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[Abstract] Pancreatic cancer is one of the main causes of cancer deaths worldwide. With economic
development, obesity, diabetes and increased alcohol intake, its incidence rate is rising, and the number of
deaths is also increasing year by year. According to anatomical characteristics, pancreatic cancer can be
divided into resectable pancreatic cancer, borderline resectable pancreatic cancer, locally advanced
pancreatic cancer and metastatic pancreatic cancer. Among them, neoadjuvant therapy has shown great
advantages for borderline resectable pancreatic cancer, but there is no unified standard for efficacy evaluation
of neoadjuvant therapy at present, which is related to the next diagnosis and treatment plan for pancreatic
cancer patients. Therefore, this article reviews the research progress on the efficacy evaluation method of
neoadjuvant therapy for pancreatic cancer at home and abroad.
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