The
PANCREAS

AN INTEGRATED TEXTBOOK OF BASIC SCIENCE,
MEDICINE, AND SURGERY

EDITED BY HANS G. BEGER, MARKUS W. BUCHLER, RALPH H. HRUBAN,
JULIA MAYERLE, JOHN P. NEOPTOLEMOS, TOORU SHIMOSEGAWA,
ANDREW L. WARSHAW, DAVID C. WHITCOMB, and YUPEI ZHAO

W
SV

=l
- WILEY Blackwell






The Pancreas






The Pancreas

An Integrated Textbook of Basic Science, Medicine, and Surgery
Fourth Edition

Edited by

Hans G. Beger, MD, FACS (Hon.), JSS (Hon.), CSS (Hon.)

Founding Editor, Professor Emeritus of Surgery, University of Ulm, Ulm, Germany.

Markus W. Biichler, MD FACS (Hon.), FRCS (Hon.), FASA (Hon.)
Professor of Surgery, University of Heidelberg, Heidelberg, Germany.

Ralph H. Hruban, MD FACS (Hon.), FRCS (Hon.), FASA (Hon.)

Baxley Professor and Director, Department of Pathology, and Director of the Sol Goldman Pancreatic Research Center, Johns Hopkins
University School of Medicine, Baltimore, USA.

Julia Mayerle, MD

Professor of Internal Medicine, Gastroenterology and Hepatology, Chair Department of Medicine Il, LMU Klinikum, Ludwig-Maximilians-
University, Munich, Germany.

John P. Neoptolemos, MA, MB, BCHIR, MD FRCS, FMEDSCI, MAE

Professor of Surgery, Department of Surgery, University of Heidelberg, Heidelberg, Germany.

Tooru Shimosegawa, MD, PhD

Professor Emeritus Department of Gastroenterology, Tohoku University Graduate School of Medicine, Sendai, Miyagi, Japan.

Andrew L. Warshaw, MD, FACS, FRCSEd (Hon.)

W. Gerald Austen Distinguished Professor of Surgery, Harvard Medical School, and Surgeon-in-Chief Emeritus, Massachusetts General
Hospital, Boston, USA.

David C. Whitcomb, MD, PhD

Professor of Medicine, Cell Biology & Physiology, Human Genetics, Division of Gastroenterology, Hepatology and Nutrition, University of
Pittsburgh and UPMC, Pennsylvania, USA.

Yupei Zhao, MD, FICS (Hon.), FACS (Hon.), FRCS (Engl) (Hon.), FCSHK (Hon.)
Professor of Surgery, Department of General Surgery, Peking Union Medical College Hospital, Beijing, P.R. China.

Coordinating Editor

Christiane Grof

German Foundation for the Fight Against Pancreatic Cancer, c/o University of Ulm, Ulm, Germany

WILEY Blackwell



This edition first published 2023
© 2023 John Wiley & Sons Ltd

John Wiley & Sons Ltd (1e 1998, 2e 2008, 3e 2018)

All rights reserved. No part of this publication may be reproduced, stored in a retrieval system, or transmitted, in any form or by any means,
electronic, mechanical, photocopying, recording or otherwise, except as permitted by law. Advice on how to obtain permission to reuse material
from this title is available at http://www.wiley.com/go/permissions.

The right of Hans G. Beger, Markus W. Biichler, Ralph H. Hruban, Julia Mayerle, John P. Neoptolemos, Tooru Shimosegawa, Andrew L. Warshaw,
David C. Whitcomb, and Yupei Zhao to be identified as the editorial material in this work has been asserted in accordance with law.

Registered Offices
John Wiley & Sons, Inc., 111 River Street, Hoboken, NJ 07030, USA
John Wiley & Sons Ltd, The Atrium, Southern Gate, Chichester, West Sussex, PO19 85Q, UK

For details of our global editorial offices, customer services, and more information about Wiley products visit us at www.wiley.com.

Wiley also publishes its books in a variety of electronic formats and by print-on-demand. Some content that appears in standard print versions of
this book may not be available in other formats.

Trademarks: Wiley and the Wiley logo are trademarks or registered trademarks of John Wiley & Sons, Inc. and/or its affiliates in the United States
and other countries and may not be used without written permission. All other trademarks are the property of their respective owners. John
Wiley & Sons, Inc. is not associated with any product or vendor mentioned in this book.

Limit of Liability/Disclaimer of Warranty

The contents of this work are intended to further general scientific research, understanding, and discussion only and are not intended and should not
be relied upon as recommending or promoting scientific method, diagnosis, or treatment by physicians for any particular patient. In view of ongoing
research, equipment modifications, changes in governmental regulations, and the constant flow of information relating to the use of medicines,
equipment, and devices, the reader is urged to review and evaluate the information provided in the package insert or instructions for each medicine,
equipment, or device for, among other things, any changes in the instructions or indication of usage and for added warnings and precautions.

While the publisher and authors have used their best efforts in preparing this work, they make no representations or warranties with respect to the
accuracy or completeness of the contents of this work and specifically disclaim all warranties, including without limitation any implied warranties

of merchantability or fitness for a particular purpose. No warranty may be created or extended by sales representatives, written sales materials or
promotional statements for this work. This work is sold with the understanding that the publisher is not engaged in rendering professional services.
The advice and strategies contained herein may not be suitable for your situation. You should consult with a specialist where appropriate. The fact
that an organization, website, or product is referred to in this work as a citation and/or potential source of further information does not mean that
the publisher and authors endorse the information or services the organization, website, or product may provide or recommendations it may make.
Further, readers should be aware that websites listed in this work may have changed or disappeared between when this work was written and when it
is read. Neither the publisher nor authors shall be liable for any loss of profit or any other commercial damages, including but not limited to special,
incidental, consequential, or other damages.

Library of Congress Cataloging-in-Publication Data

Names: Beger, H. G. (Hans G.), editor.

Title: The pancreas : an integrated textbook of basic science, medicine,
and surgery / edited by Hans G. Beger, Markus W. Biichler, Ralph H.
Hruban, Julia Mayerle, John P. Neoptolemos, Tooru Shimosegawa, Andrew L.
Warshaw, David C. Whitcomb, Yupei Zhao, Christiane Gross.

Otbher titles: Pancreas (Beger)

Description: Fourth edition. | Hoboken, NJ : Wiley, 2023. | Includes
bibliographical references and index.

Identifiers: LCCN 2022047652 (print) | LCCN 2022047653 (ebook) | ISBN
9781119875970 (cloth) | ISBN 9781119875987 (adobe pdf) | ISBN
9781119875994 (epub)

Subjects: MESH: Pancreatic Diseases—physiopathology | Pancreatic
Diseases—therapy | Pancreatectomy—methods | Pancreas—physiology

Classification: LCC RC857 (print) | LCC RC857 (ebook) | NLM W1 803 | DDC
616.3/7—dc23/eng/20221209

LC record available at https://lccn.loc.gov/2022047652

LC ebook record available at https://lccn.loc.gov/2022047653

Cover Design: Wiley
Cover Image: Courtesy of Carolyn Hruban

Set in 10/12pt WarnockPro by Straive, Pondicherry, India


http://www.wiley.com/go/permissions
http://www.wiley.com

Preface

The fourth edition of The Pancreas presents the most
comprehensive and latest knowledge about the genetic and
molecular biological basis of embryology, anatomy, physi-
ology, pathophysiology, and pathology for all disorders of
the pancreas. Compared to the first edition, published in
1998, the fourth edition contains three newly addressed
diseases of the pancreas: autoimmune pancreatitis, benign
and premalignant cystic neoplasms, and neuroendocrine
tumors. The understanding of the functions and dysfunc-
tions of the exocrine and endocrine pancreas is derived
from increasingly profound molecular biological data on
the actions of compounds in subcellular compartments
and intracellular transcription pathways. In the respective
chapters, the presentation of the inflammatory (acute or
chronic) and oncological diseases (benign, premalignant,
or advanced cancer) is based on molecular biological
understanding of pathomorphological processes and clini-
cal phenomena. In clinical pancreatology, new and
improved technical devices enable the gastroenterologist
and the gastrointestinal surgeon to identify lesions by high-
resolution imaging techniques, imaging of metabolic pro-
cesses, and intrapancreatic ductal morphologic processes.
The molecular profiling of pancreatic ductal adenocarci-
noma has provided a deeper understanding of the genomic
alterations that drive pancreatic ductal adenocarcinoma,
including driver genes, actionable mutations, copy number
alterations, patterns of genomic aberrations, structural
variations, and mutational signatures. These findings have
transformed our biological genomic understanding, but
are still of limited clinical utility. Significant progress has
been made in understanding the molecular pathogenesis
of pancreatic cancer and identification of various molecu-
lar subtypes. However, this improved understanding has
unfortunately not yet led to relevant progress for the
patient’s cure, although survival gain after radical cancer
resection in addition with neoadjuvant chemotherapy is
significant for selected groups of patients.

The synergistic interaction of basic scientists, patholo-
gists, gastroenterologists, and gastrointestinal tract

surgeons in the field of investigative and clinical
pancreatology has led to a better understanding of pan-
creatic diseases through combining the knowledge of
each to achieve the best management. Most importantly,
the decision-making for patients with an option to be
successfully treated for pancreatic disease is increasingly
based on high-evidence data from clinical trials on treat-
ment. New technical devices—endoscopic visualization
of cellular abnormalities, laparoscopic minimally inva-
sive surgical approaches, and robotic surgery—have led
to significant clinical improvement. The establishment
of local, parenchyma-sparing surgical approaches for the
increasing number of benign tumors, cystic neoplasms,
and neuroendocrine tumors have significantly improved
the patient’s outcome compared to classical pancreatic
resections.

The goal of this fourth edition is to provide the clini-
cian with the most current evidence-based synthesis of
understanding of pancreatic diseases, functional assess-
ment, diagnostic and technical devices, treatment
options, and outcome results. All chapters are written by
leading international experts on the topic. A major part
of this edition has been contributed by international
basic scientists, who provide an understanding of the
molecular basis of pancreatic functions and dysfunc-
tions. The editors acknowledge and are deeply indebted
to all authors who have contributed to this edition. Their
diligent efforts have provided state-of-the-art knowl-
edge, particularly in regard to decision-making based on
clinical evidence.

Hans G. Beger, Ulm

Markus W. Biichler, Heidelberg
Ralph H. Hruban, Baltimore
Julia Mayerle, Miinchen

John P. Neoptolemos, Heidelberg
Tooru Shimosegawa, Sendai
Andrew L. Warshaw, Boston
David C. Whitcomb, Pittsburgh
Yupei Zhao, Beijing
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Anatomy of the Pancreas

The pancreas is a unique exocrine and endocrine organ
located in the retroperitoneal region of the upper
abdominal cavity. In humans, when fully formed, the
organ has a distinct head, body, and tail, with the head of
the pancreas contacting the duodenal region of the intes-
tines (the main pancreatic duct drains into the duode-
num) and the tail of the pancreas abutting the spleen.
The greatest mass of the organ is present in the head,
which is composed of tissue derived from two independ-
ent anlagen (see later). In other mammals, such as dogs
and mice, the organ has a far less distinct structure and is
identified as an amorphous pink tissue adjacent to the
mesentery that runs along the upper intestinal wall.

The cells of the pancreas are arranged into distinct
lobules composed primarily of the digestive enzyme-
producing cells of the exocrine pancreas, which are
arranged into acini (so-called acinar cells), the ductal
structures that conduct these digestive enzymes to the
intestines, and distinct clusters of endocrine cells, the
islets of Langerhans, that secrete hormones and function
to regulate glucose uptake and release and serum glucose
levels. There are five recognized cell types within the
islets, the a, B, 8, €, and PP cells, which produce the hor-
mones glucagon, insulin, somatostatin, ghrelin, and pan-
creatic polypeptide, respectively. The majority of the
pancreatic tissue mass (more than 90-95%) is present
within the exocrine compartment of the organ, with the
islets of Langerhans, scattered throughout the tissue.
The pancreas also has connective tissue, derived from
the embryonic mesenchyme, which forms the septa that
separate the many lobules of the organ. Mesenchyme-
derived stromal cells are also present in the interlobular
regions surrounding the pancreatic ducts, blood vessels,

and nerves. In the following sections, we explore how
these disparate cell types come together to form the
pancreas.

Organogenesis in the Region of the
Pancreas

Around day 14, the embryonic bilaminar germ disk is
composed of a layer of epiblast and a layer of hypoblast.
At this time, a faint groove appears along the longitudi-
nal midline of the germ disk that develops into a struc-
ture called the primitive streak [1]. Around day 15,
epiblast cells near the primitive streak undergo a mor-
phologic change and migrate through the primitive
streak into the space between the epiblast and hypoblast
in a process known as gastrulation (Fig. 1.1). Some of the
ingressing epiblast cells invade the hypoblast, which is
eventually replaced by a new layer of epiblast-derived
cells known as the definitive endoderm. Additional
migrating epiblast cells occupy the space between the
epiblast and the definitive endoderm to form a third
layer of cells called the intraembryonic mesoderm
(Fig. 1.1). As cells of the germinal disk migrate anteriorly
to form a head process and lateral regions roll under-
neath to form an approximately cylindrical body shape,
the endoderm is rolled into a tube that projects into the
developing head region of the embryo surrounded by
the mesoderm layer. This is the primitive digestive tube.
The pancreas is specified by two separate outgrowths
that arise on the dorsal and ventral surfaces of the primi-
tive digestive tube. The epithelial cells of the pancreas
originate from the interior lining of the primitive gut
tube, which consists of a single layer of endoderm.
A layer of mesenchyme, from which the muscle and
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Bilaminar germ disk

L

Primitive streak  (p)

Epiblast |

Hypoblast

14-15 days Endoderm

16 days Mesoderm Definitive endoderm

Figure 1.1 Germ disks sectioned through the region of the primitive streak, showing gastrulation. (a) On days 14 and 15, the ingressing
epiblast cells replace the hypoblast to form the definitive endoderm. (b) The epiblast that ingresses on day 16 migrates between the
endoderm and epiblast layers to form the intraembryonic mesoderm. Source: Larsen 2001 [1]. Reproduced with permission of Elsevier.

connective tissue of the gastrointestinal organs are
derived, surrounds the endoderm.

The anterior regions of the endoderm form the fore-
gut; regions posterior to the foregut form the midgut and
hindgut. The most anterior regions of the foregut give
rise to the esophagus and stomach. Just posterior to the
foregut, the endoderm is continuous with the yolk sac,
which extends outside the embryo, in a region known as
the anterior intestinal portal. Endodermally derived cells
close to the anterior intestinal portal specify the pan-
creas. The duodenum and liver are also specified by fore-
gut endoderm in this region.

Thus, many gastrointestinal tissues are specified at the
same time from a fairly restricted region of the gut endo-
derm. How are each of these organs specified in the
appropriate anatomic location, and how do they differ-
entiate properly into mature functional organs? The epi-
thelial organs of the developing embryo originate as buds
from the endoderm as the appropriate temporal and spa-
tial cues are received. Thus, proper initiation and loca-
tion of endodermally derived organs are regulated by the
activation status of important signal transduction path-
ways involved in animal development, including the
hedgehog, Notch, and fibroblast growth factor (FGF)
signaling pathways.

Early Pancreatic Development

During the fourth week of gestation, two buds appear on
the dorsal and ventral sides of the foregut near the ante-
rior intestinal portal. These epithelial buds indicate the
specification of the pancreas. These buds initially grow

and differentiate independently, but later fuse to form a
single organ. The anlage on the dorsal side, the dorsal
pancreatic bud, appears first and gives rise to the dorsal
pancreas. The cells of the dorsal pancreas will give rise to
the head, body, and tail of the mature pancreas. The sec-
ond pancreatic anlage appears shortly after the appear-
ance of the dorsal pancreatic bud. This bud, which
appears on the ventral side of the gut tube, is appropri-
ately called the ventral pancreatic bud and develops into
the ventral pancreas, which forms part of the head of the
pancreas. Both pancreatic buds develop simultaneously,
and the proliferating epithelial cells grow as projections
into the surrounding mesenchymal tissue. During this
time, the development of the intestines, and importantly
the duodenum, continues. Rotation and asymmetric
growth of the duodenum move the originally ventral part
to a dorsal location, carrying with it the ventral pancreas
and the primordial common bile duct. As the duodenum
begins to rotate into its appropriate anatomic location,
the ventral pancreas also rotates around the gut tube
such that the ventral and dorsal pancreata lie adjacent to
each other. These pancreatic rudiments then fuse to
form a single organ. While both developing pancreatic
buds independently form pancreatic ducts, the lumens
of which are continuous with the lumen of the primitive
gut, after they fuse their primary ducts anastomose to
form the main pancreatic duct (Fig. 1.2). The region of
the primary duct of the ventral pancreas proximal to the
duodenum fuses with the primary duct of the dorsal
pancreas and becomes the primary drainage into the
duodenum, entering the duodenum immediately adja-
cent to the common bile duct. The proximal region of
the primary duct of the dorsal pancreas sometimes



Accessory
pancreatic

duct Duct of dorsal pancreas

Main pancreatic duct
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Figure 1.2 Contributions of the dorsal and ventral pancreas to the
definitive organ. The ventral pancreas becomes most of the head.
The dorsal pancreas becomes the remainder of the head, plus the
body and tail. The duct of the dorsal pancreas contributes a large
part of the main pancreatic duct plus the accessory duct. The duct
of the ventral pancreas becomes the part of the main duct nearest
the duodenum.

remains as an accessory drainage but often regresses.
The ducts sometimes fail to fuse, in which event two
independent duct systems drain into the duodenum.

Signaling Governing Early Pancreatic
Development

Early pancreatic development and establishing pancre-
atic identity are governed by the interplay between
several critical transcription factors and intercellular
signaling pathways. PDX1 and PTF1A are among the
earliest transcription factors expressed in the pancreatic
progenitor populations, and their functions are critical
for pancreatic development [2—5]. In mice, PDX1 expres-
sion is first detected in the primitive gut tube at embry-
onic day 8.5 (E8.5), which corresponds to ~25-27 days in
humans. PDX1 expression demarcates the prospective
pancreatic domain, which is then followed by PTF1A
expression in pancreatic endoderm at E9.5 [5-7]. Mice
lacking either transcription factor display pancreatic
agenesis [2,3,5,8].

In addition to the transcription factors, several key
intercellular signaling pathways between gut endoderm
and mesenchyme, including the hedgehog, FGF, Notch
and Hippo pathways, play important roles in establishing
the pancreatic identity and controlling the expression of
these transcription factors. Research studies have shown
that sonic hedgehog (SHH), the ligand of the hedgehog
pathway, is excluded from the prospective pancreatic
region, but is present in the region of foregut that
becomes the duodenum, and ectopic expression of SHH

Differentiation of Pancreas Cell Types

in the pancreas induces an intestinal fate, suggesting that
SHH signaling may specify a duodenal versus pancreatic
fate in the posterior foregut [9,10]. Another well-
understood pathway mediating the mesenchymal-
epithelial interaction is the FGF signaling pathway, in
particular the FGF10-FGFR2 ligand-receptor pair.
During early pancreatic development, FGF10 is highly
expressed in the primitive mesenchyme, whereas its
receptor FGFR2 is present in the pancreatic epithe-
lium [11]. Mouse genetic experiments demonstrated that
FGF10 provides the pro-proliferative signal to promote
the expansion of the progenitor pool in the pancreatic
epithelium [11]. In addition, FGF10 signaling from the
mesenchymal cells is critical for maintaining the epithe-
lial expression of SOX9 [12]. SOXO9 is another transcrip-
tion factor critical for early pancreatic development, and
it exerts its function in part by controlling the expression
of the FGF10 receptor FGFR2 [12,13]. Together, the
complex regulatory loop between these signaling path-
ways and transcription factors in the epithelium and
mesenchyme coordinates early organ growth and the
establishment and maintenance of pancreatic identity.

Differentiation of Pancreas Cell
Types

The acinar, ductal, and endocrine cells of the pancreas
are all produced through the proliferation and differen-
tiation of the epithelial cells of both pancreas primordia.
The cells appear homogeneous during the early stages of
development as they proliferate and grow into the sur-
rounding mesenchyme as finger-like projections. The
epithelial cells form undifferentiated tubules that branch
and anastomose as they penetrate into the mesenchyme
to generate a tubular network, which resembles an
immature (and nonfunctional) duct system. The acinar
cells appear as clusters of cells at the ends of branches of
this tubular network. The endocrine cells appear as cells
that delaminate from the tubular epithelium and reaggre-
gate in isolated clusters embedded within the developing
parenchyma. The existing cells within these small iso-
lated endocrine clusters proliferate, and these clusters
therefore expand to form the islets.

Apparent differentiation of pancreas epithelial cells
into endocrine cells can be identified beginning at
12 weeks of gestation with the detection of endocrine
granules. Most of the endocrine differentiated cells iden-
tified at this time express glucagon and are therefore
believed to be a cells. Importantly, lineage-tracing exper-
iments performed in mice demonstrated that these early
a cells do not act as endocrine progenitors, as f cells, the
predominant cell type in the mature islet, are derived
from glucagon-negative cells [14]. Differentiation of

5
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acinar cells is detected at approximately 16 weeks, as
identified by the appearance of zymogen granules.
Interestingly, not all enzymes are elaborated at once—
detection of trypsinogen does not occur until approxi-
mately 22 weeks. The digestive enzyme-positive cells
arise as clusters from the undifferentiated tubules, the
expansion of which is rapid such that the acinar cells
become the dominant population within the organ.
Although they are not yet mature acinar cells, the cells in
the acinar clusters display some of their hallmark fea-
tures, including basolaterally located nuclei. As differen-
tiation continues, the cells become arranged in
recognized acini and defined lobules surrounded by con-
nective tissue. The ductal system arises after maturation
of the immature tubular network. The specific morpho-
logic changes that accompany this change are unclear,
although some work suggests that Wnt signaling is
involved in this transition [15].

Transcriptional Mechanisms
Underlying Pancreatic Cell Fate
Decision

Much information about pancreatic cell fate determina-
tion and cell type differentiation has been obtained from
studies in animal models. Elegant genetic and cell-based
experiments in mice have identified a gene regulatory
network controlled by many transcription factors to
specify different cell lineages in the developing pancreas.

Development of the Endocrine Lineage

Endocrine cell specification begins with the expression
of NGN3, a bHLH (basic helix—loop—helix) transcription
factor, in a subset of progenitor cells within the trunk
region of the pancreatic bud [16-18]. The NGNS3-
expressing cells eventually give rise to all endocrine cell
types: insulin-producing f cells, glucagon-producing o
cells, somatostatin-producing & cells, ghrelin-producing
e cells, and pancreatic polypeptide-producing PP
cells [16—18]. NGN3 initiates endocrine lineage specifi-
cation by inducing the expression of downstream tran-
scription factors, including NeuroD, NKX2.2, PAX4, and
ARX. Among them, NKX2.2, NeuroD, and PAX4 play
key roles in the specification of p cells [19-21]. Mutant
mice lacking any of these transcription factors display a
phenotype of dramatic or total loss of p cells [19-21].
Further studies revealed that the opposing actions of
PAX4 and ARX determine the fate choice between o and
B cells. During endocrine differentiation, loss of ARX
leads to a complete loss of a cells, but a concomitant
increase in f and d cells [22], whereas loss of PAX4 results

in an opposite phenotype with loss of p and & cells and
expansion of a cells [20,22]. It is believed that this effect
on cell fate choice is mediated by the reciprocal tran-
scriptional repression between these factors.

Differentiation of Acinar Cells

Pancreatic acinar cells are primarily derived from precur-
sor cells in the tip region, and their differentiation is coor-
dinated by the transcription factor PTF1A, a master
regulator of pancreatic development. Prior to exocrine
differentiation, PTF1A forms a complex with the bHLH
transcription factor RBP-Jk, and is required for activation
of RBP-J], an acinar-specific paralog of RBP-Jk [23,24].
The more active RBP-]J1 then replaces RBP-Jk to form the
complex with PTF1A, thereby directly inducing the
expression of many acinar-specific genes, including
secretory peptides and digestive enzymes [23,24].
Interestingly, PDX1, another factor important for early
pancreatic morphogenesis, is also involved in acinar dif-
ferentiation. Although not essential for initial acinar
specification, it appears that PDX1 is required for termi-
nal differentiation of acinar cells [25]. Other transcription
factors, such as NR5A2 and MIST1, are also required for
acinar differentiation and homeostasis, likely through the
interaction with the PTF1A/RBP-Jk/I complex [26,27].

Ductal Cell Differentiation and Lineage
Plasticity

During development, NGN3-positive cells in the trunk
region of the pancreatic bud give rise to endocrine cells,
whereas NGN3-negative trunk epithelial cells contrib-
ute to the ductal system [28,29]. A number of transcrip-
tion factors, such as SOX9, PROX1, HES1, and HNF®6,
are expressed in the ductal lineage and play various
roles in ductal differentiation, including primary cilia
formation in the ductal epithelial cells [30-33]. The
Notch signaling pathway is the main determinant for
promoting and maintaining the ductal cell identity [31].
Although the three lineages (endocrine, exocrine, and
ductal) are specified during early development, the
adult pancreatic cells from different lineages show
remarkable plasticity and trans-differentiation capacity
in pancreatic injury, pancreatitis, and tumorigenesis,
which may shed light on the mechanisms underlying
these pancreatic pathologies.

Development and Disease

Molecules important in the development of the pancreas
are also causally associated with pancreatic disorders.
Several of the signaling pathways involved in normal



pancreas development, such as the Notch, hedgehog,
Hippo/YAP and Wnt signaling pathways, are commonly
dysregulated in pancreatic ductal adenocarcino-
mas [34—40]. Aberrant activation of Wnt signaling drives
the development of other pancreatic tumor types such as
acinar carcinomas, pancreatoblastoma, and mucinous
cystic neoplasms [41-43].

In diabetes, mutation of the transcription factor PDX1,
which is important for pancreas specification and for
proper P-cell maturation and function, is a cause of
maturity-onset diabetes of the young (MODY) [44]. Other
transcription factors that are critical for B-cell develop-
ment (as determined by genetic studies in the mouse),
such as hepatocyte nuclear factor 1o (HNFla), HNF1,
HNF4a, and NeuroD, are all also mutated in additional
MODY complementation groups [44]. More recently, sci-
entists have utilized our growing understanding of normal
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Introduction

This chapter reviews the anatomy, histology, and ultra-
structure of the pancreas, including both the exocrine
and endocrine portions. The exocrine pancreas produces
and secretes digestive enzymes (e.g., trypsin, chymo-
trypsin, amylase, lipase) into the duodenum. The exo-
crine portion includes acinar cells and ducts with
associated connective tissue, vessels, and nerves that
comprise more than 95% of the pancreatic mass. The
endocrine pancreas (islets of Langerhans) makes and
secretes insulin, glucagon, somatostatin, and pancreatic
polypeptide into the blood. The islets comprise 1-2% of
pancreatic mass.

When the anatomic terms anterior and posterior are
used in this chapter, they pertain to relationships in the
human, standing erect. Similarly, superior and inferior
mean toward the head and toward the feet, respectively.
We will adopt the convention that right and left (unquali-
fied) indicate the subject’s right-hand and left-hand
sides. However, when describing the location of struc-
tures within an image, image right and image left are used
to denote relationships without reference to the subject’s
right or left side.

The organization and content of this chapter are based
in part on a recent Pancreapedia chapter on pancreatic
anatomy and histology [1].

Gross Anatomy

The pancreas (meaning all flesh in Greek) lies in the pos-
terior portion of the upper abdomen behind the stom-
ach. It is largely retroperitoneal and is covered by
peritoneum on the anterior surface of the head and body

and is surrounded by fat in this region. It is customary to
refer to various portions of the pancreas as head, body,
and tail. The head abuts the C-shaped second portion of
the duodenum in the right upper quadrant of the abdo-
men. The tail emerges into the peritoneal cavity (covered
by peritoneal serosa) and extends toward the hilum of
the spleen in the left upper quadrant. The pancreas
weighs about 100g and is 14—25cm long [2]. Figure 2.1
shows a human pancreas that has been dissected to iso-
late it from surrounding fat and adjacent organs and
Fig. 2.2 is a drawing depicting a pancreas that has been
dissected to reveal the pancreatic and common bile
ducts.

The pancreas is intimately associated with several
adjacent organs. Relationships of the pancreas to sur-
rounding organs and structures are depicted in Figs 2.3,
2.4, 2.5, and 2.6. As noted above, as the duodenum exits
the stomach it loops around the head of the pancreas.
The tail of the pancreas lies near the hilum of the spleen.
The body of the pancreas lies posterior to the pyloric
region of the stomach.

The portion of the pancreas that lies anterior to the
aorta is somewhat thinner in the anterior—posterior axis
than the adjacent portions of the head and body of the
pancreas. This region is designated as the neck and
marks the junction of the head and body (Fig. 2.1b). The
proximity of the neck of the pancreas to major blood ves-
sels posteriorly, including the superior mesenteric artery;,
superior mesenteric-portal vein, inferior vena cava, and
aorta, limits the options for a wide surgical margin dur-
ing pancreatectomy (Fig. 2.5).

There is no anatomic landmark for the junction
between the body and tail of the pancreas [3]. Hellman
defined the tail as one-fourth of the pancreas from the
tip of the tail toward the head [4] whereas Wittingen and

The Pancreas: An Integrated Textbook of Basic Science, Medicine, and Surgery, Fourth Edition. Edited by Hans G. Beger, Markus W. Biichler,
Ralph H. Hruban, Julia Mayerle, John P. Neoptolemos, Tooru Shimosegawa, Andrew L. Warshaw, David C. Whitcomb, and Yupei Zhao.
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Figure 2.1 This pancreas, from the autopsy of a 47-year-old woman, measures 22.5cm in length and has been dissected free of most
surrounding fat. (a) Anterior view with the head at image left. (b) Posterior view. A thin layer of fat (translucent yellow) covers a portion of
the head at image right. Note the thin neck region just to the left of the head. (c) Cut surface of a transection through the head of the
pancreas showing the lobular pancreatic parenchyma. Source: Dissection and photo by Catherine M. Nicka, MD.

~ Common bile duct

- Main pancreatic duct
(Wirsung’s)
Accessory pancreatic
duct (Santorini’s)

Figure 2.2 A pancreas dissected to reveal the pancreatic ducts
and common bile duct as it traverses the head of the pancreas,
ending as it joins the main pancreatic duct near the ampulla of
Vater. Interlobular branches of the main duct are depicted but
smaller ducts (intralobular ducts and ductules) are not. Eponyms
identify the anatomist, embryologist, or physician who is credited
with first describing a structure. Wirsung and Santorini were such
scientists. Source: Drawing by Emily Weber.

Frey defined the junction between the body and tail as
the point where the gland sharply narrows [5]. This point
is difficult to define in some pancreases.

The common bile duct passes behind the upper por-
tion of the head and then runs through the pancreas to
join the main duct in the duodenal wall (Figs 2.2, 2.5,
and 2.7b). The accessory pancreatic duct drains into the
duodenum at the minor papilla in most humans, and the
main pancreatic duct enters the duodenum at the major
papilla (ampulla of Vater, Fig. 2.3). See Chapter 3 for dis-
cussion of pancreas divisum and other anomalies with
possible clinical significance.

Typically, the bile duct and main pancreatic duct join
into a “common channel” referring to the fused portion of
the bile and pancreatic ducts proximal to its entry into the
duodenal lumen. The common channel varies in length
from a few millimeters to about 1cm. A long common
channel due to junction of the bile and pancreatic ducts
proximal to the duodenal wall is regarded as an anom-
aly [6]. Less often, there is no common channel because
the ducts open separately into the duodenum at the major



