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Mesenteric approach or conventional approach for

pancreatoduodenectomy?
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We read with interest the paper by Hirono er a/.,
entitled “Mesenteric versus conventional approach
during pancreatoduodenectomy for pancreatic ductal
adenocarcinoma (MAPLE-PD trial): A multicenter
randomized controlled trial”, published in Annals of
Surgery in 2026 (1). The authors concluded that the
mesenteric approach does not improve survival in patients
with resectable or borderline resectable pancreatic ductal
adenocarcinoma (BR-PDAC). The mesenteric approach
is designed to prevent the intraoperative dissemination of
cancer cells via vessels by employing a non-touch isolation
technique (1).

The concept of an artery-first approach is to dissect the
connective tissue and perineural lymphatic layer in the
dorsal aspect of the pancreatic head, between the pancreatic
uncinate process and the superior mesenteric artery (SMA),
to increase RO resection rates. This approach is also
important for the early assessment of arterial involvement
in patients with BR-PDAC (2,3).

This technique is routinely used for total mesopancreas
excision and has become standard practice in Japanese
centers. It is characterized by early control and meticulous
clearance of the SMA margin at the start of resection to
identify arterial tumor infiltration, evaluate resectability,
ensure adequate clearance of the right side of the SMA,

perform radical lymphadenectomy, and reduce bleeding
through early ligation of the inferior pancreatoduodenal
artery (IPDA). Six different “artery-first” techniques have
been described by Sanjay et al. (2), including, among others,
the right posterior approach (via the retroperitoneum) and
the mesenteric approach, which is the focus of the MAPLE-
PD trial.

In the original MAPLE-PD protocol, the authors
planned to include 15 centers; however, the final published
article reports 24 participating centers (3). Clarifying when
and how these additional centers were incorporated is
important, as the expertise of the original nine centers in
performing both the mesenteric and posterior approaches
underpins the study’s methodological quality.

Patients were blinded to the surgical approach; however,
surgeons and centers could not be blinded because of the
nature of the intervention. In our view, each technique
should be performed only in centers with established
expertise in that specific procedure—particularly the
mesenteric approach—which was not the case in this
trial. Doing so would help reduce the risk of technique-
related assessment bias. Moreover, the authors noted
that the mesenteric approach was not routinely used in
many participating centers. Therefore, it is important
to determine how many mesenteric-approach cases are
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required to achieve expertise (i.e., the learning curve) and
qualify for inclusion, and whether JSHBPS certification
formally evaluates surgeons’ proficiency with the mesenteric
approach (4).

According to Hirono et 4l. (1), the conventional
approach (conventional group) includes Kocher’s
maneuver, mobilization of the pancreatic head from the
retroperitoneum, and lymphadenectomy around the
common hepatic artery (lymph node station 8), the root
of the left gastric artery (station 7), the right side of the
celiac artery (station 9), and within the hepatoduodenal
ligament (station 12). The dissection also includes removal
of connective tissue around the SMA (station 14) and plPh-
II, as well as division of the IPDA or the common trunk
of the IPDA and the first jejunal artery branch (J1a), with
or without superior mesenteric—portal vein (SMV-PV)
resection if tumor invasion is suspected. In many Western
centers, the standard approach to pancreatoduodenectomy
does not involve extensive lymph node dissection. In the
MAPLE-PD trial, the extent of lymph node dissection
was identical in both groups. Lymph node dissection
around the SMA was performed circumferentially, and
dissection around the celiac artery was carried out on the
right semicircle in both groups, following the oncological
standard for PDAC (5-7).

The mesenteric approach is less common than the
conventional approach and requires more training to
become familiar with the procedure. In many centers, some
surgeons consider the mesenteric approach complex and
difficult to learn, since the dissection begins in the infracolic
mesentery and extends to the mesenteric root (5-7). The
secondary outcome was compromised in the MAPLE-
PD trial, which may be related to limited experience with
the mesenteric approach in some of the 24 participating
centers, as suggested by the present study’s findings of
greater intraoperative blood loss and longer operative times,
particularly during the learning curve.

We congratulate the authors on this outstanding study.
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