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Epidemiologie KRK
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1) L. Dudek, J. Muzik, D. Krej&i, L. Snajdrova, A. Talabova. Epidemiologie kolorektalniho karcinomu v mezinarodnim srovnani. On-line on: www.kolorektum.cz
UzIS1: www.svod.cz Cancer reasearch uk. Bowel cancer cases: percentage distribution by anatomical site. On-line on:, 2.) Dekker E, Tanis PJ, Vleugels JLA, Kasi PM. Colorectal Cancer. Lancet, October19 2019.
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Diagnostika

Anamnéza + klinické vysSetreni - DRE (1/3 v dosahu prstu)

Koloskopie - histologicka verifikace, synchronni tumory, virtualni koloskopie

ERUS - T1 tumory, < 8 cm od analniho otvoru
CT trupu - M-staging, ev. PET/CT
MRI - TN staging/restaging, rutinni protokol (lokalizace, CRM, EMVI)

- |é¢ebna strategie - predoperacni terapie +/-

- odpoved na predoperacni terapii (prognostické znaky EMVI-)

- spadova lymfatika (cN)

Magnetic resonance imaging for clinical management of rectal cancer: Updated recommendations from the 2016 European Society of Gastrointestinal and Abdominal Radiology
(ESGAR) consensus meeting, Eur Radiol 2018



MR protokol

Anorectal -~
junction;

"

Structured MRI report template

primary staging

Local tumour status
- Morphology: [] solid- polypoid

[[] Soid- (semJannular:

[J Mucinous:
- Distance from the anorectal junction to the lower pole of the tumour: .................. cm
- Tumour length: ................... cm
- T-stage: g m2

[ 1 = [] T%orT3b (<5mm extramural growth)
D T3corT3d  (>5 mm extramural growth)
D T4. based on growth into: ............ocooeeiiiiieiiiannes

- Sphincter invasion: D No
D Internal sphincter only
[j * + intersphincteric plane |:| upper D middie Ddsta] 1/3 of anal canal
D * + external sphincter

Mesorectal fascia (and peritoneal) involvement

- Shortest distance between tumour and MRF: ___....mm = D free (> 2mm)
|:| threatenaed/involved (<2 mm)
- Location of the shortest distance between tumour and MRF:  ._........ o'clock

- Relation to anterior peritoneal reflection: |:| below (MRF invasion) |:| above

Structured MRI report template
restaging after neoadjuvant treatment

Local tumour status

- Residual tumour mass: D No, completely normalised rectal wall (complete response)

D No, fibrotic wall thickening without clear residual mass (complete or near
complete response)

Yes, residual mass (and/or focal high signal on DWI):

yT-stage: [ | yT1-2

D EES 2 D yT3a or yT3b (<5 mm extramural growth)
|:| yT3c or yT3d (>5 mm extramural growth)

D yT4, based on growth into: ..................cocoie

- Distance from the anorectal junction to the lower pole of the tumour: .................. cm
- Tumour length: ................... cm

- Sphincter invasion: |:] No
|:| Internal sphincter only
D * + intersphincteric plane I:]upper |:| middle D distal 1/3 of anal canal
D “ + external sphincter

Lymph nodes and tumour deposits

- N-stage: [OIno [COIns

- Total number of iymph nodes: ..................

- Number of suspicious lymph nodes: ... (..... mesorecial nodes: ..... extramesorectal nodes)
D ..... nodes with short axis diameter 2 9 mm
D ,,,,, nodes with short axis diameter 5-8 mm AND atlegst 2 morphologic criteria*
D ..... nodes with short axis diameter < 5 mm AND all 3 morphologic criteria”

*N.B. Morphologic suspicious criteria: [1] round shape, [2] imegular border, [3] heterogenous signal

- Ara there any tumour depasits within the mesorectum: [_] no.
[:| yes. ... (number of deposits)

Mesorectal fascia (and peritoneal) involvement

- Shortest distance between tumour and MRF: ....... [ = |:| free (> 2 mm)
|:] threatened/involved (£2 mm)
- Location of the shortest distance between tumour and MRF:  ......... o'clock

- Relation to anterior peritoneal reﬂection:D below (MRF invasion) D above

Yes [no

Lymph nodes and tumour deposits

- Lymph nodes |:| yNO = no remaining nodes or only nodes < 5 mm
D yN+, = presence of any nodes with a short axis diameter 2 5 mm

- Number of residual suspicious (= 5 mm) mesorectal lymph nodes: ...
- Number of residual suspicious (= 5 mm) extramesorectal lymph nodes: ..........ccccccceeeeeeee
- Are there any remaining tumour deposits within the mesorectum: D no
D yes, ..... (number of deposits)

Extramural vascular invasion

|:| Yes |:|No

. .
M Id | I n e Fig. 1 Template for structured MRI repornt for pamary staging and restaging afier chemoradiation

Fig. 1 (continued)

Magnetic resonance imaging for clinical management of rectal cancer: Updated recommendations from the 2016 European Society of Gastrointestinal and Abdominal Radiology
(ESGAR) consensus meeting, Eur Radiol 2018



Klasifikace - lokalizace tumoru rekta

Klasifikace vicc @ ESMO/
Dolni tfetina rekta <6cm <5cm
Stfedni tretina rekta 6—12cm 5-10cm
Horni tretina rekta 12 -16cm 10—-15cm

EMVI extramural vascular invasion: pfitomnost tumorovych
bunék v cévach mimo muscularis propria
CRM circumferential resetion margin (MRF +/-):
okraj tumoru od MRF, specificita MRI 92-95%

1.) Lalwani N, Bates DDB, Arif-Tiwari H. Baseline MRI-Staging on Rectal Cancer: A Practical Approach. Semin Roentgenol. April 01, 2021, 5(2):164-176. 2.) Schmoll HJ, VanCutsem E, Stein A, et al. ESMO consensus guidelines for
management of patients with colon and rectal cancers. A personalized approach to clinical decision makig. Ann Oncol.2012; 23:2479-2516 . 3.) Zhang XJ, Wang J, Li XT. MRI of Extramural Venous Invasion in Locally Advanced Rectal
cancer: Relationship in Tumor Reccurence and Overall Survival. Radiology.2018; 289(3). 4.) Santiago |,Figuieredo N, Perés O, Celso M. MRI of rectal cancer- relevant anatomy and staging key points. Ins Imaging 2020 ; 10



UICC klasifikace
1.

Tis Tu omezen na mukodzu

Riziko postizeni LU:
¢ 0-3%
Sm2- [ e 8- 10%

T1 Invaze do submukdzy < Sm3 - ——  — — 23 - 25%

T2 Invaze do muscularis propria . .
T3 Invaze do subserdzy /perirektalni tkané ;gz i irgnr;lr:vaze za m. propria
T4a Perforuje viscerdlni peritoneum T3c6-15mm
b Invaze do okolnich organl T3d>15mm
NO Bez postizeni spadovych LU
N1s Posttent 110 | U | MR | T
E 2ol senzitivita 57% 77% 79%
¢ satelity specificita 80% 76% 76%
N2a 4-6 LU
b >6 LU
v
MO Bez vzdalenych metastaz
M1a omezeny na 1 orgdn (HEP, PUL, LYM)
b >1 organ
C Peritonedlni metastazy 1.) S3 Leitlinie Kolorektales Karzinom v2.1 vom Januar 2019, 2.) Brierley JD, Gospodarowicz MK, Wittekind

Ch. TNM Klasifikace Zhoubnych novotvard 8. vydani 2017



Lécba

e Staging
« MDT

EBM — obecnd doporuceni pro ,vSechny”, absence vSech ind. faktoru

Stratifikovana lécba — otevreny X miniinvazivni pristup

Personalizovana lécba — individualni faktory (genomovy profil tu, komorbidity,
pristrojové a personalni vybaveni, zkusenost, preference a volba nemocného)

Multimodalni terapie

Optimum a ¢asné zahajeni th + stadium - prognodza

ESMO Clinical Practice Guidelines




Chirurgicka lécba

* Klicové postaveni

* Cil: radikdIni odstranéni nddorem

postizené tkané - RO resekce

(kvalitativni podminky)

* Pristup — otevreny
— miniinvazivni — laparoskopie
— robotika




° ° ’ 7 Vv
Chirurgicka lécba
TME - zlaty standard operacni |é¢by, (PME - oralni 1/3 rekta)

- UL lokdlni recidivy Heald RJ et al. Br J Surg 1982, Arch Surg 1998
- LAR, |SR, APR, TaTM E, ELAPE van Lingen CP et al. Int J Gastrointest Cancer 2003

Radikalita vykonu — histopatologicka kritéria
- pPRM > 10 (5) cm

- pDRM > 2 (1) cm, = 5cm (oralni 1/3 rekta)
-pCRM >1 mm

Kvalita ME (M.E.R.C.U.R.)
- kompletni
- Castecné kompletni
- nekompletni

pCRM+, nekompletni ME - T lokdIni recidiva
(6% X17%,1—4%,11-7 %, lll —13 % - RCT)

Titu LV et al. Dig Surg 2008, Nagtegaal ID et al. J Clin Oncol 2002, 2008, Quirke P et al. Lancet 2009




Histologie

Histopatologicky protokol (Quirke)

- nativni preparat, nerozstrizeny
- tusovani

- pricne rezy

- fotodokumentace

Quirke P et al. Lancet 1986
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Uskali - kontroverze

MR - kvalita/protokol — staging
- rizikové faktory (CRM, EMVI) = 1é¢ba (predoperacni terapie +/-)

Histopatologicky protokol (Quirke) — pCRM, kvalita ME

Ca horni 1/3 rekta — RT neni doporucena (ESMO)
Operace po RT — ,,optimalni interval” -

Malo/velkoobjemova centra — kvalita péce (KZP)

.



MR + histopatologicky protokol

Parametrické sledovani kvality TME jako nastroj k omezeni lokalnich recidiv po operacich pro
karcinom rekta (2012 — 2015) — IGA MZ NT13726

> 900 pac., 5 pracovist (FN)

MR 52.2 %

Kvalita ME: | —31.4%
Il —29.4 %
I -31%

Zavedeni a standardizace metody hodnoceni TME
(chirurg, patolog)

Hoch J et al. Parametrické sledovani kvality totalni mezorektdlni excize a chirurgické 1é¢by karcinomu rekta — vysledky multicentrické studie, Rozhl Chir 2016



Operace po RT — ,, optimalni interval”

e 4-6 tydnU

* Tulchinsky H et al. 2008: 132 pac., >7 T - T"pCR, T*DFS

* Petreli f et al. 2015: MA, 13 st. (3584 pac.) >6-8 T - *pCR

» GRECCAR-6 2016: RCT, 265 pac.,7Tvs 11T, pCR 15 % vs 17 %), morbidita (32 vs 44.5 %),
ME | (90 % vs 78 %)

Garrer et al. 2016: 52 pac., 6-8 Tvs 9-14 T, pCR 8 % vs 23 %, I periop. ukazatele, DFS (18 m)
69.4 % vs 82.3 %

Wang Xj et al. 2016: MA, 15 st. (4431 pac.) — 7-8 T optimalni interval (pCR)
Du D et. al. 2018: MA, 13 st. (19652 pac.), 28 T - TpCR, klin. a onkol. parametry srovnatelné
Chen YJ et al. 2020: MA, protokol.

Pach et al. 2012: RCT, 154 pac., SCRT (5x5 Gy), 7-10 D vs 4-5 T, downst. 13 % vs 44 %,
5-0S 63 % vs 73 %



Malo/velkoobjemova centra — kvalita péce

* 109 pracovist X 11 velkoobjemovych center (>50 vykonU/rok) — 42 % operaci
* >60 pracovist: < 15 vykonut/rok — 17 % operaci, otevieny pristup

* 90denni mortalita: 2.8 % vs 5.9 %, T paliativni [écba (2x)

* Portadl ukazatell kvality zdravotnich sluzeb (KZP)

puk.kzp.cz




Terapie - perioperacni lécba, kdy a jak

e zakladem je MDT

RADIOLOG -
PACIENT ‘
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Perioperacni onkologicka terapie —(Chemo-)Radioterapie

J mortalita a morbidita (2026%)

1826- 1970 Chirurgicka lé¢ba N LC (80%-> 20-30%)
N preziti (5y OS - 67%)
— - — GITSG 7175
1970 - 1990 tpetlrga?il- :;I;\Clglr::r:gll:':'(e NCCTG 794751 TLC ,
bl ad) NSABP R-01, R-02 ~ 05 benefit

I ﬁwedish Rectal Cancer Study G.\, NA+Svs S: I LR 11% vs. 27%
TME . 4 ‘ LR 3% ]1

5 o Dutch Rectal Cancer Study G. NA+SvsS: T LR 2.4 % vs. 8.2%
1930 - 2010 Predoperacni RT ‘ MRC-CRO7 (,selektivni RT vs.5x5Gy) 61% redukce rizika LR pro NART

FFCD 9203 trial CRT > RT: T'LC, T pCR

Optimlizovana LC el el CRT +aCRT>> NART
g2daleny relaps 30-49% CAO/ARO/AIO 94 NA vs. A: 5y-LR 13% vs. 6%

Spatna compliance poop. K /
~ OS benefit, morbidita
J G3/4 toxicita

" Totalni neoadjuvantni |
terapie )

2020

1.) Kim JH. Controversial issues in radiotherapy for rectal cancer: a systematic review. Radiat Oncol J.2017 Dec2; 35(4): 295-305. 2.) Ali F, Keshinro A, Weiser MR. Advances in the treatment of locally advanced rectal cancer. Ann
Gastroenterol Surg.2021; 5:32-38. 3.) Feeney G, Sehgal R, Seehan Metal. Neoadjuvant radiotherapy for rectal cancer. World J Gastroneterol 2019 September 7; 25(33): 4850-4869.



Role radioterapie v ére TME

* Nizka mira LRR po samotné TME (20% =2 3%)
* Dutsch TME-Trial:
celkovy vyskyt LR 5.3%
10y-LRR: 2.4% vs. 8.2%
analyza podskupin:
a.) stredni rektum 2yLR 1% vs. 10%
b.) dolni rektum 2y LR 5.8% vs. 10%
Bez OS benefitu 2y 0S 81.8% vs 82%
OS benefit: pCRM- a St. 1l (p= 0.027)
==) nesporny prinos pro stadium lll
* Kvalita TME!

?

RT+TME TME HR (95% Cl)

TNM stage ;

| 167/259 163/238 — - 117 (0-86-1-59)

1l 100/211 112/210 ——— 119 {0-91-1-56)

I 101/210 84/225 @ 076/(0:59-0-98)

Tumaur height I

<5cm 91/116 103/187 e 1.02 (0-75-1-40)

5-9.9 cm 157/306 132/286 —i— 1.07 {0-85-1-26)

10-15¢cm 127/217 115/218 —— 0-84 (0-64-112)

Type of resection

Low anterior 268/486 278/503 _-_ 1.01(0-84-1.21)

Abdominaperineal 92171 87/163 . — 1.00 (0:73-1-38)

Hartmann 16134 7125 i | 0-61(032-1-18)
I

Overall estimate 376/691 372/691 -.- 0-99 (0-85-1-15)

Quirke et al 2009 — postuloval korelaci pCRM+ s LRR

1.) Van Gijn W, Marijnen CAM, Nagtegaal ID, et al. Preoperative radiotherapy combined with total mesorectal excision for resectable rectal cancer: 12-year follow-up of the multicentre, randomised, controlled TME trial . Lancet

2011; 12(6): 572-586. 2.)

T T
05
Favours RT+TME

1.0

1 11
15
Favours TME



Adjuvantni vs. Neoadjuvantni (C)RT

* Standardem je od r. 2004 neoadjuvantni CRT / RT
e Zvysené pozadavky na vysokou kvalitu MRI
* CAVE ! Nejistota stagingu uzlin

* Adjuvantni chemoradioterapie: - benefit 10- 15% LC, 5-15 % OS, ale
ve studiich bez TME

- jeji benefit v pripadé kvalitni TME je nejisty (Sebag-Montefiore,
Lancet 2009 — poolovana analyza MRC CRO7, NCIC-CTG C016)

- je zatizena vysokou toxicitou (akutni 27 vs 40 %, late 14 vs 24 %)

Indikace (ESMO, LS3): pCRM+, perforace Tu / inkompletni TME,
pN1lc, ECE+ pokud nebyla NART

. Controversial issues in radiotherapy for rectal cancer: a systematic review. Radiat Oncol).2017 Dec2; 35(4): 295-305. 2. Glynn-Jones R, Wirwitz L, Tiret E, et.al. Rectal cancer: ESMO Clinical Practice
for dia

) Kim JH
lines for diagnosis, treatment and follow-up. Ann Oncol.2017; 28(4): 1V22-40. 3. S3 Leitlinie Kolorektales Karzinom v2.1 vom Januar 2019,

1.
Guideline



Kratky rezim RT (SCRT) vs. Dlouhy rezim (CCRT)

SCRT = 5x5 Gy (1tyden) ;-SC_IZT;,/ng‘%U)hy rezim 45-50.4Gy

y g = " --‘»\

» Operace obvykle nésleduj do. ‘o ¢ Operace 6-12 tydn0 po
10. dne od zacatku RT nebo ukonceni RT
4.-8. tyden po operaci [ * (T4, mrCRM+, EMVI+, cN

* Nevede k downstagingu (a» ' <’ Downstaging)

tumoru? (odlozena operace!)
* Cilem je lokalni kontrola (LC) \-)

* Bez akutni toxicity

o I Akutni toxicita a vs. i
perioperacni komplikace

e \/etsi Casova zatéz a cena



Koncept Totalni neoadjuvantni terapie (TNT) 2

* Neoadjuvantni RT/CRT a ndsledna adjuvantni chemoterapie:
——>minimalizace LR
——>bez vlivu na vzdaleny relaps (30-40% pacientl umira na M1)
* TNT reflektuje potrebu

a.) snizit riziko vzdaleného relapsu _ 10y DMES | 5y OS

b.) zvySit miru downstagingu  m) 88.8% 87.6% (86%)

c.) zvysit compliance k terapii Non-pCR 75% 76.4% (63%)
* Mozné schémata:

A. INDUKCE: CHT = RT/CRT - OP

>

B. KONSOLIDACE: RT/CRT-> CHT -> OP

1.) Kasi A, Abbasi S, Handa S, et al. Total Neoadjuvant Therapy vs Standard Therapy in Locally Advanced Rectal Cancer. A Systematic Review and Meta-analysis. JAMA Network Open. 2020 ; 3(12): e2030097.



Koncept Totalni neoadjuvantni terapie (TNT)
[N JRefim  [pcR [RO | Compliance |Toxicita |Kompl. |

Cercek et al
(faze Il)

MS Ketering
(restosp.)

EXPERT
EXPERT-C

Garcia-Aguilar
(faze Il)

Polska studie Il
(faze Ill)

RAPIDO
(fdze Ill)

PRODIGE 23

1.) Kasi A, Abbasi S, Handa S, et al. Total Neoadjuvant Therapy vs Standard Therapy in Locally Advanced Rectal Cancer. A Systematic Review and Meta-analysis. JAMA Network Open.

61

628

105
106

259

515

920

461

In: CH->CRT->TME
CRT->TME->CH

In: CH->CRT->TME
CRT->TME->CH

In: CH->CRT->0P
Cetuxinab

CRT->OP->FOLFOX

CRT->2xFOLFOX->OP->6xFOLFOX
CRT->4xFOLFOX->OP->4xFOLFOX
CRT->6xFOLFOX->0OP->2xFOLFOX

5x5Gy -> 3xFOLFOX4->0P
CRT +Ox-> OP

SRT->6xCapOx/8xFOLFOX->0OP
LCRT->TME->9xCapOx/12xFOLFOX

6xmFOLFIRINOX-> LRCT->OP-CHT 3M
LRCT-> OP -> 6M FOLFOX

36%
41%
27%

20%

28%
14%

28%
12%

100%

Downstagi

ng
43-56%

98%
100%
96%
100%

77%
71%

100%
97%

91% 19%

54% 54%

78%

41%

90%

Kompletni NAC 15%

82% 6%

81% 4%

77% 9%

63% compl NAC 29%

66% compl CRT 25%
18% ~

9%

2020 ; 3(12): e2030097. 2.) Yoo RN. Total neoadjuvant therapy in locally advanced rectal cancer: Role of systemic chemotherapy. Ann Gastroenterol Surg. 2019; 3: 356-367.

3y DFS 53 vs 52%
3y 0OS 73% vs 65%

3y DRR 20 vs 27%
=3y OS 89%

3y DFS 76% vs 69%
3y MFS 76% vs 68%



Koncept Totalni neoadjuvantni terapie (TNT)
* Kasi et al 2020: 7 studii, 1206 pts s TNT vs. CRT o e A,

Source No.ofevents/total ~~ No.ofeventsftotal ~ (95%C1) CRT plusA - TNT %
() o Conrayetal, 2020 175231 158230 142(0.94:2.29) i 86
p C R 2 9 A) VS 14} 9 A) GarciaAqulbretal 12015 47/62 20040 IB(LTR) ] 53
Markavini et al 02017 59/69 47169 276(119-6.40) ] 59

~ Sf | N kte r- p reservace Tohl 8136 pPLTESY 207(L20356) < 1000

Heterogeneity: 0.1 );§=3.89 (P=.14) =195
Testfor overall efect: 2= .61 (P=.009) 0l 1 10 100

N DFS OR 2.07 R
* Liu et al 2021: 8 studii, 2196 pts s TNT vs. standard ~LRFS, P= 0.15

Study Hazard % Study Bl

D Ratio (35% CI) Weight 0

PCR TNT > CRT, p=0.0005 m—

Bujko 2016 1.10(068,1.23) 3193

Hospers G 2020 069 (0.54,0.90) 29

Konsolidace > indukce stran pCR s < M — w. F

Favors TNT treatment Favors Standard treatment

SRT > LCRCRT stran pCR - =0S, P=0.15

Study Hazard % Study Hazard %
ID Ratio (85% C1) Weight o Ratio (85% CI) Weight
Femandez Martos 2015 111(060,207) 54 Femandez-Martos 2015 120(055,264) 501
F V4 |: ° Bupo 2010 095(075,1.19) 3905 Bujko 2016 _ 090(070,115) 5004
Hospers G 2020 e 0.75 (0.60, 0.96) 767 T. Conroy 2020 —_— 0.92(0.67,1.25) nn
T. Canroy 2020 —_— 069(049,087) 1785 Hospers G 2020 s e o 065(040,105) 1324
Overall (= 25.1%, p = 261) <> 083(072,096)  100.00 Overall (=0.0%, p = 524) <> 088(074,105) 10000
p —
’ [
T T T T
]5 : |]5 5 3 5 1 15 H 3
Favors TNT treatment Favors Standard treatment Favors TNT treatment Favors Standard treatment

1.) Kasi A, Abbasi S, Handa S, et al. Total Neoadjuvant Therapy vs Standard Therapy in Locally Advanced Rectal Cancer. A Systematic Review and Meta-analysis. JAMA Network Open. 2020; 3(12): e2030097. 2.) Liu S, Xiao T, Yang S, et al.
Total Neoadjuvant Therapy (TNT) versus Standard Noedjuvant Chemoradiotherapy for Locally Advanced Rectal Cancer: A Systematic Review a Meta-Analysis. The Oncologist. 2021; 26:e1555-e1566.



Koncept WaW —sfinkter zachovny postup ?

* pCR: 25% - 30% po NACRT s dostateCcnym intervalem do operace

I A X7 RROH) |
5%

Habr-Gama et al. <7 cm od AC 27% =DMR, OS 97%, DFS 84%
2004
Park et al., 2012 21 pts 4.8% = preziti
Smith et al., 2012 32 pts 19%
Van der Valk et al 100 259% 86% do 2 let
2018 (retrospektivni) 97% endoluminalne
Smith et al, 2019 113 20% Preservace rekta 82%
DMR (36 % vs. 1% vs 4%)
OPRA trial Konsolidace SP :58% L

Indukce 43%

Chirurgicka terapie je zakladem terapie Ca rekta

1.) Habr-Gana A, Perez RO, Nadalin W, et al. Operative versus nonoperative treatment for stage O distal rectal cancer following chemoradiation therapy: long-term results. Ann Surg. 2004 ; 240(4): 711-717. 2.) Kasi A, Abbasi S, Handa S, et al.
Total Neoadjuvant Therapy vs Standard Therapy in Locally Advanced Rectal Cancer. A Systematic Review and Meta-analysis. JAMA Network Open. 2020; 3(12): e2030097.



Rozvaha postupu dle stadii




st. | -cT1,cNO bez RF (sm1, G1, LVI-) [ voemem— ]

e Svédska studie 13y LRR 4.5% s RT vs. 14% bez RT ( bez TME)

* Holandska TME-Trial: 10y LRR 1% vs. 3%, bez benefitu mrCRM
* Britska studie MCR-CRO7:3y LRR 1.9% vs 2.8%

* Pro tyto nadory nema multimodalni terapie benefit

cT1cNO bez RF (sm1 G1,LV-)
Standardem je lokalni terapie TEM ev. TME

(&

Van Gijn W, Marijnen CAM, Nagtegaal ID, et al. Preoperative radiotherapy combined with total mesorectal excision for resectable rectal cancer: 12-year follow-up of the multicentre, randomised, controlled
TME trial . Lancet 2011; 12(6): 572-586.



st. 1 -cT1/2,cNO s RF (sm2-3, G2-3, LVI+)

TME in most cases (plus
photographsc record of specimen
and assessment of TME quality)

TEM, CRT or "walch-and-wait
for fragie, high-risk patients or
those regecting radical surgery

TN
( MRI to re-evaluate tumour

Van Gijn W, Marijnen CAM, Nagtegaal ID, et al. Preoperative radiotherapy combined with total mesorectal excision for resectable rectal cancer: 12-year follow-up of the multicentre, randomised, controlled
TME trial . Lancet 2011; 12(6): 572-586.



st. Il -cT3, cNO

 TME vede k lepsi lokalni kontrole (kvalita TME je stézejni, 50-66%)
- prispévek RT v ére TME je cca - 4% LRR
* hrMRI - cT3a-3d: mrCRM a pCRM 90-95%
- nejistota LN
MERCURY stratlflkace cT3 NO Ca dle MRI
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/~ Nizké riziko: cT3a/b NO stiedni rektum nebo N1 pro horni rektum mrCRM-, EMVI- 0

» Standardem je TME +/- adjuvantni terapie dle histologie a dMMR
» Adjuvantni CRT + CHT : u up- stagingu cT4, pCRM+, pN+, perforace Tu, ECE+ pokud nebyla NART
Stfedni riziko: cT3a/b dolni rektum, MRF- a cT3a/b nejasné LU (cN1-2) , EMVI-, CRM-

\>»> Neoadjuvantni RT/CRT ev TNT -> TME )

.) Hassan, Tjamul, Parray, et al. Assessment of extent and completness of mesorectal axcision for rectal cancer nby histopathology and MRI Int J Surg Oncol 2018 March ; 3(3):pe53. 2.) Taylor FGM, Quirke P, Heald RJ, et al. Preoperative magnetic resonance imegin
ssessment of C|rcumferent|a| resect|on margm pred|ct diesease-free survwal and local recurrence : 5-years follow-up results of the MERCURY study. J Clin Oncol 2014 Jan, 32(1):34-43. 3.) Jia XX, Wand Y, Cheng Y, et al. Low- versus High-Ris Rectal cancer Based on |
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Vysokeé riziko: cT3c/d, mrCRM +, EMVI+, cT4 a st. |l

U karcinom bez nutnosti downstagingu (cT3 CRM-): 4[ ———

> Neoadjuvantni SRT/LCRT -> TME +/- adj. CHT _.
u pacient odmitajicich stomii: SZP ( : .

U karcinomu s nutnosti downstagingu (¢T3 CRM+, cT4): _’E e

> Neoadjuvantni SRT/LCRT -> TME +/- adj. CHT
» Totalni neoadjuvantni terapii (konsolidace RT/CRT-> 4-6xCHT)




Zaver

* Presny staging

e MDT
Dobra znalost EBM
Kvalitni spoluprace
Personalizovana medicina

e Pacient - spolurozhodovani
* Velkoobjemova centra

Pecliva dispenzarni péce
Analyza vlastnich vysledku
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