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Abstract: Despite the advancement in medical knowledge that has improved the survival rate of
many cancers, the survival rate of pancreatic cancer has remained dismal with a five-year survival rate
of only 9%. The poor survival of pancreatic cancer emphasizes the urgent need to identify the causes
or the risk factors of pancreatic cancer in order to establish effective preventive strategies. This review
summarizes the current evidence regarding the environmental (non-genetic, including lifestyle,
and clinical factors) risk factors of pancreatic cancer. Based on the current evidence, the established
risk factors of pancreatic cancer are cigarette smoking, chronic diabetes, and obesity. Other strong risk
factors include low consumption of fruits and vegetables, excess consumption of alcohol, poor oral
hygiene, and the lack of allergy history. In the future, more studies are needed to identify additional
risk factors of pancreatic cancer, especially the modifiable risk factors that could be included in a
public health campaign to educate the public in order to reduce the incidence of pancreatic cancer.
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1. Introduction

Every year, approximately 460,000 cases (incidence rate = 4.8 per 100,000) of pancreatic cancer
are diagnosed worldwide, making it the twelfth most common cancer in the world [1]. Despite
advancement in medical knowledge that has improved the survival rate of many cancers, the survival
rate of pancreatic cancer has remained dismal with a five-year survival rate of only 9% [2]. As a
consequence, the annual number of pancreatic deaths (approximately 430,000 deaths per year with
a mortality rate = 4.4 per 100,000) is almost equal to the number of incident cases, making it the
cancer with the seventh highest mortality rate in the world [1]. The majority of pancreatic cancers are
diagnosed at a late stage. Only 15–20% of pancreatic cancers are resectable with a five-year survival
rate of approximately 20% [3,4]. In the era of gemcitabine monotherapy as the standard of systemic
primary or adjuvant chemotherapy, the median overall survival (OS) of patients with metastatic,
unresectable locally advanced, and resectable pancreatic ductal adenocarcinoma was 5.5–6.5, 13–15,
and 22–24 months, respectively, in the randomized phase III trials [5–10]. The introduction of a more
effective combination of chemotherapy regimens, the FOLFIRINOX (combination chemotherapy that
includes folinic acid, fluorouracil (also known as 5FU), irinotecan, and oxaliplatin) and nab–paclitaxel
plus gemcitabine combination, improves the median OS of patients with metastatic diseases to
8.5–11.0 months [11,12]. FOLFIRINOX may increase the surgical resection conversion rates and is thus
associated with an overall survival of 15.1–18.5 and 21.7–37.7 months in patients with initially borderline
resectable and un-resectable locally advanced diseases, respectively [13–16]. While given as an adjuvant
therapy, modified FOLFIRINOX had a 54.4 months overall survival rate in patients with R0/R1 resection
in the PRODIGE 24/CCTG PA.6 trial (a multicenter randomized phase III trial comparing FOLFIRINOX
vs. gemcitabine as adjuvant therapy for pancreatic cancer) [17]. However, both FOLFIRINOX and
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nab–paclitaxel plus gemcitabine combination are associated with significant adverse neutropenia
events, especially in the Asian population, as compared to gemcitabine monotherapy. The other
agents for gemcitabine refractory disease, such as MM398 combined with 5FU/folinic acid or weekly
5FU/folinic acid plus oxaliplatin, are shown to prolong the OS of 1.9 or 2.6 months when compared
with the patients who received weekly 5FU/folinic acid. While many other novel agents are under
investigation, the overall prognosis of the advanced pancreatic cancer is poor [6,18]. The poor survival
of pancreatic cancer emphasizes the urgent need to identify the causes or the risk factors associated with
the development of pancreatic cancer in order to establish effective preventive strategies. Furthermore,
knowing the risk factors may help identify high-risk individuals for pancreatic cancer screening in
order to increase the rate of early diagnosis. The main reason for the abysmal prognosis of pancreatic
cancer, in most cases, is due to late stage diagnosis, with approximately 53% showing distant metastasis
and 29% having spread to the regional lymph nodes [19]. While the survival of pancreatic cancer
overall is very poor, the five-year survival rate can be improved to more than 75% when the tumor is
detected and removed at a size less than 10 mm [20].

Many studies have investigated the risk factors of pancreatic cancer. This review summarizes the
current evidence regarding the environmental (non-genetic, including lifestyle, and clinical factors)
risk factors of pancreatic cancer (Table 1). Many of the environmental risk factors, particularly the
lifestyle factors, are modifiable; therefore, knowing the environmental factors influencing the risk of
pancreatic cancer may provide opportunities to prevent the occurrence of pancreatic cancer.

Table 1. Environmental (non-genetic, including lifestyle, and clinical factors) risk factors of pancreatic
cancer by the level of evidence.

The Level of Evidence Risk Factors

Very strong Cigarette smoking, chronic diabetes, obesity

Strong
Poor oral health/oral hygiene, chronic pancreatitis,

no history of allergies, heavy alcohol drinking, dietary
patterns with low amount of vegetables and fruits

Moderate, although further investigations are
required

Dietary patterns rich in meat and animal products,
oral/gut microbiome, hepatitis B or C infection

The level of evidence is unclear, further investigations
are required

Environmental tobacco smoke, light to moderate
alcohol drinking, physical inactivity, coffee,

Helicobacer pylori infection

2. Lifestyle Risk Factors of Pancreatic Cancer

2.1. Cigarette Smoking and Other Tobacco Products

Cigarette smoking is a well-recognized risk factor of pancreatic cancer. Approximately 20–25% of
pancreatic cancers can be attributed to cigarette smoking [21]. A pooled analysis combined data from
12 case-control studies and reported a positive association between cigarette smoking and pancreatic
cancer (former smokers: Odd ratio (OR) = 1.2, 95% confidence interval (CI): 1.0–1.3; current smokers:
OR = 2.2, 95% CI: 1.7–2.8) [22]. In addition, the pooled analysis also showed that pancreatic cancer
risk could be reduced to the level of never smokers after 20-years of cigarette smoking cessation [22].
Another pooled analysis combining data from eight nested case-control studies reported an increased
risk of pancreatic cancer among current cigarette smokers (OR = 1.8, 95% CI: 1.4–2.3) and 15-years
of smoking cessation could reduce the risk of pancreatic cancer to the level of never smokers [23].
A dose-response analysis combining data from 78 studies showed that pancreatic risk increased sharply
with only a low number of cigarettes per day or just a few years of smoking [24]. The analysis also
showed that pancreatic risk decreased rapidly after a few years of smoking cessation, although it
may take up to 20-years for the risk to reach the level of never smokers [24]. In addition to cigarette
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smoking, studies with other tobacco products reported an elevated pancreatic cancer risk associated
with cigar smoking, but not with pipe smoking or smokeless tobacco [25].

In contrast to the established association between active smoking and pancreatic cancer, studies on
the association between environmental tobacco smoke and pancreatic cancer have been inconclusive.
A meta-analysis of data from eight studies reported no significant association between environmental
tobacco smoke and pancreatic cancer risk (summary relative risk (RR) = 1.23, 95% CI: 0.86–1.77) [26].

2.2. Alcohol Drinking

Studies on the association between alcohol drinking and pancreatic cancer have generated
inconsistent results. A positive association was only observed at a high level of alcohol consumption.
In a pooled analysis of 14 cohort studies, pancreatic cancer risk increased by approximately 20% for
daily consumption of 30 or more grams of alcohol (approximately three cans of beer) (RR = 1.22,
95% CI: 1.03–1.45) [27]. A pooled analysis of 10 case-control studies reported that heavy drinking with
nine or more drinks per day was associated with a significantly increased risk of pancreatic cancer (OR
= 1.6, 95% CI: 1.2–2.2), while no significant association was found with light to moderate drinking
(≤4 drinks/day) [28]. A meta-analysis of 19 cohort studies also found that only high alcohol intake
was associated with an increased pancreatic cancer risk [29]. In many East Asian countries, 30–50% of
the population carry the ALDH2*2 allele, which is associated with reduced enzyme activity, resulting
in the inefficient metabolism of the carcinogenic acetaldehyde generated from ethanol metabolism.
Individuals carrying the ALDH2*2 allele have a higher risk of developing alcohol-related cancers [30].
Kanda et al. found that even light to moderate alcohol drinking (<30 g day) may be associated with
an increased pancreatic cancer risk among those carrying the ALDH2*2 allele [31]. This suggests
that, because of the high percentage of East Asians with inefficient acetaldehyde metabolism, alcohol
drinking may play a more significant role in the development of pancreatic cancer among East Asians.
Due to the very limited number of studies on the effect modification of the ALDH2 polymorphism on
the association between alcohol drinking and pancreatic cancer, more investigations are needed.

2.3. Diet

Numerous studies have investigated the association between diet and pancreatic cancer risk
and the results have been inconsistent. Generally, diets that are rich in fruits and vegetables and
other plant-based foods have been associated with a reduced pancreatic cancer risk, while dietary
patterns rich in meat and animal products have been be associated with an increased pancreatic cancer
risk [32–36]. Studies have shown that phytochemicals and dietary fibers contained in plant-based
foods, including fruits, vegetables, whole grains, and nuts are beneficial in reducing the risk of
cancer [37,38]. Phytochemicals, including carotenoids, phenolics, alkaloids, nitrogen-containing
compounds, and organosulfur compounds, have been shown to possess anti-cancer activities [37].
These anti-cancer activities encompass a wide range of mechanisms, including antioxidant properties,
anti-inflammatory action, inhibition of the growth, progression, and invasion of cancer cells, and DNA
damage repair, etc. Another important component of the plant-based foods is dietary fiber [37].
A meta-analysis combining data from 13 case-control studies and one cohort study reported an inverse
association between a higher intake of dietary fiber and pancreatic cancer risk (OR = 0.52, 95% CI:
0.44–0.61), and every 10 grams of daily intake of dietary fiber was associated with a 12% reduction in
pancreatic cancer risk (OR = 0.88, 95% CI: 0.84–0.92) [39].

2.4. Physical Activities

Studies investigating the association between physical activities and pancreatic cancer have
generated inconsistent results. A meta-analysis using data from 28 studies found that increasing the
level of total and occupational activities were associated with a reduced pancreatic cancer risk [40].
However, the association did not show a dose-response relationship. The largest reduction of
pancreatic cancer risk was observed for moderate activity [40]. Another meta-analysis analyzed
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data from 26 studies and reported that leisure time physical activity was inversely associated with
pancreatic cancer risk (RR = 0.89, 95% CI: 0.82–0.96), although the inverse association only occurred
in case-control studies (RR = 0.69, 95% CI: 0.59–0.81) and not in cohort studies (RR = 0.96, 95% CI:
0.91–1.02) [41]. Three subsequent studies also produced inconsistent results. A cohort study from
USA found no association between physical activity and pancreatic cancer [42]. Another cohort study
from Europe reported that physical activity was associated with a reduced pancreatic cancer risk
among individuals younger than 60-years (hazard ratio (HR) = 0.27, 95% CI: 0.07–0.99), but not among
those older than 60-years (HR = 1.23, 95% CI: 0.96–1.57) [43]. A study analyzed data from two cohort
studies in China and reported a reduced pancreatic cancer risk associated with physical activities
among men (HR = 0.71, 95% CI: 0.50–1.00) but not among women (HR = 1.06, 95% CI: 0.81–1.38) [44].
Overall, the role of physical activities in preventing the occurrence of pancreatic cancer is inconclusive.
However, physical activity, in addition to a healthy diet, is important to prevent obesity, which is a
known risk factor of pancreatic cancer. Future studies should consider investigating the interaction
between physical activities and diet on the risk of pancreatic cancer. In addition, mediation analysis
could be performed to determine the extent to which body weight mediates the effect physical activity
has on the risk of pancreatic cancer.

2.5. Obesity

Studies have consistently found a positive association between obesity and an increased risk
of pancreatic cancer. A pooled analysis of 2,170 pancreatic cancer cases and 2,209 controls reported
an increased pancreatic cancer risk among individuals in the highest quartile BMI group compared
to those in the lowest quartile (OR = 1.33, 95% CI: 1.12–1.58) [45]. A meta-analysis with data from
23 cohort studies showed an increased pancreatic cancer risk associated with higher BMI (RR for every
five-unit increment = 1.10, 95% CI: 1.07–1.14) [46]. A pooled analysis of 20 prospective cohort studies
showed that central obesity was associated with increased pancreatic cancer mortality independent
of the baseline BMI [47]. Furthermore, BMI during early adulthood was associated with increased
pancreatic cancer mortality later in life [47]. A pooled analysis combining data from nine Japanese
cohort studies found a significantly increased pancreatic cancer risk among men, but not among
women [48]. A nationwide study of 1.79 million Israeli adolescents reported that adolescent obesity
(≥95th percentile) was associated with an increased pancreatic cancer risk later in life compared to
normal weight (5th to <85th percentile) for both men (HR = 3.67, 95% CI: 2.52–5.34) and women
(HR = 4.07, 95% CI: 1.78–9.29) [49]. The biological mechanisms underlying the association between
obesity and pancreatic cancer are not well understood, but inflammation and hormonal misbalance
are two possible mediators [50]. More studies are needed to decipher the biological mechanisms that
could explain the association between obesity and pancreatic cancer.

2.6. Oral Health/Hygiene

Previous studies have consistently reported a significant positive association between poor oral
health, including periodontal diseases and tooth loss, and an increased pancreatic cancer risk. In a
meta-analysis combining data from eight studies, having periodontitis was significantly associated
with an elevated pancreatic cancer risk (RR = 1.74, 95% CI: 1.41–2.15) [51]. A cohort study with
29,104 male smokers reported that tooth loss was associated with an increased pancreatic cancer risk
(HR = 1.63, 95% CI: 1.09–2.46) [52]. A study with approximately 40,000 African American women also
reported that tooth loss, periodontal disease, or both was associated with an increased pancreatic cancer
risk [53]. Overall, studies have concurred on the positive association between poor oral health/hygiene
and the risk of pancreatic cancer, although the underlying biological mechanism is yet to be elucidated.

2.7. Oral Microbiome

Poor oral health such as periodontal diseases and tooth loss may be due to an infection from oral
pathogenic bacteria. Recent studies have begun to study the role of oral microbiome in the development
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of pancreatic cancer. Michaud et al. indirectly assessed the association between oral bacteria and
pancreatic risk by analyzing the blood antibody levels for oral bacteria in a nested case-control study
of 405 pancreatic cancer cases and 416 controls [54]. Their results showed that higher levels of serum
antibody for P. gingivalis ATTC53978, a periodontopathogenic bacterium, were associated with an
elevated pancreatic cancer risk [54]. In addition, they showed that higher levels of antibodies for
commensal oral bacteria, which may inhibit the growth of the oral pathogenic bacteria, were associated
with a decreased pancreatic cancer risk [54]. Fan et al. collected oral wash samples from 361 pancreatic
cancer cases and 371 controls and examined the association between oral bacteria and pancreatic cancer
risk by sequencing the bacterial 16S rRNA gene [55]. They reported that individuals with a carriage of
oral pathogens, including P. gingivalis and A. actinomycetemcomitans, had an increased risk of pancreatic
cancer [55]. A study by Olson et al. compared the oral bacteria profiles of 40 pancreatic cancer patients,
39 patients with intraductal papillary mucinous neoplasm (IPMN) (a precursor condition with an
increased risk of developing into pancreatic cancer), and 58 controls [56]. They found that pancreatic
cancer cases had a higher proportion of Firmicutes, whereas controls had a higher proportion of
Probacteria; however, these bacteria profiles showed no correlation with measures of oral health [56].
What are the possible explanations for the positive association between oral pathogenic bacteria and
pancreatic cancer?

It is possible that infection in the oral cavity may promote systemic inflammation, which may
include inflammation at a distant site, such as the pancreas (Figure 1). Chronic inflammation, in turn,
may promote carcinogenesis [57,58]. Alternatively, oral pathogenic bacteria may be transported to
distant sites through circulation and induce local inflammation at the pancreas, leading to an increased
risk of developing pancreatic cancer (Figure 1). Overall, the limited numbers of published studies have
demonstrated an association between oral bacteria and pancreatic cancer risk. However, the biological
role of oral bacteria in the development of pancreatic cancer is inconclusive and more investigations
are needed.
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2.8. Gut Microbiome

Besides oral microbiome, some researchers have also investigated the roles of gut microbiome
in the development of pancreatic cancer. Ren et al. compared the gut microbial profiles of
85 pancreatic cancer patients with 57 healthy controls. They observed that some specific pathogens and
lipopolysaccharides-producing bacteria were increased in the gut microbial profiles of the pancreatic
cancer patients, while probiotics and butyrate-producing bacteria decreased in comparison to the
healthy controls [59]. Pushalkar et al. showed the capacity of gut bacteria to migrate to the pancreas,
suggesting the possibility of a direct interaction between gut bacteria and the microenvironment of the
pancreas [60]. In addition, they showed that pancreatic cancer harbors more bacteria than a normal
pancreas [60]. Mendez et al. observed microbial dysbiosis in the early stage of pancreatic cancer
oncogenesis in the pancreatic cancer mouse model, suggesting the possibility of measuring gut microbes
as biomarkers for the early detection of pancreatic cancer [61]. The current information regarding the
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association between gut microbiome and pancreatic cancer is very limited and more investigations are
required. In addition, several of the pancreatic cancer-associated factors, including cigarette smoking,
obesity, heavy alcohol drinking, diabetes, chronic pancreatitis, and allergies, have been associated with
alterations in gut microbiome [62]. It would be important to determine whether gut microbiome is
a mediator for these other environmental factors in the oncogenesis of pancreatic cancer or has an
independent influence on the development of pancreatic cancer.

2.9. Coffee

Many studies have investigated the association between coffee and pancreatic cancer and the results
have been inconsistent. Most of these studies were case-control studies that may suffer from biases
of recall and control selection. Recent larger cohort studies have reported a null association between
coffee consumption and pancreatic cancer. Zhou et al. analyzed the data of 309,797 never-smoking
women with a median follow-up time of 13.7-years from the UK prospective Million Women Study and
found no significant association between coffee drinking and pancreatic cancer risk (RR for 1–2 daily
cups: 1.02, 95% CI: 0.83–1.26; RR for 3–4 daily cups: 0.96, 95% CI: 0.76–1.22; and RR for 5 or more daily
cups: 0.87, 95% CI: 0.64–1.18) [63]. They further combined their data with data from three other cohort
studies in a meta-analysis and reported a null association between daily drinking of two or more
cups of coffee and pancreatic cancer risk (RR = 1.00, 95% CI: 0.86–1.17) [63]. Guertin analyzed data of
457,366 US adults from the US NIH-AARP Diet and Health Study with a total follow-up time of more
than 4,155,256 person-years and observed no significant association between coffee consumption and
pancreatic cancer risk (RR for <1 daily cup: 1.05, 95% CI: 0.85–1.30; RR for 1 daily cup: 1.06, 95% CI:
0.86–1.31; RR for 2–3 daily cups: 1.03, 95% CI: 0.85-1.25; RR for 4–5 daily cups: 1.00, 95% CI: 0.79–1.25;
and RR for 6 or more daily cups: 1.24, 95% CI: 0.93–1.65) [64].

3. Clinical Risk Factors of Pancreatic Cancer

3.1. Diabetes

Diabetes is a well-established risk factor of pancreatic cancer (Figure 2). A pooled analysis
combining data from 15 case-control studies showed that having diabetes for >2-years was associated
with an elevated pancreatic cancer risk (OR = 1.90, 95% CI: 1.72–2.09), and the increased risk even
persisted for diabetes with a duration of >20-years (OR = 1.30, 95% CI: 1.03–1.63) [65]. A meta-analysis
of 23 cohort studies showed that previously diagnosed diabetes was associated with a 52% increase
in pancreatic cancer risk (HR = 1.52, 95% CI: 1.43–1.63) [66]. Overall, studies have concurred that
long-term diabetes is a risk factor of pancreatic cancer.

Besides being a risk factor, diabetes may also be a consequence of pancreatic cancer. Chari et al.
showed that new-onset diabetes might occur as early as two-years before the diagnosis of pancreatic
cancer [67] (Figure 2). A cohort study of 48,995 African Americans and Latinos showed that although
both recent onset (<3-years) diabetes and long-term diabetes were associated with an increased
pancreatic cancer risk, recent onset diabetes was associated with a 2.3 times greater increase in
pancreatic cancer risk than long-term diabetes, thus supporting that recent onset diabetes may be an
indicator for the occurrence of pancreatic cancer [68].
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3.2. Chronic Pancreatitis

Studies have indicated a strong positive association between chronic pancreatitis and pancreatic
cancer. A meta-analysis combining data from 13 studies showed that chronic pancreatitis was strongly
associated with an increased risk of pancreatic cancer diagnosed within two-years of chronic pancreatitis
(RR = 16.16, 95% CI: 12.59–20.73); however, the association diminished in strength when the lag-time
between chronic pancreatitis and pancreatic cancer was set at five-years (RR = 7.90, 95% CI: 4.26–14.66)
and nine-years (RR = 3.53, 95% CI: 1.69–7.38) [69], suggesting that part of the association could be due
to reverse causality and the role of chronic pancreatitis in the occurrence of pancreatic cancer might be
weaker than expected. It has been estimated that patients with chronic pancreatitis have only a 5%
lifetime risk of developing pancreatic cancer [70]. This suggests that, although chronic pancreatitis is
associated with an elevated pancreatic cancer risk, it likely only accounts for a small percentage of
pancreatic cancer cases.

3.3. Allergies

Studies have often reported an inverse association between allergy and pancreatic cancer risk.
In 2005, a meta-analysis combining data from 14 studies showed that having any allergic symptoms
was associated with a decreased pancreatic cancer risk (RR = 0.82, 95% CI: 0.68–0.99) [71]. A pooled
analysis of 10 case-control studies reported that having any allergy (OR = 0.79, 95% CI: 0.62–1.00),
hay fever (OR = 0.74, 95% CI: 0.56–0.96), or allergy to animals (OR = 0.62, 95% CI: 0.41–0.94) were
all associated with a lower pancreatic cancer risk [72]. A cohort study of 187,226 subjects with an
average follow-up time of 16-years observed a null association between allergy and pancreatic cancer
incidence (RR = 1.00, 95% CI: 0.88–1.12), although among individuals aged 70-year or older, an
inverse association between allergy and pancreatic cancer incidence was reported (RR = 0.74, 95% CI:
0.56–0.98) [73]. More cohort studies are needed to confirm the association observed by the majority of
case-control studies between allergy and a reduced pancreatic cancer risk. In addition, the biological
mechanism underlying this inverse association needs to be deciphered in order to determine whether
this can be translated into a strategy to prevent the occurrence of pancreatic cancer. Two hypotheses,
the “immunosurveillance hypothesis” and the “prophylaxis hypothesis”, have been proposed to
explain the inverse association between allergy and various cancers [74]. The “immunosurveillance
hypothesis” states that allergy does not play a direct role in preventing the occurrence of cancer, but is
merely a manifestation of an overactive immune function that has a high efficiency of surveying and
eradicating cancer cells [74] (Figure 3A). In contrast, the “prophylaxis hypothesis” states that allergy is
directly involved in cancer prevention because allergic reactions are the body’s method of expelling
the carcinogens [74,75] (Figure 3B). How the inverse association between allergy and pancreatic cancer
fits into these two hypotheses requires further investigations.

3.4. Infections

Several infections, including hepatitis B and C and Helicobacter pylori (H. pylori), have been
examined in regards to their association with pancreatic cancer. A meta-analysis of eight studies
reported that both hepatitis B and C infections were associated with an elevated risk of pancreatic
cancer [76]. However, one subsequent cohort study from Japan reported no association between either
hepatitis B or C and pancreatic cancer [77]. A retrospective cohort study from Taiwan reported a
significantly increased pancreatic cancer risk associated with hepatitis B, while the association with
hepatitis C was not statistically significant [78]. A case-control study from Taiwan measured the blood
markers for hepatitis B and C infections among 585 pancreatic cancer cases and 1,716 controls and
found no association between hepatitis B or C and the risk of pancreatic cancer after adjusting for age,
sex, diabetes, and smoking [79]. In a cohort study of 12,126 patients with chronic hepatitis, hepatitis
C infection was associated with a significantly higher incidence of pancreatic cancer [80]. Overall,
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the majority of studies suggested that hepatitis B or C infection may be associated with an increased
pancreatic cancer risk.

In a meta-analysis combining data from 10 studies, H. pylori seropositivity showed no overall
association with pancreatic risk; however, seropositivity for CagA-positive H. pylori was associated with
a reduced pancreatic cancer risk (OR = 0.78, 95% CI: 0.67–0.91), while seropositivity for CagA-negative
H. pylori was associated with an increased pancreatic cancer risk (OR = 1.30, 95% CI: 1.02–1.65) [81].
The differential risk of pancreatic cancer according to the strain of H. Pylori has yet to be confirmed
by additional studies. A nested case-control study published after the meta-analysis reported
seropositivities for H. pylori overall, for CagA-positive H. pylori, and for CagA-negative H. Pylori were
all not associated with pancreatic cancer risk [82]. More studies on the association between the different
strains of H. pylori and pancreatic cancer are needed to confirm the strain-specific association between
H. pylori and pancreatic cancer.
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Figure 3. A. Immunosurveillance hypothesis: Allergy does not play a direct role in preventing the
occurrence of cancer, but is merely a manifestation of an overactive immune function that has a high
efficiency of surveying and eradicating cancer cells. B. Prophylaxis hypothesis: Allergic reactions are
the body’s method of expelling the carcinogens.

4. Incorporation of Environmental Risk Factors for Constructing Pancreatic Cancer Risk
Prediction Models

One of the important purposes of identifying the risk factors of pancreatic cancer is to construct
pancreatic cancer risk prediction models to identify high-risk individuals for screening in order to
increase early diagnosis and improve survival rates. Several study groups have constructed pancreatic
cancer risk prediction models with environmental risk factors alone or in combination with laboratory
biomarkers or genetic polymorphisms. Klein et al. constructed a pancreatic cancer prediction model
based on data from 3,349 pancreatic cancer patients and 3,654 controls [83]. The variables included in
their risk model were current smoking, heavy alcohol use (more than 3 drinks per day), BMI > 30 kg/m2,
history of diabetes >3-years, family history of pancreatic cancer, non-O ABO genotype, and three
single nucleotide polymorphisms (SNPs) (1q32 rs3790844, 5p15 rs401681, 13q22 rs9543325) [83]. The
area under the curve (AUC) for their prediction model was 0.61 [83]. Risch et al. constructed a
pancreatic cancer prediction model by combining data from 362 pancreatic cancer cases and 690
controls with the 2008–2010 incidence data from US surveillance epidemiology and end results [84].
Their model included current cigarette smoking, current use of proton pump-inhibitor anti-heartburn
medications, recent diagnosis of diabetes, recent diagnosis of pancreatitis, Jewish ancestry, and the
non-O ABO blood group [84]. They were able to calculate the five-year absolute risk of pancreatic cancer
based on the different combinations of risk factors with some of the five-year risks reaching 5–10%,
which may warrant pancreatic cancer screening [84]. Yu et al. constructed sex-specific pancreatic
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cancer prediction models using data from a cohort of 1,289,933 Korean men and 557,701 Korean women
with a validation cohort of 500,046 Korean men and 627,629 Korean women [85]. The prediction
model for men included age, height, BMI, fasting glucose, urine glucose, smoking, and age of smoking
initiation [85]. The prediction model for women included height, BMI, fasting glucose, urine glucose,
smoking, and alcohol drinking. The models showed good discrimination ability with an AUC of
0.813 for men and 0.804 for women [85]. Using data from 664 Japanese pancreatic cancer cases and
664 age and sex-matched Japanese controls, Nakatochi et al. constructed two pancreatic cancer risk
prediction models with cigarette smoking, family history of pancreatic cancer, and five SNPs [86].
The full model with all seven factors had an AUC of 0.63, while the model with only the five SNPs
had an AUC of 0.61, suggesting an advantage of including both environmental and genetic factors
in the risk prediction model [86]. As new-onset diabetes may be a consequence of the development
of pancreatic cancer, individuals with new-onset diabetes have been considered as candidates for
pancreatic cancer screening. Chari et al. compared the prevalence of diabetes between 736 pancreatic
cancer cases and 1,875 controls and found that the prevalence of diabetes became significantly different
at three-years prior to the cases’ pancreatic cancer diagnosis [67]. This suggests that pancreatic
cancer-associated diabetes may occur as early as three-years prior to the diagnosis of pancreatic
cancer and screening patients with new-onset diabetes may therefore provide a sufficient window
of opportunity for the early diagnosis of pancreatic cancer at an operable stage. However, because
the majority of new-onset diabetes cases are type-2 diabetes, screening every new-onset diabetes case
for pancreatic cancer is not cost-effective. In addition to new-onset diabetes, other risk factors or
clinical parameters are needed to improve the accuracy of the pancreatic cancer prediction model.
Boursi et al. constructed a pancreatic cancer prediction model using data from 109,385 new-onset
diabetes patients [87]. The model, which has an AUC of 0.82, included age, BMI, change in BMI,
smoking, use of proton pump inhibitors, anti-diabetic medications, and several biomarkers, including
haemoglobin A1C, cholesterol, haemoglobin, creatinine, and alkaline phosphatise [87]. If the risk of
developing pancreatic cancer were set at 1% over three-years of follow-up, only 6.2% of the new-onset
diabetes would need to be screened for pancreatic cancer, achieving a sensitivity of 44.7%, a specificity
of 94%, and a positive predictive value of 2.6% [87]. While several pancreatic cancer prediction
models have been proposed, validation studies and cost-effective analysis for these models need to be
performed. In the future, more investigations are needed to search for risk factors and biomarkers that
may improve the accuracy of the pancreatic cancer prediction model.

5. Conclusions

Based on the current evidence, the current recommendations to reduce the risk of pancreatic
cancer include cessation of cigarette smoking, diabetes control, and maintenance of an ideal body
weight (Table 2 summarizes the key points for each of the environmental factors discussed in this
paper). Other actions that may be beneficial for pancreatic cancer prevention include a diet rich
in vegetables and fruits, good oral hygiene practice, and avoidance of excess alcohol consumption.
While many studies have investigated the association between various environmental risk factors and
pancreatic cancer, only a few environmental risk factors have shown strong and consistent evidence.
In the future, more studies are needed to identify additional risk factors of pancreatic cancer, especially
the modifiable risk factors that can be included in a public health campaign to educate the public in
order to reduce the incidence of pancreatic cancer. Furthermore, the identification of additional risk
factors may improve the accuracy of the pancreatic cancer risk prediction model to identify high-risk
individuals for pancreatic cancer screening in order to increase the probability of early diagnosis and
to improve patient outcomes.
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Table 2. Summary of key points for each of the environmental factors discussed in this paper.

Environmental Factors Key Points

Cigarette smoking
Cigarette smoking is an established risk factor of pancreatic
cancer. Smoking cessation can reverse the increased risk of

pancreatic cancer associated with cigarette smoking

Alcohol drinking
Heavy alcohol use is associated with an increased pancreatic
cancer risk. The association between low to moderate level of

alcohol use and pancreatic cancer is unclear.

Diet Diet rich in fruits and vegetables and other plant-based foods
has been associated with a reduced pancreatic cancer risk

Physical activities
The role of physical activities in preventing the occurrence of
pancreatic cancer is inconclusive, although they may possibly

reduce the pancreatic cancer risk by preventing obesity.

Obesity Obesity is an established risk factor of pancreatic cancer,
although biological mechanisms are yet to be delineated

Oral health/hygiene and oral microbiome

Poor oral health/hygiene has consistently been associated
with an increased pancreatic cancer risk. Poor oral

health/hygiene may affect oral microbiome by promoting the
growth of pathogenic oral bacteria, which may increased the
risk of pancreatic cancer by inducing inflammation and other
mechanisms. More investigations are needed for the role of

oral microbiome in the development of pancreatic cancer

Gut microbiome
The current information regarding the association between
gut microbiome and pancreatic cancer is very limited and

more investigations are required

Coffee The association between coffee and pancreatic cancer
is unclear

Diabetes Diabetes can be both a risk factor and a consequence of
pancreatic cancer

Chronic pancreatitis Chronic pancreatitis is a known risk factor of pancreatic
cancer with a lifetime risk of 5%

Allergies Allergies are associated with a reduced pancreatic cancer
risk, although the biological mechanisms are unclear

Infections

The majority of studies suggested that hepatitis B or C
infection may be associated with an increased pancreatic
cancer risk. More studies on the association between the

different strains of H. Pylori and pancreatic cancer are needed
to confirm the strain-specific association between H. Pylori

and pancreatic cancer.
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CI confidence interval;
IPMN intraductal papillary mucinous neoplasm;
HR hazard ratio;
OS overall survival;
OR odds ratio;
RR relative risk;
SNP Single nucleotide polymorphism

References

1. Cancer Today: Data visualization tool for exploring the global cancer burden in 2018. International Agency
for Research on Cancer, Lyon France. 2018. Available online: http://gco.iarc.fr/today/home (accessed on
7 November 2018.).

2. Siegel, R.L.; Miller, K.D.; Jemal, A. Cancer statistics, 2019. CA Cancer J. Clin. 2019, 69, 7–34. [CrossRef]
[PubMed]

3. Yeo, C.J.; Cameron, J.L.; Lillemoe, K.D.; Sitzmann, J.V.; Hruban, R.H.; Goodman, S.N.; Dooley, W.C.;
Coleman, J.; Pitt, H.A. Pancreaticoduodenectomy for cancer of the head of the pancreas. 201 patients. Annals.
Surg. 1995, 221, 721–731. [CrossRef] [PubMed]

4. Li, D.; Xie, K.; Wolff, R.; Abbruzzese, J.L. Pancreatic cancer. Lancet (London, England) 2004, 363, 1049–1057.
[CrossRef]

5. Ueno, H.; Ioka, T.; Ikeda, M.; Ohkawa, S.; Yanagimoto, H.; Boku, N.; Fukutomi, A.; Sugimori, K.; Baba, H.;
Yamao, K.; et al. Randomized phase III study of gemcitabine plus S-1, S-1 alone, or gemcitabine alone in
patients with locally advanced and metastatic pancreatic cancer in Japan and Taiwan: GEST study. J. clin.
Oncol. : j. American Soc. Clin. Oncol. 2013, 31, 1640–1648. [CrossRef] [PubMed]

6. Garrido-Laguna, I.; Hidalgo, M. Pancreatic cancer: From state-of-the-art treatments to promising novel
therapies. Nature reviews. Clin. Oncol. 2015, 12, 319–334. [CrossRef] [PubMed]

7. Kalser, M.H.; Ellenberg, S.S. Pancreatic cancer. Adjuvant combined radiation and chemotherapy following
curative resection. Arch. surg. (Chicago, Ill. : 1960) 1985, 120, 899–903. [CrossRef]

8. Oettle, H.; Neuhaus, P.; Hochhaus, A.; Hartmann, J.T.; Gellert, K.; Ridwelski, K.; Niedergethmann, M.;
Zulke, C.; Fahlke, J.; Arning, M.B.; et al. Adjuvant chemotherapy with gemcitabine and long-term outcomes
among patients with resected pancreatic cancer: The CONKO-001 randomized trial. Jama 2013, 310,
1473–1481. [CrossRef] [PubMed]

9. Neoptolemos, J.P.; Stocken, D.D.; Tudur Smith, C.; Bassi, C.; Ghaneh, P.; Owen, E.; Moore, M.; Padbury, R.;
Doi, R.; Smith, D.; et al. Adjuvant 5-fluorouracil and folinic acid vs observation for pancreatic cancer:
Composite data from the ESPAC-1 and -3(v1) trials. Br. J. Cancer 2009, 100, 246–250. [CrossRef] [PubMed]

10. Mukherjee, S.; Hurt, C.N.; Bridgewater, J.; Falk, S.; Cummins, S.; Wasan, H.; Crosby, T.; Jephcott, C.; Roy, R.;
Radhakrishna, G.; et al. Gemcitabine-based or capecitabine-based chemoradiotherapy for locally advanced
pancreatic cancer (SCALOP): A multicentre, randomised, phase 2 trial. Lancet 2013, 14, 317–326. [CrossRef]

11. Conroy, T.; Desseigne, F.; Ychou, M.; Bouche, O.; Guimbaud, R.; Becouarn, Y.; Adenis, A.; Raoul, J.L.;
Gourgou-Bourgade, S.; de la Fouchardiere, C.; et al. FOLFIRINOX versus gemcitabine for metastatic
pancreatic cancer. N. Engl. J. Med. 2011, 364, 1817–1825. [CrossRef] [PubMed]

12. Von Hoff, D.D.; Ervin, T.; Arena, F.P.; Chiorean, E.G.; Infante, J.; Moore, M.; Seay, T.; Tjulandin, S.A.; Ma, W.W.;
Saleh, M.N.; et al. Increased survival in pancreatic cancer with nab-paclitaxel plus gemcitabine. N. Engl. J.
Med. 2013, 369, 1691–1703. [CrossRef] [PubMed]

13. Maggino, L.; Malleo, G.; Marchegiani, G.; Viviani, E.; Nessi, C.; Ciprani, D.; Esposito, A.; Landoni, L.;
Casetti, L.; Tuveri, M.; et al. Outcomes of Primary Chemotherapy for Borderline Resectable and Locally
Advanced Pancreatic Ductal Adenocarcinoma. JAMA surg. 2019, 10.1001/jamasurg.2019.2277. [CrossRef]
[PubMed]

http://gco.iarc.fr/today/home
http://dx.doi.org/10.3322/caac.21551
http://www.ncbi.nlm.nih.gov/pubmed/30620402
http://dx.doi.org/10.1097/00000658-199506000-00011
http://www.ncbi.nlm.nih.gov/pubmed/7794076
http://dx.doi.org/10.1016/S0140-6736(04)15841-8
http://dx.doi.org/10.1200/JCO.2012.43.3680
http://www.ncbi.nlm.nih.gov/pubmed/23547081
http://dx.doi.org/10.1038/nrclinonc.2015.53
http://www.ncbi.nlm.nih.gov/pubmed/25824606
http://dx.doi.org/10.1001/archsurg.1985.01390320023003
http://dx.doi.org/10.1001/jama.2013.279201
http://www.ncbi.nlm.nih.gov/pubmed/24104372
http://dx.doi.org/10.1038/sj.bjc.6604838
http://www.ncbi.nlm.nih.gov/pubmed/19127260
http://dx.doi.org/10.1016/S1470-2045(13)70021-4
http://dx.doi.org/10.1056/NEJMoa1011923
http://www.ncbi.nlm.nih.gov/pubmed/21561347
http://dx.doi.org/10.1056/NEJMoa1304369
http://www.ncbi.nlm.nih.gov/pubmed/24131140
http://dx.doi.org/10.1001/jamasurg.2019.2277
http://www.ncbi.nlm.nih.gov/pubmed/31339530


J. Clin. Med. 2019, 8, 1427 12 of 16

14. Matsumoto, I.; Kamei, K.; Omae, K.; Suzuki, S.; Matsuoka, H.; Mizuno, N.; Ozaka, M.; Ueno, H.; Kobayashi, S.;
Uesugi, K.; et al. FOLFIRINOX for locally advanced pancreatic cancer: Results and prognostic factors of
subset analysis from a nation-wide multicenter observational study in Japan. Pancreatology 2019, 19, 296–301.
[CrossRef] [PubMed]

15. Katz, M.H.; Shi, Q.; Ahmad, S.A.; Herman, J.M.; Marsh Rde, W.; Collisson, E.; Schwartz, L.;
Frankel, W.; Martin, R.; Conway, W.; et al. Preoperative Modified FOLFIRINOX Treatment Followed
by Capecitabine-Based Chemoradiation for Borderline Resectable Pancreatic Cancer: Alliance for Clinical
Trials in Oncology Trial A021101. JAMA surg. 2016, 151, e161137. [CrossRef] [PubMed]

16. Murphy, J.E.; Wo, J.Y.; Ryan, D.P.; Jiang, W.; Yeap, B.Y.; Drapek, L.C.; Blaszkowsky, L.S.; Kwak, E.L.;
Allen, J.N.; Clark, J.W.; et al. Total Neoadjuvant Therapy With FOLFIRINOX Followed by Individualized
Chemoradiotherapy for Borderline Resectable Pancreatic Adenocarcinoma: A Phase 2 Clinical Trial. JAMA
oncol. 2018, 4, 963–969. [CrossRef] [PubMed]

17. Conroy, T.; Hammel, P.; Hebbar, M.; Ben Abdelghani, M.; Wei, A.C.; Raoul, J.L.; Chone, L.; Francois, E.;
Artru, P.; Biagi, J.J.; et al. FOLFIRINOX or Gemcitabine as Adjuvant Therapy for Pancreatic Cancer. N. Engl.
J. Med. 2018, 379, 2395–2406. [CrossRef] [PubMed]

18. Wang-Gillam, A.; Li, C.P.; Bodoky, G.; Dean, A.; Shan, Y.S.; Jameson, G.; Macarulla, T.; Lee, K.H.;
Cunningham, D.; Blanc, J.F.; et al. Nanoliposomal irinotecan with fluorouracil and folinic acid in metastatic
pancreatic cancer after previous gemcitabine-based therapy (NAPOLI-1): A global, randomised, open-label,
phase 3 trial. Lancet 2016, 387, 545–557. [CrossRef]

19. National Cancer Institute. SEER Stat Fact Sheets: Pancreas Cancer. Available online: https://seer.cancer.gov/

statfacts/html/pancreas.html (accessed on 6 September 2019).
20. Pannala, R.; Basu, A.; Petersen, G.M.; Chari, S.T. New-onset diabetes: A potential clue to the early diagnosis

of pancreatic cancer. Lancet. Oncol. 2009, 10, 88–95. [CrossRef]
21. Raimondi, S.; Maisonneuve, P.; Lowenfels, A.B. Epidemiology of pancreatic cancer: An overview. Nat. Rev.

Gastroenterol. Hepatol. 2009, 6, 699–708. [CrossRef]
22. Bosetti, C.; Lucenteforte, E.; Silverman, D.T.; Petersen, G.; Bracci, P.M.; Ji, B.T.; Negri, E.; Li, D.; Risch, H.A.;

Olson, S.H.; et al. Cigarette smoking and pancreatic cancer: An analysis from the International Pancreatic
Cancer Case-Control Consortium (Panc4). Ann. Oncol. 2012, 23, 1880–1888. [CrossRef]

23. Lynch, S.M.; Vrieling, A.; Lubin, J.H.; Kraft, P.; Mendelsohn, J.B.; Hartge, P.; Canzian, F.; Steplowski, E.;
Arslan, A.A.; Gross, M.; et al. Cigarette smoking and pancreatic cancer: A pooled analysis from the pancreatic
cancer cohort consortium. Am. J. Epidemiol. 2009, 170, 403–413. [CrossRef] [PubMed]

24. Lugo, A.; Peveri, G.; Bosetti, C.; Bagnardi, V.; Crippa, A.; Orsini, N.; Rota, M.; Gallus, S. Strong excess risk
of pancreatic cancer for low frequency and duration of cigarette smoking: A comprehensive review and
meta-analysis. Eur. J. Cancer 2018, 104, 117–126. [CrossRef] [PubMed]

25. Bertuccio, P.; La Vecchia, C.; Silverman, D.T.; Petersen, G.M.; Bracci, P.M.; Negri, E.; Li, D.; Risch, H.A.;
Olson, S.H.; Gallinger, S.; et al. Cigar and pipe smoking, smokeless tobacco use and pancreatic cancer: An
analysis from the International Pancreatic Cancer Case-Control Consortium (PanC4). Ann. Oncol. 2011, 22,
1420–1426. [CrossRef] [PubMed]

26. Zhou, J.; Wellenius, G.A.; Michaud, D.S. Environmental tobacco smoke and the risk of pancreatic cancer
among non-smokers: A meta-analysis. Occup. Environ. Med. 2012, 69, 853–857. [CrossRef] [PubMed]

27. Genkinger, J.M.; Spiegelman, D.; Anderson, K.E.; Bergkvist, L.; Bernstein, L.; van den Brandt, P.A.;
English, D.R.; Freudenheim, J.L.; Fuchs, C.S.; Giles, G.G.; et al. Alcohol intake and pancreatic cancer risk:
A pooled analysis of fourteen cohort studies. Cancer Epidemiol. Biomarkers Prev. 2009, 18, 765–776. [CrossRef]
[PubMed]

28. Lucenteforte, E.; La Vecchia, C.; Silverman, D.; Petersen, G.M.; Bracci, P.M.; Ji, B.T.; Bosetti, C.; Li, D.;
Gallinger, S.; Miller, A.B.; et al. Alcohol consumption and pancreatic cancer: A pooled analysis in the
International Pancreatic Cancer Case-Control Consortium (PanC4). Ann. Oncol. 2012, 23, 374–382. [CrossRef]
[PubMed]

29. Wang, Y.T.; Gou, Y.W.; Jin, W.W.; Xiao, M.; Fang, H.Y. Association between alcohol intake and the risk of
pancreatic cancer: A dose-response meta-analysis of cohort studies. BMC Cancer 2016. [CrossRef] [PubMed]

30. Chang, J.S.; Hsiao, J.R.; Chen, C.H. ALDH2 polymorphism and alcohol-related cancers in Asians: A public
health perspective. J. Biomed. Sci. 2017, 24, 19. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/j.pan.2019.01.001
http://www.ncbi.nlm.nih.gov/pubmed/30638853
http://dx.doi.org/10.1001/jamasurg.2016.1137
http://www.ncbi.nlm.nih.gov/pubmed/27275632
http://dx.doi.org/10.1001/jamaoncol.2018.0329
http://www.ncbi.nlm.nih.gov/pubmed/29800971
http://dx.doi.org/10.1056/NEJMoa1809775
http://www.ncbi.nlm.nih.gov/pubmed/30575490
http://dx.doi.org/10.1016/S0140-6736(15)00986-1
https://seer.cancer.gov/statfacts/html/pancreas.html
https://seer.cancer.gov/statfacts/html/pancreas.html
http://dx.doi.org/10.1016/S1470-2045(08)70337-1
http://dx.doi.org/10.1038/nrgastro.2009.177
http://dx.doi.org/10.1093/annonc/mdr541
http://dx.doi.org/10.1093/aje/kwp134
http://www.ncbi.nlm.nih.gov/pubmed/19561064
http://dx.doi.org/10.1016/j.ejca.2018.09.007
http://www.ncbi.nlm.nih.gov/pubmed/30347287
http://dx.doi.org/10.1093/annonc/mdq613
http://www.ncbi.nlm.nih.gov/pubmed/21245160
http://dx.doi.org/10.1136/oemed-2012-100844
http://www.ncbi.nlm.nih.gov/pubmed/22843437
http://dx.doi.org/10.1158/1055-9965.EPI-08-0880
http://www.ncbi.nlm.nih.gov/pubmed/19258474
http://dx.doi.org/10.1093/annonc/mdr120
http://www.ncbi.nlm.nih.gov/pubmed/21536662
http://dx.doi.org/10.1186/s12885-016-2241-1
http://www.ncbi.nlm.nih.gov/pubmed/26968702
http://dx.doi.org/10.1186/s12929-017-0327-y
http://www.ncbi.nlm.nih.gov/pubmed/28253921


J. Clin. Med. 2019, 8, 1427 13 of 16

31. Kanda, J.; Matsuo, K.; Suzuki, T.; Kawase, T.; Hiraki, A.; Watanabe, M.; Mizuno, N.; Sawaki, A.; Yamao, K.;
Tajima, K.; et al. Impact of alcohol consumption with polymorphisms in alcohol-metabolizing enzymes on
pancreatic cancer risk in Japanese. Cancer Sci. 2009, 100, 296–302. [CrossRef]

32. Chan, J.M.; Gong, Z.; Holly, E.A.; Bracci, P.M. Dietary patterns and risk of pancreatic cancer in a large
population-based case-control study in the San Francisco Bay Area. Nutr. Cancer 2013, 65, 157–164. [CrossRef]

33. Bosetti, C.; Bravi, F.; Turati, F.; Edefonti, V.; Polesel, J.; Decarli, A.; Negri, E.; Talamini, R.; Franceschi, S.;
La Vecchia, C.; et al. Nutrient-based dietary patterns and pancreatic cancer risk. Ann. Epidemiol. 2013, 23,
124–128. [CrossRef] [PubMed]

34. Jansen, R.J.; Robinson, D.P.; Stolzenberg-Solomon, R.Z.; Bamlet, W.R.; de Andrade, M.; Oberg, A.L.; Rabe, K.G.;
Anderson, K.E.; Olson, J.E.; Sinha, R.; et al. Nutrients from fruit and vegetable consumption reduce the risk
of pancreatic cancer. J. Gastrointest. Cancer 2013, 44, 152–161. [CrossRef] [PubMed]

35. Wu, Q.J.; Wu, L.; Zheng, L.Q.; Xu, X.; Ji, C.; Gong, T.T. Consumption of fruit and vegetables reduces risk of
pancreatic cancer: Evidence from epidemiological studies. Eur. J. Cancer Prev. 2016, 25, 196–205. [CrossRef]
[PubMed]

36. Taunk, P.; Hecht, E.; Stolzenberg-Solomon, R. Are meat and heme iron intake associated with pancreatic
cancer? Results from the NIH-AARP diet and health cohort. Int. J. Cancer 2016, 138, 2172–2189. [CrossRef]
[PubMed]

37. Casari, I.; Falasca, M. Diet and Pancreatic Cancer Prevention. Cancers 2015, 7, 2309–2317. [CrossRef]
[PubMed]

38. Falasca, M.; Casari, I.; Maffucci, T. Cancer chemoprevention with nuts. J. Natl. Cancer Inst. 2014, 106.
[CrossRef] [PubMed]

39. Mao, Q.Q.; Lin, Y.W.; Chen, H.; Qin, J.; Zheng, X.Y.; Xu, X.; Xie, L.P. Dietary fiber intake is inversely associated
with risk of pancreatic cancer: A meta-analysis. Asia Pac. J. Clin. Nutr. 2017, 26, 89–96. [CrossRef] [PubMed]

40. O'Rorke, M.A.; Cantwell, M.M.; Cardwell, C.R.; Mulholland, H.G.; Murray, L.J. Can physical activity
modulate pancreatic cancer risk? a systematic review and meta-analysis. Int. J. Cancer 2010, 126, 2957–2968.
[CrossRef] [PubMed]

41. Farris, M.S.; Mosli, M.H.; McFadden, A.A.; Friedenreich, C.M.; Brenner, D.R. The Association between
Leisure Time Physical Activity and Pancreatic Cancer Risk in Adults: A Systematic Review and Meta-analysis.
Cancer Epidemiol. Biomarkers Prev. 2015, 24, 1462–1473. [CrossRef]

42. Keum, N.; Bao, Y.; Smith-Warner, S.A.; Orav, J.; Wu, K.; Fuchs, C.S.; Giovannucci, E.L. Association of Physical
Activity by Type and Intensity With Digestive System Cancer Risk. JAMA oncology 2016, 2, 1146–1153.
[CrossRef]

43. Noor, N.M.; Banim, P.J.; Luben, R.N.; Khaw, K.T.; Hart, A.R. Investigating Physical Activity in the Etiology of
Pancreatic Cancer: The Age at Which This Is Measured Is Important and Is Independent of Body Mass Index.
Pancreas 2016, 45, 388–393. [CrossRef] [PubMed]

44. Wu, L.; Zheng, W.; Xiang, Y.B.; Gao, Y.T.; Li, H.L.; Cai, H.; Shu, X.O. Physical Activity and Pancreatic Cancer
Risk among Urban Chinese: Results from Two Prospective Cohort Studies. Cancer Epidemiol. Biomarkers Prev.
2018, 27, 479–487. [CrossRef] [PubMed]

45. Arslan, A.A.; Helzlsouer, K.J.; Kooperberg, C.; Shu, X.O.; Steplowski, E.; Bueno-de-Mesquita, H.B.; Fuchs, C.S.;
Gross, M.D.; Jacobs, E.J.; Lacroix, A.Z.; et al. Anthropometric measures, body mass index, and pancreatic
cancer: A pooled analysis from the Pancreatic Cancer Cohort Consortium (PanScan). Arch. Intern. Med.
2010, 170, 791–802. [CrossRef] [PubMed]

46. Aune, D.; Greenwood, D.C.; Chan, D.S.; Vieira, R.; Vieira, A.R.; Navarro Rosenblatt, D.A.; Cade, J.E.;
Burley, V.J.; Norat, T. Body mass index, abdominal fatness and pancreatic cancer risk: A systematic review
and non-linear dose-response meta-analysis of prospective studies. Ann. Oncol. 2012, 23, 843–852. [CrossRef]
[PubMed]

47. Genkinger, J.M.; Kitahara, C.M.; Bernstein, L.; Berrington de Gonzalez, A.; Brotzman, M.; Elena, J.W.;
Giles, G.G.; Hartge, P.; Singh, P.N.; Stolzenberg-Solomon, R.Z.; et al. Central adiposity, obesity during early
adulthood, and pancreatic cancer mortality in a pooled analysis of cohort studies. Ann. Oncol. 2015, 26,
2257–2266. [CrossRef] [PubMed]

http://dx.doi.org/10.1111/j.1349-7006.2008.01044.x
http://dx.doi.org/10.1080/01635581.2012.725502
http://dx.doi.org/10.1016/j.annepidem.2012.12.005
http://www.ncbi.nlm.nih.gov/pubmed/23332711
http://dx.doi.org/10.1007/s12029-012-9441-y
http://www.ncbi.nlm.nih.gov/pubmed/23620017
http://dx.doi.org/10.1097/CEJ.0000000000000171
http://www.ncbi.nlm.nih.gov/pubmed/26075658
http://dx.doi.org/10.1002/ijc.29964
http://www.ncbi.nlm.nih.gov/pubmed/26666579
http://dx.doi.org/10.3390/cancers7040892
http://www.ncbi.nlm.nih.gov/pubmed/26610570
http://dx.doi.org/10.1093/jnci/dju238
http://www.ncbi.nlm.nih.gov/pubmed/25210199
http://dx.doi.org/10.6133/apjcn.102015.03
http://www.ncbi.nlm.nih.gov/pubmed/28049267
http://dx.doi.org/10.1002/ijc.24997
http://www.ncbi.nlm.nih.gov/pubmed/19856317
http://dx.doi.org/10.1158/1055-9965.EPI-15-0301
http://dx.doi.org/10.1001/jamaoncol.2016.0740
http://dx.doi.org/10.1097/MPA.0000000000000494
http://www.ncbi.nlm.nih.gov/pubmed/26390426
http://dx.doi.org/10.1158/1055-9965.EPI-17-0895
http://www.ncbi.nlm.nih.gov/pubmed/29475964
http://dx.doi.org/10.1001/archinternmed.2010.63
http://www.ncbi.nlm.nih.gov/pubmed/20458087
http://dx.doi.org/10.1093/annonc/mdr398
http://www.ncbi.nlm.nih.gov/pubmed/21890910
http://dx.doi.org/10.1093/annonc/mdv355
http://www.ncbi.nlm.nih.gov/pubmed/26347100


J. Clin. Med. 2019, 8, 1427 14 of 16

48. Koyanagi, Y.N.; Matsuo, K.; Ito, H.; Tamakoshi, A.; Sugawara, Y.; Hidaka, A.; Wada, K.; Oze, I.; Kitamura, Y.;
Liu, R.; et al. Body-Mass Index and Pancreatic Cancer Incidence: A Pooled Analysis of Nine Population-Based
Cohort Studies With More Than 340,000 Japanese Subjects. J. Epidemiol. 2018, 28, 245–252. [CrossRef]
[PubMed]

49. Zohar, L.; Rottenberg, Y.; Twig, G.; Katz, L.; Leiba, A.; Derazne, E.; Tzur, D.; Eizenstein, S.; Keinan-Boker, L.;
Afek, A.; et al. Adolescent overweight and obesity and the risk for pancreatic cancer among men and women:
A nationwide study of 1.79 million Israeli adolescents. Cancer 2019, 125, 118–126. [CrossRef] [PubMed]

50. Rawla, P.; Thandra, K.C.; Sunkara, T. Pancreatic cancer and obesity: Epidemiology, mechanism, and preventive
strategies. Clin. J. Gastroenterol. 2019. [CrossRef]

51. Maisonneuve, P.; Amar, S.; Lowenfels, A.B. Periodontal disease, edentulism, and pancreatic cancer:
A meta-analysis. Ann. Oncol. 2017, 28, 985–995. [CrossRef]

52. Stolzenberg-Solomon, R.Z.; Dodd, K.W.; Blaser, M.J.; Virtamo, J.; Taylor, P.R.; Albanes, D. Tooth loss,
pancreatic cancer, and Helicobacter pylori. Am. J. Clin. Nutr. 2003, 78, 176–181. [CrossRef]

53. Gerlovin, H.; Michaud, D.S.; Cozier, Y.C.; Palmer, J.R. Oral Health in Relation to Pancreatic Cancer Risk in
African American Women. Cancer Epidemiol. Biomarkers Prev. 2019, 28, 675–679. [CrossRef] [PubMed]

54. Michaud, D.S.; Izard, J.; Wilhelm-Benartzi, C.S.; You, D.H.; Grote, V.A.; Tjonneland, A.; Dahm, C.C.;
Overvad, K.; Jenab, M.; Fedirko, V.; et al. Plasma antibodies to oral bacteria and risk of pancreatic cancer in a
large European prospective cohort study. Gut 2013, 62, 1764–1770. [CrossRef] [PubMed]

55. Fan, X.; Alekseyenko, A.V.; Wu, J.; Peters, B.A.; Jacobs, E.J.; Gapstur, S.M.; Purdue, M.P.; Abnet, C.C.;
Stolzenberg-Solomon, R.; Miller, G.; et al. Human oral microbiome and prospective risk for pancreatic cancer:
A population-based nested case-control study. Gut 2016.

56. Olson, S.H.; Satagopan, J.; Xu, Y.; Ling, L.; Leong, S.; Orlow, I.; Saldia, A.; Li, P.; Nunes, P.; Madonia, V.; et al.
The oral microbiota in patients with pancreatic cancer, patients with IPMNs, and controls: A pilot study.
Cancer Causes Control. 2017, 28, 959–969. [CrossRef] [PubMed]

57. Hayashi, C.; Gudino, C.V.; Gibson, F.C., 3rd; Genco, C.A. Review: Pathogen-induced inflammation at sites
distant from oral infection: Bacterial persistence and induction of cell-specific innate immune inflammatory
pathways. Mol. Oral. Microbiol. 2010, 25, 305–316. [CrossRef] [PubMed]

58. Coussens, L.M.; Werb, Z. Inflammation and cancer. Nature 2002, 420, 860–867. [CrossRef] [PubMed]
59. Ren, Z.; Jiang, J.; Xie, H.; Li, A.; Lu, H.; Xu, S.; Zhou, L.; Zhang, H.; Cui, G.; Chen, X.; et al. Gut microbial profile

analysis by MiSeq sequencing of pancreatic carcinoma patients in China. Oncotarget 2017, 8, 95176–95191.
[CrossRef] [PubMed]

60. Pushalkar, S.; Hundeyin, M.; Daley, D.; Zambirinis, C.P.; Kurz, E.; Mishra, A.; Mohan, N.; Aykut, B.; Usyk, M.;
Torres, L.E.; et al. The Pancreatic Cancer Microbiome Promotes Oncogenesis by Induction of Innate and
Adaptive Immune Suppression. Cancer discov. 2018, 8, 403–416. [CrossRef]

61. Mendez, R.; Kesh, K.; Arora, N.; Di Martino, L.; McAllister, F.; Merchant, N.; Banerjee, S.; Banerjee, S.
Microbial dysbiosis and polyamine metabolism as predictive markers for early detection of pancreatic cancer.
Carcinogenesis 2019, 10.1093/carcin/bgz116. [CrossRef]

62. Archibugi, L.; Signoretti, M.; Capurso, G. The Microbiome and Pancreatic Cancer: An Evidence-based
Association? J. Clin. Gastroenterol. 2018. [CrossRef]

63. Zhou, C.D.; Kuan, A.S.; Reeves, G.K.; Green, J.; Floud, S.; Beral, V.; Yang, T.O. Coffee and pancreatic cancer
risk among never-smokers in the UK prospective Million Women Study. Int. J. Cancer 2019, 145, 1484–1492.
[CrossRef] [PubMed]

64. Guertin, K.A.; Freedman, N.D.; Loftfield, E.; Stolzenberg-Solomon, R.Z.; Graubard, B.I.; Sinha, R. A
prospective study of coffee intake and pancreatic cancer: Results from the NIH-AARP Diet and Health Study.
Br. J. Cancer 2015, 113, 1081–1085. [CrossRef] [PubMed]

65. Bosetti, C.; Rosato, V.; Li, D.; Silverman, D.; Petersen, G.M.; Bracci, P.M.; Neale, R.E.; Muscat, J.; Anderson, K.;
Gallinger, S.; et al. Diabetes, antidiabetic medications, and pancreatic cancer risk: An analysis from the
International Pancreatic Cancer Case-Control Consortium. Ann. Oncol. 2015, 25, 2065–2072. [CrossRef]
[PubMed]

66. Pang, Y.; Kartsonaki, C.; Guo, Y.; Bragg, F.; Yang, L.; Bian, Z.; Chen, Y.; Iona, A.; Millwood, I.Y.; Lv, J.; et al.
Diabetes, plasma glucose and incidence of pancreatic cancer: A prospective study of 0.5 million Chinese
adults and a meta-analysis of 22 cohort studies. Int. J. Cancer 2017, 140, 1781–1788. [CrossRef] [PubMed]

http://dx.doi.org/10.2188/jea.JE20160193
http://www.ncbi.nlm.nih.gov/pubmed/29225297
http://dx.doi.org/10.1002/cncr.31764
http://www.ncbi.nlm.nih.gov/pubmed/30417331
http://dx.doi.org/10.1007/s12328-019-00953-3
http://dx.doi.org/10.1093/annonc/mdx019
http://dx.doi.org/10.1093/ajcn/78.1.176
http://dx.doi.org/10.1158/1055-9965.EPI-18-1053
http://www.ncbi.nlm.nih.gov/pubmed/30923045
http://dx.doi.org/10.1136/gutjnl-2012-303006
http://www.ncbi.nlm.nih.gov/pubmed/22990306
http://dx.doi.org/10.1007/s10552-017-0933-8
http://www.ncbi.nlm.nih.gov/pubmed/28762074
http://dx.doi.org/10.1111/j.2041-1014.2010.00582.x
http://www.ncbi.nlm.nih.gov/pubmed/20883220
http://dx.doi.org/10.1038/nature01322
http://www.ncbi.nlm.nih.gov/pubmed/12490959
http://dx.doi.org/10.18632/oncotarget.18820
http://www.ncbi.nlm.nih.gov/pubmed/29221120
http://dx.doi.org/10.1158/2159-8290.CD-17-1134
http://dx.doi.org/10.1093/carcin/bgz116
http://dx.doi.org/10.1097/MCG.0000000000001092
http://dx.doi.org/10.1002/ijc.31994
http://www.ncbi.nlm.nih.gov/pubmed/30426487
http://dx.doi.org/10.1038/bjc.2015.235
http://www.ncbi.nlm.nih.gov/pubmed/26402414
http://dx.doi.org/10.1093/annonc/mdu276
http://www.ncbi.nlm.nih.gov/pubmed/25057164
http://dx.doi.org/10.1002/ijc.30599
http://www.ncbi.nlm.nih.gov/pubmed/28063165


J. Clin. Med. 2019, 8, 1427 15 of 16

67. Chari, S.T.; Leibson, C.L.; Rabe, K.G.; Timmons, L.J.; Ransom, J.; de Andrade, M.; Petersen, G.M.
Pancreatic cancer-associated diabetes mellitus: Prevalence and temporal association with diagnosis of
cancer. Gastroenterology 2008, 134, 95–101. [CrossRef]

68. Setiawan, V.W.; Stram, D.O.; Porcel, J.; Chari, S.T.; Maskarinec, G.; Le Marchand, L.; Wilkens, L.R.;
Haiman, C.A.; Pandol, S.J.; Monroe, K.R. Pancreatic Cancer Following Incident Diabetes in African Americans
and Latinos: The Multiethnic Cohort. J. Natl. Cancer Inst. 2019, 111, 27–33. [CrossRef]

69. Kirkegard, J.; Mortensen, F.V.; Cronin-Fenton, D. Chronic Pancreatitis and Pancreatic Cancer Risk:
A Systematic Review and Meta-analysis. Am. J. Gastroenterol. 2017, 112, 1366–1372. [CrossRef]

70. Raimondi, S.; Lowenfels, A.B.; Morselli-Labate, A.M.; Maisonneuve, P.; Pezzilli, R. Pancreatic cancer in
chronic pancreatitis; aetiology, incidence, and early detection. Best Pract. Res. Clin. Gastroenterol. 2010, 24,
349–358. [CrossRef]

71. Gandini, S.; Lowenfels, A.B.; Jaffee, E.M.; Armstrong, T.D.; Maisonneuve, P. Allergies and the risk of
pancreatic cancer: A meta-analysis with review of epidemiology and biological mechanisms. Cancer
Epidemiol. Biomarkers Prev. 2005, 14, 1908–1916. [CrossRef]

72. Olson, S.H.; Hsu, M.; Satagopan, J.M.; Maisonneuve, P.; Silverman, D.T.; Lucenteforte, E.; Anderson, K.E.;
Borgida, A.; Bracci, P.M.; Bueno-de-Mesquita, H.B.; et al. Allergies and risk of pancreatic cancer: A pooled
analysis from the Pancreatic Cancer Case-Control Consortium. Am. J. Epidemiol. 2013, 178, 691–700.
[CrossRef]

73. Huang, B.Z.; Le Marchand, L.; Haiman, C.A.; Monroe, K.R.; Wilkens, L.R.; Zhang, Z.F.; Setiawan, V.W. Atopic
allergic conditions and pancreatic cancer risk: Results from the Multiethnic Cohort Study. Int. J. Cancer 2018,
142, 2019–2027. [CrossRef] [PubMed]

74. Sherman, P.W.; Holland, E.; Sherman, J.S. Allergies: Their role in cancer prevention. Q. Rev. Biol. 2008, 83,
339–362. [CrossRef] [PubMed]

75. Profet, M. The function of allergy: Immunological defense against toxins. Q. Rev. Biol. 1991, 66, 23–62.
[CrossRef] [PubMed]

76. Xu, J.H.; Fu, J.J.; Wang, X.L.; Zhu, J.Y.; Ye, X.H.; Chen, S.D. Hepatitis B or C viral infection and risk of
pancreatic cancer: A meta-analysis of observational studies. World J. Gastroenterol. 2013, 19, 4234–4241.
[CrossRef] [PubMed]

77. Krull Abe, S.; Inoue, M.; Sawada, N.; Iwasaki, M.; Shimazu, T.; Yamaji, T.; Sasazuki, S.; Saito, E.; Tanaka, Y.;
Mizokami, M.; et al. Hepatitis B and C Virus Infection and Risk of Pancreatic Cancer: A Population-Based
Cohort Study (JPHC Study Cohort II). Cancer Epidemiol. Biomarkers Prev. 2016, 25, 555–557. [CrossRef]
[PubMed]

78. Kamiza, A.B.; Su, F.H.; Wang, W.C.; Sung, F.C.; Chang, S.N.; Yeh, C.C. Chronic hepatitis infection is associated
with extrahepatic cancer development: A nationwide population-based study in Taiwan. BMC Cancer 2016,
16, 861. [CrossRef] [PubMed]

79. Chang, M.C.; Chen, C.H.; Liang, J.D.; Tien, Y.W.; Hsu, C.; Wong, J.M.; Chang, Y.T. Hepatitis B and C viruses
are not risks for pancreatic adenocarcinoma. World J. Gastroenterol. 2014, 20, 5060–5065. [CrossRef] [PubMed]

80. Allison, R.D.; Tong, X.; Moorman, A.C.; Ly, K.N.; Rupp, L.; Xu, F.; Gordon, S.C.; Holmberg, S.D. Increased
incidence of cancer and cancer-related mortality among persons with chronic hepatitis C infection, 2006-2010.
J. Hepatol. 2015, 63, 822–828. [CrossRef] [PubMed]

81. Schulte, A.; Pandeya, N.; Fawcett, J.; Fritschi, L.; Risch, H.A.; Webb, P.M.; Whiteman, D.C.; Neale, R.E.
Association between Helicobacter pylori and pancreatic cancer risk: A meta-analysis. Cancer Causes Control.
2015, 26, 1027–1035. [CrossRef] [PubMed]

82. Huang, J.; Zagai, U.; Hallmans, G.; Nyren, O.; Engstrand, L.; Stolzenberg-Solomon, R.; Duell, E.J.; Overvad, K.;
Katzke, V.A.; Kaaks, R.; et al. Helicobacter pylori infection, chronic corpus atrophic gastritis and pancreatic
cancer risk in the European Prospective Investigation into Cancer and Nutrition (EPIC) cohort: A nested
case-control study. Int. J. Cancer 2017, 140, 1727–1735. [CrossRef] [PubMed]

83. Klein, A.P.; Lindstrom, S.; Mendelsohn, J.B.; Steplowski, E.; Arslan, A.A.; Bueno-de-Mesquita, H.B.;
Fuchs, C.S.; Gallinger, S.; Gross, M.; Helzlsouer, K.; et al. An absolute risk model to identify individuals at
elevated risk for pancreatic cancer in the general population. PLoS ONE 2013, 8, e72311. [CrossRef] [PubMed]

84. Risch, H.A.; Yu, H.; Lu, L.; Kidd, M.S. Detectable Symptomatology Preceding the Diagnosis of Pancreatic
Cancer and Absolute Risk of Pancreatic Cancer Diagnosis. Am. J. Epidemiol. 2015, 182, 26–34. [CrossRef]
[PubMed]

http://dx.doi.org/10.1053/j.gastro.2007.10.040
http://dx.doi.org/10.1093/jnci/djy090
http://dx.doi.org/10.1038/ajg.2017.218
http://dx.doi.org/10.1016/j.bpg.2010.02.007
http://dx.doi.org/10.1158/1055-9965.EPI-05-0119
http://dx.doi.org/10.1093/aje/kwt052
http://dx.doi.org/10.1002/ijc.31241
http://www.ncbi.nlm.nih.gov/pubmed/29314003
http://dx.doi.org/10.1086/592850
http://www.ncbi.nlm.nih.gov/pubmed/19143335
http://dx.doi.org/10.1086/417049
http://www.ncbi.nlm.nih.gov/pubmed/2052671
http://dx.doi.org/10.3748/wjg.v19.i26.4234
http://www.ncbi.nlm.nih.gov/pubmed/23864789
http://dx.doi.org/10.1158/1055-9965.epi-15-1115
http://www.ncbi.nlm.nih.gov/pubmed/26715423
http://dx.doi.org/10.1186/s12885-016-2918-5
http://www.ncbi.nlm.nih.gov/pubmed/27821099
http://dx.doi.org/10.3748/wjg.v20.i17.5060
http://www.ncbi.nlm.nih.gov/pubmed/24803819
http://dx.doi.org/10.1016/j.jhep.2015.04.021
http://www.ncbi.nlm.nih.gov/pubmed/25937437
http://dx.doi.org/10.1007/s10552-015-0595-3
http://www.ncbi.nlm.nih.gov/pubmed/25951801
http://dx.doi.org/10.1002/ijc.30590
http://www.ncbi.nlm.nih.gov/pubmed/28032715
http://dx.doi.org/10.1371/journal.pone.0072311
http://www.ncbi.nlm.nih.gov/pubmed/24058443
http://dx.doi.org/10.1093/aje/kwv026
http://www.ncbi.nlm.nih.gov/pubmed/26049860


J. Clin. Med. 2019, 8, 1427 16 of 16

85. Yu, A.; Woo, S.M.; Joo, J.; Yang, H.R.; Lee, W.J.; Park, S.J.; Nam, B.H. Development and Validation of a
Prediction Model to Estimate Individual Risk of Pancreatic Cancer. PLoS ONE 2016, 11, e0146473. [CrossRef]
[PubMed]

86. Nakatochi, M.; Lin, Y.; Ito, H.; Hara, K.; Kinoshita, F.; Kobayashi, Y.; Ishii, H.; Ozaka, M.; Sasaki, T.;
Sasahira, N.; et al. Prediction model for pancreatic cancer risk in the general Japanese population. PLoS ONE
2018, 13, e0203386. [CrossRef] [PubMed]

87. Boursi, B.; Finkelman, B.; Giantonio, B.J.; Haynes, K.; Rustgi, A.K.; Rhim, A.D.; Mamtani, R.; Yang, Y.X. A
Clinical Prediction Model to Assess Risk for Pancreatic Cancer Among Patients With New-Onset Diabetes.
Gastroenterology 2017, 152, 840–850 e843. [CrossRef] [PubMed]

© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1371/journal.pone.0146473
http://www.ncbi.nlm.nih.gov/pubmed/26752291
http://dx.doi.org/10.1371/journal.pone.0203386
http://www.ncbi.nlm.nih.gov/pubmed/30192808
http://dx.doi.org/10.1053/j.gastro.2016.11.046
http://www.ncbi.nlm.nih.gov/pubmed/27923728
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Lifestyle Risk Factors of Pancreatic Cancer 
	Cigarette Smoking and Other Tobacco Products 
	Alcohol Drinking 
	Diet 
	Physical Activities 
	Obesity 
	Oral Health/Hygiene 
	Oral Microbiome 
	Gut Microbiome 
	Coffee 

	Clinical Risk Factors of Pancreatic Cancer 
	Diabetes 
	Chronic Pancreatitis 
	Allergies 
	Infections 

	Incorporation of Environmental Risk Factors for Constructing Pancreatic Cancer Risk Prediction Models 
	Conclusions 
	References

