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Hi o La millor viA abArdatge quirdrgic
LU per apacients amb cancerde recte
Inferior

e Cancer de recte inferior:

* Adenocarcinoma del terg inferior del recte: Tumors amb marge distal < 5
cm marge anal

e Cas Clinic:

* Pacient varo de 65 any diagnosticat de tumoracio rectal a 5 cm del marge
anal de 4 cm de tamany.

Antecedents : No familiars de CCR. Hta, no cirurgia previes

Colonoscopia total: Lesio a 5 cm del marge anal de 4 cm, d’aspecte
neoplasic. No altres patologies.

Biopsies: Adenocarcinoma "“in situ”
* Tc Abdominal: NO M1
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. La millor viA abArdatge quirurgic
Toa vl per apacients amb cancerde recte

= de CIRURGIA inferior
°Fa 25 any:
* Tractament:
*Quirurgic: Escisio Total del Mesorecte
(Heald)

* Reseccion anterior baixa- anastomosi colo-anal

Parc Tauli UrnB

Hospital Universitari v



T

. La millor viA abArdatge quirdrgic
PG LLt  per apacients amb cancerde recte
Inferior

* Escisio Total del Mesorecte (ETM)

* Pros
* Recurréncia local entre 2-11% i sistemica entre el 2-13%

e Contra

* Morbiditat-mortalitat associada a aquesta técnica és alta, del 30-40% i 2%
respectivament.

* S'associa habitualment a ostomies temporals o permanents

* Alteracions genitourinaries i de disfuncio sexual que arriben entre el 20-30%
dels pacients
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La millor viA abAr@atge quirdrgic
X conors caraa RIS a pacients amb cancerde recte inferior
Actualmente-2017:Comite Multidisciplinar

= de CIRURGIA

National

Comprehensive  NCCN Guidelines Version 3.2017 NCCN Guidelines Index

NGO C Table of Contents
Netwcrks Rectal Cancer Dicoussion

CLINICAL WORKUP CLINICAL PRIMARY TREATMENT
PRESENTATION®P STAGE

Transanal excision, See Adjuvant

) if appropriate? > Treatment (REC-3)

T1-2, NO) ——|or
Transabdominal See Adjuvant

resection9 Treatment (REC-4)

* Biopsy
« Pathology review T3-4, NO or T any, N1-2 | See Primary

« Colonoscopy or locally unresectable Treatment (REC-5)
or medically inoperable

Rectal cancer .
appropriate |[—
for resection

T any, N any, M1 See Primary
preoperative marking of site, teaching Resectable metastases Treatment (REC-6)

« PET/CT scan is not routinely indicated!

T any, N any, M1 |
Unresectable metastases
or medically inoperable |

See Primary
Treatment (REC-7)
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. La millor viA abArdatge quirdrgic
LU per apacients amb cancerde recte
Inferior

* Opcions terapeutiques:
* Preservacio d'organ - preservacio del recte
* Cirurgia local
* Cirurgia local i neoadjuvancia
* Neoadjuvancia-Cirurgia local
* Neoadjuvancia-esperar i veure "watch and wait”
* Resecio de I'organ- Recte. Escissio Total del mesorecte (ETM)
* ETM
* Neoadjuvancia-ETM
* Tipus ETM:
* Obert
* Laparoscopic
* Robotica
* Ta-TME
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. La millor viA abArdatge quirdrgic
LU per apacients amb cancerde recte
Inferior

e Cas Clinic:

* Pacient varo de 65 any diagnosticat de tumoracio rectal a 5 cm del
marge anal de 4 cm de tamany.

 Antecedents : No familiars de CCR. Hta, no cirurgia previes

* Colonoscopia total: Lesio a 5 cm del marge anal de 4 cm, d'aspecte
neoplasic. No altres patologies.

* Biopsies: Adenocarcinoma “in situ”
* Tc Abdominal: No M1

* Ecografia endorectal: To-1, No
* Renosancia Magnetica: T < 2, No
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La millor viA abBrdatge quirdrgic
I Per apacients amb cancerde recte .
= CONGRES CATALA . .
= de CIRURGIA Inferior

EER-RM

* Clasificacio de Viena:
\ carcinoma "“in situ”- Displasia
@ * CIRURGIA LOCAL

TEM/TEQTAMES

Seguimennestsiote-te

Parc Tauli UrnB
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= CONGRES CATALA
= de CIRURGIA

* CIRURGIA LOCAL

* Cirurgia clasica endoanal
. TEM
- TEO



= CONGRES CATALA

= de CIRURGIA o et s (@

Transanal endoscopic resection with peritoneal entry: a word
® of caution

George Molina' + Liliana Bordeianou' + Paul Shellito' + Patyicia Sylla®

Int J Colorectal Dis
DOI 10.1007/500384-014-1849-3

ORIGINAL ARTICLE

Transanal endoscopic microsurgery with 3-D (TEM) . .
or high-definition 2-D transanal endoscopic operation (TEO) Surg Endosc 2016,30(5) 1816-
for rectal tumors. A prospective, randomized clinical trial

Xavier Serra-Aracil « Laura Mora-Lopez «
Manel Alcantara-Moral - Aleidis Caro-Tarrago «

Salvador Navarro-Soto TANI[S f‘D[. uppe_[.
R rectal lesions was associated with a high risk of compli-
© Springer-Verlag Berlin Heidelberg 2014

cated peritoneal entry requiring conversion to a rigid
platform.
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= CONGRES CATALA
= de CIRURGIA

National
Comprehensive
NGO Cancer

Network® Rectal Cancer

NCCN Guidelines Version 3.2017

Cancer de recte T2,NO, |\ (—

NCCN Guidelines Index

Table of Contents
Discussion

CLINICAL
PRESENTATION?P

WORKUP

* Biopsy

« Pathology review

* Colonoscopy

« Chest/abdominal/pelvic CT"

¢ CBC, chemistry profile, CEA

* Pelvic MRI with contrast (preferred) or
endorectal ultrasound

* Enterostomal therapist as indicated for
preoperative marking of site, teaching

« PET/CT scan is not routinely indicated'

Rectal cancer
appropriate
for resection

—

CLINICAL
STAGE

PRIMARY TREATMENT

Transanal excision,
) if appropriate?
T1-2, NO) —>|or
Transabdominal

—

—_—

resection9

T3-4, NO or T any, N1-2

See Adjuvant
Treatment (REC-3)

See Adjuvant
Treatment (REC-4)

See Primary

or locally unresectable
or medically inoperable

T any, N any, M1

Resectable metastases

T any, N any, M1 |

Unresectable metastases
or medically inoperable |

Treatment (REC-5)

See Primary
Treatment (REC-6)

See Primary
Treatment (REC-7)
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Cancer de recte T3,NO, V] (yu—

x; CONGRES CATALA
= de CIRURGIA

National

Comprehensive . NCCN Guidelines Version 3.2017 NCCN Guidelines Index
NCCN [e Table of Contents
N s Rectal Cancer Discussion

CLINICAL STAGE NEOADJUVANT THERAPY PRIMARY TREATMENT ADJUVANT TREATMENT™N.©
(6 MO PERIOPERATIVE TREATMENT PREFERRED)

Chemo/RT

* Capecitabine/long-course
RT" or infusional 5-FU/
long-course RT" (category
1 and preferred for both) or

* Bolus 5-FU/leucovorin/
long-course RTH"

or

RT"

* Short-course RTY (not
recommended for T4 tumors)

or

Chemotherapy” Capecitabine/ Transabdominal resection9——— >

* FOLFOX (preferred) or RT (preferred) or
CAPEOX (preferred) or infusional 5-FU/RT

* 5.FU/leucovorin or (preferred) or bolus Resection Systemic therapy®
capecitabine 5-FU/leucovorin/RT! contraindicated (See REC-E)

FOLFOX (preferred) or

CAPEOX (preferred)

Transabdominal ‘ Surveillance
—|or R

resection9 - .
5-FU/leucovorin or See REC-8

capecitabine
T4 and/or locally
unresectable

or medically
inoperable

Resection Systemic therapy®
contraindicated (See REC-E)

Surveillance

(See REC-8)
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=
Cancer derecte T3,NO,I\/IO

= CONGRES CATALA
= de CIRURGIA

AEIST3,subdividimen dosgrups superficial invasiodel
mesorecte<5 mm)profund (invasiodel mesorecte> 5 mm)
permetidentificarelsdosprupsde pacients ambdiferents

pronostics -

A T3a (superficiaBuperviencias afios 85,4%
A T3b profund) superviencia5 afios54,1%
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e Cancer de recte T3s,NO,MO

= de CIRURGIA

TEM/TED

Seguimennestsiote-te

EER-RM

U =TI

N

ETM

Resecio de I'organ- Recte. Escissio
Total del mesorecte (ETM)

e Obert

* Laparoscopic
* Robotica

* Ta-TME
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Hospital Universitari v




ETM

x; CONGRES CATALA
= de CIRURGIA

> +k Laparoscopic versus open surgery for rectal cancer (COLOR I1):

short-term outcomes of a randomised, phase 3 trial :
P 1103 pacientes

laparoscopign=739) and open

surgerygroups(n=364

Martijn H G M van der Pas, Eva Haglind, Miguel A Cuesta, Alois First, Antonio M Lacy, Wim C ] Hop, Hendrik Jaap Bonjer, for the COlorectal cancer
Laparoscopic or Open Resection Il (COLOR Il) Study Group™

Summary
Lancet Oncol 2013; 14:210-18  Background Laparoscopic surgery as an alternative to open surgery in patients with rectal cancer has not yet been
INTERPRETATION: In selected patients with rectal canc

resection margins, and completeness of resection to that of open surgery, and recovery was improved after laparoscopic surgery.
Results for the primary endpoint-locoregional recurrence-are expected by the end of 2013.

ORIGINAL ARTICLE

A Randomized Trial of Laparoscopic versus Open Surgery for
Rectal Cancer

H. Jaap Bonjer, M.D., Ph.D., Charlotte L. Deijen, M.D., Gabor A. Abis, M.D., Miguel A. Cuesta, M.D., Ph.D., Martijn H.G.M.
van der Pas, M.D., Elly S.M. de Lange-de Klerk, M.D., Ph.D., Antonio M. Lacy, M.D., Ph.D., Willem A. Bemelman, M.D.,
Ph.D., John Andersson, M.D., Eva Angenete, M.D., Ph.D., Jacob Rosenberg, M.D., Ph.D., Alois Fuerst, M.D., Ph.D., and
Eva Haglind, M.D., Ph.D., for the COLOR Il Study Group*

N Engl J Med 2015; 372:1324-1332 | April 2, 2015 | DOI: 10.1056/NEJMoa1414882

CONCLUSIONS

Laparoscopic surgery in patients with rectal cancer was associated
with rates of locoregional recurrence and disease-free and overall
survival similar to those for open surgery. (Funded by Ethicon Endo-
Surgery Europe and others; COLOR Il ClinicalTrials.gov number,

NCT00297791.) ‘ Parc Tauli urB

Hos pital Universitari Uinkversitat Autbnama

de Barcelena




ETM
vl Obert-Laparosmpic

= de CIRURGIA Open versus Iaparo.scoplc surgery fo-r mid-rectal or low-rectal > ®
cancer after neoadjuvant chemoradiotherapy
(COREAN trial): survival outcomes of an open-label,
non-inferiority, randomised controlled trial

-Byung Lim, H Choi, - Jin Chang,
n Young Kim, S

Summary
Background Compared with open resection, laparoscopic resection of rectal cancers is associated with improved Lancet Oncol 2014; 15:767-74

Findings We randomly assigned 340 patients to receive either open surgery (n=170) or laparoscopic surgery (n=170).
3 year disease-free survival was 72-5% (95% CI 65-0-78-6) for the open surgery group and 79-2% (72-3-84-6) for
the laparoscopic surgery group, with a difference that was lower than the prespecified non-inferiority margin (-6-7%,
95% CI -15-8 to 2-4; p<0-0001). 25 (15%) patients died in the open group and 20 (12%) died in the laparoscopic
group. No deaths were treatment related.

Interpretation Our results show that laparoscopic resection for locally advanced rectal cancer after preoperative
chemoradiotherapy provides similar outcomes for disease-free survival as open resection, thus justifying its use.

Ann Surg. 2017 Jun 16. doi: 10.1097/SLA.0000000000002329. [Epub ahead of print] ORIGINAL ARTICLE

Open versus Laparoscopic Surgery for Advanced Low Rectal Cancer: A Large, Multicenter, Open versus Laparoscopic Surgery for Advanced Low
Propensity Score Matched Cohort Study in Japan. Rectal Cancer

A Large, Multicenter, Propensity Score Matched Cohort Study in Japan
Morita S, Watanabe M; Japan Society of Laparoscopic Colorectal Surgery.
Results: Of 1608 cases collated from 69 institutes, 1500 cases were eligible
for analysis. The cases were matched into 482 laparoscopic and 482 open
cases.| The mean height of the tumor from the anal verge was 4.6cm.

CONCLUSION: Laparoscopic surgery could be considered as a treatment option for advanced, low rectal cancer below the peritoneal
reflection, based on the short-term and long-term results of this large cohort study (UMIN-ID: UMINO00013919).
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ETM
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= de CIRURGIA

Ann Surg. 2017 May 25. doi: 10.1097/SLA.0000000000002321. [Epub ahead of print]

Robot-assisted Versus Laparoscopic Surgery for Rectal Cancer: A Phase Il Open Label
Prospective Randomized Controlled Trial.

Results: A total of 163 patients were randomly assigned to the robot-assisted
(n = 81) and laparoscopic (n = 82) surgery groups, and 139 patients were
eligible for the analyses (73 vs 66, respectively). One patient (1.2%) in the

CONCLUSIONS: Robot-assisted surgery in rectal cancer showed TME quality comparable with that of laparoscopic surgery, and it
demonstrated similar postoperative morbidity, bowel function recovery, and quality of life.

Colorectal Dis. 2017 Jun 23. doi: 10.1111/codi.13783. [Epub ahead of print]

Robotic versus laparoscopic rectal surgery in high-risk patients.

Ahmed J1’2, Cao H1, Panteleimonitis S’ '2, Khan J2, Parvaiz A'2:3,

Results 184high-risk patientswere identified: robotic (n = 99) andaparoscopidn = 85)

CONCLUSION: Raobotic surgery in high-risk patients is associated with higher sphincter preservation, reduced blood loss, conversion
rates, operating time, and hospital stay. However, further studies are required to evaluate this notion. This article is protected by

copyrlgt. Al rlgts reserved.
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Surg Endosc. 2010 May;24(5):1205-10. doi: 10.1007/s00464-010-0965-6. Epub 2010 Feb 26.

NOTES transanal rectal cancer resection using transanal endoscopic microsurgery and
laparoscopic assistance.

Svylla P1, Rattner DW, Delgado S, Lacy AM.

CONCLUSIONS: NOTES transanal endoscopic rectosigmoid resection using TEM and laparoscopic assistance is feasible and safe.
Careful patient selection and improvement in NOTES instrumentation are critical to optimize this approach before widespread clinical
application.

Surg Endosc. 2013 Sep;27(9):3165-72. doi: 10.1007/s00464-013-2872-0. Epub 2013 Mar 22.

Transanal natural orifice transluminal endoscopic surgery (NOTES) rectal resection: "down-to-up"
total mesorectal excision (TME)--short-term outcomes in the first 20 cases.

de Lacy AM1, Rattner DW, Adelsdorfer C, Tasende MM, Fernandez M, Delgado S, Sylla P, Martinez-Palli G.

CONCLUSIONS: This study demonstrates that transanal NOTES with minilaparoscopic assistance in the hands of a specialized team i
safe; meets the oncologic requirements for high-quality rectal cancer surgery; and may offer advantages over pure laparoscopic
approaches for visualizing and dissecting out the distal mesorectum. Minilaparoscopic assistance allows one to compensate for the
limitations of current NOTES instrumentation to ensure the safety and adequacy of oncologic resection in these difficult cases. Careful
patient selection, a specialized team, and long-term outcome evaluation are critical before this procedure can be considered for routine
clinical use.




ETM
[a ETM

= CONGRES CATALA

= de CIRURGIA

Surg Endosc. 2016;30(1):346-34

Hybrid NOTES: TEO for transanal total mesorectal excision:

intracorporeal resection and anastomosis

Xavier Serra-Aracil' * Laura Mora-Lopez' + Alex Casalots” « Carles ]:'l'l'il.':l:l'.l

Raul Guerrers' « Salvador Navarro-Soto'

/}ﬂ o p—
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FEATURE

Transanal Total Mesorectal Excision in Rectal Cancer

Short-term Outcomes in Comparison With Laparoscopic Surgery

Maria Fernandez-Hevia, MD,* Salvadora Delgado, MD, PhD,* Antoni Castells, MD, PhD,t Marta Tasende, MD,*
Dulce Momblan, MD,* Gabriel Diaz del Gobbo, MD,* Borja DelLacy, MD,* Jaume Balust, MD, PhD,*
and Antonio M. Lacy, MD, PhD*
(Ann Surg 2015;261:221-227)

Results: Thirty-seven patients were included in both study groups. No differ-
ences were observed between them with respect to baseline characteristics,

Conclusions: Evaluation of short-term outcomes demonstrated that transanal
TME i1s a feasible and safe technique associated with a shorter surgical time
and a lower early readmission rate.

Parc Tauli
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Laparos@picz Ta ETM

ETM

Surg Endosc (2016) 30:3210-3215

DOI 10.1007/500464-015-4615-x CrossMark

COLOR III: a multicentre randomised clinical trial comparing
transanal TME versus laparoscopic TME for mid and low rectal
cancer

Charlotte L. Deijen' - Simone Velthui lice Tsai® - Stella Mavroveli® -
Elly S. M. de Lange-fle Klerk 2 Ju n B. Tu.\‘nmanl .
Antonio M. I.ac)" « George B. Hanna® - H. Jaap Bonjerl

DISCUSSION: The difference in involvement of CRM between the two treatment strategies is thought to be in favour of the TaTME.
TaTME is therefore expected to be superior to laparoscopic TME in terms of oncological outcomes in case of mid and low rectal

carcinomas.

MULTICENTER PROSPECTIVE CONTROLLED AND RANDOMIZED TRIAL OF
NOTES-TOTAL MESORRECTAL EXCISION VERSUS LAPAROSCOPIC LOW
ANTERIOR RESECTION IN RECTAL CANCER

Serra-Aracil X, MD'; Zarate A, MD'; Mora L, MD'; Bonfill J, MD?; Pallisera A, MD'; Serra-Pla

S, MD'; Bargallg J, MD?, Pando A*, MD; Delgado S, MD*; Balleteros, E*; Pericay C, MD°.

1. Coloproctology Unit. General and Digestive Surgery Department. Parc Tauli University
Hospital, Sabadell. Universitat Autonoma de Barcelona. 2. General and Digestive Surgery
Department, Hospital General de Catalunya, 3. General and Digestive Surgery Department,
Hospital de Terrassa. 4 Coloproctology Unit. General and Digestive Surgery Department,
Hospital Universitario Mutua de Terrassa. 5. Radiology Department Parc Tauli University
Hospital, Sabadell. Uniyersitat Autonoma de Barcelona 6. Medical Oncology Department. Parc
Tauli University Hospital, Sabadell. Universitat Autonoma de Barcelona.

Metodo: Estudio multicéntrico prospectivo controlado y aleatorizado sobre pacientes
diagnosticados de adenocarcinoma de recto que tras criterios de inclusion y exclusion, se
aleatorizan en el grupo Ta-ETM y RAB-L.. Las variables principales son: conversion a cirugia
abierta, morbilidad general y estancia hospitalaria. El resto de variables estudiadas son:
demograficas, quirirgicas, patologica, morbimortalidad a 30 dias, de calidad de vida y
oncoldgicos.El calculo muestral es de 53 pacientes por grupo. Con una estimacion de pérdidas
del 10%, el namero final seran 116 pacientes

Conclusionses} Mediante la utilizacion de la técnica Ta-ETM conseguimos una menor tasa
reconversion a cirugia abierta, lo que nos conduce a aumentar la recuperacion del paciente y
disminuir su morbilidad global.

Trial registration: ClinicalTrials.gov Identifier: NCT02550769. Numero de registro del Comité
de Etica e Investigacion Clinica (CEIC) del Hospital Universitario Parc Tauli: ID 2014/064.
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National

Comprehensive  NCCN Guidelines Version 3.2017 NCCN Guidelines Index
Table of Contents
NCCN R Rectal Cancer

Network® Discussion

CLINICAL STAGE NEOADJUVANT THERAPY PRIMARY TREATMENT ADJUVANT TREATMENT™N.©
(6 MO PERIOPERATIVE TREATMENT PREFERRED)

Chemo/RT

* Capecitabine/long-course
RT" or infusional 5-FU/ .
long-course RT" (category Transa_bdgmlnal
1 and preferred for both) or( resection

FOLFOX (preferred) or

CAPEOX (preferred) Surveillance
—|or P ——

—

5-FU/leucovorin or {See REC-8)

* Bolus 5-FU/leucovorin/ capecitabine
long-course RTH"

or

RT"

* Short-course RTY (not
recommended for T4 tumors

or

Chemotherapy" Capecitabine/ Transabdominal resection

* FOLFOX (preferred) or RT (preferred) or
CAPEOX (preferred) or = | infusional 5-FU/RT

« 5.FU/leucovorin or (preferred) or bolus Resection Systemic therapy®
capecitabine 5-FU/leucovorin/RT! contraindicated R

T3, NO

or T any, N1-2 or
T4 and/or locally
unresectable

or medically
inoperable

\i Resection Systemic therapy®
contraindicated (See REC-E)

Surveillance

(See REC-8)

Ot de consolidaco
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Preoperative versus Postoperative
Chemoradiotherapy for Rectal Cancer

N Engl J MEd 2004;351:173 1-40, Rolf Sauer, M.D., Heinz Becker, M.D., Werner Hohenberger, M.D.,
Claus Rédel, M.D., Christian Wittekind, M.D., Rainer Fietkau, M.D.,

Peter Martus, Ph.D., Jérg Tschmelitsch, M.D., Eva Hager, M.D.,
Clemens F. Hess, M.D., Johann-H. Karstens, M.D., Torsten Liersch, M.D.,
Heinz Schmidberger, M.D., and Rudolf Raab, M.D.,
for the German Rectal Cancer Study Group*

CONCLUSIONS
Preoperative chemoradiotherapy, as compared with postoperative chemoradiotherapy,
improved local control and was associated with reduced toxicity but did not improve
overall survival.
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Systematic review

Meta-analysis of oncological outcomes after local excision
of pT1-2 rectal cancer requiring adjuvant (chemo)radiotherapy

or completion surgery

W. A. A. Borstlap!, T. J. Coeymans!, P. J. Tanis!, C. A. M. Marijnen®, C. Cunningham?*,
W. A. Bemelman! and J. B. Tuynman?

and VU University Medical Centre, Amsterdam, and ? Department of

epartment of xford University Hospital, Oxford, UK Bjs‘ 2 01 6" 103 . 1 1 05 _ 1 1 1 (_—’)

ity Medical Centre, De B n 1118, 1081 HZ, Amsterdam,

The Netherlands (e-mail: j.tuynman@vumc.nl)

* Meta-analisis sobre la cirugia local en T1-2 cirurgia local i
adjuvancia posterior, no milloran els resultats de recurrencvia

A higher recurrence rate after transanal excision and adjuvant (chemo)radiotherapy must be
balanced against the morbidity and mortality associated with mesorectal excision. A reasonable approach

is close follow-up and salvage mesorectal surgery as needed.

Parc Tauli
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* El tractament neoadjuvant condueix a I'esterilitzacio tumoral en
un 16% dels pacients i esta associada amb un bon pronostic per a
la malaltia

* Diveses estrategies de neoadjuvancia amb QT de induccio o Qt de
consolidacio consegueixen respostes patologiques complertes
superiors al 30%




Neoadjuvanciaen cancerde
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* La preservacio de |'organ és un nou concepte per a pacients amb
cancer rectal tractat per terapia neoadjuvant.

* Per als pacients amb una resposta clinica complerta o subcomplerta,
estan en actualitat les estrategies d'observacio (“*watch-and-wait”) o
de 'excisio local transanal.

* Estudis retropectius prospectius de cohort han descrit resultats de
'Us de |'estrategia “watch-and-wait":
* 15% a 30% de la recurrencia local generalment controlada per cirurgia
curativa radical

* 58% al 92% sense estoma, amb supervivencia al 80% a 2 0 3 anys de
seguiment
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Neoadjuvancia en cancer de recte
Morbiditat asociada a la neocadjuvancia e
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Original Article

Preoperative Chemoradiation May Not
Always Be Needed for Patients With T3

and T2N+ Rectal Cancer

Matteo Frasson, MD'; Eduardo Garcia-Granero, MD, PhD'"; Desamparados Roda, MD?; Blas Flor-Lorente, MD, PhD":
Susana Roselld, MD? Pedro Esclapez, MD, PhD': Carmen Faus, MD, PhD®: Samuel Navarro, MD, PhD>:
Salvador Campos, MD? and Andrés Cervantes, MD, PhD?

Cancer 2011;117:3118-25.

respectively. CONCLUSIONS: The current results suggested that patients with rectal cancer clinically staged as
T3NO/N+ or T2N+ with a free margin >2 mm from mesorectal fascia may undergo TME alone, avoiding over treat-
ment with preoperative chemoradiation. Cancer 2011;117:3118-25. © 2077 American Cancer Society.
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Neoadjuvancia en cancer de recte
Resposta clinical Resposta patologica complerta
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Review Article

Nonoperative Management of Rectal Cancer

Jordan A. Torok, MD; Manisha Palta, MD; Christopher G. Willett, MD; and Brian G. Czito, MD

Surgery has long been the primary curative modality for localized rectal cancer. Neoadjuvant chemoradiation has significantly
improved local control rates and, in a significant minority, eradicated all disease. Patients who achieve a pathologic complete
response to neoadjuvant therapy have an excellent prognosis, although the combination treatment is associated with long-term mor-
bidity. Because of this, a nonoperative management (NOM) strategy has been pursued to preserve sphincter function in select
patients. Clinical and radiographic findings are used to identify patients achieving a clinical complete response to chemoradiation,
and they are then followed with intensive surveillance. Incomplete, nonresponding and those demonstrating local progression are
referred for salvage with standard surgery. Habr-Gama and colleagues have published extensively on this treatment strategy and
have laid the groundwork for this approach. This watch-and-wait strategy has evolved over time, and several groups have now
reported their results, including recent prospective experiences. Although initial results appear promising, several significant chal-
lenges remain for NOM of rectal cancer. Further study is warranted before routine implementation in the clinic. Cancer 2016;122:34-
41. © 2015 American Cancer Society.
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Smith et al. BMC Cancer (2015) 15:767
DOI 10.1186/512885-015-1632-z
BMC

Cancer

Organ Preservation in Rectal Adenocarcinoma: @

a phase Il randomized controlled trial evaluating
3-year disease-free survival in patients with
locally advanced rectal cancer treated with
chemoradiation plus induction or consolidation
chemotherapy, and total mesorectal excision or
nonoperative management

J. Joshua Smith', Oliver S. Chow?, Marc J. Gollub', Garrett M. Nash', Larissa K. Temple', Martin R. Weiser',
José G. Guillem’, Philip B. Paty1, Karin Avila®, Julio Garcia—Aguilar” and on behalf of the Rectal Cancer Consortium
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Rectal Cancer
MRI staging

v
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Arm 1 (Induction) Arm 2 (Consolidation)

INCT

v
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v
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s
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*Patients with tumor progression at the interval evaluation will be treated according to standard of care.
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* Criteris de resposta tumoral — resposta clinica complerta

Table 2 Memorial Sloan Kettering Regression Schema

Endoscopy

Digital Rectal Exam
MRI-T2W

Complete Response

Flat, white scar
Telangiectasia
No ulcer

No nodularity

Normal

Only dark T2 signal, no
intermediate T2 signal

AND
No visible lymph nodes

No visible tumor on B800-B1000 signal

AND/OR

Lack of or low signal on ADC map
Uniform, linear signal in wall above
tumor is ok

Near Complete Response

Irregular mucosa

Small mucosal nodules or

minor mucosal abnormality
Superficial ulceration

Mild persisting erythema of the scar

Smooth induration or minor mucosal abnormalities

Mostly dark T2 signal, some remaining
intermediate signal

AND/OR
Partial regression of lymph nodes

Significant regression of signal on B800-81000

AND/OR

Minimal or low residual signal on ADC map

Incomplete Response

Visible tumor

Palpable tumor nodules

More intermediate than dark T2
signal, no T2 scar

AND/OR
No regression of lymph nodes

Insignificant regression of signal
on B800-B1000

AND/OR

Obvious low signal on ADC
map

* No existeix proba que confirmi la resposta clinica complerta amb
resposta patologica complerta.
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Tabla 1 - Caracteristicas demograficas y lesiones de los pacientes

Variables N = 24 pacientes ] CIRUGIA

Edad en afios mediana (rango; IC 95%) 73 (51-87; 69-77) FER CIRUGIA ESPANOLA
Sexo Masculino 16 :

Femenino 8
Tamafio de la lesién pre-QT + RT en mm mediana (rango; IC 95%) 35 (20-50; 33,5-36,5)
Distancia al margen anal en cm mediana (rango; IC 95%) 6,5 (8-10; 6-7) Original

Tipo de QT S-FU 3 Neoad . " d Spica tr 1
Caper:itabina 21 egadyuvancia y cirugla endoscopica transanal en \!Jr"""'”"

Completado QT 2 neoplasias de recto T2-T3 superficial, N0, MO.
Completado RT 24 Recidiva local, respuesta clinica y patolégica
Estadio preoperatorio cT2 completa

cT3s

) ) 3 ) . ) qpa P . a
Respuesta clinica tras tratamiento QT-RT Ausencia de lesién Xavier Serra-Aracil ™, Carlos Pericay”, Laura Mora-Lopez",
o Juan Carlos Garcia Pacheco”, José Isaac Latorraca ™™, Julio Ocafia-Rojas”,
> 50% Alex Casalots‘, Eva Ballesteros” y Salvador Navarro-Soto®
< 50%
Progresion
Tamaiio de lesion post-QT +RT en mm media (rango; IC 95%) 25 (0-30; 12-26)

5-FU: S-fluorouracilo; cT2: estadio clinico T2; cT3: estadio clinico T3; IC 95%: intervalo de confianza del 95%; RT: radioterapia; QT:
quimioterapia.

Tabla 3 - Caracteristicas anatomopatolégicas de las lesiones

Variables estudiadas N = 24 pacientes

Grado de diferenciacién (%) No lesién:
G1:
G2,G3,G4
Grado de remisién tumoral (Bouzourene) (%) GR 1
GR 2
GR 3
GR 4
GR 5
Estadio ypT (%) (asociacién con grado de remisién) ypTO
ypT1
ypT2
ypT3s
ypT3p
ypT4

=
£

(9 GR1)

(5 GR2, 1 GR3)

(1 GR2, 3GR3, 2 GR4
(2 GR2)

(GR4)

O RPN O WO Wk W R
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Serra-Aracil X, MD!; Pericay C, MD?; Golda T, MD?; Mora L, MD!; Targarona E, MD*; Delgado S,
MD; MD?; Reina A, MDS¢; Vallribera F, MD7; Enriquez-Nayvascues JM?®, MD; Serra-Pla S, MD!; Garcia-
Pacheco JC, MD!, and on behalf of TAU-TEM study group Group

NONINFERIORITY MULTICENTER PROSPECTIVE RANDOMIZED CONTROLLED STUDY
OF RECTAL CANCER T:-Tj; (superficial) No, Mo UNDERGOING NEOADJUVANT
TREATMENT AND LOCAL EXCISION (TEM) VS TOTAL MESORECTAL EXCISION (TME)

1. Coloproctology Unit. General and Digestive Surgery Department. Parc Tauli University Hospital,
Sabadell. Universitat Autonoma de Barcelona. 2. Medical Oncology Department. Parc Tauli University
Hospital, Sabadell. Uniyersitat Autonoma de Barcelona. 3. Coloproctology Unit. General and Digestive
Surgery Department. Bellvitge University Hospital. Barcelona. 4. General and Digestive Surgery
Department. Santa Creu and Sant Pau University Hospital. Barcelona. 5. General and Digestive Surgery
Department. Clinic University Hospital. 6. Coloproctology Unit. General and Digestive Surgery
Department. Torrecardenas University Hospital, Almeria. 7. Coloproctology Unit. General and Digestive
Surgery Department. Yall d’Hebron University Hospital, Barcelona. 8. General and Digestive Surgery
Department. Donostia University Hospital. Donostia.

TAU-TEM study group

Hospital Parc Tauli: Xavier Serra-Aracil, Carles Pericay, Laura Mora, Sheila Serra, Eugeni Saigi, Emma
Dotor, Aleidis Pisa, Ismael Macias, Anna Pallisera, Salvador Navarro. Hospital Clinic I Provincial:
Antonio Lacy, Anna Otero. Hospital de Bellyitge: Sebastiano Biondo, Thomas Golda, Hospital de la
Santa Creu i Sant, Pau: Eduardo Tarragona, Pilar Herndndez; M* Carmen Martinez, Juan Carlos Pernas,
Marta Martin, Dolores Gonzalez, David Pagz, Xavier Cuss0, C. Balagué. Hospital General Universitari de
Valencia: M? José Garcia Coret, Francisco Villalba Ferrer. Hospital Universitario La Paz: Beatriz Diaz
San Andrés, Alvarez Gallego, Higuera, Prieto. Hospital Universitario de Getafe: Jose Luis Ramos, Javier
Jiménez Miramg, Javier Garcia Septiem, Francisco Angulo. Hospital Marqués de Valdecilla: Julio
Castillo, Joaquin Alonso Martin, Isabel Seco, Carlos Manuel Palazuelo. Hospital Torrecardenas de
Almeria: Angel Reina, Francisco A. Rubio Gil, Carmen Caro, Rubén Varela, Fco. Manuel Ramos, Ana
Fernandez, Ricardo Bglda, Ramon Solbes, Begofia Medina, Piedad Reche. Hospital Universitari Vall
d’Hebron: Eloy Espin, Francesc Vallribera, Stefania Landolfini, Jaume Capdevila. Hospital del Mar:
Marta Pascual, Silvia Salvans, Miguel Pera. Hospital Reina Sofia. Cérdoba: César Diaz, Jose Gomez
Barbadillo, Amalia Palacios, Carlos Villar Pastor, Maria Pleguezuelo, Francisco Trivifio, José L.
Martinez de Duefias, Auxiliadora Gomez Espafia y Elena Navarro Rodriguez. Hospital de Sagunto:
Roberto Lozoya Trujillo, Andrés Frangi, M® Dolores Ruiz Carmona, Rodolfo Rodriguez Carrillo, Mireia
Gil, Vicente Miranda. Hospital de Cabuefies. Gijon: Carlos Alvarez Laso, Paola Lora. Hospital de
Donosti: José M* Enriquez Nayascues, Carlos Placer, Dra. Nerea Borda, Adelaida La Casta, JL Elosegui,
Yolanda Saralegui, Elena Guimon, JA Mugica. Hospital General Universitario de Elche: Javier Gallego
Plazas, Antonio Arroyo. Hospital Uniyersitari Juan XXIII: Aleidis Caro, Monica Millan

InternationalJournalof
ColorectalDisease



: La millor viA abArdatge quirdrgic
Toa vl per apacients amb cancerde recte

= de CIRURGIA

Inferior
VALORACO DEL PACIEN
* Cas Clinic:
* Pacientvaro de diagnosticat de tumoracio rectal a 5 cm del marge

anal de 4 cm de tamany.
e Antecedents: No familiars de CCR.

* Colonoscopia total: Lesio a 5 cm del marge anal de 4 cm, d’aspecte neoplasic.
No altres patologies.

* Biopsies: Adenocarcinoma
* Tc Abdominal: NO Ma

* Ecografia endorectal: T2, No
* Renosancia Magnetica: T 2, No

PACIENT FRGIL ?

Hospital Universitari v



La millor viA abAr@atge quirdrgic

eELNY per a pacients amb cancerde recte inferior
= de CIRURGIA

PACIENT FRGIL ?

A Lafragilitat ésmolt prevalententre lagentgran.S'estimaque en unaoblaciégeneral de
65anysla sevaprevalengaesd'un10%,.incrementantse al 2645% enelsmajorsde 85
anys

A Dinsde lapoblaci6oncogeriatraésmésgran

A VermillionSA,HsuFC,DorrellRD,ShenP, Clark CModified frailty indexpredictspostoperativeoutcomesin older gastrointestinalcancerpatients. JSurgOncol. 2017Apr 24. doi:
10.1002/js0.24617Epubaheadof print]

A CollardRM,BoterH, Schoever®RA, OudeVoshaaRC Prevalenceof frailty in community-dwellingolderpersons asystematicreview. J AnGeriatrSoc. 2012 Aug;60(8):1482

* Un pacient amb un index de fragilitat lleu te una probabilitat de mort a I'any
del 8%, mentre que amb un index de fragilitat avancada del 75%

* Amblas-Novellas J, Martori JC, Molist Brunet N, Oller R, Gomez-Batiste X, Espaulella Panicot J. [Frail-VIG index: Design and evaluation of a new frailty index based on the
Comprehensive Geriatric Assessment]. Rev Esp Geriatr Gerontol. 2016 Oct 28. pii: S0211-139X(26)30112-3
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Com detectar el pacient fragil?
Test

AmblasNovellas], Martori JC,Molist BrunetN, OllerR, GémezBatiste X EspaulellePanicotJ.
[FraitVIGindex Designandevaluationof a newfrailty indexbasedon the ComprehensiveGeriatricAssessmerit
RevEspGeriatrGerontol 2016 Oct 28pii: S0211139X(16)30112

10 min

El IFVIG facilita ladiscriminaco entre pacientsfragils

(IF6) ' J dabgHsQFRWIG<D, D).




