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Learning curve of robot-assisted pancreatoduodenectomy

YUAN Yiting, LIANG Xiao

(Department of Hepatopancreatobiliary Surgery, Sir Run Run Shaw Hospital, School of Medicine, Zhejiang University, Hangzhou
310000, China)

Abstract Pancreaticoduodenectomy (PD) is currently a commonly used standard operation in the treatment of tumors around
the ampulla and pancreatic head, since the operation involves many organs and tissues around the region, due to its wide scope,
difficult reconstruction of digestive system, high postoperative complication rate and high mortality rate, PD has always been considered
as one of the most difficult operations in pancreatic surgery. In recent years, with the development of medical devices and technology,
minimally invasive pancreaticoduodenectomy has been widely used in clinical practice. The application of Da Vinci surgical system in
PD has benefited many patients. Compared with the conventional laparoscopic surgery, robot-assisted pancreaticoduodenectomy (RAPD)

could shorten the postoperative hospital stay and reduce intraoperative blood loss, although it has longer operative time. In addition,
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RAPD also has obvious advantages in the number of lymph node dissection and the rate of R, resection margin. However, RAPD is still

a challenge to most pancreatic surgeons, because there are many anastomoses to be reconstructed in the process of PD surgery, and a lot

of suture and knot tying to do, which inevitably leads to a longer learmning curve. Therefore, how many cases are needed to complete the

RAPD learning curve, and whether the safety and effectiveness of the initial stage of RAPD can be guaranteed are still indeterminate

for the popularization of this procedure. The current domestic and foreign researches on RAPD learning curve were summarized in this

paper, hoping to provide a certain reference for clinically clarifying RAPD learning curve.
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I Zeh H J 2 A"V 47 RAPD (1 v 7 i 2 0 25
ik 16% (8/50) . H i A w58k S8 & w52 vh
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