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Summary
Principles: current methods for detecting vascular invasion in pancreatic cancer can be inaccurate, invasive, and expensive. The aim of this study
is to assess the value of current imaging modalities
in determining vascular invasion by pancreatic
cancer.
Methods: the results of Endoscopic Ultrasonography (EUS), Computed Tomography (CT),
Ultrasonography (US), and Angiography performed in 170 patients, suffering from pancreatic
cancer, were retrospectively studied and correlated
with intra-operative findings and surgical anatomopathological diagnosis after resection. We assessed sensitivity, specificity, positive and negative
predictive values, and accuracy for detecting vascular invasion.
Results: EUS turned out to be the most reliable
imaging technique for detecting vascular invasion
in pancreatic cancer, with a sensitivity of 55%,
specificity of 90%, positive predictive value of
61.1%, negative predictive value of 87.5%, and
accuracy of 82.2%. CT results were 39.4%, 90%,
52%, 84.4%, and 79.1% for the respective cate-

gories, with however, better results with multislice CT. The US results were 3.7% for the sensitivity, 96.3% for the specificity, 25% for the positive predictive value, 75.2% for the negative
predictive value, and 73.4% for the accuracy. For
angiography, the sensitivity, the specificity, the
positive predictive value, the negative predictive
value, and the accuracy were 52.6%, 72.3%,
43.5%, 79.1%, and 66.7% respectively.
Conclusion: in this study, EUS was the most
valuable imaging modality in assessing vascular
invasion (especially for venous invasion) for pancreatic cancer, with an accuracy of more than 80%.
A further prospective study should be carried out
to evaluate the combination of imaging modalities
for the detection of vascular involvement, especially with multi-slice CT which almost reached
the performances obtained by EUS.
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Pancreatic cancer is associated with a poor
prognosis, with less than 5% of patients surviving
5 years after diagnosis [1].
Surgical resection remains the only chance for
curative therapy in these patients [2–4]. Accurate
preoperative staging of pancreatic cancer is essential to avoid unnecessary surgery in those patients
with unresectable disease and, by the same token,
not to deny the opportunity for cure in patients

with resectable disease [2, 3, 5]. However, upon
surgical exploration, only 5% to 25% of the tumours are amenable to curative resection [3, 4,
6–8].
There is as yet no evidence-based consensus
on the optimal preoperative imaging assessment of
patients with suspected pancreatic cancer [3, 5].
However in the absence of metastatic disease
precluding curative therapy, assessment of vascu-
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lar invasion is an important parameter for determining resectability of pancreatic cancer [2]. A frequent error is to misdiagnose an involved major
vessel [8]. Limited venous invasion does not represent an absolute contraindication for surgery
[1, 9]. From the point of view of arterial vessels, the
large trunks must be analysed with care because
they can constitute in themselves a contraindication to surgery. However, isolated involvement of
smaller branches such as the gastro-duodenal
artery does not preclude surgical resection [10].
Venous resection can be performed safely, in order
to obtain a margin-negative resection [11]. However, the survival does not differ between patients
with venous resection and patients who undergo
standard operations [12]. Recently, Fukuda et al.
[13] reported that the depth of portal vein invasion
significantly alters survival after pancreatic resection with curative intent combined with portal vein
resection. The survival rate was similar for patients
with no portal invasion and those with superficial
invasion. However, a deeper portal invasion was
associated with a poorer survival rate, similar to
that of patients undergoing non-curative resection.
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Echoendoscopic Ultrasonography (EUS) is
useful for the evaluation of pancreatic cancers [14].
This evaluation is crucial for determining T and N
stage and feasibility of operative resection [15].
Computed Tomography (CT) has become an important method for preoperative staging, however,
alone, it has been shown too inaccurate for the
evaluation of resectability [16].
Among the most widely available imaging
techniques for evaluation of vascular invasion in
pancreatic cancer, EUS, CT, abdominal Ultrasonography (US), and angiography are the most
commonly used techniques in our clinical setting.
To our knowledge, few studies have compared
EUS, CT, US, and angiography for vascular invasion in pancreatic cancer.
The aim of this study is to evaluate in the same
group of patients the sensitivity, the specificity, the
positive and negative predictive value, and the
accuracy of EUS, CT, US, and angiography in assessing vascular involvement. The gold standards
used here are surgical exploration and anatomopathological investigations after resection.

Materials and methods
Between January 1994 and December 2005, some 800
patients suffering from pancreatic cancer were registered
in Geneva. During this period, 170 consecutive patients
were operated on for suspicion of pancreatic cancer with
curative intent. All examinations (EUS, CT, US, and angiography) were interpreted prospectively and preoperatively, with the knowledge of the results of the previous radiological findings. The original prospective interpretations were used.
CT was performed in all cases (except in cases of clear
contraindication). EUS was performed in all cases since
the technique could be performed with sufficiently accuracy. Angiography was performed in cases where a doubt
remained concerning an anatomical variation or an arterial invasion.
These data were reviewed retrospectively.
There was no neoadjuvant therapy prior to surgery in
this study.
The criteria for exclusion were: the presence of organ
metastasis, involvement of the peritoneal cavity, an evident
arterial invasion (ie, superior mesenteric artery, hepatic
artery, and / or coeliac trunk), a contraindication to anaesthesia, and refusal of surgery.
A venous invasion was not considered a contraindication for surgery. An arterial involvement not confirmed by
at least 2 radiological modalities was not considered a formal contraindication.
The surgical and the anatomopathological findings
were correlated with the results of imaging, assessing the
accuracy of EUS, CT, US, and angiography for the evaluation of vascular invasion. When there was a discrepancy
between the surgical and the anatomopathological findings, the gold standard was the histological result.
We postulate that the presence of any one of the criteria described below for vascular invasion would be sufficient for a diagnosis of vascular involvement.

Operative techniques
2 surgeons (PM, GM) operated all patients. A standard pancreaticoduodenectomy or pylorus-preserving
variant was done for tumours located in the head of the
pancreas or in the uncinate process. For tumours located
in the body or tail, a caudal splenopancreatectomy was
performed. In the case of disseminated disease, a total
pancreatectomy was performed.
Regional lymph nodes were routinely resected en bloc
with the tumour specimen.
Vascular resection with reconstruction was performed in patients if adequate vascular control could be
achieved and a high probability of disease free margins was
anticipated.
Endoscopic ultrasonography imaging
Patients underwent EUS of the pancreato-biliary
system by experienced endoscopists (GIF-EUM-20, GIFEUM 30 and 160, Olympus, Zurich, Switzerland) [17].
Endoscopy was performed under conscious sedation using
intravenous midazolam.
EUS criteria of vascular invasion were: loss of the
normal hyperechoic interface between the tumour and the
vessel, irregular tumour and vessel interface, tumour
within vessel lumen, vessel encasement, or collaterals with
associated venous occlusion [3, 5, 8, 15, 18–20].
Computed tomography imaging
Various techniques were used during this study period due to changing CT technology. From 1994 to 2002,
images were obtained on a single-slice CT (GE High
Speed CT, General Electric) and from 2002 to 2005
images were obtained on a multi-slice CT (MX-8000,
Marconi Medical Systems).
Helical CT was initially performed with and without
intra-venous (IV) contrast medium using the following parameters: nominal section thickness of 3 mm, reconstruc-
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tion field of view of 40 cm, reconstruction intervals of
3 mm, X-ray tube potential of 120 kV, and current of
240 mAs from the top of the liver to the bottom of the
pancreas. Two series were acquired after IV injection of a
140-mL bolus of 300 mg I/mL of iopamirol (Iopamiro
300; Bracco, Milan, Italy) at a rate of 3.5 mL/second, with
identical thickness and interval parameters during the arterial phase (35 seconds after the start of contrast infusion)
and the venous phase (65 seconds after the start of contrast infusion).
From 2002 to 2005, there was a progressive shift to a
2 mm section thickness, and 1 mm reconstructions intervals, permitting obtaining 2D multiplanar (MPR) reconstructions and 3D vascular reconstructions.
CT criteria of vascular invasion were: encasement
with a fatty plane obliteration of greater than or equal to
180 degrees of the vessel’s diameter, tumour within the
vessel lumen, thrombosis or occlusion of the vessel, or
presence of venous collaterals [3, 5, 18, 19, 21–23].
Ultrasonography imaging
Percutaneous
abdominal
ultrasound
(Aloka
ProSound 5500, Aloka Inc, Japan) was performed using a
multi-frequency probe.

Morphology and haemodynamic function of the peripancreatic arteries and veins were studied by duplex ultrasound.
US criteria of vascular invasion were: loss of normal
hyperechoic tissue between the tumour and the vessel, obstruction, thrombosis, or encasement by tumoral tissue
over more than half the circumference of any vessel [24,
25].
Angiography imaging
Transfemoral intra-arterial digital substraction angiography of the coeliac axis and the superior mesenteric
artery was performed using a standard angiography technique, previously described [5].
The angiographic criteria of vascular invasion were:
occlusion or stenosis of vessels [5].
Statistical analysis
Sensitivity, specificity, positive and negative predictive value, and accuracy of EUS, CT, US, and angiography in detecting vascular invasion were assessed by
considering the presence of any radiological feature as
diagnosis for vascular invasion by tumour.

Results
In the current study, adenocarcinomas represented 80% of all cases, and more than 90% in the
vascular invasion subgroup. Main characteristics
of the population are summarised in the table 1.
Table 1

Characteristic

Baseline characteristics and pathological
findings in patients
after surgery for
pancreatic cancer
(n = 170).

Age, years
Median

65

Range

17–82

Sex, n (%)
Women

87 (51,2)

Men

83 (48,8)

Pathology, n (%)

170 (100)

Adenocarcinoma

136 (80)

Head

77 (45,3)

Body

6 (3,5)

Tail

8 (4,7)

Disseminated

2 (1,2)

Periampullary

43 (25,3)

Mucinous Cystadenoma

11 (6,5)

Mucinous Cystadenocarcinoma

2 (1,2)

Insulinoma

7 (4,1)

Paraganglioma

2 (1,2)

Gastrinoma

1 (0,6)

Pseudocyst

1 (0,6)

Carcinoid tumour

1 (0,6)

Intraductal papillary tumour

4 (2,4)

Acinar-cell carcinoma

1 (0,6)

Neuroendocrine tumour

2 (1,2)

PTH like tumour

1 (0,6)

Mucinous carcinoma

1 (0,6)

We excluded 15 patients (8.8% of patients) because they presented clearly benign tumours (paraganglioma, mucinous cystadenoma, intraductal
papillary tumour).
Pancreatic cysts represented less than 8% of all
cases.
There were 32 cases (18.8%) of accompanying
pancreatitis in this series.
Specifically, the final anatomopathological
evaluation of the series identified 33 patients having vascular invasion (19.4%). Most of the cancers
were located in the head of the pancreas (45% for
the overall group and 63.3% for the vascular invasion subgroup). The superior mesenteric vein was
the most frequently involved vessel (47%). The
hepatic artery and the splenic vein were the less
commonly affected vessels (4%) (table 2).
Comparison of the performances of CT scan
(153 patients), EUS (90 patients), percutaneous
US (109 patients), and angiography (66 patients)
in detecting vascular invasion in this series are
given in table 3.
The sensitivity for the detection of venous invasion was 55.6% for EUS, 47% for angiography,
40.7% for CT, and 4.4% for US. For the detection
of arterial involvement, the sensitivity rate was
42%, 66.7%, 40%, and 0% respectively (US did
not detect any arterial involvement). When only
the vessels of the portal confluence were considered these values changed to 60% for EUS, 43.8%
for angiography, 40% for CT, and 0% for US. US
detected only one splenic vein’s involvement.
Forty-five invaded vessels were surgically and
pathologically proven so in 33 patients. These involved vessels included: 21 superior mesenteric
veins (47%), 11 superior mesenteric arteries
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Table 2

Characteristic

Characteristics in
patients with proven
vascular invasion
(n = 33).

Age, years
Median

63

Range

23–80

(24%), six portal veins (13%), five splenic arteries
(11%), one splenic vein (2%), and one hepatic artery (2%).
We performed 21 venous resection-reconstructions and 2 arterial resection-reconstructions
during this study.
Twenty patients with vascular invasion had
benefited from EUS, with a detection rate of 14 of
the 29 (48.3%) proven involved vessels. CT correctly diagnosed 19 of the 45 surgically and pathologically proven invaded vessels (42.2%) in 33 patients. Of the 39 proven invaded vessels in 27 patients, only one was correctly diagnosed by US. Finally, angiography correctly diagnosed 12 of the 24
proven involved vessels (50%) in 19 patients.
From 1994 to 2002, images were obtained on
a single-slice CT (108 patients). In this period, the
sensitivity was 31.8% in the detection of vascular
involvement. The specificity was 89.5%; the positive and negative predictive values were 43.75%
and 83.7% respectively. The accuracy was 77.8%.
From 2002 to 2005, images were obtained on
a multi-slice CT (45 patients). The sensitivity was
then 54.5%, the specificity 91.2%, the positive
predictive value 66.7%, the negative predictive
value 86.1%, and the accuracy 82.2%.
2 patients did not benefit from CT because of
contraindication to intravenous iodine.

Sex, n (%)
Women

17 (51.5)

Men

16 (48.5)

Pathology, n (%)

33 (100)

Adenocarcinoma
Head

21 (63.6)
1 (3)

Tail

4 (12.1)

Disseminated

1 (3)

Periampullary

3 (9.1)

PTH like tumour

1 (3)

Carcinoid tumour

1 (3)

Intraductal papillary tumour

1 (3)

Vessels involved, n (%)
Portal vein

45 (100)
6 (13.3)

Superior mesenteric vein

21 (46.7)

Superior mesenteric artery

11 (24.4)

Splenic vein

1 (2.2)

Splenic artery

5 (11.1)

Hepatic artery

1 (2.2)

Table 3
Comparison of CT,
EUS, US, and angiography in the detection of vascular
invasion (n = 155).

30 (90.9)

Body

EUS
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Sensitivity,
n (%)

Specificity,
n (%)

Positive predictive value,
n (%)

Negative predictive value,
n (%)

Accuracy,
n (%)

11/20 (55%)

63/70 (90%)

11/18 (61.1%)

63/72 (87.5%)

74/90 (82.2%)

CT overall

13/33 (39.4%)

108/120 (90%)

13/25 (52%)

108/128 (84.4%)

121/153 (79.1%)

CT single-slice

7/22 (31.8%)

77/86 (89.5%)

7/16 (43.75%)

77/92 (83.7%)

84/108 (77.8%)

CT multi-slice

6/11 (54.5%)

31/34 (91.2%)

6/9 (66.7%)

31/36 (86.1%)

37/45 (82.2%)

US

1/27 (3.7%)

79/82 (96.3%)

1/4 (25%)

79/105 (75.2%)

80/109 (73.4%)

Angiography

10/19 (52.6%)

34/47 (72.3%)

10/23 (43.5%)

34/43 (79.1%)

44/66 (66.7%)

EUS: endoscopic ultrasonography; CT: computed tomography; US: ultrasonography

Discussion
Although there are many studies evaluating the
accuracy of EUS, CT, US, and angiography in the
staging of pancreatic cancer [3, 7, 15, 16, 18, 26–28],
few have evaluated these imaging modalities for the
detection of vascular invasion based on surgical and
anatomopathological data. A consensus regarding
the reliability of these techniques in predicting vascular invasion is still lacking.
In the current study, 19.4% of patients with
potentially operable pancreatic cancer had vascular
invasion. The literature reports vessel involvement
in 18–64% of the cases, depending on the population
studied [4, 28].
In this study, an accuracy of more than 80% was
reached in the detection of vascular invasion for both

EUS and multi-slice CT. The accuracy for US and
angiography was 73.4% and 66.7%, respectively.
Similar results are reported in the literature [4, 5, 15,
29].
EUS is a relatively new technique in the assessment of vascular invasion in pancreatic cancer and
requires a trained endoscopist [30]. Thus not all
patients benefited from this exam in our study. However, EUS has for several years been integrated into
the management of all patients with a suspicion of
pancreatic cancer.
Indeed, EUS seems to be the most accurate
imaging modality in the detection of vascular invasion. These results are confirmed by several studies
[2, 15, 16, 19, 20]. For example, Ahmad et al. [2]
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reported a sensitivity of 86%, a specificity of 71%, a
positive predictive value of 86%, and a negative predictive value of 71%.
As in our series, Aslanian et al. [20] found better
results when only the vessels of the portal confluence
were considered with performance reaching 66%,
59%, 35%, and 87% respectively.
Interestingly, EUS detects venous invasion with
more sensitivity (55.6%) than arterial involvement
(42%). This may be due the technical difficulty in
reaching this vessel when the head of the pancreas is
deformed by cancer. Similar findings were reported
by Midwinter et al. [18], who showed sensitivity for
venous invasion of 81%, and 17% for the arterial
involvement.
In this study, EUS had poor sensitivity and positive predictive value for diagnosing vascular invasion. However, the specificity, the negative predictive
value, and the accuracy were good (more than 80%);
similar values have been reported in other series [29].
EUS provides excellent views of peripancreatic
vasculature and also shows the relationship between
the tumour and the vessels [2]. However, a bias
remains in the inter-observer variability. EUS tends
to over-diagnose vascular involvement [20] (7 false
positives in our series, which might prevent a potentially resectable patient from undergoing surgery).
Furthermore the learning curve is long [29]. On the
another hand, concomitant pancreatitis (32 cases in
our study) accompanying a cancer is a well known
limitation [15, 29] in correctly diagnosing a pancreatic mass. False positive results for vascular involvement may be due to change in peritumoural inflammation [7].
In contrast, CT lacks sufficient sensitivity for
detecting vascular invasion in several published series
[5, 15, 19, 28, 29]. Previous studies reported sensitivity values between 15–97% [15, 19, 28, 29, 31], specificity between 69–100% [5, 28, 31], positive predictive value of 55–89% [16, 28, 31], and negative predictive value of 28-95% [5, 28, 31]. Our results were
within the reported range by these studies. These
findings depend on the type of vessels studied and on
the CT technology. McCarthy et al. [16] showed better results for the detection of arterial involvement:
sensitivity of 84% for arterial invasion and 66% for
venous invasion, similar findings were noted by
House et al. [32].
One of the weaknesses of our study is the varying CT technique used over the study period. Indeed,
since the introduction of the multi-slice CT, allowing three-dimensional reconstruction, the results
have improved and almost reached the performance
of EUS. Recently Squillaci et al. [31] reported a sensitivity of 97%, a specificity of 100%, a positive predictive value of 100%, and a negative predictive value
of 95%, with CT detection of vascular invasion. The
discrepancy between these results and our findings
may be explained by the progressive alteration of
radiological protocols since the introduction of the
multi-slice CT in our centre.
Our results for angiography in the detection of
vascular invasion were within the ranges reported by

290
previous series [2, 7]. However, our sensitivity and
negative predictive value were higher than Ahmad et
al. [2], and Soriano et al. [5], although the latter
reported a better specificity and positive predictive
value; similar findings were reported in other series
[25, 31].
The angiography detects arterial invasion with
more sensitivity than the venous involvement. It had
a higher sensitivity in detecting infiltration of arteries than EUS or CT (66.7%, 42%, and 40% respectively).
Confirmation of vascular invasion is clear when
the vessel is occluded or eroded on imaging. The
same is only suspected when vessel course is deviated
or disturbed. Furthermore, the tumour may completely encase and invade the small amount of fat surrounding the vessel and, yet, not cause a distortion of
the contour of the vascular lumen, which is required
for detection on angiography. This feature can be
visualised during EUS or CT. Thus, angiography
requires more extensive vascular involvement to be
detected [2, 14].
In this study, we used this exam in all cases where
a doubt remained concerning an anatomical variation or an arterial invasion.
Our results for US are consistent with those previously reported by Böttger et al. [7], regarding the
specificity, the negative predictive value, and the
accuracy, but do not support the findings reported by
Ishida et al. [25], and by Minniti et al. [24]. The latter found that US’ accuracy is similar to that of CT
in detecting vascular involvement.
Recently, US has developed to include 3D vascular reconstructions, allowing an accuracy of 93%
in the diagnosis of portal vein invasion [33].
Magnetic resonance imaging (MRI) is a good
alternative to CT, with results for vascular invasion
detection similar to the latter [4, 34]. We reserve MRI
for cases with contraindication to CT (allergy to
iodine, renal insufficiency, and pregnancy).
In this study, the imaging modalities had a poor
sensitivity and positive predictive value for
diagnosing vascular invasion. However, the specificity, the negative predictive value, and the accuracy
were good, especially with EUS and multi-slice CT.
Our overall accuracy for the detection of vascular
involvement was within the range reported by previous series [4, 5, 15, 29].
We remind the reader that only operated cases
with a curative aim were analysed. However, this
study allowed us to use only strong data based on concurrent surgical and anatomopathological findings.
Although, this study was retrospective, all diagnostic procedures were performed in the same group
of patients, and were interpreted preoperatively and
prospectively, according to a standardised protocol.
Finally, to the best of our knowledge, the size of the
group reported is larger than previous published
series [2, 4, 19, 20].
EUS appears to be complementary to CT,
because EUS identifies additional unresectable cases
[5, 29]. The preoperative diagnosis of vascular invasion may assist surgical planning [20]. But a certain
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diagnosis of vascular invasion may be difficult to
obtain, and a place for explorative surgery reamins.
In conclusion, EUS is the most valuable imaging
modality with an accuracy of 83%, compared with
single-slice CT, US, and angiography, in the detection of vascular involvement in pancreatic cancer.
However, in this study, multi-slice CT has almost
reached the performances obtained by EUS in
detecting vascular invasion.
Clearly additional prospective studies are
needed to determine the optimal investigational
tools for detecting vascular invasion. We therefore
propose and have designed a prospective study
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including EUS and positron emission tomography
coupled with multi-slice CT to assess vascular
involvement and distant metastasis.

Correspondence:
Dr Nicolas C. Buch
Clinic for Visceral and Transplantation Surgery,
Department of Surgery
University Hospitals of Geneva
24, rue Micheli-du-Crest
CH-1211 Geneva 14
Switzerland, nicolas.c.buchs@hcuge.ch

References
1 Wagner M, Redaelli C, Lietz M, Seiler CA, Friess H, Buchler MW.
Curative resection is the single most important factor determining
outcome in patients with pancreatic adenocarcinoma. Br J Surg.
2004;91:586–94.
2 Ahmad NA, Kochman ML, Lewis JD, et al. Endosonography is
superior to angiography in the preoperative assessment of vascular involvement among patients with pancreatic carcinoma. J Clin
Gastroenterol. 2001;32:54–8.
3 DeWitt J, Devereaux B, Chriswell M, et al. Comparison of endoscopic ultrasonography and multidetector computed tomography
for detecting and staging pancreatic cancer. Ann Intern Med.
2004;141:753–63.
4 Arslan A, Buanes T, Geitung JT. Pancreatic carcinoma: MR, MR
angiography and dynamic helical CT in the evaluation of vascular
invasion. Eur J Radiol. 2001;38:151–9.
5 Soriano A, Castells A, Ayuso C, et al. Preoperative staging and
tumor resectability assessment of pancreatic cancer: prospective
study comparing endoscopic ultrasonography, helical computed
tomography, magnetic resonance imaging, and angiography. Am J
Gastroenterol. 2004;99:492–501.
6 Yeo CJ, Cameron JL, Sohn TA, et al. Six hundred fifty consecutive
pancreaticoduodenectomies in the 1990s: pathology, complications, and outcomes. Ann Surg. 1997;226:248–57.
7 Bottger TC, Boddin J, Duber C, Heintz A, Kuchle R, Junginger
T. Diagnosing and staging of pancreatic carcinoma-what is necessary? Oncology. 1998;55:122–9.
8 Snady H, Bruckner H, Siegel J, Cooperman A, Neff R, Kiefer L.
Endoscopic ultrasonographic criteria of vascular invasion by
potentially resectable pancreatic tumors. Gastrointest Endosc.
1994;40:326–33.
9 Roder JD, Stein HJ, Siewert JR. Carcinoma of the periampullary
region: who benefits from portal vein resection? Am J Surg. 1996;
171:170–4.
10 Horton KM, Fishman EK. Multidetector CT angiography of pancreatic carcinoma: part I, evaluation of arterial involvement. AJR
Am J Roentgenol. 2002;178:827–31.
11 Bachellier P, Nakano H, Oussoultzoglou PD, et al. Is pancreaticoduodenectomy with mesentericoportal venous resection safe and
worthwhile? Am J Surg. 2001;182:120–9.
12 Leach SD, Lee JE, Charnsangavej C, et al. Survival following pancreaticoduodenectomy with resection of the superior mesentericportal vein confluence for adenocarcinoma of the pancreatic head.
Br J Surg. 1998;85:611–7.
13 Fukuda S, Oussoultzoglou E, Bachellier P, et al. Significance of the
depth of portal vein wall invasion after curative resection for pancreatic adenocarcinoma. Arch Surg. 2007;142:172–9.
14 Snady H, Cooperman A, Siegel J. Endoscopic ultrasonography
compared with computed tomography with ERCP in patients with
obstructive jaundice or small peri-pancreatic mass. Gastrointest
Endosc. 1992;38:27–34.
15 Mertz HR, Sechopoulos P, Delbeke D, Leach SD. EUS, PET, and
CT scanning for evaluation of pancreatic adenocarcinoma. Gastrointest Endosc. 2000;52:367–71.
16 McCarthy MJ, Evans J, Sagar G, Neoptolemos JP. Prediction of
resectability of pancreatic malignancy by computed tomography.
Br J Surg. 1998;85:320–5.
17 Frossard JL, Hadengue A, Amouyal G, et al. Choledocholithiasis:
a prospective study of spontaneous common bile duct stone migration. Gastrointest Endosc. 2000;51:175–9.

18 Midwinter MJ, Beveridge CJ, Wilsdon JB, Bennett MK, Baudouin
CJ, Charnley RM. Correlation between spiral computed tomography, endoscopic ultrasonography and findings at operation in
pancreatic and ampullary tumours. Br J Surg. 1999;86:189–
93.
19 Tierney WM, Francis IR, Eckhauser F, Elta G, Nostrant TT,
Scheiman JM. The accuracy of EUS and helical CT in the assessment of vascular invasion by peripapillary malignancy. Gastrointest Endosc. 2001;53:182–8.
20 Aslanian H, Salem R, Lee J, Andersen D, Robert M, Topazian M.
EUS diagnosis of vascular invasion in pancreatic cancer: surgical
and histologic correlates. Am J Gastroenterol. 2005;100:1381–5.
21 Phoa SS, Tilleman EH, van Delden OM, Bossuyt PM, Gouma DJ,
Lameris JS. Value of CT criteria in predicting survival in patients
with potentially resectable pancreatic head carcinoma. J Surg
Oncol. 2005;91:33–40.
22 Li H, Zeng MS, Zhou KR, Jin da Y, Lou WH. Pancreatic adenocarcinoma: the different CT criteria for peripancreatic major arterial and venous invasion. J Comput Assist Tomogr. 2005;29:170–5.
23 Loyer EM, David CL, Dubrow RA, Evans DB, Charnsangavej C.
Vascular involvement in pancreatic adenocarcinoma: reassessment
by thin-section CT. Abdom Imaging. 1996;21:202–6.
24 Minniti S, Bruno C, Biasiutti C, et al. Sonography versus helical
CT in identification and staging of pancreatic ductal adenocarcinoma. J Clin Ultrasound. 2003;31:175–82.
25 Ishida H, Konno K, Hamashima Y, et al. Assessment of resectability of pancreatic carcinoma by color Doppler sonography. Abdom
Imaging. 1999;24:295–8.
26 Catalano C, Laghi A, Fraioli F, et al. Pancreatic carcinoma: the role
of high-resolution multislice spiral CT in the diagnosis and assessment of resectability. Eur Radiol. 2003;13:149–56.
27 Bipat S, Phoa SS, van Delden OM, et al. Ultrasonography, computed tomography and magnetic resonance imaging for diagnosis
and determining resectability of pancreatic adenocarcinoma: a
meta-analysis. J Comput Assist Tomogr. 2005;29:438–45.
28 Megibow AJ, Zhou XH, Rotterdam H, et al. Pancreatic adenocarcinoma: CT versus MR imaging in the evaluation of resectability
– report of the Radiology Diagnostic Oncology Group. Radiology.
1995;195:327–32.
29 Gress FG, Hawes RH, Savides TJ, et al. Role of EUS in the preoperative staging of pancreatic cancer: a large single-center experience. Gastrointest Endosc. 1999;50:786–91.
30 Takhar AS, Palaniappan P, Dhingsa R, Lobo DN. Recent developments in diagnosis of pancreatic cancer. BMJ. 2004;329:668–73.
31 Squillaci E, Fanucci E, Sciuto F, et al. Vascular involvement in pancreatic neoplasm: a comparison between spiral CT and DSA. Dig
Dis Sci. 2003;48:449–58.
32 House MG, Yeo CJ, Cameron JL, et al. Predicting resectability of
periampullary cancer with three-dimensional computed tomography. J Gastrointest Surg. 2004;8:280–8.
33 Kobayashi A, Yamaguchi T, Ishihara T, et al. Assessment of portal
vein invasion in pancreatic cancer by fusion 3-dimensional ultrasonography. J Ultrasound Med. 2005;24:363–9.
34 Schima W, Fugger R, Schober E, et al. Diagnosis and staging of
pancreatic cancer: comparison of mangafodipir trisodiumenhanced MR imaging and contrast-enhanced helical hydro-CT.
AJR Am J Roentgenol. 2002;179:717–24.

Established in 1871

F o r m e r l y : S c h w e i ze r i s c h e M e d i z i n i s c h e W o c h e n s c h r i f t

Swiss Medical Weekly
Official journal of the Swiss Society of Infectious
diseases, the Swiss Society of Internal Medicine
and the Swiss Respiratory Society

The many reasons why you should
choose SMW to publish your research
What Swiss Medical Weekly has to offer:
•
•
•
•

•
•
•
•
•
•
•
•

SMW’s impact factor has been steadily
rising. The 2005 impact factor is 1.226.
Open access to the publication via
the Internet, therefore wide audience
and impact
Rapid listing in Medline
LinkOut-button from PubMed
with link to the full text
website http://www.smw.ch (direct link
from each SMW record in PubMed)
No-nonsense submission – you submit
a single copy of your manuscript by
e-mail attachment
Peer review based on a broad spectrum
of international academic referees
Assistance of our professional statistician
for every article with statistical analyses
Fast peer review, by e-mail exchange with
the referees
Prompt decisions based on weekly conferences of the Editorial Board
Prompt notification on the status of your
manuscript by e-mail
Professional English copy editing
No page charges and attractive colour
offprints at no extra cost

Editorial Board
Prof. Jean-Michel Dayer, Geneva
Prof. Peter Gehr, Berne
Prof. André P. Perruchoud, Basel
Prof. Andreas Schaffner, Zurich
(Editor in chief)
Prof. Werner Straub, Berne
Prof. Ludwig von Segesser, Lausanne

International Advisory Committee
Prof. K. E. Juhani Airaksinen, Turku, Finland
Prof. Anthony Bayes de Luna, Barcelona, Spain
Prof. Hubert E. Blum, Freiburg, Germany
Prof. Walter E. Haefeli, Heidelberg, Germany
Prof. Nino Kuenzli, Los Angeles, USA
Prof. René Lutter, Amsterdam,
The Netherlands
Prof. Claude Martin, Marseille, France
Prof. Josef Patsch, Innsbruck, Austria
Prof. Luigi Tavazzi, Pavia, Italy
We evaluate manuscripts of broad clinical
interest from all specialities, including experimental medicine and clinical investigation.
We look forward to receiving your paper!
Guidelines for authors:
http://www.smw.ch/set_authors.html

E ditores M edicorum H elveticorum

All manuscripts should be sent in electronic form, to:
EMH Swiss Medical Publishers Ltd.
SMW Editorial Secretariat
Farnsburgerstrasse 8
CH-4132 Muttenz
Manuscripts:
Letters to the editor:
Editorial Board:
Internet:

submission@smw.ch
letters@smw.ch
red@smw.ch
http://www.smw.ch

