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ABSTRACT 

Robotic surgery has been a huge breakthrough in all fields of surgery, due to the three-dimensional view of 

the operating field, elimination of hand tremor, better dexterity from the instruments and a huge 

improvement of the capacity to do sutures, knots and complex dissection. Therefore, pancreatic surgery has 

also benefited from this new approach, especially in procedures such as pancreaticoduodenectomies and 

distal pancreatectomies, which are the most performed. 

Pancreatic robotic surgery has shown many advantages, such as less blood loss and shorter hospital stay, 

but some concerns still need to be addressed, especially the cost-effectiveness and the clinical outcomes of 

this approach. The learning curve is also an important factor to take into consideration, since literature is 

not consensual, and it influences the outcomes of this procedure. 

Although literature seems to agree on the potential benefits of pancreatic robotic surgery, more studies, 

such as randomized-controlled trials, are necessary to fully understand its impact. Besides, more literature 

is also needed to determine in what conditions this approach is indicated, by comparing the benefits and 

the downsides. 

Keywords: pancreas; robotic surgery; pancreaticoduodenectomy; distal pancreatectomy. 

INTRODUCTION 

Pancreatic surgery is still one of the most challenging areas of surgery and pancreatic cancer is known as 

one of the most aggressive solid tumors, related to a very poor prognosis [1, 2]. In these patients, the only 

option to be cured is through surgery, by removing the lesion [3], therefore, a search for the best technique 

to approach the lesions of the pancreas has led to an evolution of this surgical field. The first open pancreatic 

surgery was performed in the beginning of the 20th century and, following the rising concerns with safety, 

laparoscopy surgery appeared in the 1980s and was quickly adopted [1]. However, due to the complexity 

of this anatomical region, many surgeons remained reluctant to adopt this technique [4]. 

Robotic surgery came right after, since the DaVinci system was developed and approved in 2000, giving 

the surgeon three-dimensional stereoscopic views of the operating field, elimination of hand tremor, better 

dexterity from endo-wristed instruments and a huge improvement of the capacity to do sutures, knots and 

complex dissection [1, 4]. So, it comes as no surprise that robotic surgery has brought such excitement, 

considering the potential it brings to pancreatic surgery. This led to an increase on minimally invasive 

pancreatic surgery [4]. 

So far, robotic pancreatic surgery seems to be safe and feasible, as an alternative to open and laparoscopic 

interventions, however, some concerns need to be addressed, such as cost-effectiveness, efficacy and 

surgical outcomes [3, 5, 6]. This is also applicable to robotic pancreatic surgery in elderly patients (>85 

years old), since it has been proven that there is no increase in mortality, morbidity or length of hospital 

stay in this part of the population [7]. 
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Considering that there are a limited number of randomized-controlled trials and of comparative studies on 

this matter, there are still some controversies and there is an urgent need to investigate in depth the outcomes 

of robotic pancreatic surgery. This review aims to clarify and synthetize the most recent evidence on the 

robotic pancreatic surgery field, contemplating the advantages, controversies, outcomes and limitations of 

this practice, as well as the comparison between the robotic and the laparoscopic and open approaches, with 

emphasis on the pancreaticoduodenectomy and the distal pancreatectomy. 

METHODS 

Search criteria 

A review of the literature was performed using PubMed, Scopus and Web of Science databases. The search 

occurred during November of 2024 and was limited to publications between November 2019 and 

November 2024 and to the English language. The search was not filtered in respect to design or study type. 

The search was performed with emphasis on robotic pancreatic surgery, including search terms such as 

“robot-assisted”, “pancreas”, “pancreas/surgery”, “pancreaticoduodenectomy”, “distal pancreatectomy”, 

“outcomes” and “cost-effectiveness” and synonyms. 

ROBOTIC-ASSISTED PANCREATICODUODENECTOMY 

Pancreaticoduodenectomy is one of the most important operations in pancreatic surgery and it is a highly 

complex and time-consuming procedure, that is usually performed by open approach [8]. It is considered 

the standard for benign and malignant cancer in the periampullary region and pancreatic head [9]. As 

laparoscopic surgery appeared, it started to become an alternative to open surgery, as it reduced the surgical 

wound and therefore the postoperative pain [8]. However, this approach has been limited by its complexity 

and by the high-level skills required to perform it, as well as other disadvantages such as a limited range of 

movements and two-dimensional imaging [6, 8]. Therefore, robotic pancreaticoduodenectomy (RPD) came 

to change the paradigm of this procedure. [8] 

Numerous positive results of RPD have been described in studies such as randomized-controlled trials 

[7,10], for example, a shorter hospital stay after the surgery; wounds as small as 3-4cm (compared to the 

30-40cm wounds in open surgery); reduced blood loss; safety to perform this procedure in the elderly 

patients and low surgical mortality [8, 11-14]. However, the biggest concern on RPD is its elevated cost 

[8]. 

In order to understand whether RPD is the best approach, it is necessary to compare it with the open and 

the laparoscopic techniques. 

In comparison to laparoscopic pancreaticoduodenectomy (LPD), RPD has a better range of movements and 

a three-dimensional optic [9] and literature shows that it presents with less blood loss, lower wound 

infection rate and shorter hospital stay after surgery [10, 13-17]. When it comes to complications, such as 

blood transfusion, reoperation, postoperative pancreatic fistula and delayed gastric emptying, there is no 

significant difference between RPD and LPD [9]. RPD also has less vascular resections, but it has to do 
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with the selection of patients, since patients who undergo RPD tend to have tumors that do not involve 

vessels [9]. 

When it comes to OPD, for malignant tumors, RPD has a higher R0 resection rate and a similar lymph node 

harvest number [6] RPD is also associated with less blood loss and longer operative time [6, 9, 18]. Many 

factors may explain this longer operative time: the robot needs to be prepared before the operation and 

surgeons that haven’t surpassed the learning curve take more time operating [18]. However, both blood loss 

and operation time results show different results in different studies, since both are highly influenced by 

the proficiency of the surgeon [18]. Another study has also stated that RDP had a shorter operative time 

(260.77 min versus 453.79 min, p<0.001) [19], showing that findings in this matter are still controversial. 

RPD has also proven to have comparable perioperative mortality and postoperative complication rate and 

a shorter length of stay than OPD [6], and some studies even state that RPD has a lower 90-day mortality 

rate but referring that it is difficult to demonstrate [19]. RPD shows no increase in surgical risk compared 

to OPD [14, 17, 20-26]. In a study by A. Mantzavinou et al., RPD has shown a greater therapeutic index 

than OPD, although with no statistical significance (if p<0.05); this index quantified risk (30-day mortality 

rate) versus benefit (yield of lymph node harvest and curative tumor resection) [2]. In some studies, RPD 

also shows a larger amount of lymph nodes harvested and a lower resection margin, however, other studies 

reveal no significant difference in these aspects [16, 18, 27]. 

The international consensus statement on robotic pancreatic surgery [6] states that RPD can be used for 

benign or malignant disease in the pancreas head and duodenum that need resection and also for 

reconstruction of vessels if the surgeons have passed the RPD learning curve [6]. 

ROBOTIC-ASSISTED DISTAL PANCREATECTOMY 

Distal pancreatectomy is considered the standard treatment for tumors of the body and tail of the pancreas 

[28]. Since this procedure is less complex than the pancreaticoduodenectomy, as it does not involve 

reconstructions, the laparoscopic distal pancreatectomy (LDP) has been largely adopted by surgeons around 

the world [1]. Some studies have already confirmed that LDP is superior to open distal pancreatectomy 

(ODP) when it comes to recovery, hospital stay and blood loss [29]. Therefore, it is important to compare 

the robotic distal pancreatectomy (RDP) with LDP, in order to understand whether it is indeed a better 

approach. 

Most of the literature on this topic shows that RDP is safe and feasible [1]. Due to the characteristics of 

robotic surgery, such as a larger range of movement and a three-dimensional image, RDP has shown a short 

operative time and a fast recovery after surgery [4]. RDP also reported less blood loss, a higher spleen 

preservation rate (65% vs. 29% in LDP) and less postoperative fistulas [4]. 

The international consensus statement on robotic pancreatic surgery [6] states that RDP has a similar lymph 

nodes harvested rate and margin status to LDP in case of a malignant tumor. It also shows that RDP is as 

safe and feasible as LDP, as length of hospital stay, postoperative complications, perioperative mortality 

and rate of fistulas are similar as well. When it comes to spleen preservation, LDP and RDP have no 
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significant difference, even though RDP has higher preservation of the splenic vessels [6]. On the other 

hand, some recent literature is showing less blood loss, higher spleen preservation and shorter hospital stay 

in RDP in comparison to LDP [28, 30, 31], which emphasizes the need for more studies to evaluate these 

aspects. The oncological outcomes have proven similar between LDP and RDP [4]. In a recent large meta-

analysis, RDP has shown lower conversion rate, less unplanned splenectomies, higher splenic vessels 

preservation and less blood loss but a higher operation time, compared to LDP [28]. The operation time has 

controversial results in different studies, so more evidence is needed. This aspect seems to vary according 

to specific approaches, since, in general, when it comes to longer surgeries the duration of RDP is more 

similar to the duration of LDP [28], so more analyzes of subgroups are required to properly address this 

matter. 

In comparison to ODP, RDP has less blood loss and less length of stay in the hospital but a similar 

perioperative mortality, complication rate and fistula rate [6]. RDP has shown less need for blood 

transfusion, lower complications and shorter hospital stay than ODP [32]. In addition, no differences were 

found in operation time, blood loss, lymph nodes harvested, spleen preservation rate, morbidity rate and 

postoperative fistula [31-33]. 

MORBIDITY AND MORTALITY 

One of the fundamental aspects that need consideration in robotic surgery is whether it impacts the 

morbidity of the patients. Many studies have shown a better perioperative pain control and lower morbidity 

rates (as a result of lower blood loss, less complications and a better resection margin), as well as shorter 

length of hospital stay in patients who underwent robotic surgery [3, 8]. However, literature is still unclear 

about its oncological results [3]. The precise dissection around splenic vessels also allows robotic surgery 

to have a high rate of spleen-preserving procedures, which also leads to a better outcome in the 

postoperative period [3]. Therefore, robotic pancreatic surgery improves the quality of life of the patient, 

when compared to open or laparoscopic procedures [3]. 

Survival outcomes also need to be more addressed in literature, specifically through randomized-controlled 

trials. However, a study by Shyr YM et al. [8] showed 82,9% of 1-year survival, 45,3% of 3-year survival 

and 26,8% of 5-year survival in the RPD group, and, in comparison, 63,8%, 26,2% and 17,4% respectively 

in the OPD group [8]. A systematic review by Serra et al. [3] also states that the robotic procedures are 

associated with lower mortality. 

In addition, all of these advantages have been proved to be only possible with a surgical center specialized 

in these procedures, necessary for the better postoperative mortality and morbidity [3]. 

LEARNING CURVES 

When it comes to the learning curves, it is important to compare them between the open, laparoscopic and 

robotic approaches, instead of only looking at one of them. Although this topic is very controversial, it is 

stated in literature that the time to surpass learning curve for robotic surgery is shorter than the time to 

surpass the learning curve for laparoscopic surgery [34]. What also seems to be consensual is the fact that 
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formal training in a specialized center is necessary to successfully surpass this learning curve [34]. In order 

to compare procedures, it is essential to consider the learning curve, since it is relevant in aspects such as 

operative time and surgical outcomes. 

Literature has shown a huge heterogeneity on this matter, however, in a systematic review by Müller et al. 

is stated that the learning curve was 30 procedures for OPD, 39 for LPD, 35 for RPD and 16 for LDP and 

15 for RDP, with no information to access the learning curve for ODP [35]. The international consensus 

guidelines on robotic pancreatic surgery in 2023 states that more than 50 consecutive cases are needed to 

surpass the RPD learning curve [32]. 

To surpass the RDP learning curve, the international consensus statement on robotic pancreatic surgery 

states a need to perform 10-20 surgeries [6]. 

However, this data is highly heterogeneous and more studies need to be made in order to determine a 

consensual learning curve. 

COST-EFFECTIVENESS 

In a society ruled by costs, the evaluation of the costs of every medical procedure is essential to understand 

whether it is worth pursuing. In general, it is well established that robotic surgery is more expensive than 

the alternatives, literature stating that RDP is significantly more expensive than LDP [28]. In literature, the 

costs of distal pancreatectomy are the most studied and the ones with more evidence and so the focus of 

this topic will be on that specifical surgical technique. 

To access the costs of robotic surgery, it is necessary to consider not only the cost of the robot itself, but 

also the costs of the postoperative period. In a study by Vicente et al. [36] it was shown that the hospital 

stay and conversion to open surgery were shorter in RDP than LDP, representing a benefit in cost for the 

robotic approach. In this same study, RDP is proved to have a higher cost in utility but also higher quality-

adjusted life year (QALYs). When considering the shorter hospitalization cost of RDP, in opposition to the 

higher operative costs, the overall RDP costs are only slightly higher than LDP and they decrease with the 

experience of the surgeon [36]. RDP patients also have a faster return to work, which translate to a higher 

economic gain [37]. 

Since the difference in costs between RDP and LDP is slight and there is a benefit in QALYs, it can be 

accepted that the robotic approach is cost-effective. In another study, a threshold of 4800 Euros/QALY was 

described, so RDP could be considered cost-effective if this value is accepted by the institutions [37]. 

As robotic surgery is adopted by more and more surgeons and institutions, it will become more competitive 

in the market and its cost will probably decrease, making it even more appealing. 

CONCLUSION 
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Robotic surgery is an emerging field that came to change the paradigm of surgery as we know it. In the 

pancreatic field, it has allowed major breakthroughs due to its three-dimensional vision, large range of 

motion and elimination of the surgeon’s hand tremor [1, 4]. These characteristics are ideal to perform 

pancreatic surgery, but many matters need to be addressed in order to understand exactly its indications and 

limitations. Robotic surgery has been proven safe and feasible [3, 5, 6] and has shown advantages both in 

pancreaticoduodenectomies and distal pancreatectomies, such as less blood loss and shorter hospital stay. 

Furthermore, the costs of robotic surgery are extremely important to be taken into account, since they are 

highly elevated. However, these costs will probably decrease with the dissemination of these robots and 

with a more competitive market. 

In addition, more studies are necessary to define the specific indications of robotic surgery, as well as to 

analyze the oncological outcomes and compare them with the laparoscopic and open approaches. More 

randomized-controlled trials are also needed to address robotic surgery mortality and morbidity. In order to 

better understand the possible indications for robotic pancreatic surgery, more data on outcomes in specific 

patients’ subgroups who will benefit from a particular approach is needed. Studies to address the optimal 

learning curve are also necessary. 

Even though robotic surgery is a brand-new field and still requires plenty of research for us to fully 

understand its impact, its advantages on the hands of an experienced team are undeniable, as it increases 

postoperative quality of life and reduces complications of the surgery [4, 6], especially when it comes to 

distal pancreatectomies, where surgeons are adopting the robotic approach more and more. 
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knots and complex dissection [1, 4].”; Página 2 (Parágrafo 6): “So far, robotic pancreatic surgery 

seems to be safe and feasible, as an alternative to open and laparoscopic interventions, however, 

some concerns need to be addressed, such as cost-effectiveness, efficacy and surgical outcomes 

[3, 5, 6].”; Página 3 (Parágrafo 4): “Numerous positive results of RPD have been described in 

literature [7,10], such as a shorter hospital stay after the surgery; wounds as small as 3-4cm 

(compared to the 30-40cm wounds in open surgery); reduced blood loss; safety to perform this 

procedure in the elderly patients and low surgical mortality [8, 11-14]. However, the biggest 

concern on RPD is its elevated cost [8].”; Página 4 (Parágrafo 4): “Most of the literature on this 

topic shows that RDP is safe and feasible [1]. Due to the characteristics of robotic surgery, such 

as a larger range of movement and a three-dimensional image, RDP has shown a short operative 

time and a fast recovery after surgery [4]. RDP also reported less blood loss, a higher spleen 

preservation rate (65% vs. 29% in LDP) and less postoperative fistulas [4].”; Página 5 (Paráfrago 

3): “Therefore, robotic pancreatic surgery improves the quality of life of the patient, when 

compared to open or laparoscopic procedures [3].”; Página 6 (Parágrafo 3): “To surpass the RDP 



learning curve, the international consensus statement on robotic pancreatic surgery states a need 

to perform 10-20 surgeries [6].”. 

5) Appropriate evidence is generally present: Página 3 (Parágrafo 4): “Numerous positive results 

of RPD have been described in studies such as randomized-controlled trials [7,10], for example, a 

shorter hospital stay after the surgery; wounds as small as 3-4cm (compared to the 30-40cm 

wounds in open surgery); reduced blood loss; safety to perform this procedure in the elderly 

patients and low surgical mortality [8, 11-14]”; Página 4 (Parágrafo 3): “The international 

consensus statement on robotic pancreatic surgery [6] states that RPD can be used for benign or 

malignant disease in the pancreas head and duodenum that need resection and also for 

reconstruction of vessels if the surgeons have passed the RPD learning curve [6].”; Página 6 

(Parágrafo 2): “[...] in a systematic review by Müller et al. is stated that the learning curve was 30 

procedures for OPD, 39 for LPD, 35 for RPD and 16 for LDP and 15 for RDP, with no information 

to access the learning curve for ODP [35].”; Página 6 (Parágrafo 2): “The international consensus 

guidelines on robotic pancreatic surgery in 2023 states that more than 50 consecutive cases are 

needed to surpass the RPD learning curve [32].”. 

6) Relevant outcome data are generally presented appropriately: Página 3 (Parágrafo 4): “[…] 

wounds as small as 3-4cm (compared to the 30-40cm wounds in open surgery);” Página 4 

(Parágrafo 2): “Another study has also stated that RDP had a shorter operative time (260.77 min 

versus 453.79 min, p<0.001) [19]”; Página 5 (Parágrafo 4): “However, a study by Shyr YM et al. 

[8] showed 82,9% of 1-year survival, 45,3% of 3-year survival and 26,8% of 5-year survival in 

the RPD group, and, in comparison, 63,8%, 26,2% and 17,4% respectively in the OPD group [8].”; 

Página 6 (Parágrafo 2): “[...] in a systematic review by Müller et al. is stated that the learning curve 

was 30 procedures for OPD, 39 for LPD, 35 for RPD and 16 for LDP and 15 for RDP, with no 

information to access the learning curve for ODP [35].”. 
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text. If the institution has no formal ethics committee, a statement by the author(s), confirming adherence

to the terms of the Helsinki Agreement, must be included.

Manuscripts must conform to the instructions given below:

Submission of manuscripts:

The Journal only accepts online submissions in electronic format. All new manuscripts must be submitted

through Pancreatology online and review Website

(https://www.editorialmanager.com/Pancreatology/default.aspx). Authors are requested to submit the text,

tables, and figures in electronic form to this address.

Please follow the following steps to submit your manuscript:

1. Open the homepage of the Journal's website

https://www.editorialmanager.com/Pancreatology/default.aspx.

2. Register yourself for free, by clicking on register on the top and create a user profile with a desired

username and mandatory details. On submission of the information, you will receive an email

confirming your registration along with the 'Password'.

3. Click "Log In" on the main navigation menu at the top of the journal screen to open the login page.

4. Enter your username and password in the appropriate fields (e-mailed to you at the time of

registration).

5. Click "Author Log in", this will take you to the "Author Main Menu".

Note : Please note that the username and password combination required for Elsevier Editorial System is

different from your username and password combination used to "Track your paper" on the Elsevier

"Authors' Home" website.

By submitting a manuscript online, the author agrees to the following:

1. The work is original and free from plagiarism.

2. It has not been submitted for publication and/or is not under consideration for publication at another

Journal.

3. All authors are aware of the order of authorship. The submitting author shall be solely responsible, in

case any disputes arise.
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4. Once published, the copyright of the manuscript(s) shall stand transferred to the Journal.

5. 'Conflict of interest', if any, must be explicitly stated at the end of the manuscript.

This journal offers authors a choice in publishing their research:

Open Access

Articles are freely available to both subscribers and the wider public with permitted reuse

An Open Access publication fee is payable by authors or their research funder

Subscription

Articles are made available to subscribers as well as developing countries and patient groups through

our access programs (https://www.elsevier.com/access)

No Open Access publication fee

All articles published Open Access will be immediately and permanently free for everyone to read and

download. Permitted reuse is defined by your choice of one of the following Creative Commons user

licenses:

Creative Commons Attribution (CC BY): lets others distribute and copy the article, to create extracts,

abstracts, and other revised versions, adaptations or derivative works of or from an article (such as a

translation), to include in a collective work (such as an anthology), to text or data mine the article, even for

commercial purposes, as long as they credit the author(s), do not represent the author as endorsing their

adaptation of the article, and do not modify the article in such a way as to damage the author's honor or

reputation.

Creative Commons Attribution-NonCommercial-NoDerivs (CC BY-NC-ND): for non-commercial purposes,

lets others distribute and copy the article, and to include in a collective work (such as an anthology), as

long as they credit the author(s) and provided they do not alter or modify the article.

To provide Open Access, this journal has a publication fee which needs to be met by the authors or their

research funders for each article published Open Access. Your publication choice will have no effect on the

peer review process or acceptance of submitted articles.

The publication fee for this journal is $3000, excluding taxes. Learn more about Elsevier's pricing policy:

https://www.elsevier.com/openaccesspricing

Type of manuscripts:
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Original article: Length - up to 5000 words; maximum of 7 Figures/Tables.

Rapid Communication: Manuscripts intended for rapid communication must present new findings of

sufficient importance to justify their accelerated acceptance. Readers are invited to send their

contributions to the address given under Submission. Manuscripts should follow the regular arrangement

of research papers, including an abstract not exceeding 150 words. Rapid communications should not be

more than four printed pages in length (including figures, tables and references). Rapid communications

will only be accepted as they are or with minor modifications. Rejected manuscripts can only be

reconsidered as regular papers. Review will be rapid, and once accepted, the paper will be included in the

next planned issue.

Review article: Review articles are commissioned by the Editors or Associate Editors and no unsolicited

material is accepted. However, suggestions on topics for future review articles in forthcoming issues may

be considered and should be discussed with one of the editors before submission. Length - up to 5000

words; maximum of 7 Figures/Tables and up to 100 references. Please include the following in your cover

letter - `This review article was commissioned by XXX Editor-in-chief (or) XXX associate editor.' (Where XXX

stands for the editor who commissioned your paper)

Letter to Editor: Letters to the Editor will be considered for publication if they are related to articles

published in recent issues of Pancreatology. The length of a Letter to the Editor should not exceed 600

words and no abstract or subheading is required. A total number of 2 tables or figures are allowed.

References should not exceed a maximum of 10. Supplementary material is allowed for research letters.

Case report: Pancreatology does not consider case reports for publication.

Editorial

Virtual Microscope The journal encourages authors to supplement in-article microscopic images with

corresponding high resolution versions for use with the Virtual Microscope viewer. The Virtual Microscope

is a web based viewer that enables users to view microscopic images at the highest level of detail and

provides features such as zoom and pan. This feature for the first time gives authors the opportunity to

share true high resolution microscopic images with their readers. More information and examples. Authors

of this journal will receive an invitation e-mail to create microscope images for use with the Virtual

Microscope when their manuscript is first reviewed. If you opt to use the feature, please contact

virtualmicroscope@elsevier.com for instructions on how to prepare and upload the required high

resolution images.

Submission of Manuscripts. Manuscripts must conform to the instructions given below:

General: Type the manuscript (using 'Times New Roman' font, size 10) with double spaces. Please arrange

the manuscript as follows: Title page, Abstract, Introduction, Methods, Results, Discussion, and References.

Number all pages consecutively, beginning with the title page. Figures and Tables must be referred to in
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the manuscript. If necessary, consult a recent issue of the Journal for details. Only the Title page should

bear the names and addresses of the author(s). Editorials are mostly accepted by invitation only.

Title page: The first page of each paper should indicate the title, the authors' names, the institute where

the work was conducted, and a short title to use as the running head.

Full address: The exact postal address of the corresponding author, complete with postal code must be

provided at the bottom of the title page. Also, please provide phone, fax as well as e-mail details.

Key words: Please supply up to 5 key words in English that reflect the content of the paper.

Abstract: Original articles should include a structured abstract of about 250 words under the following

headings:

Background/Objectives: What is the major problem that prompted the study?

Methods: How was the study performed?

Results: Most important findings?

Conclusions: Most important conclusion?

[See Ann Intern Med 1990; 113: 69-76]. References should not be included. Up to 5 key words, not present in

the title, to assist indexing, should be typed in alphabetical order below the Abstract; and these may be

obtained from the Medical Subject Headings (MeSH) database of 'Pubmed'.

Acknowledgements: These should appear at the end of the manuscript. The source of funding as well as a

disclosure statement mentioning conflict of interest, if any, should appear under this heading. All authors

must disclose any financial and personal relationships with other people or organizations that could

inappropriately influence (bias) their work. Examples of potential conflicts of interest include employment,

consultancies, stock ownership, honoraria, paid expert testimony, patent applications/registrations, and

grants or other funding. Authors should complete the declaration of interest statement using this template

and upload to the submission system at the Attach/Upload Files step. If there are no interests to declare,

please choose: 'Declarations of interest: none' in the template. More information.

References: References must be numbered in the order, in which they first appear in the text and identify

the same in the text in superscript. References may be placed at the end of the manuscript. Publications as

abstract and letters should be identified in parentheses. The responsibility for accuracy of references lies

with the respective authors. The Journal is in agreement with the International Committee of Medical

Journal Editors (www.icmje.org). The general arrangement, abbreviations of the Journal names and

punctuations followed are as per the Uniform Requirements for Manuscripts submitted to Biomedical

Journals (www.icmje.org). Please pay attention to the style of references and punctuations as follows:
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Journal article

List all authors when six or less as shown in the example below:

Tallon D, Chard J, Dieppe P. Exploring the priorities of patients with osteoarthritis of the knee. Arthritis Care

and Res 2000; 13: 312-9. In the case of seven or more authors, list only the first six and add et al.

Book or monograph

Following is an example: Cassidy JT. Juvenile rheumatoid arthritis. In: Textbook of Rheumatology 6th ed,

Kelly et al (eds) Philadelphia Saunders 2000; pp. 1297-313.

Papers published only with DOI numbers:

Theoharides TC, Boucher W, Spear K: Serum interleukin-6 reflects disease severity and osteoporosis in

mastocytosis patients. Int Arch Allergy Immunol DOI: 10.1159/000063858.

Data references

This journal encourages you to cite underlying or relevant datasets in your manuscript by citing them in

your text and including a data reference in your Reference List. Data references should include the

following elements: author name(s), dataset title, data repository, version (where available), year, and

global persistent identifier. Add [dataset] immediately before the reference so we can properly identify it as

a data reference. This identifier will not appear in your published article.

For reference style 3 Vancouver Numbered:

[dataset] [5] Oguro M, Imahiro S, Saito S, Nakashizuka T. Mortality data for Japanese oak wilt disease and

surrounding forest compositions, Mendeley Data, v1; 2015. http://dx.doi.org/10.17632/xwj98nb39r.1.

Tables: Each Table should be typed on a separate page and numbered consecutively in Arabic numerals.

Necessary explanatory notes, if any, may be given below the Table.

Figures/Illustrations/Photographs: Photographs may be submitted as 'jpg', or 'tiff ' files in a zipped folder.

In clinical photographs, identity of the subjects should be suitably masked; in case this is not possible, a

written permission from the concerned person must accompany the manuscript. Only high-resolution

photographs of figures (300 DPI JPG/ TIF scanned image of the figures; low resolution files of figures i.e.

less than 300 DPI are not appropriate for printing) are accepted to be included along with each

manuscript.

Data Visualizations
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Include interactive data visualizations in your publication and let your readers interact and engage more

closely with your research. Follow the instructions here to find out about available data visualization

options and how to include them with your article.

Legends to Figures: The Figure number (numbered consecutively in Arabic numerals), title and explanations

of the Figures should appear in the legend (not on the Figure).This text should not exceed 200 words. Type

the legends on a separate page. Enough information should be included to interpret the Figure without

reference to the text.

Units: All measurements must be in metric units, preferably with corresponding SI units in parentheses.

REVISED SUBMISSIONS:

Please submit a detailed, point-by-point response to the reviewers? comments. Please ensure that you

include the text of the specific comment to which you are responding. NOTE: While submitting a revised

manuscript, please make sure that the "Revised clean version" is tagged under the category "Manuscript"

and not "Manuscript with track changes". The file with the changes highlighted can be tagged under

"Manuscript with track changes".

Special Requirement:

1. 'Pancreatology' requires the authors to confirm that they qualify for (co-)authorship, according to the

'Uniform Requirements for Manuscripts' published in the guidelines of the 'International Committee of

Medical Journal Editors' in 1988 as follows:

Authorship credit should be based only on substantial contributions to:

(a) Conception and design, or analysis and interpretation of data;

(b) Drafting the article or revising it critically for important intellectual content;

(c) Final approval of the version to be published.

Conditions (a), (b), and (c) must all be met. Participation solely in the acquisition of funding or the collection

of data does not justify authorship. General supervision of the research group is also not sufficient for

authorship. Any part of an article critical to its main conclusions must be the responsibility of at least one

author. Persons who have contributed intellectually to the article but whose contributions do not justify

authorship may be named and their particular contribution described in the 'Acknowledgements'.

Importantly, it must be noted that such person(s) must have extended their permission to be named.
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For questions about the editorial process (including the status of manuscripts under review) or for technical

support on submissions, please visit our Support Center.

All content on this site: Copyright © 2024 Elsevier B.V., its licensors, and contributors. All rights are reserved, including those for text and data mining, AI training,

and similar technologies. For all open access content, the Creative Commons licensing terms apply.

https://service.elsevier.com/app/home/supporthub/publishing/
https://www.elsevier.com/
https://www.relx.com/

