) groove margin and superior mesenteric ar-
tery (SMA) margin; and the last margin at the anterior 
surface of the pancreas.22 Some reports defined the poste-
rior margin as the retroperitoneal margin or the uncinate 
margin, and the SMA margin as the uncinate margin.23 

One study demonstrated that margin clearance by at least 
1.5 mm may improve long-term survival.23 Another study 
reported that a margin clearance of 2 mm or greater were 
associated with increased overall survival.24 At our Insti-
tution, we consider a surgical resection margin negative 
when at least 1 mm margin clearance is achieved.14  

	 Intraoperative blood loss (IBL) is also associated 
with mortality risk in the present study. A study from 
Japan reported that operative blood loss was associ-
ated with the risk of pancreatic cancer mortality.25 On 
the other hand, there are also studies showing that IBL 
was not an independent risk factor in patients with can-
cer.15,26-27 Some studies reported that there was evidence  
for an association between blood transfusion and in-
creasing risk of infectious complications,28 and the risk 
of recurrence.29 It remains unclear why IBL is associated 
with morbidity and low survival rate. Data from animal 
studies found that the activity or cytotoxicity of natu-
ral killer cells was depressed after blood loss.30 In the  
present study, massive intraoperative blood loss occurred 
when pancreatic resection was combined with portal 
vein resection. To prevent massive IBL, we focused on 
preoperative preparation, especially in jaundice patients. 
Coagulopathy must be corrected. Moreover, we em-
phasized good surgical technique, identifying bleeding 
points and to secure bleeding sites around branches of 
the portal vein, at blood vessels around the uncinate area, 
and at the transection margin. 
	 The presence of malignant cells in the lymph  
node (LN) was a predictor of poor survival in several 
studies.12 Some studies demonstrated that patients with 
one to three involved nodes had better survival when 
compared with those with four to seven nodes.31 Other 
reports also showed that patients with more than three 
involved LNs had worse survival in relation to those 
with less than three nodes.13 Recent studies showed 
that the lymph node ratio (LNR) may be more useful 
than involved LN status as a prognostic factor in pan-
creatic cancer.32-33 However, one study reported that 
LNR was not associated with survival.34 In the present 
study, lymph node involvement was not associated with 
cancer-related mortality. This may be due to incomplete 
lymphadenectomy. 
	 The present study has some limitations. Firstly, it 
was a retrospective study with a relatively small sample 
size. Larger-sized studies are needed.  Secondly, there 
was selection bias in that patients who has severe under-
lying diseases such as severe cardiomyopathy, ischemic 
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heart disease or of very old age are often not operated 
on. Surgeons tend to treat these patients conservatively 
to avoid high operative morbidity and mortality.

Conclusion 
	 In the present study, the 5-year survival rate of 
patients undergoing curative pancreatic resection for 
pancreatic cancer was 10.3%. Also, positive pathological 
margin and intraoperative blood loss of more than 700 
mL were the only independent risk factors associated 
with increased cancer-related mortality. From the present 
study, we emphasize that patients with positive resection 
margin must be managed with aggressive treatment.

Acknowledgement

	 The author would like to thank Kunyalak Naungsri,  
PhD for statistical advice and analysis and Nisit  
Poolthananant, MD for language advice.

REFERENCES

	 1.	 Bray F, Ferlay J, Soerjomataram I, et al. Global cancer statis-
tics 2018: GLOBOCAN estimates of incidence and mortality 
worldwide for 36 cancers in 185 countries. CA Cancer J Clin 
2018;68:394-424. 

	 2.	 Jemal A, Bray F, Center MM, et al. Global cancer statistics. CA 
Cancer J Clin 2011;61:69-90. 

	 3.	 Hidalgo M, Cascinu S, Kleeff J, et al. Addressing the challenges 
of pancreatic cancer: future directions for improving outcomes. 
Pancreatology 2015;15:8-18.

	 4.	 Nieß H, Kleespies A, Andrassy J, et al. Pankreaskarzinom im 
hohen Alter: Leitlinien und individualisierte Therapie [Pancreatic 
cancer in the elderly: guidelines and individualized therapy]. 
Chirurg 2013;84:291-5. 

	 5.	 Geer RJ, Brennan MF. Prognostic indicators for survival after 
resection of pancreatic adenocarcinoma. Am J Surg 1993;165:68-
72.

	 6.	 Organization WHO. World cancer Report 2014. Accessed 06 
october 2018.

	 7.	 Kongkam P, Benjasupattananun P, Taytawat P, et al. Pancreatic 
cancer in an Asian population. Endosc Ultrasound 2015;4:56- 
62. 

	 8.	 American Cancer Society. Cancer Facts & Figures 2021. Atlanta: 
American Cancer Society; 2021.

	 9.	 United States National Cancer Institute. Pancreatic Cancer: 
Statistics 2018, May.

	10.	 Allema JH, Reinders ME, van Gulik TM, et al. Prognostic factors 
for survival after pancreaticoduodenectomy for patients with 
carcinoma of the pancreatic head region. Cancer 1995;75:2069-
76.

	11.	 Ardengh JC, de Paulo G A, Ferrari AP. Pancreatic carcinomas 
smaller than 3.0 cm: endosonography (EUS) in diagnosis, staging 
and prediction of resectability. HPB 2003;5:226–30.

12.	 Riediger H, Keck T, Wellner U, et al. The lymph node ratio is the 
strongest prognostic factor after resection of pancreatic cancer. 
J Gastrointest Surg 2009;13:1337-44.

13.	 Liu ZQ, Xiao ZW, Luo GP, et al. Effect of the number of positive 
lymph nodes and lymph node ratio on prognosis of patients after 
resection of pancreatic adenocarcinoma. Hepatobiliary Pancreat 
Dis Int 2014;13:634-41.

14.	 Yamamoto T, Uchida Y, Terajima H. Clinical impact of margin 
status on survival and recurrence pattern after curative-intent 
surgery for pancreatic cancer. Asian J Surg 2019;42:93-9.

15.	 Yeo CJ, Abrams RA, Grochow LB, et al. Pancreaticoduodenec-
tomy for pancreatic adenocarcinoma: postoperative adjuvant 
chemoradiation improves survival. A prospective, single-
institution experience. Ann Surg 1997;225:621-33.

16.	 Bassi C, Marchegiani G, Dervenis C, et al. International  
Study Group on Pancreatic Surgery (ISGPS). The 2016 up-
date of the International Study Group (ISGPS) definition and  
grading of postoperative pancreatic fistula: 11 years after. Surgery 
2017;161:584-91.

17.	 Vincent A, Herman J, Schulick R, et al. Pancreatic cancer. Lancet 
2011;378:607-20.

18.	 Lambert A, Schwarz L, Ducreux M, et al. Neoadjuvant treatment 
strategies in resectable pancreatic cancer. Cancers 2021;13:4724.
doi.org/10.3390/cancers13184724.

19.	 Sohn TA, Yeo CJ, Cameron JL, et al. Resected adenocarcinoma 
of the pancreas-616 patients: results, outcomes, and prognostic 
indicators. J Gastrointest Surg 2000;4:567-79.

20.	 Conlon KC, Klimstra DS, Brennan MF. Long-term survival 
after curative resection for pancreatic ductal adenocarcinoma. 
Clinicopathologic analysis of 5-year survivors. Ann Surg 
1996;223:273-9.

21.	 Yeo CJ, Cameron JL, Lillemoe KD, et al. Pancreaticoduodenec-
tomy for cancer of the head of the pancreas. 201 patients. Ann 
Surg 1995;221:721-31.

22.	 Chandrasegaram MD, Goldstein D, Simes J, et al. Meta-analysis 
of radical resection rates and margin assessment in pancreatic 
cancer. Br J Surg 2015;102:1459-72.

23.	 Chang DK, Johns AL, Merrett ND, et al. Margin clearance 
and outcome in resected pancreatic cancer. J Clin Oncol 
2009;27:2855-62.

24.	 Gebauer F, Tachezy M, Vashist YK, et al. Resection margin 
clearance in pancreatic cancer after implementation of the Leeds 
Pathology Protocol (LEEPP): clinically relevant or just academic? 
World J Surg 2015;39:493-9.

25.	 Nagai S, Fujii T, Kodera Y, et al. Impact of operative blood loss 
on survival in invasive ductal adenocarcinoma of the pancreas. 
Pancreas 2011;40:3-9.

	26.	 Tamagawa H, Aoyama T, Yamamoto N, et al. The impact of 
intraoperative blood loss on the survival of patients with stage 
II/III pancreatic cancer. In Vivo 2020;34:1469-74.

	27.	 Zhao B, Huang X, Lu H, et al. Intraoperative blood loss does 
not independently affect the survival outcome of gastric cancer 
patients who underwent curative resection. Clin Transl Oncol 
2019;21:1197-206.



Survival Rate in Curative Resection of Pancreatic Cancer Patients at Maharat Nakhon Ratchasima HospitalVol. 43  No. 3	 103

28.	 Jagoditsch M, Pozgainer P, Klingler A, et al. Impact of blood 
transfusions on recurrence and survival after rectal cancer surgery. 
Dis Colon Rectum 2006;49:1116-30.

29.	 Amato A, Pescatori M. Perioperative blood transfusions for the 
recurrence of colorectal cancer. Cochrane Database Syst Rev 
2006;2006:CD005033.

30.	 Angele MK, Faist E. Clinical review: immunodepression in the 
surgical patient and increased susceptibility to infection. Crit 
Care 2002;6:298-305.

31.	 Slidell MB, Chang DC, Cameron JL, et al. Impact of total 
lymph node count and lymph node ratio on staging and survival 
after pancreatectomy for pancreatic adenocarcinoma: a large, 
population-based analysis. Ann Surg Oncol 2008;15:165-74.

32.	 Berger AC, Watson JC, Ross EA, et al. The metastatic/ 
examined lymph node ratio is an important prognostic factor 
after pancreaticoduodenectomy for pancreatic adenocarcinoma. 
Am Surg 2004;70:235-40.

33.	 Riediger H, Keck T, Wellner U, et al. The lymph node ratio is the 
strongest prognostic factor after resection of pancreatic cancer. 
J Gastrointest Surg 2009;13:1337-44.

34.	 Petrou A, Soonawalla Z, Silva MA, et al. Prognostic indicators 
following curative pancreatoduodenectomy for pancreatic car-
cinoma: A retrospective multivariate analysis of a single centre 
experience. J BUON 2016;21:874-82.



Jatwattanakul K Thai J Surg  Jul. - Sept.  2022104

บทคัดย่อ	 อัตราการรอดชีวิตของผู้ป่วยมะเร็งตับอ่อนที่ได้รับการผ่าตัดหวังผลหายขาด (curative resection)
	 ของโรงพยาบาลมหาราชนครราชสีมา 

กีรศักดิ์ จัตวัฒนกุล, พ.บ.

หน่วยศัลยกรรมทั่วไป กลุ่มงานศัลยกรรม โรงพยาบาลมหาราชนครราชสีมา

	 ความเป็นมา:  มะเร็งตับอ่อนเป็นมะเร็งที่มีการวินิจฉัยได้ยากและมีความเส่ียงสูงในการผ่าตัดท�ำให้มีอัตราการรอด

ชีพที่ต�่ำ อีกทั้งยังพบว่ามีปัจจัยเสี่ยงอื่นๆ ต่อการรอดชีพ

	 วตัถุประสงค์:  เพือ่ศึกษาอตัราการรอดชพีในระยะเวลา 5 ปี และปัจจยัทีมี่ผลต่อการรอดชพีของผูป่้วยมะเรง็ตับอ่อน

ที่ได้รับการผ่าตัดหวังผลหายขาด

	 วิธีการศึกษา:  ศึกษาข้อมูลจากเวชระเบียนย้อนหลังและข้อมูลทะเบียนราษฎร์ของผู้ป่วยมะเร็งตับอ่อนที่ได้รับการ

ผ่าตัดหวังผลหายขาดที่โรงพยาบาลมหาราชนครราชสีมาในช่วงเวลา 1 มกราคม 2552 ถึง 30 มิถุนายน 2555 ศึกษาอัตรา

การรอดชีพในระยะเวลา 5 ปี โดยวิธี Kaplan-Meier และใช้วิธี Cox proportional hazard regression analysis ในการศึกษา

ถึงปัจจัยที่มีผลต่อการรอดชีพ

	 ผลการศึกษา:  ผู้ป่วยเพียง 29 ราย (ชาย 15 รายและหญิง 14 ราย) เข้ารับการผ่าตัดหวังผลหายขาด มีอายุเฉลี่ย 55.4 

ปี ผู้ป่วย 10 ราย (34.5%) เกิดภาวะแทรกซ้อนหลังผ่าตัด และมีผู้ป่วยเสียชีวีตหลังผ่าตัด 2 ราย (6.9%) พบว่ามีอัตราการรอด

ชีวิตเฉลี่ยอยู่ที่ 14.27 เดือน และอัตราการรอดชีวิต 5 ปี เท่ากับ 10.3% การวิเคราะห์ Cox univariate regression analysis พบ

วา่ปัจจัยที่มผีลต่อการรอดชีพ ได้แก่ ขนาดของเนือ้งอก การสญูเสยีเลือดระหว่างการผ่าตดั ขอบพยาธิสภาพ และการมีส่วน

ร่วมของต่อมน�้ำเหลือง (p < 0.05) และจากการวิเคราะห์ Cox multivariate regression analysis พบว่ามีเพียงระยะขอบทาง

พยาธิวิทยา และการสูญเสียเลือดระหว่างการผ่าตัดเท่านั้น มีความสัมพันธ์กับการรอดชีวิตอย่างมีนัยส�ำคัญ (p < 0.05)

	 สรุปผลการศึกษา:  ในการศึกษานี้พบว่ามีอัตราการรอดชีวิตเฉลี่ยอยู่ท่ี 14.3 เดือนและอัตราการรอดชีวิต 5 ป ี

เท่ากับ 12.5% และยังพบว่าระยะขอบทางพยาธิวิทยาและการสูญเสียเลือดระหว่างผ่าตัดมีผลต่อการรอดชีวิตโดยรวม 

อย่างมีนัยส�ำคัญ


