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Gl Tract Cancers: From Top to Bottom

Resectability — Gastric
1.positive cytology

2.surgical palliation
3.multiorgan resection
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Table 1

American Joint Committee on Cancer (AJCC)
TNM $taging Classiication for Carcinoma of the Stomach
(Tthed, 2010)

Primary Tumor [T)

TX  Primary tumor cannol be assessed

T0 Noesidence of primary tumor

Tis Carcinoma n st inragpithelal tumor without imvasion ofthe
[amina propria

Tt Tumor nvades lamine propria, musculars mucosae or
submucosa

Tha: Tumorinvades lamina propri or muscularis mucosae

Tib Tumorinvades submucosa

T2 Tumor invades musculars propria®

T3 Tumor penetrates subserosal connectve Bssue vithout
invasion of isceralpertoneum or adjacentstrucires™ ™

T4 Tumor ivades serosa (visceral pertoneum| or adjacent
stuctures™ ™

Téa Tumor invades serosa (visceral pertoneum)

T4o Tumor invades adjacent structures

Regianal Lymph Nodes (N)

NX Regionalfymph node(s) cannat be assessed

N0 Naregional ymoh node metastasis§

Nt Metastasisin { - 2 regional ymph nodes

N2 Metastasisin 3-  regional ymph nodes

N3 Metastasi i seven or more regional ymgh nades
Nia Metastasisin 7- 15 regional lymeh nodes

N3b Metastasis in 16 or more regional lymph nodes

Distant Metastasis (M)

MO Mo distant metastasis
M1 Distant metastasis
Histologic Grate (G)

X Grade cannot be assessed
Gt Wel diferentated

G2 Moderately ciffrentiated
G3 Poorly diferentiated

G4 Undiferentiated

Note: Atumor may penelrate e mustulars propria wih extension ino
the gastrocalcor gastronepalic igaments, or nfo he greater or esser
amentum, withoul perforafon of he visceral pertoneum covering fhese
sruetures, n this case, ihe bumor s classified T3, f lnre is perforation of
the:viscerelperloneum covering the gastic igaments or e omentum, the
umar should be classiied T4, 7

*The adjacent stuctures of he stomach include the spleen, ransverse
coon, ver,dizphvagm, pancreas, abidomingl wal adrenel gland, idney;
smal intesting, and retropesitongum,

*"Yniramural extension ta e duodenum or esophagus s clssfied by e
depthof the greatest invasion n any of hese shtes, incliing the slomac,

§A designation of pNO shald be used f ll examined ymph nodes are

negative, regardless of the total number removed and examined,

National

o 0astric Cancer

e Conprehensive: NCCN Guidelines Version 3.2015 Sta
OO Cancer

tled by Andrew McFadden on 11/872015 4:03:57 PM. For parsonal use only. Mot approved for distribution. Copyright © 2015 National Comprehensiva Cancer Network, Inc

ging

Table 1 - Continued

American Joint Committee on Cancer (AJCC)

TNM Staging Classification for Carcinoma of the Stomach
(Tth ed,, 2010)

Anatomic Stage/Prognostic Groups

Staged  Tis NO MO
StagelA. T1 N0 MO
StagelB T2 N0 MO

T Nt MO
StagellA T3 NO MO
T2 Nt MO
1 N2 MO
StagellB  Tda N0 MO
T3 Nt MO
T2 N2 MO
T N3 MO
StagelllA  Tda NTMD
T3 N2 MO
T2 N3 MO
StagelllB  Tdb NDO MO
Tdh NtMO
T4a N2 MO
T3 N3 MO
StagelIC  Tdb N2 MO
Tdb N3 MO
Tda N3 MO

StagelV. AnyT  AmyN M1

Stage 5 year
observed
survival

Stage IA 1%

Stage 1B 57%

Stage lIA 46%

Stage IIB 33%

Stage llIA 20%

Stage [lIB 14%

Stage lIC 9%

Stage V 4%

Tha merall Bausar ralatiie euinival rata of all nennla
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Resectability —Colon and rectal

1.retroperitoneal lymph node recurrences
2.Involvement of pelvic side wall & sacrum
3.Lung mets/ lung mets and liver mets

4. Unresectable

5.Peritoneal seeding
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Table 1. Definitions for T, N, M Table 2. Anatomic Stage/Prognostic Groups
Primary Tumor (T) Stage T N M Dukes* ~ MAC*
TX Primary tumor cannot be assessed 0 Tis N0 M- -
T0 No evidence of primary tumor | T NO MO A A
Tis Carcinoma in siu: infraepithelial or invasion of lamina propria T2 N0 M A B
1 Tumor invades submucosa IIA T3 N M B B2
T2 Tumor invades muscularis propria 1B Tha NO M B B2
T3 Tumorinvades through the muscularis propria into the pericolorectaltissues IC Tdb NO MO B B3
Tda Tumor penelrates to the surface of the visceral pertoneum® MlA 112 NNle M0 C C1
Tdb Tumor directly invadss or is adherent to other organs or structures?® T N2a M C C1
Regional Lymph Nodes (N) llB T3T4a  NiNle M0 C (2
NX Regional lymph nodes cannot be assessed T2-T3 N2a M C C1Ic2
N0 Noregional lymph node metastasis 112 N2b M C C1
N1 Metastasis in 1-3 regional lymph nodes Ic Téa N2a M C 2
N1a Metastasis in one regional lymph node T3Tda  N2b M C (2
N1b Metastasis in 2-3 regional lymph nodes Thb N1-N2 M C )
N1c Tumor deposit(s) in the subserosa, mesentery, or nonperitongalized VA Any T Any N Ma - -

pericolic or perirectal issues without regional nodal metastasis VB Any T Any N Mib

N2 Metastasis in four or more regional lymph nodes
N2a Metastasis in 4-6 regional lymph nodes
N2b- Metastasis in seven or more regional lymph nodes

Note: ¢TNM is the clinical classification, pTNM is the pathologic classification,
The y prefx s used for those cancers that are classified after neoadjuvant
preireatment (eg, ypTNM). Patients who have a complete pathologic respanse

Distant Metastasis (M) are ypTONOGMO that may be similar to Stage Group 0 or |, The r prefix s to be
MO No distant metastasis used for those cancers that have recurred afer a disease-free interval (rTNM).
M1 Distant metastasis "Dukes B is a composite of better (T3 NO M0) and worse (T4 NO M0) prognostic

MH1a Metastasis confined to one organ or site

(eg, lver, lung, ovary, nonregional node) Aoter-Colercssficaon

M1b Metastases in more than one organ/site or the peritoneum

groups, as is Dukes C (Any TN1 MO and Any TN2 M). MAC is the modified

11/6/2015 What are the sunvival rates for colorectal cancer by stage?

The numbers below come from the National Cancer Institute's SEER database, looking at people diagnosed with colon
cancer between 2004 and 2010

Stage 5-year Relative
Survival Rate
1 92%
HA 87%
1B 63%"
A 89%*
ns 69%
nc 53%
v 1%

*These numbers are correct : patients with stage IlIIA or llIB cancers have better sunival than those with
stage IIB cancers.

These statistics are based on a previous version of the staging system. in that version, there was no
stage IIC (those cancers were grouped considered stage IIB). Also, some cancers that are now
considered stage |IC were classified as stage llIB, while some other cancers that are now considered
stage llIB were classified as stage lIIC

Survival rates for rectal cancer, by stage

The numbers below come from the National Cancer Institute’s SEER database, looking at people diagnosed with
rectal cancer between 2004 and 2010.

Stage 5-year Relative
Survival Rate
87%

A 80"%

B 49"%

A 84%

s 71%

mnec 58%

v 12

*These numbers are correct; survival was better for some stage Ill cancers than for some stage Il
cancers.

http://wwww.cancer.org/cancer/colonandrectumcancer/detailedg uide/colorectal-cancer-survival-rates
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Recurrent and Metastatic Disease: outcomes

+ Patients to receive nonsurgical treatment do not
Survive 5 years
v 30% 1year
8% 2 years
1% 4 years
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Recurrent and Metastatic Disease :outcomes

+ Surgery only form of treatment that is
potentially curative ( Ro resection)

+ 50% patients with local recurrence have mets
+ Demanding surgery
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Surgery for nodal recurrences

After curative resection for CRC:
20% develop locoregional recurrence
10% will have disease in retroperitoneum

1-2% isolated nodal recurrence
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1. Surgery for nodal recurrences

Available online at www.sciencedirect.com
ScienceDirect E] S O

the Journal of Cancer Surgery

EISO 40 (2014) 739746 www.gjso.com

Long-term outcomes following resection of @Cmmm
retroperitoneal recurrence of colorectal cancer
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1. Surgery for nodal recurrences

Overall Survival
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Figure 2a. Overall survival of the whole cohort (n = 48).
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Figure 2b. Disease-free survival of patients without gross residual disease
after RPR surgery (n = 43).
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1. Surgery for nodal recurrences

Systematic review HO,Mack,Temple 2011
110 patients : series from 1993-2010

median survival 34-44 months’
median DFS 17-21 months

Too heterogeneous for prime time
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2. Local recurrence & locally advanced disease

Radvalogical critena” Compartimént® Medsin vilue Megn 0
Anterion tumor involving the ulens Ant 10 12 060 100
Owary or lalloplan tube mvclvement A 10 1.2 043 100
Anterior tumos irvolving the bladdes Ant 10 12 061 100
Anal caral invodvenmient Ax 0 12 056 100
Central tumor involving the anastomasis Ax 1] 13 084 910
Small bowed involverment DOthers 14 13 0.53 100
Anterior tumor involving the semanal vesicles At 1.0 14 090 970
Ireolvement of the perineum At LF:} L5 on 100
Anberion tumod involving the vaging Ant 10 16 120 909
Levator and involverrent Ani/As/Post 1] 1.6 1.09 939
Anterior tumor involving the prostate vt 19 14 0.90 970
Sngle wte of diiease in the pehas Others 10 16 ogr 970
Postenior tumo myedang the sdrom 53 and below Pot ] 1§} 1.09 w09
Lingle-ite privic divease with ncreated activity on PET Dehis 10 8 148 B48
Ivvolvement of the urethia Ant 10 10 1.9 879
Lateral tumor inveoing the peliic ueter Lat 0 b A .57 (il
Poaterior tumar irnvedving the presacral s Poit 20 14 1.73 BB
Central tumes with nodal recumence As 20 16 1.98 188
Diagnostic quality of the MRI Others 20 15 106 nr
Trvteanad ikiac node rvecdvement Lat 10 11 184 .7
Lateral husmoe |m.~:|lmluj thee intemal disc artery Lat 10 1.1 I.68 816
Pebvic disease without increased sctivity on PET Others 30 i1 PR 636 .- H M
Lateral turmor involving the internal fiac vein causing thromibsses Lat 0 1A 1.93 606 Cllnlcal, MRI’ and PET'CT Crlterla
Common ikiac node mvolverment Lat 30 34 L4 636 o
Size/bulk of disease in pebis Others 30 13 1w 545 Used by S g
Pontenion tumor invclving the sacrum 57 and below Pout 10 18 255 576 se ur eons to DEtermlne
External liac node imvolvement Lat 30 18 39 b TA ) . ege . .
Lateral tumod imiolving the olsturator intermut muncle Lt 10 19 163 il5 Sultablllty for PeIVIc Exenteratlon
Lateral tumaor involving the periformis muscle Lat 1) 41 185 515
Antierion turmds invohving the symphyiis putss of pulec rami Ant 40 4.2 136 455
(.lm‘l!ﬂ!lunInlrcd':llrcammlhl-mhu Otheery 40 45 245 485 Su rgery for Recu rrent Rectal
Lateral tumor involving the eum Lat 40 47 188 424 .
Lateral tumer invelving the extermal il artery Lat 1] 48 145 133 C . Iph S dy
Ireguiinal nvode involvement Ohers 50 A 175 194 ancers- A De I tu °
Lateral tumod inveohvang the extamal lia< vein Ciuting thiombois Lat 50 51 166 04 .
Lateral tumiod smeohving the rchivem Lat 50 il 245 0.3 CheW’ MIn-Hoe; Brown’ Wendy;
Poaterior tuma irvedving the secral nemves Post 50 55 281 303
Multifocal petvic divease with increased activity on PET Others 50 57 134 N2 H . . .
Pir Rt s S s bl b P Masya, Lindy; Harrison, James;
Metatatic disesse with increated activity on PET Others 50 &3 123 6.1 . .
Latersl tumor ivvolving the scislhc nerve of nerve rools Lat a0 63 146 152 Myers’ Eddle; Solomon’ Mlchael
AR criteria sie WP critenia, unkess otherwine Wated is PET
A = ardrion Comnpatersend: Bladicher, proatabe, seveenal vesbgles, var defenenr, wrethra, snieics Rl of vagena, peivic Do (s symmplnein, sepenor and idercr pubs;
il and amberior petvic ficor, Ax = Central/ il Compantment: pothenion half of vaghna, utenet. ovares. fallopian fubed, rectum, anal canal and pedvic floor, bower aaonem
T gl coiy, and pebve Boor musches Poal = poitenod compiitment: pelve bone [uacia and coctyal poilencr pelvis Roor, sferml e veisel Branchs, padormn
ke, s sacrd revee 510 S Lat = beferad comparirment. usebes. ndernal e vepsel. svternal s vl oy el ey Tulbsenon iy et e, i i ieanChes aeadl H
i eV bt bernendi, humbodecal trank, obiulatod ferv and veibel Othen « fadton other than tumos irssslvirman i the compartments Biled dbve D I s e a Ses Of t h e Co I O n & Rect u m .
Criteria were ranked on 3 1eaie of 1109, A criterion contidened “definitely Enponant” wan ranked with & valee of 1, 5 critenon consdered “undecided” wan ranked with &

beabuse of 5, whentas & criberkon oonidensd ‘dedinitely nof brpostand v rnked with a value of 3 56(6) :7 17_725, J u ne 20 13 .
DOI:
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2. Local recurrence & locally advanced disease
=

Medhn Imporionce
Chincopathokogical criteno Chargctenty vl Mean L1 ] vl /-1, %
Ascites Chinical 10 141 083 971
Launedic @ Chinkcal 1.0 149 143 odh
Portal hypertension Chirig al 1.0 .5 0ay 917
Cognitive impainment Social 10 18 0 971
Renal faslure treated by hemadialys Chnscal F1] 18 142 B2
Cachexia Chincal 10 18 168 ny
History of pain Presenting fympiom 10 9 158 ER2
Histery of leg swelling Présenting symplom 10 19 151 BR2
Lateral pebiic necummence Chinbcal 1.0 0 208 912
Bilateral or undlateral leg weakness with semory deficit Presenting symplom 10 10 163 B2
Unable to condont because of poor comprehansion Social 10 0 1.7 B9
Pebac bone pain (mcrumicocychipl F'|Hm1lnq Fymgtom 10 21 \.78 BT
ASA grade Clriical 20 FA 154 919 . R . .
m:.uzmmum recummence aliss previois sxsnleration Chinical 10 21 193 §53 C||n|ca|’ M Rl’ and PET-CT Criteria
UHgery
Fued tumorn 1o pelvic bone Chinkcal 10 13 147 794 :
s hernl ek i B Used by Surgeons to Determine
Anorexia and weight koss Presenting srmplom 0 15 129 6.5 - oge - -
Evidence of deep vein thrombosis Chnical 10 27 173 Lk SUItablllty for Pelvic Exenteration
Phiysically disabled Socil 0 19 121 T
Patsent lives in a nuring home ':.-n-r.ul 20 iD 277 735 Su rgery for Recurrent Rectal
Resectalde Jung metastasis Chinical 0 32 126 Fil ]
Resectable lver metastasis Clinical 20 33 234 Wb H
o i g u o by Cancers: A Delphi Study.
Posterion pelvic recurmence Chinical 0 15 317 616 .
Smokes >30 chgarettes'd Soctal 0 15 140 547 Chew’ M|n-H0e; Brown’ Wendy’
Previous hepatectomy for colorectsl metastass Cliracal in a0 200 529
Mild to moderate liver disease (eg, lary liver, hepanitis) Chirdcal 40 42 1.75 &l 1 . 1 .
Previceus ke metastasetomy Clinical 40 42 188 an Masya’ LI ndy’ Ha rrlson’ Ja mes’
ksl :n}nu:d-g!u:fpdwm.u? s Chirical 40 43 176 X4 . . .
Wil to moderate candiovascular disease Chinical 40 45 .96 153 Mye rs, Eddle, SOIOmon, M IChaeI
Lasge hungating umios to perineum Chinical 40 47 LR ™2
Lack of caregiver or suppoi tive lamily o ial 40 43 384 382
Iiveestanad Ritula Chnbtal 50 50 254 265
Postly diferentiated histology of the recurmence Chinical 50 51 2563 8.2 1
St i e M8 W e Diseases of the Colon & Rectum.
Agymptomatic recumence [recurrence detected on routine Fresenting vympiom B0 55 169 .1 .
g 56(6):717-725, June 2013.
Pt history of other cander Chinkcal (1] 57 237 HNE
Antiplatelet or anticoagulant therapy Chiric al [ £g 250 LS D O I :
Preoperative serum CEA > 20ng/mi Chinical 10 65 254 X6
T riberie were rinked on & scabe of § 109 A criterkon comibernd “dhebely mportant” wan ranked with a vaebue of 1, # ariterion comsidened “undecided” wan ranked with » 1 O . 1 09 7/D C R . O bO 1 3 e 3 1 8 2 8 1 2 b ec
valun of T, whareat 3 ertevicn tondidennd ‘defndtely not ergartsnt v eanked with 5 vahue of .
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2. Local recurrence & locally advanced disease

Contraindications to surgery

. Poor performance status/medically unfit
2. Bilateral sciatic nerve invovlement

9. Circumferential bone involvement
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2. Local recurrence & locally advanced disease

Relative Contraindications to surgery

SIESEAREE

Extension of tumour thru sciatic notch
Encasement

Circumferential bone involvement
Lateral pelvic side wall involvement
High sacral involvement S1/S2
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2. Local recurrence & locally advanced disease

What are we offering?

. Mortality 0.6%-5%

). Morbidity 25%-100%
3, 5 vear survival 20-60%
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3. VISCERAL METASTESES

| can’t figure out who is eligible for a liver resection!
Basingstoke index:
3 hepatic mets
Node positive primary
Poorly differentiated primary
Extrahepatic disease
Tumour >5cm
Worst 0.7 years
Best 7.4 years
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3. VISCERAL METASTESES

[ can’t figure out who is eligible for a liver
resection!

Absolute CI:

1.Liver failure

2, Unresectable extrahepatic disease

3. >70% liver involvement

4. Medically unfit

5. Biliary and hepatic outflow preserved
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3. VISCERAL METASTESES

. Lung mets should be considered potentially
resectable with or without liver mets

. Liver mets with hepatic nodes don’t do well

. Delphi study done in Ontario showed very poor
agreement between HPB surgeons in 8 scenarios
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4. Advanced and Unresectable Disease

Neoadjuvant chemotherapy:
Who?

Neoadjuvant or adjuvant
Resectable or unresectable
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4. Advanced and Unresectable Disease
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4. Advanced and Unresectable Disease

Neoadjuvant chemotherapy:
Why?

Micro metastases
Evaluate chemo responsiveness
Shrink tumour
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4. Advanced and Unresectable Disease

IS chemo beneficial for patients with initially
resectable liver mets?

Many studies no survival benefit
EORTC 40983 benefit
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4. Advanced and Unresectable Disease

Can chemo convert unresectable to
resectable?

50% potentially resectable become
resectable with irinotecan or oxaliplatin
based regimens

32% unresectable become resectable with
FOLFIRI ( 16% with FOLFOX)
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4. Advanced and Unresectable Disease

Role of biologics uncertain:

FOLFOXIRI : 28% histopathologic response

FOLOXIRI & bev: 63%
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Management of Recurrent and Advanced Tumours: When are Tumours

Resectable, and Multidisciplinary Management

Non-resectability is like beauty:

difficult to define, and individually-perceived...

- Dr. Lawrence Wagman




Management of Recurrent and Advanced Tumours: When are Tumours
Resectable, and Multidisciplinary Management

1.Advanced, recurrent and metastatic disease can be cured
2.Indications keep changing

3.Teams necessary

4.Few standard protocols

5.MDT conferences mainstay

6.Resource intense

7.M & M must be acceptable
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