
ORIGINAL ARTICLE

Central pancreatectomy: a comprehensive, up-to-date meta-analysis

Mihnea P. Dragomir1,2,3 & Alexandru A. Sabo4
& George E. D. Petrescu1

& Yongfeng Li5 & Traian Dumitrascu1,2

Received: 27 April 2019 /Accepted: 23 September 2019
# Springer-Verlag GmbH Germany, part of Springer Nature 2019

Abstract
Background Central pancreatectomy (CP) is the alternative to distal pancreatectomy (DP) for specific pathologies of the mid-
pancreas. However, the benefits of CP over DP remain controversial. This study aims to compare the two procedures by
conducting a meta-analysis of all published papers.
Methods A systematic search of original studies comparing CP vs. DP was performed using PubMed, Scopus, and Cochrane Library
databases up to June 2018. The Preferred Reporting Items for Systematic Reviews andMeta-analysis (PRISMA) checklist was followed.
Results Twenty-one studies were included (596 patients with CP and 1070 patients with DP). Compared to DP, CP was associated
with significantly higher rates of overall and severe morbidity (p < 0.0001), overall and clinically relevant pancreatic fistula
(p < 0.0001), postoperative hemorrhage (p = 0.02), but with significantly lower incidences of new-onset (p < 0.0001) and worsening
diabetes mellitus (p = 0.004). Furthermore, significantly longer length of hospital stay (p < 0.0001) was observed for CP patients.
Conclusions CP is superior to DP regarding the preservation of pancreatic functions, but at the expense of significantly higher
complication rates and longer hospital stay. Proper selection of patients is of utmost importance to maximize the benefits and
mitigate the risks of CP.
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Introduction

Initially, central pancreatectomy (CP) was proposed as an al-
ternative to standard pancreatic resections such as distal pan-
createctomy (DP) or pancreatico-duodenectomy for specific

pathologies of the mid-pancreas, when enucleation is not pos-
sible [1]. The rationale of CP is to preserve more of the normal
pancreatic parenchyma and, thus, to avoid the functional con-
sequences of standard pancreatic resections [1].

Nowadays, CP is widely accepted as a real alternative only
to DP, while for pancreatico-duodenectomy, the conservative
option is duodenum-preserving pancreatic head resection [2].

Benign and low-grade malignant tumors are the main indica-
tions of the necessity of CP [1–5]. The feasibility of CP was
demonstrated also for some particular malignancies of the pan-
creas such as metastases of other neoplasms [6] and recently also
for early-stage pancreatic ductal adenocarcinoma of the neck [7];
however, malignant tumors (especially advanced pancreatic duc-
tal carcinoma) mostly remain contraindications for CP [1].

Currently, the benefits of CP over DP remain controversial.
The potential long-term functional benefits of CP should be
regarded in balance with the widely reported high morbidity
rates. Thus, in few series reporting at least 100 patients with
CP, the overall morbidity and pancreatic fistula rates were 58–
72% and 44–63%, respectively, while the incidences of endo-
crine and exocrine insufficiencies were 4–7.5% and 0–6%,
respectively [8–10].

Two systematic reviews and meta-analyses published in
2013 have shown a significantly higher incidence of
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pancreatic fistula and overall morbidity rates of CP, but sig-
nificantly lower rates of endocrine insufficiency, compared to
DP [3;5]. However, these meta-analyses included studies pub-
lished before December 2010, with a relatively small number
of patients [3;5]. Additionally, new large series of CP were
published in the last years [9–11], some of them raising the
issue of safety or rationale for CP [9, 11]. Furthermore, several
other important comparative studies of CP vs. DP were pub-
lished after 2010 but have reached conflicting results [11–17].
Nevertheless, minimally invasive approaches (laparoscopic
and robotic) have been developed for CP, showing some po-
tential advantages [18–20].

Ameta-analysis published in 2018 has shown a significant-
ly higher incidence of pancreatic fistula and overall morbidity
rates of CP, but significantly lower rates of endocrine and
exocrine insufficiency, compared to DP [4]. Furthermore,
CP was associated with significantly increased operative time
and length of hospital stay, but with significantly lower intra-
operative blood loss [4]. However, the meta-analysis of Xiao
et al. [4] overlooked some published studies [11, 21, 22] and
did not address some important outcomes of interest after
pancreatic resections such as new-onset diabetes mellitus, se-
vere morbidity, delayed gastric emptying, surgical site infec-
tion, and systemic complications rates.

Taking into consideration the above-mentioned aspects, a
new systematic review and meta-analysis that will include all
published papers comparing CP with DP and addressing ad-
ditional outcomes of interest could help in understanding the
value and limitations of CP.

The objective of this study was to compare intra- and post-
operative outcomes of CP vs. DP by performing a systematic
review and meta-analysis of all published studies.

Methods

Literature search strategy

A systematic literature search of original studies comparing
CP vs. DP was performed by four independent authors (MPD,
AAS, GEDP, and TD) using PubMed (Medline), Scopus, and
the Cochrane Library databases up to June 2018. The follow-
ing Medical Subject Heading (MESH) keywords were
searched for: Bmedian pancreatectomy,^ Bcentral
pancreatectomy,^ Bcentral pancreatic resection,^ Bmiddle
pancreatectomy,^ Borgan-preserving pancreatectomy,^
Bparenchyma-preserving pancreatectomy,^ Borgan-sparing
pancreatectomy,^ Bparenchyma-sparing pancreatectomy,^
Bs e gmen t a l p an c r e a t i c r e s e c t i o n ,^ Bs e gmen t a l
pancreatectomy,^ Bnon-standard pancreatic resection,^
Bnonstandard pancreatic resection,^ Bmeso-pancreatectomy,^
and Bmesopancreatectomy.^ Additionally, a manual search of
the reference list of the relevant articles was performed.

Study design and quality assessment

For the design of this meta-analysis, the Preferred Reporting
Items for Systematic Reviews and Meta-analysis (PRISMA)
checklist was followed [23, 24]. In order to check the overall
quality of the included studies, the Newcastle-Ottawa Scale
(NOS) was used [25]. Only studies with a score over 6 were
considered for the present meta-analysis [25]. Additionally, to
check the methodological quality of the included studies, we
used the newly developed BRisk Of Bias In Non-randomized
Studies of Interventions^ (ROBINS-I) tool [26]. We investi-
gated all the seven domains which could introduce bias in
non-randomized studies.

Inclusion and exclusion criteria

Two different screenings of the initially retrieved articles were
performed. First, two independent authors (AAS and GEDP)
screened the title and abstract of obtained articles (after dupli-
cates were removed). Studies were excluded if both authors
agreed. Second, the authors checked the eligibility of the stud-
ies that passed the initial screening. No limitations were im-
posed by language. Only original research studies that met the
following inclusion criteria were considered: (1) studies com-
paring the outcomes of CP vs. DP and (2) studies with suffi-
cient available data regarding the outcomes of interest. The
exclusion criteria were the following: (1) case reports, (2)
studies without a control group, (3) letters to the editor and
editorials, and (4) reviews that did not include original data.

Data extraction

Data extraction was performed by four authors (MPD, AAS,
GEDP, and TD) and was cross double-checked. For binary
data, the numbers were directly extracted from the original
manuscripts. For continuous data, the standard deviation
(SD) and mean (m) were obtained from the original papers.
If the continuous data were reported as range and median, the
formulas described by Hozo et al. were used to estimate the
SD and m [27]. If continuous data were reported as standard
error (SE), the SDwas calculated using the following formula:
SD = SE

ffiffiffi

n
p

, where n is the sample size.

Outcomes of interest

The primary end-points were postoperative exocrine and en-
docrine insufficiency (particularly new-onset and worsening
diabetes mellitus), overall and severe (i.e., > grade II Dindo-
Clavien) morbidity, and pancreatic fistula rates (particularly
clinically relevant pancreatic fistula rates), while secondary
end-points were operative time, blood loss and need for intra-
operative blood transfusions, systemic complications,
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postoperative hemorrhage, delayed gastric emptying, surgical
site infection, re-exploration for surgical complications, mor-
tality rates, and length of hospital stay. The length of resected
pancreas was also an outcome of interest.

Statistical analysis

Meta-analysis was conducted using the Cochrane
Collaboration Review Manager 5.3 software. Statistical anal-
ysis was performed using the Mantel-Haenszel method for
dichotomous variables and inverse variance weighting for
continuous variables. Summary statistics were described in
the form of odds ratio (OR) or mean difference (MD) and
95% confidence intervals (CI). The heterogeneity was
assessed using Higgin’s I2. A value of I2 > 50% was used as
a threshold for heterogeneity, and p values < 0.05 were con-
sidered statistically significant. A random-effects model was
used when there was heterogeneity between the studies; oth-
erwise, a fixed-effects model was considered. When
interpreting the funnel plots for publication bias, the Begg’s
and Egger’s methods were used to test the degree of asymme-
try. When a high degree of heterogeneity was observed (I2 >
50%), we additionally performed sensitivity analysis, by re-
moving one-by-one each of the eligible studies, to evaluate the
influence of a single paper on the overall results. Begg’s and
Egger’s test and sensitivity analysis were performed using
STATA, version 12.0 (Stata Corporation, College Station,
TX, USA).

Results

Literature search, study characteristics, and quality
assessment

A total of 20,399 articles were identified (PubMed, n = 9942;
Scopus, n = 10,136; The Cochrane Library, n = 321). After
removing the duplicates, 9479 articles were screened by title
and abstract, and 168 articles were considered for full-text
assessment. Of these, 21 studies [8, 11–14, 16, 17, 21, 22,
28–39] were included in the meta-analysis according to the
inclusion criteria (Fig. 1).

Table 1 summarizes the characteristics of the included stud-
ies [8, 11–14, 16, 17, 21, 22, 28–39] that were published
between 2000 and 2017. No randomized study was found.
There were 11 studies originating from Asia [11, 13, 16, 17,
31–33, 36–39], six from Europe [12, 14, 21, 28, 29, 34], two
from the USA [22, 30], and two from Europe-USA [8, 35].
Twenty studies were published in English, [8, 11–14, 16, 17,
22, 28–39], and one study was published in Italian [21].
Overall, the studies included 1666 unique patients: 596 with
CP (35.8%) and 1070 patients with DP (64.2%) [8, 11–14, 16,
17, 21, 22, 28–39].

Demographic data and surgical indications for CP and DP
of the included studies are summarized in Table 2.

There were considerably more females undergoing CP
(65.3%) than DP (57.5%), albeit the statistical significance
was not reached (p = 0.541). There were no statistically sig-
nificant differences between CP vs. DP groups with regard to

Fig. 1 Flow chart describing the
process of scientific paper
identification, screening,
eligibility testing and inclusion
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age (p = 0.644), as shown in Table 2. Significantly fewer pa-
tients in the CP group have had comorbidities, compared to
the DP group of patients (20.7% vs. 36.8%, p = 0.002).

The main indications for surgery (72.9% of patients) were
benign, borderline, or low-grade malignant pancreatic lesions
in both groups of patients: 73.9% in the CP group and 72.5%

in the DP group, with no statistically significant differences
between the groups (p = 0.54), as shown in Table 2. However,
significantly more patients with neuroendocrine tumors were
included in the CP group, compared to the DP group of pa-
tients (20% vs. 15%, p = 0.01), as shown in Table 2.
Furthermore, significantly more patients with malignancies

Table 1 Characteristics and quality assessment of the included studies comparing CP and DP

Author Country Year Number of patients Technique Study design NOS score

CP DP

Yamaguchi et al. [39] Japan 2000 10 47 NA Retrospective 7

Falconi et al. [21] Italy 2001 21 64 NA Retrospective 7

Balzano et al. [28] Italy 2003 32 21 NA Retrospective 8

Su et al. [38] Taiwan 2004 5 11 NA Retrospective 7

Shibata et al. [36] Japan 2004 10 7 NA Retrospective 7

Muller et al. [34] Germany 2006 40 40 Open Prospective 8

Pratt et al. [22] USA 2006 6 66 Open Retrospective 7

Crippa et al. [8] Italy-USA 2007 100 45 Open Prospective 7

Ocuin et al. [35] USA-UK 2008 13 18 Open Retrospective 9

Hirono et al. [31] Japan 2009 24 28 Open Prospective 7

Cataldegirmen et al. [29] Germany 2010 35 35 Open Retrospective 7

DiNorcia et al. [30] USA 2010 50 50 NA Retrospective 7

Shikano et al. [37] Japan 2010 26 35 Open Retrospective 7

Lee et al. [33] Korea 2010 14 188 NA Retrospective 8

Kang et al. [32] Korea 2011 17 22 NA Retrospective 7

Xiang et al. [17] China 2012 44 55 NA Retrospective 7

Dumitrascu et al. [14] Romania 2012 22 25 Open, laparoscopic, and robotic Retrospective 7

Du et al. [13] China 2013 36 26 Open Retrospective 8

Song et al. [16] Korea 2015 40 96 Open and laparoscopic Retrospective 8

Dokmak et al. [12] France 2017 35 165 Laparoscopic Prospective 7

Lv et al. [11] China 2017 16 26 Open Retrospective 7

CP central pancreatectomy, DP distal pancreatectomy, NOS Newcastle–Ottawa scale, NA not available

Table 2 Demographics and
surgical indications of the
included studies comparing CP
and DP

Parameter Central pancreatectomy
(n = 596)

Distal pancreatectomy
(n = 1070)

p value

Gender (M/F) 194:389 330:615 0.541a

Age, years (mean (SD)) 52.81 (± 7.98) 52.97 (± 5.71) 0.644b

Benign lesions (n, %)) 356 of 482 (73.9%) 679 of 937 (72.5%) 0.54a

Neuroendocrine tumors (n, (%)) 97 of 482 (20%) 141 of 937 (15%) 0.01a

Malignant tumors (n, (%)) 29 of 482 (6%) 117 of 937 (12.5%) 0.001a

Laparoscopic procedures (n, (%)) 61 of 393 (15.5%) 263 of 605 (24.4%) < 0.001a

Robotic procedures (n, (%)) 0 of 393 (0%) 2 of 605 (0.3%) 0.522a

Open procedures (n, (%))c 332 of 393 (84.5%) 340 of 605 (56.2%) < 0.001a

Comorbidities 40 of 193 (20.7%) 102 of 277 (36.8%) 0.002a

M male, F female, SD standard deviation
a Fisher’s exact test
bMann-Whitney test
c Nine studies did not report the type of surgical technique (203 patients in CP group and 465 in DP group)
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were observed in the DP group when compared to the CP
group (12.5% vs. 6%, p = 0.001), as shown in Table 2.

Not all the included studies reported the operative technique.
Out of 21 studies, 12 reported the specific operative technique.
Nine of them reported only the open technique used [8, 11, 13,
22, 29, 31, 34, 35, 37], and one of the studies reported using only
laparoscopic technique [12]. Two other studies reported using
both open and laparoscopic techniques [14, 16]. Only one study
reported using robotic technique [14]. There were 672 open
interventions (332 in the CP group and 340 in the DP group),
324 laparoscopic procedures (61 in the CP group and 263 in the
DP group), and 2 robotic interventions (in the DP group). The
number of laparoscopic procedures was significantly higher in
the DP group of patients, compared to the CP group (24.4% vs.
15.5%, p < 0.001), as shown in Table 2.

All 21 articles included in the meta-analysis [8, 11–14, 16,
17, 21, 22, 28–39] were considered to be of good quality by
having a score higher than six on the NOS, as shown in Table 1.
It is worth mentioning that only four studies [8, 12, 31, 34] have
had a prospective design, as shown in Table 1. We performed
qualitative assessment also using the ROBINS-I tool. All the
authors discussed and agreed on the confounding factors.
Confounding domains were related to comorbidities (cardiac,
renal, hepatic, diabetes, obesity), gender, age, smoking status,
type, and size of tumor. Throughout the studies, data regarding
these factors were several times inconsistently reported. MPD
and AAS separately analyzed each of the included studies.
Together with TD and GEDP, we agreed on the definitive qual-
itative assessment. As expected, because all studies were not
randomized and the most were retrospective, the overall risk
was moderate in 16 studies, and low and serious in only 3,
respectively 2 studies (Supplementary Table 1).

Outcomes of meta-analysis comparing CP with DP

The meta-analysis assessed three categories of data: intraop-
erative, early postoperative, and long-term outcomes.

Intraoperative outcomes

The operative time was reported in 19 out of the 21 studies.
The I2 value was 93%. The operative time was significantly
shorter in the DP group when compared to the CP group
(mean (± SD)) 206.48 (± 74.19) vs. 251.22 (± 60.34) min
(MD 53.09; 95% CI 29.76, 76.42; p < 0.0001) (Fig. 2a). The
funnel plot (Supplementary Fig. 1A) suggested data heteroge-
neity, also confirmed by the Egger’s publication bias plot
(Supplementary Fig. 1B). The Egger’s and Begg’s tests re-
vealed p values of 0.007 and 0.008, respectively, altogether
suggesting the presence of publication bias. By performing
sensitivity analysis (sequential removal of each eligible
study), we observed that our results are robust and stable.
The omission of the study of Yamaguchi et al. [39] would

have influenced the most the pooled estimate, but also this
study was inside the lower and upper limits of the 95% CI
(Supplementary Fig. 1C).

Only 12 studies reported data regarding the necessity of in-
traoperative blood transfusions. The I2 value was 0%. No statis-
tically significant differences were observed between the groups
(in CP group 34 patients—9.4% vs. DP group 66 patients—
9.9% needed blood transfusion) (OR 0.65; 95% CI 0.40, 1.05;
p = 0.08) (Fig. 2b). The funnel plot (Supplementary Fig. 2A)
suggested no publication bias, also confirmed by the Egger’s
plot (Supplementary Fig. 2B). The Egger’s and Begg’s tests
revealed p values of 0.776 and 0.533, respectively.

Seventeen studies reported data regarding intraoperative
blood loss. The I2 value was 69%. The mean (± SD) blood loss
in the CP group was 401.92 (± 326.06) ml, while in the DP
group, it was 533.43 (± 431.70) ml. No statistically significant
differences were observed between the groups (MD − 58.97;
95% CI − 122.27, 4.33; p = 0.07) (Fig. 2c). The funnel plot
(Supplementary Fig. 3A) was symmetrical; also, the Egger’s
publication bias plot suggested no bias (Supplementary
Fig. 3B). The absence of publication bias was confirmed by
Egger’s and Begg’s tests, with p values of 0.622 and 0.174,
respectively. By performing sensitivity analysis (sequential re-
moval of each eligible study), we observed that our results are
robust and stable. All studies were between the lower and upper
limit of the 95% CI (Supplementary Fig. 3C).

The length of resected pancreas was reported only by five
studies. The I2 value was 96%. As expected, the length of
resected pancreas was significantly larger in the DP group of
patients with a mean (± SD) of 10.70 cm (± 1.92) compared to
the CP group 4.77 cm (± 0.99) (MD − 5.50; 95% CI − 7.24, −
3.75; p < 0.0001) (Supplementary Fig. 4A). The funnel plot
(Supplementary Fig. 4B) was symmetrical; the Egger’s and
Begg’s tests did not indicate any publication bias, with p-
values of 0.693 and 0.432, respectively, also confirmed by
the Egger’s publication bias plot (Supplementary Fig. 4C).

Early postoperative outcomes

The overall morbidity rate was reported by 16 out of 21 stud-
ies. The I2 value was 45%. The overall morbidity rate was
significantly higher in the CP group (n = 232, 50.8%) when
compared to the DP group (n = 255, 39.9%) (OR 1.90; 95%
CI 1.45, 2.48; p < 0.0001) (Fig. 3a). The Funnel plot
(Supplementary Fig. 5A) revealed relative symmetry, while
Egger’s publication bias plot (Supplementary Fig. 5B) sug-
gests minimal asymmetry. Also, both Egger’s (p = 0.085)
and Begg’s test (p = 0.034) have borderline values.

Nineteen studies reported the overall pancreatic fistula rate,
and 16 studies reported the incidence of clinically relevant
pancreatic fistula (i.e., grade B-C). The I2 value was 24% for
studies assessing the overall pancreatic fistula rate and 41%
for studies assessing the clinically relevant pancreatic fistula
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rate. Most of the studies [8, 12–14, 17, 22, 29–35, 37] used the
International Study Group of Pancreatic Fistula definition and
grading of pancreatic fistula [40].

The overall pancreatic fistula rate was significantly higher
in the CP group (n = 209, 38.7%) when compared to the DP
group (n = 232, 24.6%) (OR 2.01, 95% CI 1.54, 2.61,

p < 0.0001) (Supplementary Fig. 6A). The funnel plot
(Supplementary Fig. 6B) showed minimal asymmetry; the
Egger’s publication bias plot (Supplementary Fig. 6C) partial-
ly supported this view, while Egger’s and Begg’s test for pub-
lication bias showed borderline p values of 0.03 and 0.042,
respectively.

Fig. 2 Forest plots comparing intraoperative parameters. a Operative time. b Necessity of intraoperative blood transfusions. c Intraoperative blood loss
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Fig. 3 Forest plots comparing early postoperative outcomes. a Overall morbidity rate. b Clinically relevant pancreatic fistula rate. c Overall
postoperative hemorrhage rate. d Re-exploration rate for surgical complications. e Length of hospital stay
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The clinically relevant pancreatic fistula rate was also sig-
nificantly higher in the CP group (n = 118, 25.2%) when com-
pared to the DP group (n = 114, 14.9%) (OR 2.24; 95% CI
1.63, 3.08; p < 0.0001) (Fig. 3b). The funnel plot and Egger’s
publication bias plot altogether suggested no publication bias
(Supplementary Figs. 7A and 7B), which was confirmed by
Egger’s test (p = 0.693) and Begg’s test (p = 0.462).

Twelve studies reported data of overall postoperative hem-
orrhage rate. The I2 value was 2%. Most of the studies [8, 13,
14, 16, 17, 29–32, 35, 37] used the International Study Group
of Pancreat ic Surgery def ini t ion and grading of
postpancreatectomy hemorrhage [41]. Significantly higher
rates of overall postoperative hemorrhage were observed in
the group of patients with CP (n = 28, 6.9%) when compared
to the DP group (n = 23, 4.5%) (OR 2.0; 95% CI 1.13, 3.57;
p = 0.02) (Fig. 3c). The funnel plot (Supplementary Fig. 8A)
and Egger’s publication bias plot (Supplementary Fig. 8B)
suggested no publication bias, confirmed by Egger’s test
(p = 0.982) and Begg’s test (p = 0.592).

Only six studies reported clinically relevant postoperative
hemorrhage rate (i.e., grade B-C). The I2 value was 0%. No
significant differences were observed between the CP group
(n = 12; 10.4%) and the DP group (n = 7; 0.41%) (OR 1.99;
95% CI 0.79, 5.00; p = 0.14) (Supplementary Fig. 9A). The
funnel plot (Supplementary Fig. 9B) revealed no asymmetry;
hence, no publication bias was detected.

Only 7 out of 21 studies reported the overall delayed gastric
emptying rate. The I2 value was 0%. Most of the studies [8,
14, 17, 29, 30, 32, 37] used the International Study Group of
Pancreatic Surgery definition and grading of delayed gastric
emptying [42]. Only six patients (2.7%) in the CP group and
five patients (1%) in the DP group were reported to have
delayed gastric emptying. No significant differences were ob-
served between the groups (OR 1.53; 95% CI 0.46, 5.07; p =
0.49) (Supplementary Fig. 10A). The funnel plot
(Supplementary Fig. 10B) and Egger’s publication bias plot
(Supplementary Fig. 10C) suggest no publication bias, con-
firmed by Egger’s test (p = 0.092) and Begg’s test (p = 0.308).
The relevance of these statistical tests, under these specific
circumstances (small sample size), is minimal.

Seven studies reported surgical site infectious complica-
tions and four studies systemic complications. For surgical site
infections, the I2 value was 0%. No significant differences
were observed between the CP group (n = 14; 8.1%) and the
DP group (n = 18; 4.7%) (OR 1.89; 95% CI 0.90, 3.98; p =
0.09) (Supplementary Fig. 11A). The funnel plot
(Supplementary Fig. 11B) and Egger’s publication bias plot
(Supplementary Fig. 11C) indicated no publication bias, con-
firmed by Egger’s test (p = 0.37) and Begg’s test (p = 0.133).

For systemic complications, the I2 value was 10%. No sig-
nificant differences were observed between the CP group (n =
31; 17.1%) and the DP group (n = 24; 9.1%) (OR 1.30; 95%
CI 0.68, 2.48; p = 0.43) (Supplementary Fig. 12A). The funnel

plot (Supplementary Fig. 12B) and Egger’s publication bias
plot (Supplementary Fig. 12C) indicated no publication bias,
confirmed by Egger’s test (p = 0.252) and Begg’s test (p =
0.734).

Only five studies reported the rate of severe surgical com-
plications (i.e., > grade II Dindo-Clavien). The I2 value was
0%. Significantly higher rates of severe postoperative compli-
cations were observed in the CP group (n = 33, 23.4%) when
compared to the DP group (n = 21, 9.8%) (OR 3.07; 95% CI
1.62, 5.81; p = 0.006) (Supplementary Fig. 13A). The funnel
plot (Supplementary Fig. 13B) shows no asymmetry; Egger’s
publication bias plot (Supplementary Fig. 13C) and the p-
values for Egger’s and Begg’s tests, 0.776 and 0.806, respec-
tively, suggest no publication bias.

Fifteen studies reported the re-exploration rate for surgical
complications. The I2 value was 47%. In the CP group, 22
patients (4.8%) required re-exploration, while in the DP
group, 29 patients (4.5%) required re-exploration. No signifi-
cant differences were observed between the groups (OR 1.25;
95% CI 0.72, 2.18; p = 0.43) (Fig. 3d). The funnel plot
(Supplementary Fig. 14A) shows no asymmetry; Egger’s pub-
lication bias plot (Supplementary Fig. 14B) and the p values
for Egger’s and Begg’s tests, 0.694 and 0.640, respectively,
suggest no publication bias.

The length of hospital stay was reported by 17 out of 21
studies. The I2 value was 84%. Patients from the CP group had
a mean (± SD) stay of 16.86 (± 8.76) days and had a signifi-
cantly longer length of hospital stay when compared to the DP
group, which had 15.30 (± 9.08) days (MD 2.13; 95%CI 1.82,
2.43; p < 0.0001) (Fig. 3e). The funnel plot (Supplementary
Fig. 15A) and Egger’s publication bias plot (Supplementary
Fig. 15B) indicated no publication bias, which was confirmed
by Egger’s test (p = 0.299) and Begg’s test (p = 0.484). By
performing sensitivity analysis (sequential removal of each
eligible study), we observed that our results are robust and
stable. The omission of the study of Yamaguchi et al. [39]
and DiNorcia et al. [30] would have influenced the most the
pooled estimate, but also these two studies were inside the
lower and upper limits of the 95% CI (Supplementary
Fig. 15C). The operative mortality was reported by 18 studies
out of 21 studies. The I2 value was 0%. The mortality was
differently assessed between studies, varying from in-hospital,
to 30, and 90 days, respectively. There were a total of three
deaths, all in the CP group (0.6%) and no deaths in the DP
group (0%), without any significant differences between the
groups (OR 3.66; 95% CI 0.56, 23.97; p = 0.18)
(Supplementary Fig. 16A), and no publication bias was ob-
served (Supplementary Fig. 16B).

Long-term postoperative outcomes

Out of 21 studies, 14 reported the overall rate of endocrine
insufficiency (i.e., new onset or worsening of diabetes
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mellitus). The I2 value was 0%. Significantly lower rates of
overall endocrine insufficiency were observed in the CP group
(n = 29; 6.7%) when compared to the DP group (n = 145;
22.3%) (OR 0.19; 95% CI 0.12, 0.29; p < 0.0001) (Fig. 4a).
The funnel plot (Supplementary Fig. 17A) and Egger’s publi-
cation bias plot (Supplementary Fig. 17B) indicated no publi-
cation bias, confirmed by Egger’s test (p = 0.721) and Begg’s
test (p = 0.381).

Nineteen out of 21 studies reported the onset of newly
diagnosed diabetes mellitus. The I2 value was 0%.
Significantly lower rates of new postoperative onset of diabe-
tes mellitus were observed in the CP group (n = 21; 3.8%)
when compared to the DP group (n = 150; 17.9%) (OR 0.17;
95% CI 0.11, 0.27; p < 0.0001) (Fig. 4b). The funnel plot
(Supplementary Fig. 18A) and Egger’s publication bias plot
(Supplementary Fig. 18B) indicated no publication bias,
which was confirmed by Egger’s test (p = 0.103) and Begg’s
test (p = 0.405).

Ten of 21 studies reported the worsening of preexisting
diabetes mellitus. The I2 value was 0%. Significantly lower
rates of worsening diabetes mellitus were observed in the CP
group (n = 1; 0.3%) when compared to the DP group (n = 23;
4.4%) (OR 0.13; 95% CI 0.04, 0.41; p = 0.0004) (Fig. 4c).
The funnel plot (Supplementary Fig. 19A) and Egger’s publi-
cation bias plot (Supplementary Fig. 19B) indicated no publi-
cation bias, which was confirmed by Egger’s test (p = 0.904)
and Begg’s test (p = 1).

The postoperative exocrine insufficiency rate was reported in
13 out of 21 studies. The I2 value was 30%. Most of the studies
reported the endocrine insufficiency based on clinical signs,
while only few ones used specific paraclinical tests [29, 36,
39]. Statistically significant lower rates of exocrine insufficiency
were observed in the CP group (n = 35; 8.6%), compared to the
DP group (n = 48; 9.1%) (OR 0.58; 95%CI 0.36, 0.94; p = 0.03)
(Supplementary Fig. 20A). The funnel plot (Supplementary
Fig. 20B) and Egger’s publication bias plot (Supplementary
Fig. 20C) indicated no publication bias, confirmed by Egger’s
test (p = 0.405) and Begg’s test (p = 0.466). It is worth mention-
ing that exocrine insufficiency was heterogeneously defined
among the analyzed studies and, thus, the clinical value of this
specific analysis should be regarded with caution.

The main outcomes of interest analyzed in the present
meta-analysis are summarized in Table 3.

Discussion

Although the number of publications reporting CP has in-
creased in recent years [3–5], CP remains an uncommon type
of pancreatic resection. CP represents less than 5% of total
pancreatic resections even in high-volume centers [8, 14,
29]. In only two single-center large series (≥ 100 patients),
the rates of overall and severe morbidity (i.e., Clavien-Dindo

grade ≥ 3) are substantial (62–72% and 15%, respectively).
The same results were observed for the overall and clinically
relevant pancreatic fistula rates (62.1–63% and 26.7–44%,
respectively) [9, 10]. Notably, operative mortality of 3% was
reported in one of these series of CP [9].

Enucleation has emerged as an alternative to pancreatic
resections (including CP) for selected patients with benign
and low-grade malignant pathology. Recent data on enucle-
ation have shown shorter operative time, lower intraoperative
blood loss, and postoperative hemorrhage rates, with better
functional outcomes [43–45]. In addition, enucleation is asso-
ciated with less morbidity when compared to CP [45].
However, few studies associated enucleation with increased
pancreatic fistulae rates when compared to typical pancreatic
resections [43, 45]. Nevertheless, CP and enucleation have
different indications and CP should be used whenever enucle-
ation is not technically feasible, mainly due to the proximity of
the lesion to the main pancreatic duct.

To the best of our knowledge, this is the largest meta-
analysis comparing CP and DP that includes all published
studies and explores multiple outcomes of interest for pancre-
atic resections. Thus, it permits to assess the current clinical
value and limitations of CP and to accurately determine the
indications for CP.

As previous meta-analyses have shown [3–5], significantly
shorter operative time was observed for DPwhen compared to
CP (p < 0.0001). This is not unexpected, because it is widely
known that CP is a more complex and, time-consuming sur-
gical procedure, compared to DP. Nevertheless, substantial
publication bias was observed and further studies are neces-
sary to confirm these findings.

In the present meta-analysis, no significant differences be-
tween the groups were observed for both the necessity of
intraoperative blood transfusions (p = 0.08) and intraoperative
blood loss (p = 0.07), as previous meta-analyses have already
shown [1, 4, 5].

The present meta-analysis associated CP with significantly
higher overall and severe morbidity, overall and clinically rel-
evant pancreatic fistula, and overall hemorrhage rates (p values
< 0.05). It is widely accepted that CP is more technically chal-
lenging when compared to DP. This is partly due to the fact
that CP implies the presence of two pancreatic stumps, and at
least one pancreatico-digestive anastomosis. On the other
hand, DP implies no anastomosis, and there is only one pan-
creatic stump as a potential source of complications. Previous
meta-analyses have shown significantly higher overall mor-
bidity and pancreatic fistula rate in the CP group [3–5].
However, only one previous meta-analysis explored the rate
of clinically relevant pancreatic fistula between the groups,
showing no significant differences [5]. Postoperative bleeding
was previously explored in one meta-analysis showing no
significant differences between the groups [5]. Noteworthy,
the present meta-analysis shows for the first time that the rate
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of severe morbidity (i.e., > grade II Dindo-Clavien) is signif-
icantly higher for CP, compared to DP (p = 0.006).

The present meta-analysis did not identify any significant
differences between the groups regarding delayed gastric

emptying (p = 0.49), surgical site infections (p = 0.09), re-
exploration for surgical complications (p = 0.43), systemic
complications (p = 0.43), and mortality rates (p = 0.18). Out
of these later parameters, only mortality and re-exploration

Fig. 4 Forest plots comparing long-term postoperative outcomes. a Overall rate of endocrine insufficiency. b New onset diabetes mellitus rate. c
Worsening diabetes mellitus rate
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rates were explored in previous meta-analyses [3–5]. No sig-
nificant differences of mortality between the groups were pre-
viously reported [4, 5], as it was the case in the present meta-
analysis. For re-laparotomy rates, previous meta-analyses
reached conflicting results: One meta-analysis has shown sig-
nificantly lower rates for the CP group [3], while other two
reported similar results [4, 5] to those reported in the present
meta-analysis.

The present meta-analysis has shown significantly longer
hospital stay after CP, compared to DP. Similar results were
previously reported in two meta-analyses [3, 4], while one did
not identify any significant differences between the groups
[5]. The more prolonged hospital stay after CP appears to be
related to higher morbidity rates (particularly severe morbid-
ity), compared to the DP.

Regarding the long-term outcomes, the present meta-
analysis has shown significantly lower rates of overall endo-
crine insufficiency, new-onset, and worsening diabetes rates in
the CP group, compared to DP (p < 0.05). Significantly lower
rates of overall exocrine insufficiencywere observed in the CP
group, compared to the DP group (p = 0.03), but there was a
large heterogeneity regarding the definition of exocrine insuf-
ficiency in the studies. Two previous meta-analyses [4, 5]
have shown similar results to the present one for overall exo-
crine insufficiency, while one meta-analysis [3] did not show
any significant differences between the groups. It is worth
mentioning that although previous meta-analyses [3–5] have
shown similar results for overall endocrine insufficiency rates,
this is the first meta-analysis to show significantly lower rates
for new-onset and worsening of diabetes mellitus in CP group,
compared to DP group.

The better functional results for CP over DP are correlated
with the significantly higher remnant pancreatic parenchyma
volume in the CP group, which is a predictor of exocrine
insufficiency after pancreatectomy [46]. Furthermore, several
other factors such as underlying pathologies might influence
the development of endocrine and exocrine insufficiencies
after pancreatic resections [47]. Therefore, the new-onset
and worsening of diabetes mellitus better assess the functional
endocrine impact of CP and DP, compared to the more general
overall endocrine insufficiency.

The results of the present meta-analysis should be regarded
with caution because there are some limitations discussed
below.

No randomized studies were included, and most of the
included studies have a retrospective design.

There were significant differences in surgical indications
between the patients’ groups. Thus, significantly more pa-
tients in the CP group had neuroendocrine tumors, compared
to the DP group (20% vs. 15%, p = 0.01). Neuroendocrine
tumors were associated with significantly higher rates of post-
operative pancreatic fistula after pancreatic resections in mul-
tiple studies [48–50]. This might explain in part the higher
rates of postoperative pancreatic fistula in the CP group in
the present meta-analysis.

Most of the studies did not explicitly report if the DP was
performed with or without splenectomy. Only two studies spe-
cifically compared the outcomes of patients with CP vs. pa-
tients with spleen-preserving DP [14, 33]. Splenectomy during
DP may potentially increase the risk of pancreatic fistula [50].

In the present meta-analysis, significantly more patients
underwent a laparoscopic approach in the DP group,

Table 3 Outcomes of interest analyzed in the meta-analysis comparing CP and DP

Outcome Studies Patients OR/MD (95% CI) p value I2

Intraoperative

Operative time (min) 19 1495 53.09 (29.76–76.42) < 0.0001 93%

Intraoperative blood transfusions 12 1029 0.65 (0.40–1.05) 0.08 0%

Intraoperative blood loss (ml) 17 1254 − 58.97 (− 122.27–4.33) 0.07 69%

Early postoperative outcomes

Overall morbidity rate 16 1095 1.90 (1.45–2.48) < 0.0001 45%

Severe (i.e., > grade II Dindo-Clavien) morbidity rate 5 356 3.07 (1.62–5.81) 0.0006 0%

Clinically relevant pancreatic fistulae rate 16 1232 2.24 (1.63–3.08) < 0.0001 41%

Overall postoperative hemorrhage rate 12 914 2.00 (1.13–3.57) 0.02 2%

Re-exploration rate for surgical complications 15 1099 1.25 (0.72–2.18) 0.43 47%

Length of hospital stay 17 1372 2.13 (1.82–2.43) < 0.0001 84%

Long-term outcomes

Overall rate endocrine insufficiency 14 1084 0.19 (0.12–0.29) < 0.0001 0%

New onset of DM 19 1392 0.17 (0.11–0.27) < 0.0001 0%

DM worsening rate 10 850 0.13 (0.04, 0,41) 0.0004 0%

Overall exocrine insufficiency 13 936 0.58 (0.36–0.94) 0.03 30%

DM diabetes mellitus
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compared to the CP group (24.2% vs. 10.1%, p < 0.001).
Minimally invasive approaches have become the standard
for DP in many surgical centers, while minimally invasive
CP is by far more technically demanding, and only a few
centers have experience with these procedures. Laparoscopic
DP appears to be associated with significantly shorter hospital
stays and reduced pancreatic fistula rates, compared to the
open DP [51]. Unfortunately, the analyzed studies did not
specifically report outcomes for minimally invasive CP and
DP, hence a subgroup analysis was not possible. Moreover, a
recent meta-analysis has shown that minimally invasive
spleen-preserving DP is associated with significantly lower
pancreatic fistula rates and shorter operative time, compared
to DP and splenectomy [52]. Altogether, this might explain in
part the shorter hospital stay and reduced morbidity rates in
the DP group of patients, compared to the CP group.

In summary, this meta-analysis favors CP for better preser-
vation of pancreatic functions but also shows significant draw-
backs for CP when compared to DP: increased rates of com-
plications, including severe complications. Hence, this could
be the reason why CP was not widely adopted in many surgi-
cal centers. The potential functional benefits of CP should be
judged taking into consideration the potential harm of this
procedure. Proper selection of patients for CP is crucial not
only to maximize the functional benefits but also to mitigate
the effects of potential complications.

CP should be used for patients with benign and low-grade
malignant lesions of the mid pancreas when enucleation is not
feasible as alternative to DP when there is a functionally
meaningful distal remnant pancreas, in young patients with
no associated diabetes mellitus and no significant comorbidi-
ties in order to be able to overcome the potential postoperative
complications, particularly the severe ones.

Conclusions

CP is superior to DP regarding the preservation of pancreatic
functions but at the expense of higher complication rates (in-
cluding severe complications) and a longer hospital stay.
However, the evidence for clinical practice provided by the
current meta-analyses is limited because there are few impor-
tant limitations. Thus, the results of the present meta-analysis
should be used with caution in clinical decision-making.
Proper selection of patients is of utmost importance to maxi-
mize the benefits and mitigate the risks of CP.

Acknowledgments The authors thank Mr. William Ruixian He for criti-
cally reading the manuscript.

Authors’ contribution Study design: Traian Dumitrascu. Acquisition of
data: Mihnea P. Dragomir, Alexandru A. Sabo, George E.D. Petrescu,
Traian Dumitrascu. Analysis and interpretation of data: Mihnea P.
Dragomir, Alexandru A. Sabo, George E.D. Petrescu, Yongfeng Li,

Traian Dumitrascu. Drafting the manuscript: Mihnea P. Dragomir,
Alexandru A. Sabo, George E.D. Petrescu, Traian Dumitrascu. Critical
revision of the work for important intellectual content: Mihnea P.
Dragomir, Alexandru A. Sabo, George E.D. Petrescu, Yongfeng Li,
Traian Dumitrascu. Final approval of the version to be published:
Mihnea P. Dragomir, Alexandru A. Sabo, George E.D. Petrescu,
Yongfeng Li, Traian Dumitrascu. Agreement to be accountable for all
aspects of the work in ensuring that questions related to the accuracy or
integrity of any part of the work are appropriately investigated and re-
solved: Mihnea P. Dragomir, Alexandru A. Sabo, George E.D. Petrescu,
Yongfeng Li, Traian Dumitrascu.

Compliance with ethical standards

Conflict of interest The authors declare that they have no conflict of
interest.

Ethical approval This article does not contain any studies with human
participants or animals performed by any of the authors.

References

1. Iacono C, Bortolasi L, Facci E, Nifosi F, Pachera S, Ruzzenente A,
Guglielmi A (2007) The Dagradi-Serio-Iacono operation central
pancreatectomy. J Gastrointest Surg 11:364–376

2. Beger HG, Poch B, Vasilescu C (2014) Benign cystic neoplasm and
endocrine tumours of the pancreas–when and how to operate–an
overview. Int J Surg 12:606–614

3. Iacono C, Verlato G, Ruzzenente A, Campagnaro T, Bacchelli C,
Valdegamberi A, Bortolasi L, Guglielmi A (2013) Systematic re-
view of central pancreatectomy and meta-analysis of central versus
distal pancreatectomy. Br J Surg 100:873–885

4. Xiao W, Zhu J, Peng L, Hong L, Sun G, Li Y (2018) The role of
central pancreatectomy in pancreatic surgery: a systematic review
and meta-analysis. HPB (Oxford) 20:896–904

5. Xu SB, Zhu YP, ZhouW, Xie K, Mou YP (2013) Patients get more
long-term benefit from central pancreatectomy than distal resection:
a meta-analysis. Eur J Surg Oncol 39:567–574

6. Dumitrascu T, Scarlat A, Ionescu M, Popescu I (2017) Central
pancreatectomy: an oncologically safe option to treat metastases
of other neoplasms of the mid-portion of the pancreas? Ann
Hepatobiliary Pancreat Surg 21:76–79

7. Gao H, Liu T, Wang G, Gao Y, Yin L, Peng Y, Lyu N, Zhang K,
Gao W, Wu J, Jiang K, Wei J, Miao Y (2019) Central pancreatec-
tomy for early-stage pancreatic ductal adenocarcinoma: a single-
center case-control study. Langenbeck's Arch Surg 404:175–182

8. Crippa S, Bassi C, Warshaw AL, Falconi M, Partelli S, Thayer SP,
Pederzoli P, Fernandez-del Castillo C (2007) Middle pancreatecto-
my: indications, short- and long-term operative outcomes. Ann
Surg 246:69–76

9. Goudard Y, Gaujoux S, Dokmak S, Cros J, Couvelard A, Palazzo
M, Ronot M, Vullierme MP, Ruszniewski P, Belghiti J, Sauvanet A
(2014) Reappraisal of central pancreatectomy a 12-year single-cen-
ter experience. JAMA Surg 149:356–363

10. Paiella S, De PastenaM, Faustini F, Landoni L, Pollini T, Bonamini
D, Giuliani T, Bassi C, Esposito A, Tuveri M, Salvia R (2019)
Central pancreatectomy for benign or low-grade malignant pancre-
atic lesions - a single-center retrospective analysis of 116 cases. Eur
J Surg Oncol 45:788–792

11. Lv A, Qian HG, Qiu H, Wu JH, Hao CY (2018) Is central pancre-
atectomy truly recommendable? A 9-year single-center experience.
Dig Surg 35:532–538

Langenbecks Arch Surg (2019) 404:945–958956



12. Dokmak S, Fteriche FS, Aussilhou B, Levy P, Ruszniewski P, Cros
J, Vullierme MP, Khoy EL, Belghiti J, Sauvanet A (2017) The
largest European single-center experience: 300 laparoscopic pan-
creatic resections. J Am Coll Surg 225:226–234

13. Du ZY, Chen S, Han BS, Shen BY, Liu YB, Peng CH (2013)
Middle segmental pancreatectomy: a safe and organ-preserving op-
tion for benign and low-grade malignant lesions. World J
Gastroenterol 19:1458–1465

14. Dumitrascu T, Scarlat A, Ionescu M, Popescu I (2012) Central
pancreatectomy versus spleen-preserving distal pancreatectomy: a
comparative analysis of early and late postoperative outcomes. Dig
Surg 29:400–407

15. Mise Y, Tanaka N, Furuya T, Nomura Y, Nagai M, Yoshida Y, Ishii
H, Seo A (2014) The feasibility of central pancreatectomy for blunt
pancreatic trauma: a comparative study of central and distal pancre-
atectomy. Hepatogastroenterology 61:1107–1112

16. SongKB, KimSC, Park KM,HwangDW, Lee JH, Lee DJ, Lee JW,
Jun ES, Shin SH, Kim HE, Lee YJ (2015) Laparoscopic central
pancreatectomy for benign or low-grade malignant lesions in the
pancreatic neck and proximal body. Surg Endosc 29:937–946

17. Xiang GM, Tan CL, Zhang H, Ran X, Mai G, Liu XB (2012)
Central pancreatectomy for benign or borderline lesions of the pan-
creatic neck: a single centre experience and literature review.
Hepatogastroenterology 59:1286–1289

18. Chen S, Zhan Q, Jin JB, Wu ZC, Shi Y, Cheng DF, Chen H, Deng
XX, Shen BY, Peng CH, Li HW (2017) Robot-assisted laparoscop-
ic versus open middle pancreatectomy: short-term results of a ran-
domized controlled trial. Surg Endosc 31:962–971

19. Kang CM, Lee JH, Lee WJ (2014) Minimally invasive central
pancreatectomy: current status and future directions. J
Hepatobiliary Pancreat Sci 21:831–840

20. Zhang RC, Zhang B, Mou YP, Xu XW, Zhou YC, Huang CJ, Zhou
JY, Jin WW, Lu C (2017) Comparison of clinical outcomes and
quality of life between laparoscopic and open central pancreatecto-
my with pancreaticojejunostomy. Surg Endosc 31:4756–4763

21. Falconi M, Mantovani W, Frigerio I, Mascetta G, Sargenti M,
Tardivo S, Salvia R, Bassi C, Pederzoli P (2001) Intermediate re-
section and distal pancreatectomy for benign neoplasms of the pan-
creas: comparison of postoperative complications and costs. Chir
Ital 53:467–474

22. Pratt W, Maithel SK, Vanounou T, Callery MP, Vollmer CM Jr
(2006) Postoperative pancreatic fistulas are not equivalent after
proximal, distal, and central pancreatectomy. J Gastrointest Surg
10:1264–1278

23. Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gotzsche PC,
Ioannidis JP, Clarke M, Devereaux PJ, Kleijnen J, Moher D
(2009) The PRISMA statement for reporting systematic reviews
andmeta-analyses of studies that evaluate health care interventions:
explanation and elaboration. PLoS Med 6:e1000100

24. Moher D, Liberati A, Tetzlaff J, Altman DG (2009) Preferred
reporting items for systematic reviews and meta-analyses: the
PRISMA statement. PLoS Med 6:e1000097

25. Cook DA, Reed DA (2015) Appraising the quality of medical ed-
ucation research methods: the medical education research study
quality instrument and the Newcastle-Ottawa scale-education.
Acad Med 90:1067–1076

26. Sterne JA, Hernan MA, Reeves BC, Savovic J, Berkman ND,
Viswanathan M, Henry D, Altman DG, Ansari MT, Boutron I,
Carpenter JR, Chan AW, Churchill R, Deeks JJ, Hrobjartsson A,
Kirkham J, Juni P, Loke YK, Pigott TD, Ramsay CR, Regidor D,
Rothstein HR, Sandhu L, Santaguida PL, Schunemann HJ, Shea B,
Shrier I, Tugwell P, Turner L, Valentine JC, Waddington H, Waters
E, Wells GA, Whiting PF, Higgins JP (2016) ROBINS-I: a tool for
assessing risk of bias in non-randomised studies of interventions.
BMJ 355:i4919

27. Hozo SP, Djulbegovic B, Hozo I (2005) Estimating the mean and
variance from the median, range, and the size of a sample. BMC
Med Res Methodol 5:13

28. Balzano G, Zerbi A, Veronesi P, Cristallo M, Di Carlo V (2003)
Surgical treatment of benign and borderline neoplasms of the pan-
creatic body. Dig Surg 20:506–510

29. Cataldegirmen G, Schneider CG, Bogoevski D, Koenig A, Kaifi JT,
Bockhorn M, Deutsch LS, Vashist Y, Izbicki JR, Yekebas EF
(2010) Extended central pancreatic resection as an alternative for
extended left or extended right resection for appropriate pancreatic
neoplasms. Surgery 147:331–338

30. DiNorcia J, Ahmed L, Lee MK, Reavey PL, Yakaitis EA, Lee JA,
Schrope BA, Chabot JA, Allendorf JD (2010) Better preservation
of endocrine function after central versus distal pancreatectomy for
mid-gland lesions. Surgery 148:1247–1254

31. Hirono S, Tani M, Kawai M, Ina S, Nishioka R, Miyazawa M,
Shimizu A, Uchiyama K, Yamaue H (2009) A central pancreatec-
tomy for benign or low-grade malignant neoplasms. J Gastrointest
Surg 13:1659–1665

32. Kang CM, Lee JM, Kim MW, Yoon DS, Park JS, Lee WJ (2011)
Experiences in central pancreatectomy. Dig Surg 28:57–62

33. Lee SE, Jang JY, Hwang DW, Lee KU, Kim SW (2010) Clinical
efficacy of organ-preserving pancreatectomy for benign or low-
grade malignant potential lesion. J Korean Med Sci 25:97–103

34. Muller MW, Friess H, Kleeff J, Hinz U, Wente MN, Paramythiotis
D, Berberat PO, Ceyhan GO, Buchler MW (2006) Middle segmen-
tal pancreatic resection: an option to treat benign pancreatic body
lesions. Ann Surg 244:909–918

35. Ocuin LM, Sarmiento JM, Staley CA, Galloway JR, Johnson CD,
WoodWC, Kooby DA (2008) Comparison of central and extended
left pancreatectomy for lesions of the pancreatic neck. Ann Surg
Oncol 15:2096–2103

36. Shibata S, Sato T, Andoh H, Yasui O, Yoshioka M, Kurokawa T,
Watanabe G, Ise N, Kotanagi H, Asanuma Y, Koyama K (2004)
Outcomes and indications of segmental pancreatectomy.
Comparison with distal pancreatectomy. Dig Surg 21:48–53

37. Shikano T, Nakao A, Kodera Y, Yamada S, Fujii T, Sugimoto H,
Kanazumi N, Nomoto S, Takeda S (2010) Middle pancreatectomy:
safety and long-term results. Surgery 147:21–29

38. Su CH, Shyr YM, Lui WY, P'eng FK (2004) Surgical treatment for
serous cystadenoma of pancreas–segmental pancreatectomy or con-
ventional resection? Hepatogastroenterology 51:595–598

39. Yamaguchi K, Yokohata K, Ohkido M, Watanabe M, Ogawa Y,
Chijiiwa K, Tanaka M (2000) Which is less invasive–distal pancre-
atectomy or segmental resection? Int Surg 85:297–302

40. Bassi C, Dervenis C, Butturini G, Fingerhut A, Yeo C, Izbicki J,
Neoptolemos J, Sarr M, Traverso W, Buchler M (2005)
Postoperative pancreatic fistula: an international study group
(ISGPF) definition. Surgery 138:8–13

41. Wente MN, Veit JA, Bassi C, Dervenis C, Fingerhut A, Gouma DJ,
Izbicki JR, Neoptolemos JP, Padbury RT, Sarr MG, Yeo CJ,
Buchler MW (2007) Postpancreatectomy hemorrhage (PPH): an
International Study Group of Pancreatic Surgery (ISGPS) defini-
tion. Surgery 142:20–25

42. Wente MN, Bassi C, Dervenis C, Fingerhut A, Gouma DJ, Izbicki
JR, Neoptolemos JP, Padbury RT, Sarr MG, Traverso LW, Yeo CJ,
Buchler MW (2007) Delayed gastric emptying (DGE) after pancre-
atic surgery: a suggested definition by the International Study
Group of Pancreatic Surgery (ISGPS). Surgery 142:761–768

43. Huttner FJ, Koessler-Ebs J, Hackert T, Ulrich A, Buchler MW,
Diener MK (2015) Meta-analysis of surgical outcome after enucle-
ation versus standard resection for pancreatic neoplasms. Br J Surg
102:1026–1036

44. Ratnayake CB, Biela C, Windsor JA, Pandanaboyana S (2019)
Enucleation for branch duct intraductal papillary mucinous neo-
plasms: a systematic review and meta-analysis. HPB (Oxford) pii:

Langenbecks Arch Surg (2019) 404:945–958 957



S1365-182X(19)30536-2. https://doi.org/10.1016/j.hpb.2019.04.
015

45. Zhou Y, Zhao M, Wu L, Ye F, Si X (2016) Short- and long-term
outcomes after enucleation of pancreatic tumors: an evidence-based
assessment. Pancreatology 16:1092–1098

46. Okano K, Murakami Y, Nakagawa N, Uemura K, Sudo T,
Hashimoto Y, Kondo N, Takahashi S, Sueda T (2016) Remnant
pancreatic parenchymal volume predicts postoperative pancreatic
exocrine insufficiency after pancreatectomy. Surgery 159:885–892

47. Kusakabe J, Anderson B, Liu J, Williams GA, Chapman WC,
Doyle MMB, Khan AS, Sanford DE, Hammill CW, Strasberg
SM, Hawkins WG, Fields RC (2019) Long-term endocrine and
exocrine insufficiency after pancreatectomy. J Gastrointest Surg
23:1604–1613

48. Atema JJ, Jilesen AP, Busch OR, van Gulik TM, Gouma DJ,
Nieveen van Dijkum EJ: Pancreatic fistulae after pancreatic resec-
tions for neuroendocrine tumours compared with resections for
other lesions. HPB (Oxford) 2015;17:38–45

49. Dumitrascu T, Eftimie M, Aiordachioae A, Stroescu C, Dima S,
IonescuM, Popescu I (2018) Male gender and increased body mass
index independently predicts clinically relevant morbidity after
spleen-preserving distal pancreatectomy. World J Gastrointest
Surg 10:84–89

50. Ecker BL,McMillanMT, Allegrini V, Bassi C, Beane JD, Beckman
RM, Behrman SW, Dickson EJ, Callery MP, Christein JD, Drebin
JA, Hollis RH, House MG, Jamieson NB, Javed AA, Kent TS,
Kluger MD, Kowalsky SJ, Maggino L, Malleo G, Valero V, III,

Velu LKP, Watkins AA, Wolfgang CL, Zureikat AH, Vollmer
CM, Jr.: Risk factors and mitigation strategies for pancreatic fistula
after distal pancreatectomy: analysis of 2026 resections from the
international, multi-institutional distal Pancreatectomy study group.
Ann Surg 2019;269:143–149

51. Fingerhut A, Uranues S, Khatkov I, Boni L (2018) Laparoscopic
distal pancreatectomy: better than open? Transl Gastroenterol
Hepatol 3:49

52. Nakata K, Shikata S, Ohtsuka T, Ukai T, Miyasaka Y, Mori Y,
Velasquez VVDM, Gotoh Y, Ban D, Nakamura Y, Nagakawa Y,
Tanabe M, Sahara Y, Takaori K, Honda G, Misawa T, Kawai M,
YamaueH,Morikawa T, Kuroki T,MouY, LeeWJ, Shrikhande SV,
Tang CN, Conrad C, Han HS, Chinnusamy P, Asbun HJ, Kooby
DA,Wakabayashi G, Takada T, YamamotoM,NakamuraM (2018)
Minimally invasive preservation versus splenectomy during distal
pancreatectomy: a systematic review and meta-analysis. J
Hepatobiliary Pancreat Sci 25:476–488

Publisher’s note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.

Langenbecks Arch Surg (2019) 404:945–958958

https://doi.org/10.1016/j.hpb.2019.04.015
https://doi.org/10.1016/j.hpb.2019.04.015

	Central pancreatectomy: a comprehensive, up-to-date meta-analysis
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Methods
	Literature search strategy
	Study design and quality assessment
	Inclusion and exclusion criteria
	Data extraction
	Outcomes of interest
	Statistical analysis

	Results
	Literature search, study characteristics, and quality assessment
	Outcomes of meta-analysis comparing CP with DP
	Intraoperative outcomes
	Early postoperative outcomes
	Long-term postoperative outcomes

	Discussion
	Conclusions
	References


