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CANCER DE RECTO
| os hechos en 1985

Cirugia:
— Colostomia per manente en mas del 65%

— No definicion de planos quirurgicos ni del borde
circunferencial

Estadificacion preoperatoria ausente
Informe del Patologo no diferenciado del colon

Quimioradioterapia postoperatoria no selectiva:
— Altamorbilidad de enteritisactinica

Tasa derecidivas locales: 35%
M etastasis a distancia: 45%
Supervivencia a5 anos. 42%




CAMBIOSEN EL DIAGNOSTICO Y
TRATAMIENTO DEL CANCER DE RECTO

» El concepto de Cirugia de excision total del mesorecto
o Estadificacion optima mediante Resonancia Magnética

 Valoracion y auditoria sobrelacalidad dela cirugia
realizada por € Patologo

e Quimioradioterapia preoperatoria

o Seleccion de pacientes segun criteriosderiesgo

* Integracion del conocimiento en una aproximacion
multidisciplinar en equipo




EL CONCEPTO DE EXCISION TOTAL
MESORECTAL

Mesorectum

Excision line
{includes mesorectum)




1A RADIOTERAPIA PREOPERATORIA MEJORA
LA SUPERVIVENCIA EN CANCER DE RECTO.
Swedish Rectal Cancer Trial ”.
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LOCAL RELAPSE RATE : 27 % VS 11 % ( p < 0.001)




ETM PUEDE SER APRENDIDA. UTILIDAD
DEL ENTRENAMIENTO QUIRURGICO

Effect of a surgical training programme on outcome of rectal cancer
in the County of Stockholm

A Lehander Martling, T Holm, L-E Rutqust, B J Moran, R J Heald, B Cedermark, for the Stockholm Colorectal Cancer Study
Group* and the Basingstoke Bowe! Cancer Research Project

Stockholm | Stockholm Il TME project p*

Local recurrence 103 (15%) 66 (14%) 21 (6%) 8% <0-0001
Distant metastases 107 (16%) 87 (18%) 54 (14%) 0-26
Death from rectal cancer 104 (15%) 77 (16%) 35(9%) 6% 0-002
Death from intercurrent disease 74 (11%) 26 (5%) 45 (12%) 0-06

*For Stockholm | and Il vs TME project.

Table 4: Crude rates of local recurrence, distant metastases,
and mortality at 2 years of follow-up

Lancat 2000: 356: 93-95




ESTADIFICACION PREOPERATORIA DEL
CANCER DE RECTO

INVASION DE LA PARED GANGLIOS LIFATICOS
INTESTINAL

METASTASIS

]

CONCEPTOS CLAVE
DEFINIDOS POR MRI

v 4 [l Y

DISTANCIA A LA AFECTACION INVASION
FASCIA MESORECTAL ESFINTER VENOSA
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AFECTACION DEL MUSCULO PUBORECTAL




INVASION VENOSA EXTRAMURAL




ESTADIFICACION QUIRURGICA DEL CANCER
DE RECTO: EL PAPEL DEL PATOLOGO

INVASION DE LA PARED  GANGLIOS LINFATICOS
INTESTINAL

METASTASIS
CURRENT KEY PATHOLOGICAL CONCEPTS

¢ 2

VALORACION
MACROSCOPICA DE LA DISTANCIA AL |
MARGEN DE RESECCION

INTEGRIDAD DEL
MESORECTO CIRCUNFERENCIAL

ESTADIFICACION TRAS QUIMIORADIOTERAPIA




LA VALORACION DEL MARGEN DE RESECCION
CIRCUNFERENCIAL
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LA VALORACION DEL MARGEN DE RESECCION
CIRCUNFERENCIAL
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ESTADIFICACION PATOLOGICA TRAS
QUIMIORADIOTERAPIA




ESTADIFICACION PATOLOGICA TRAS
QUIMIORADIOTERAPIA




ALGORITMO DE TARTAMIENTO PARA EL
CANCER RECTAL LOCALIZADO

CREM: circumterzntial resection marzin

Fatient with
localized
Rectal cancer

STAGING MTD DISCUSSION RISK ASSESSMENT
Local Staging Assess and classify by Good prognostic features » No predperative
DRE MRI CEM nzgative treelinenl
Rigid prectoscopy CRM risk TI-T2
Colonosopy Wascular invasion T3 with extramuoral invasion <5mm

Evdoredal ulirasmmwography
MRI

Systemic staging
Thoras/abdominal CT scan
Assessment of comorhidities

Fulrosectal invalvense:at
Extramuaral Extension

Assess patient condition

No vascular invasion
Minimal or no lymph node
invilvemeni

Intermediate risk

CEM negative

Fezioneal involverment

T3 wilh eatramural Invesion = S
Vascular invasion

Signrheant bymph node imvo vement

{orsider preoperative
Ireatment

High risk

CEM positive or potentially involved
Twrmour extending within 1 cm or
beyond the mesorec! fascia

Full thickncss T2 er more at the
puborzctal level

—»

Preoperative treatment
mandatory




ALGORITMO DE TARTAMIENTO PARA EL
CANCER RECTAL LOCALIZADO

CREM: circumterzntial resection marzin

Fatient with
Incalized

R |

Progress in the multidisciplinary treatment of
gastrointestinal cancer and the impact on clinical
practice: perioperative management of rectal cancer

A. Cervantes', S. Rosellé', E. Rodriguez-Braun®, S. Navarro®, S. Campos?,
A. Hemandez* & E. Garcia Granerc®

"Cermtrent of Hamaiokgy and Medica! Onoclogy, pﬂa_.a.' tirent of Fathoogy; 'QEE.'Jarr..':?eut of Magielic Resonance fmaging; “Departrment of Radiation Oncology,
SColorectal Unit. Department of Surgery, Hesoital Chhico Universtano, University of valencia, Vaenca, Spein
T3 will extramural invesion = S

Vascular invasion
Signrheant bymph node imvo vement

Hirh risk -
CRM positive ar potentially irvolved —# Preoperative treatment
*  Tumour extending within 1 cm or mandatory

beyond the mesorec! fascia
Full thickncsa T2 cr more at the
puborzctal level

CervantesA et a. Ann Oncol 2008; 19:vii266-vii272.




EL EQUIPO MULTIDISCIPLINAR EN EL CANCER
RECTAL LOCALIZADO

e Cirujanos colorectalesdedicados

» Especialista en diagnostico por laimagen (Resonancia
M agnética)

« Patologos
 Radioterapeuta dedicado

e Oncologos Médicos

o Gastroenterologo

« Cirujanos hepaticos/tor acicos
 Enfermeraestomaterapeuta




EL EQUIPO MULTIDISCIPLINAR EN EL CANCER
RECTAL LOCALIZADO

* Discusion detodos los casos antes de cualquier decision
terapéutica

* Discusion delasimagenesdelaresonancia

« Seleccion de pacientes paratratamiento preoperatorio

e Discusion del infor me patoldgico, con valoracion del plano
quirdrgicoy margen dereseccion circunferencial

» Seleccion de pacientes paratratamiento postoperatorio
* Discusion detallada de cualquier recaidalocal o sistémica
* Auditoriaanual delasactividadesy resultados




BENEFICIOSANTICIPADOSDEL LA
APROXIMACION MULTIDISCIPLINAR DEL
CANCER DE RECTO LOCALIZADO

— Mgoraen la coordinacion de los cuidados

— Cada caso es considerado a la vez con per spectivas
diferentes

— L os pacientes pueden recibir cada tratamientoen la
secuencia mas adecuada

— Un foro comun donde los profesionales puden expresar
dudasy preocupaciones

— Loscirujanosreciben la valoracion del patdlogo y otros
miembrosdel equipo sobre su trabajo

— Contexto optimo para lainvestigacion clinicay la
Innovacion




Macroscopic Assessment of Mesorectal
Excision in Rectal Cancer

A Useful Tool for Improving Quality Control in a Multidisciplinary Team

Eduardo Garcia-Granero, MD, PhD": Omar Faiz, MD": Elena Mufioz, MD" Blas Flor, MD, PhD"
Samuel Navarro, MD, PhD?: Carmen Faus, MD2: Stephannie Anne Garcia-Botello, MD, PhD':
Salvador Lledd, MD, PhD": and Andrés Cervantes, MD, PhD?

Garcia-Granero E, et al. Cancer 2009; 115:2400-2411



VALORACION MACROSCOPICA DEL MESORECTO:
EL PLANO QUIRURGICO EN LA RESECCION ANTERIOR

Garcia-Granero E, et al. Cancer 2009; 115:2400-2411




VALORACION MACROSCOPICA DEL MESORECTO:

EL PLANO QUIRURGICO EN LA AMPUTACION
ABDOM INOPERINEAL
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VALORACION MACROSCOPICA DEL MESORECTO:
EVALUACION DE SU IMPLANTACION
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Garcia-Granero E, et al. Cancer 2009; 115:2400-2411



VALORACION MACROSCOPICA DEL MESORECTO:
EL PLANO QUIRURGICO PREDICE LA RECIDIVA LOCAL
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VALORACION MACROSCOPICA DEL MESORECTO:
EFECTO EN LA SUPERVIVENCIA LIBRE DE PROGRESION
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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 Rosellé, MD?: Pedro Esclapez, MD, PhD'; Carmen Faus, MD, PhD* Samuel Navarro, MD, PhD>;
Salvador Campos, MD*: and Andrés Cervantes, MD, PhD?

Frasson M, et al. Cancer 2011; 117:3118-3125



ANALISISMULTIVARIADO ANALYSISDE PARAMETROS
PATOLOGICOSY RELACION CON RESULTADOS
ONCOLOGICOS

Parameter HR 95% CI P

Pathologic CRM:
Affected vs free CRM

LR 9.6 2.39-38.49 001
DFS 2.6 1.32-5.34 006
CSS 2.54 1.11-5.8 027

Pathologic lymph node
status: N+ vs N—

LR 1.6 0.36-7.16 53
DFS 3.9 1.79-8.48 001
CS5S B.57 1.94-15.94 00

HR indicates hazard ratio; Cl, confidence interval CRM, circumferential
resection margin; LR, local recurrence; DFS, disease-free survival, CSS,
cancer-specific survival, N+, ymph node metastasis; N—, no lymph node
metastasis.

Frasson M, et al. Cancer 2011; 117:3118-3125




RECIDIVASLOCALES SEGUN LA AFECTACION DE LA
FASCIA MESORECTAL EN EL PREOPERATORIO
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Recidivas L ocales segun la Afectacion del Margen
Circunferencial Patologico
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EVOLUCION DEL NUMERO DE GANGLIOSAISLADOSEN
PIEZAS QUIRURGICAS DE CANCER COLORECTAL
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ORIGINAL CONTRIBUTION

Pathological Evaluation of Mesocolic Resection
Quality and Ex Vivo Methylene Blue Injection:
What Is the Impact on Lymph Node Harvest After
Colon Resection for Cancer?

Matteo Frasson, M.D.'* » Carmen Faus, M.D., Ph.D.? = Alvaro Garcia-Granero, M.D.*
Ramon Puga, M.D.” » Blas Flor-Lorente, M.D., Ph.D.” * Andres Cervantes, M.D., Ph.D.?
Samuel Navarro, M.D., Ph.[).” = Eduardo Garcia-Granero, M.D., Ph.D.'#

| Department of General Surgery, Colorectal Unit, Hospital La Fe, University of Valencia, Valencia, Spain
2 Colorectal Multidisciplinary Team, Hospital Chnico Universitanio, University of Valencia, Valencia, Spain

Frasson M, et al. Dis Colon Rectum 2012; 55:197-204



NUMERO DE GANGLIOSAISLADOSEN PIEZAS QUIRURGICAS
DE CANCER COLORECTAL: EL PROTOCOLO DE INYECCION DE
AZUL DE METILENO EX VIVO

TABLE 1. Number of nodes collected according to year of

operation
Mesocalon No. of No. of
Period quality protocol  patients  nodes isolated
2005 Mo 110 21.1(11.6)
2006 Mo 101 19.7 (9.7]
2007 Mo 111 21.7{8.9)
2008 No 97 22.9(11.0)
January-May No 54 25.6(13.0)
2009
June-December Yes 58 43.4016.7)
2009

Mumbers are reported as number of patients or mean (S0} number of nodes.

FIGURE 1. Right colectomy specimen transverse section after
methylene blue injection.

Frasson M, et al.Dis Colon Rectum 2012; 55:197-204



NUMERO DE GANGLIOSAISLADOSEN PIEZAS QUIRURGICAS
DE CANCER COLORECTAL: EL PROTOCOLO DE INYECCION DE
AZUL DE METILENO EX VIVO

TABLE 3. Lymph nodes harvest in the study population

Controf group MQPE group MOPE+MB group
(n=473) fn=24 {n=134 P

No. of nodes isclated

Mean (50 219(10.8) 37.1(12.8) 47.9(17.8) =20.0001

Median (range) 20 (1-75) 36 (18-67) 46 (18-92)
No. of positive nodes

Mean (50 1.6(3.7) 35(5.9) 2.09 (4.9) 0.086

Median (range} 0 (045} 1 (0-20) Dio-18)
Patients with <8 nodes 28 (5.9%) 0 (0.0%) 0 (0.0%) 0.6
Patients with <12 nodes 76 (16.1%) 0 (0.0%) 0 (0.0%) 0.004
Patients with < 16 nodes 173 (36.6%) 0 {0.0%) 0 (0.0%) =0.0001
Patients with =<-20 nodes 259 (54.7%) 4{16.7%) 11(2.9%) =0.0001

Data are expressad as mean (50} and medlan (rangel, or number of patients (percentagel.
MOPE = mesoColon quality pathological evaluation; ME = methyizne blue.

Frasson M, et al.Dis Colon Rectum 2012; 55:197-204




ORIGINAL CONTRIBUTION

Selective Approach for Upper Rectal Cancer
Treatment: Total Mesorectal Excision and
Preoperative Chemoradiation Are Seldom Necessary

Franco G. Marinello, M.D., Ph.D.! » Matteo Frasson, M.D., Ph.D.!
Gloria Baguena, M.D.! « Blas Flor-Lorente, M.D., Ph.D.!

Andres Cervantes, M.D., Ph.D.? « Susana Rosellg, M.D., Ph.D?
Alejandro Espi, M.D., Ph.D.? « Eduardo Garcia-Granero, M.D., Ph.D.!

1 Department of Digestive Surgery, Coloproctology Unit, Hospital Universitario i Politécnic La Fa, University of
Valencia, Valencia, Spain

2 Deprartment of Hemalology amd Medical Oncalogy, Hospital Clinico Universitario, University of Valencia, Valencia, Spain

3 Department of Ceneral Surgery. Coloproctelogy Unit, Hospital Clinico Universitario, University of Valendia, Valencia, Spain

Marinello F, et al. Dis Colon Rectum 2015; 58:556-565



UNA APROXIMACION SELECTIVA A LOSTUMORESDEL
TERCIO SUPERIOR DE RECTO

v

1145 patients included

i » Sigmod cancer:450 patients
for analysis

—» Rectosigmoid junction cancer: 70 patients

—» Upper-third rectal cancer (11—15 cm): 178 patients

— Middle-third rectal cancer (7—10 cmy): 186 patients

— Lower-third rectal cancer (0—& cm): 261 patients

Marinello FG, et al. Dis Colon Rectum 2015; 58:556-565




UNA APROXIMACION SELECTIVA A LOSTUMORESDEL
TERCIO SUPERIOR DE RECTO: RECIDIVASLOCALESY
SUPERVIVENCIA LIBRE DE PROGRESION
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UNA APROXIMACION SELECTIVA A LOSTUMORESDEL
TERCIO SUPERIOR DE RECTO: SUPERVIVENCIA GLOBAL
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UNA APROXIMACION SELECTIVA A LOSTUMORESDEL
TERCIO SUPERIOR DE RECTO: FACTORES DE RIESGO

lable 3. Univanate and adjustad multivariate analyses of risk raciors 1or 1ocal recurrence In Upper rectal cancer

Univariate anaiysis (Cox method)

Multivariate analysis (Cox regrassion)

Variable HR 95% Cl for HR o HR a5% Cl for HR Ji]
Scx {malcemale) 0.91 022 3.64 0.39 Mot included
Age. v 1.12 0.86-1.22 0.11 Mot included - -
Obstructed tumor (no/yes) 2.28 D.1-2.86 0.38 Mot included = =
Perforated lumor (nofyes) 8.26 1.6-42.67 0.012* 2.02 0.19-20.86 0.56
Extended resection (na/yes) 354 0./1-17.49 0.12 Mot included - -
Differentiation grade (low/high) 1.72 0.16 3.94 0.76 Mot included
Mucinaus component (nofyes) 3.06 0.38-2492 0.79 MNar included - -
g2 1 0.03* 1 = 0.24
3 147 0.41-29.656 0.26 1.33 0.12-15.07 .82
4 14.58 1.51-140.82 0.02 1.74 0.06-26.73 Q.72
N
gn 1 0.21 Not included
1 261 0.41-29.66 0.21 = = =
2 14.58 0.56-16.03 0.19 - - -
| Circumferential resection margin (free/! 2218 5.53-08.98 <0.001* 14.23 275731 0.002* I
i il
Lymphatic infltration (na/ycs) 237 D57 0.9 0.24 Not included
Venous infiltration (nodyves) 13 0.16-10.57 0.31 Mot included - -
Perinzural infiltration [no/yes) 1.23 0.16-10.87 0.70 Mot included - -
Penopezrative ransfusion (nodyes) 4.84 1.16-20.25 0.03*% 4.43 0.91-18.95 0.09
Postoperative s2psis (nofyes) 142 D30-19.68 0.41 Mot included - -
Neoadjuvant therapy (no/yes) 238 0.29-19.36 0.42 Not included - -

*p Value Is significant.

Marinello FG, et al. Dis Colon Rectum 2015; 58:556-565




LA INFRAESTADIFICACION TRASTRATAMIENTO
NEOADYUVANTE: NEOADJUVANT RECTAL SCORE

[5 pN = 3(cT — pT) + 1214

NAR =
9.61

George TG, et al. Curr Colorectal Cancer Rep 2015; 11:275-280



LA INFRAESTADIFICACION TRASTRATAMIENTO
NEOADYUVANTE: NEOADJUVANT RECTAL SCORE

QOverall Survival By NAR Score Group

3
g
:E
S

Low Szore MNeference, p < 0.0001
kit Score HR=1.53 (1.00-2.33)
High Score HR-1.43 (3.03-E.53)

George TG, et al. Curr Colorectal Cancer Rep 2015; 11:275-280



NEOADJUVANT RECTAL SCORE EN NUESTRA SERIE OF 158
CASOS DE CANCER RECTAL LOCALMENTE AVANZADO Y
TRATADOS CON QT-RT
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LOS

CANCER DE RECTO
HECHOSEN 1985 VS 2015

Colostomia permanente

Estadio preoperatorio
Informe del patdlogo

Quimioradioterapia

Recidivas locales
Metastasis
Supervivenciaab anos
Curabilidad

65% 10%

No Resonancia Magnética

| nespecifico Plano mesorectal
Margen circunferencial

No selectiva Selectiva

Postoperatoria Preoperatoria

Altatoxicidad Tolerable

35% 4%

45% 30%

42% 82%

Baa Alta



COMITE MULTIDISCIPLINAR DE CANCER COLORECTAL CANCER
HOSPITAL CLINICO UNIVERSITARIO DE VALENCIA













COMITE MULTIDISCIPLINAR DE CANCER COLORECTAL CANCER
HOSPITAL CLINICO UNIVERSITARIO DE VALENCIA

e MRI: Salvador Campos
e Patologia: Samuel Navarro,

e Cirugia Colorectal: Alejandro Espi, Estephanie Garcia-
Botello, David Moro, Vicente Pla, José Martin Arevalo y
Tina Juan.

e Radioterapia: Esther Jorda

* Oncologia Médica: Susana Rosello, Marisol Huerta, Noelia
Tarazona, Alba Viala, Pablo Tolosa, Valentina Gambardella,
Juan M. Cejalvo, Karen Pinilla y Andrés Cervantes
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