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*AMGEN, ANABIOSIS, ANGELINI, ASTELLAS,
ASTRAZENECA, BAYER, BOEHRINGER, BRISTOL,
DEMO, FARAN, GENESIS, GLAXO, INNOVIS, IPSEN,
JANSSEN, LEO, LILLY, MERCK, MSD, NOVARTIS,
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Colon Cancer Rectal Cancer




1in 20 people will be diagnosed with colon cancer in their lifetimes
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90% of new cases of colon cancer occur
in people age 50+
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36% 60-69

22%
70-79
30%

>80 <60
239% 18%

70-79 60-69
31% 27%

21% 22%

70-79 60-69
27%  30%




85+

60-64

=59

40-44 |15

wop

>70G |
75%

30-34 ' 4

https://www.statistics.gr/el/statistics/-/publication/SP013/2018
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[<25% (65-74y0), <10% (>75y0)]
Abassi J JAMA 2019
0SS consens
ESC, ACS)

Expert
(ESSO, ISGO,

J stiUyaGUU; U

U’ 8 UU o y(&5gsdbBd)

(<surgical treatment 66,5% vs 31,7%)
De Angelis Lancet Oncology 2014
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Saur NM Eur J Surg Oncol 2019
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Clinical Phenotype

DOMAINS OF Comprehensive Geriatric
Assessment
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rbidity o)) Social Support& - ~

S . Mental Status ﬁ
N J

Poly-pharmacy
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> 2 Deregulau-l- Intercellular ‘9 @’.
Epigenomic X » Proteasome — Nutrient Sensing Communication » . J:PO %/
= s s R — ’"'r\:" Stemcen 09
i Telomere Attrition Mitochondrial Dysfunction Senescence Regeneraton (ol

Molecular Phenotype
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EXERCISE

Activities of Daily Living
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THE STAGES OF ‘ = .,

RECTAL CANCER | %

44
"l f

- f .
\? ' Wb )
TR .

/. Cancer has spread to other parts of the body. / &

° lll. Cancer has grown outside the rectum and has L7 R SPREAD OF THE CANCER
spread to the lymph nodes. TO OTHER ORGANS

\
STAGE  STAGE

A Il. Cancer has grown outside the rectum, but has not
spread to the lymph nodes,

KRAS, DCC, AND P53 -- If +ve 4+ POOR
PROGNOSIS

I. The tumor has spread beyond the inner layer but
remains within the rectum.

MICROSATELLITE INSTABILITY OR Low COX2
g% &aengétﬁ?rl:s;;’el found only in the innermost lining Expression & P21 Marker - |f +ve *- GOOD
PROGNOSIS
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PROPRIA Il i
Distal intramural spread ‘ % Tumqr
» : budding DRM
MRF _ , _ |
L " Microscopic margin I
High rectum Mid rectum Ow rectum I
SUBMUCOSA ; s
/

a:<lmm *® | 4
b: 1-5 mm A - Ve
¢: 5-15 mm : :
d: >15 mm

@ CRM or MRF P EMVI TDs




&M = Chemo

EMVI, TDs, LN

— Intermediate risk
nodal spread .

Perineural
spread

Access to “anatomic highway” : No access to “anatomic highway”

Histology
" R12 ™R Molecular biology

RT or CRT

Lord AC, Eur J Cancer 2019 Horvat N, RadioGraphics 2019
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History, physical examination including DRE, full blood count,

liver and renal function tests, serum CEA

s e e— CT scan of thorax and abdomen to ﬂefine | b -—p mﬂﬂsﬁnﬁﬁwm
functional status and presence of metastases . .
DRE + endoscopy diagnosis of metastases
> Patients over 70 years old should undergo
v geriatric assessments for frailty

.
[ Rigid rectoscopy ]

v : ,

b 3 1
Preoperative colonoscopy to the caecal pole to exclude synchronous colonic > > Wﬂ[i:l[i)liln g E&%@%gﬁgﬂﬁ :IE[?S m;;grﬁm
tumours (in the case of obstruction, virtual colonoscopy may be used) (virtual) colonoscopy performed
Earl ERUS may be used to determine which
aly L9 % lesions are appropriate for TEM (i.e. T1
. tumours tumours limited to the mucosa or submucosa)
PET-CT may be used to rule out distant
metastases in cases of patients with
extensive EMVI on MRI, high levels of CEA Pelvic MRI for locoregional clinical staging, to detect
at presentation or when potential liver < EMVI to predict risk of synchronous/metachronous

metastases are suspected on CT distant management and to define preoperative
/ management and extent of surgery

B 2018 ESMO. All rights reserved. esmo.org/Guidelines/Gastrointestinal-Cancers/Rectal-Cancer

Histopathology
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Chemotherapy

Surgery

Radiotherapy Chemotherapy

i

i

Surgery

!

Surgery

All of the following features:

2 * T1-T2 (at MRI or endorectal US) SURGERY
© « NO
o + _cMO
g If possible
9 Any of the following features:
= + T3-T4
DJUVANT CRT
S . N1-2 NEOADJUV.
* Locally unresectable tumor
Low Risk Intermediate Risk High Risk
All of the Any of the Any of the following
following features: following features: features:
« T1-T3 * T2-T3in low tumors * T4 other than
w * No EMVI * T3c-T4a posterior vaginal wall
8 * Negative CRM + N1-N2 + Positive CRM
74 * NO * No EMVI « Lateral lymph nodes
a + MO * Negative CRM « MO
NEOADJUVANT SHORT
SURGERY COURSE RADIATION NEOADJUVANT LONG
THERAPY OR CRT St 2
T I If possible |
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¢T1 NO MO (low risk: G1/G2, LO, VO)

>

Transanal Excision

c E

Transanal endoscopic microsurgery
Transanal endoscopic operation

TEM/TEO

TAMIS
Transanal minimally invasive surgery

Lisfranc 1800, Parks 1960

Buess 1984

Atallah 2010






¢ Kzvs TAMIS

Complications (%)
(Urinary retention, bleeding, perforation)

Re-Operation

Positive resection margins (%)

Recurrence rate (%)

TEM TAMIS p value
(n =40) (n =29)
13 10 0.55
8 3 0.44
3 10 0.19
5 3 0.62

Melin et al. Am J Surg 2016; 212: 1063-1067
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- Sphincternf ri endl y o
- Middle and Upper location
- KUa¥ e UUayUe UUSEY
- ?260d}) 045 Bleeding)
(neoadjuvant >>>risk factor)
- 1% Us )} YUWs Y, 6 &6 D

tve RM # B WEOTBWB (10- W)Y
Prob +ve LN K& hyéa eosal (5% Byi7865y)
ARG Xog B\ | OFI@IH xpt| B8R E ¥ o .
endoUS > (MRY) R fs B p e Or LRDH)?

0-3%
8-11% 100%
11-25% 100%
>21% 100%
Perez RO, Dis Colon Rectum 2011
( Borstlap WAA, Br J Surg 2016

Montroni |,Eur J Surg Oncol 2018
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cTY (G3, V1, LY) or
cT2-3 NO or cN1,2

('JhﬁdeD cWeld BAYB KT
(LAR) gcUrinprec eVl di p{ogz(AVE) ¢

03 ¥ -15tmM) Ua U ddes gy Ucieey)cdl 6 #
My U @-10cm)

Standard/oficare in rectal/cancer;
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CIMS 24x7 Med

LAR + TME (anastomosis Nileostomy)

Zde Ug 0 lGe) de i MRF

|| >l 19 8:58/15:28




APR (perineum)

0?2e60dy) hUJUU/ @adopbfpliduU U
>70yo, by, cancer related mortality 4 37%!!!
<55yo0 TMEmort:<1%, >80y TMEmort:13% !!I
Overall morbidity 35-40%

0 >75y0 A 9 U3 :odlgpgo U s wd &®ac oy d

0 ERAS } yUhogbBB&UaWg,) vadqde

0¢o9oooyiclgdllss caBdIf) o e >89y (d

APR : end colostomy
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Pelvis autonomic innervation

i

4

Bladder

Genitalia

Internal anal sphincter

Intraoperative
electrophysiological test

Bij dtidUsc glUgdads |

o 3Q35%
s UUU} Ucyd oaUst
60% !

Marijnen CAM, J Clin Oncol 2002

Proportion of patients

.................
pppppp

Kneist Langerbecks Arch Surg 2013

Kawff DW J Gastrointest Surg 2017

A3 U0 UcetrddBé g
12-16%*

Dutch TME Trial 2014
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41% (95%CI: 34-48)
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' Major | Minor No
AT ¢B LARS | LARS | LARS
41% | 24% | 35%

Groese AD, Int J Surg 2018
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*taTME (T1G1)
AK3UasOQURe
Low tumors
BMI >30
Narrow pelvis
BPH A
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Robotics
( A 350%, 30% conversion)

zydaeled Usggtldiseapdard)
LAR+TME
Lap +robotic LAR+TME
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Prete Ann Surg 2017 DeAngelis N Adv Surg Tech A 2018

Jayne D, JAMA 2017 Kolarsick P, EJSO 2020

Vennix Cochrane Database 2014 Bonjer New Engl J Med 2015

Montroni I, Eur J Surg Oncol 2018 LiY Tech Coloproctol 2016
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(very early)

gg ddwele ¢ e

sm3, IMVI(+), G3-4 TME N adjuvant therapy
Ui oed cT2-3a, NO CRF(-) LVI () ¢ ¢~ glserl dlme or
(early) TDs () {Sﬁglrz or high ] TME adjuvant therapy
U 3CRM (+): adjuvant ) e o UU YN GHUTAM
therapy

cT3a/b low rectum
cT3a/b, cN1-2, LVI(-) mid

A 3 U 9 Y dntedmediate or high rectum

cT3a/b, cN1-2, LVI(+), TDs

Neoadjuvant CRTh +TME

Neoadj CRTh watch and
wait if complete response

ge ol didle ¢ Uy
Us UU" f T182)eRT (
escalation e palliation

cT3 ¢ WRF(+)
Any cT4a/b
? +pelvic lateral

Kenig J, NOWOTWORY J Oncol 2021

Neoadjuvant CRTh + TME
(e lateral pelvic
dissection)

Neoadjuvant CRTh (short
or | hgpubYN L
tEZA

"gUy) d9o ey mwoaee



Watch and Wait Strategy

_‘ Occurs almost always
- within 2 years

85 % salvaged by
surgery safely

Surveillance Recurrence
equivalent with

upfront post neoad,;.
surgery

cCR

L4
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Manceau G, Dis Colon rectum 2019, Amelung FJ, Br J Surg 2019, Arezzo A, Gastrointest Endosc 2017
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Fahim M Eur J Oncol 2019



