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Epidemiologia dell’Adenocarcinoma Pancreatico
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Fonte: Registro Italiano Tumori, AIRTUM 2012



La chirurgia: quando...

Indicazioni:
P-NET/IPMN

Adenocarcinoma duttale
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La chirurgia: quando...

Indicazioni:

Adenocarcinoma duttale
[ ocalmente Avanzato

Ruolo della CHRT Neoadiuvante
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Induction Gemcitabine and Oxaliplatin Therapy Followed by a
Twice-Weekly Infusion of Gemcitabine and Concurrent
External-Beam Radiation for Neoadjuvant Treatment of

Locally Advanced Pancreatic Cancer
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CONCLUSIONS: Both those with borderline resectable
disease and those with unresectable disease received clinical
benefit, a chance to obtain resectability, and improved

survival.
Cancer 2012

CONCLUSIONS. In locally advanced, unresectable pancreatic
cancer, RO/R1 resections can be achieved in up to 40% of
patients who undergo operation after neoadjuvant therapy. In
these cases, survival rates are similar to those observed for
initially resectable pancreatic cancer.

surgery 20712

SURGERY S33 - Cancer  Month 00, 2012




Indicazioni:

Adenocarcinoma duttale

Locizato

Resezione Chirurgica

La chirurgia: ... quale e come ?
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PANCREATICO- ed EPATICO-DIGIUNOSTOMIA




La chirurgia: ... quale e come?

Linfectomie estese?
Resezioni vascolari venose?
Resezioni vascolari arteriose?
Ruolo della Laparoscopia®?

15/11/15




Does Portal-Superior Mesenteric Vein Invasion Still Indicate
Irresectability for Pancreatic Carcinoma?

18 studi dal 2000 al 2010

* Pazienti sottoposti a pancreasectomia con
resezione della vena porta o della vena
mesenterica per adenocarcinoma del

pancreas
« Totale di 628 pazienti

Annals of
SURGICAL ONCOLOGY
Ann Surg Oncol (2009) 16:817-825 OFFICIAL JOURNAL OF THE SOCIETY OF SURGICAL ONCOLOGY




SAPIENZA

UNIVERSITA D1 ROMA

RESEZIONI VASCOLARI VENOSE

Complicanze  Mortalita Sopravvivenza | Sopravvivenza

mediana a 5 anni

Shibata 32% 4% NR 9%
Kawada 46% 4% NR NR
Nakagohri NR 6% 15 9%
Capussotti 33.3% 0% 15 8.4%
Howard 54% 7.7% 13 NR
Poon 41.7% 0% 19.5 NR
Zhou 31.3% 0% NR NR
Jain 16.7% 6.2% NR 18%
Riediger 42% 4% 22 10.9%
Shimada NR 1.2% 14 12%

Annals of

SURGICAL ONCOLOGY

Ann Surg Oncol (2009) 16:817-825 OFFICTAL JOURNAL OF THE SOCIETY OF SURGICAL ONCOLOGY



£ SAPIENZA
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RESEZIONI VASCOLARI VENOSE

CONCLUSIONI

* Mortalita, morbilita, sopravvivenza
sono comparabili a quelle dei casi In
Cul non vi € invasione venosa in
pazienti selezionati e in centri di
riferimento
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Arterial Resection During Pancreatectomy for Pancreatic Cancer
A Systematic Review and Meta-Analysis

Arterial resection No arterial resection Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Bockhorn (2010) 1 12 99 431 8.3% 0.30 [0.04, 2.39] _
Boggi (2009) 6 25 27 268 14.4% 2.82 [1.04, 7.66] =
Hartwig (2009) 3 11 67 195 12.1% 0.72 [0.18, 2.79] —
Hishinuma (2007) 2 7 5 18 8.9% 1.04 [0.15, 7.22] .
Kato (2009) 1 17 27 159 8.3% 0.31[0.04, 2.40] ———
Miyazaki (2003) 2 13 15 42 10.5% 0.33 [0.06, 1.68] e
Quaissi (2010) 0 8 31 81 5.4% 0.09 [0.01, 1.69] v
Shimada (2006) 0 12 36 76 5.5% 0.04 [0.00, 0.78] v
Stitzenberg (2008) 1 10 74 240 8.2% 0.25 [0.03, 2.00] S O T
Sugiura (2009) 1 16 11 33 7.9% 0.13[0.02, 1.14] —
Wang (2008) 0 18 12 61 5.5% 0.11[0.01, 1.90] v
Wu (2010) 0 9 4 34 5.1% 0.36 [0.02, 7.25] v
Total (95% CI) 158 1638 100.0% 0.39 [0.17, 0.86] e
Total events 17 408
Heterogeneity: t = 0.90; X* = 21.60, df = 11 (P= 0.03); > = 49% ?0001 0+1 1 1*0 1000%

Test for overall effect: Z = 2.33 (P= 0.02) Arterial resection No arterial resection

Survival Benefit (median survival 14 vs 15.8 mesi), p = 0.02
... pero ...
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Arterial Resection During Pancreatectomy for Pancreatic Cancer
A Systematic Review and Meta-Analysis

Arterial resection No arterial resection Odds Ratio Odds Ratio

Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Bockhorn (2010) 4 29 18 449 16.3% 3.83[1.21, 12.17] ——
Boggi (2009) 1 26 13 281 7.3% 0.82 [0.10, 6.57] ————
Hartwig (2009) 3 14 7 195 12.0% 7.32 [1.66, 32.27] —_——
Kato (2009) 5 14 6 v 13.4% 24.91 [6.39, 97.05] S —
Kinoshita (2001) 2 6 0 32 3.5% 36.11[1.48, 879.18]
Klempnauer (1996) 3 16 7 107 12.1% 3.30 [0.76, 14.35] T
Martin (2009) 0 5 0 31 Not estimable
Ogata (1997) 5 21 10 171 15.8% 5.03 [1.53, 16.54) ——
Ouaissi (2010) 1 8 2 141 5.3% 9.93 [0.80, 123.11] e
Shimada (2006) 0 12 0 76 Not estimable
Sperti (2010) 0 5 1 49 3.3% 2.94 [0.11, 81.29]
Tamura (1989) 1 7 1 8 4.0% 1.17 [0.06, 22.94]
Wang (2008) 1 19 0 61 3.4% 9.97 [0.39, 255.29]
Wu (2010) 0 9 2 26 3.6% 0.52 [0.02, 11.77] -
Total (95% CI) 191 1902 100.0% 5.04 [2.69, 9.45] -3
Total events 26 67

It 72 = v W o o . o AR b 4 + {
Heterogeneity: 1% = 0.28; X*= 14.56, df = 11 (P= 0.20); I = 24% 0.001 o1 1 10 1000

Test for overall effect: Z = 5.05 (P < 0.00001) Arterial resection No arterial resection

Mortalita = 14% vs 4% (p=0.023)
Complicanze maggiori = 38% vs 19.8% (p=0.001)
Reinterventi = 21% vs 15.1% (p=0.422)




€D SAPIENZA
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RESEZIONI VASCOLARI ARTERIOSE

CONCLUSIONI

 Mortalita, morbilita, elevate senza
un ragionevole beneficio
oncologico.
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Standard versus extended lymphadenectomy in radical
pancreatoduodenectomy for ductal adenocarcinoma
of the head of the pancreas

a Overall survival
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J Hepatobiliary Pancreat Sci (2012) 19:230-241



Ruolo delle linfectomie estese

Lymphadenectomy in radical PD for carcinoma of the head of the
pancreas could not improve the long-term survival.

Extended lymphadenectomy did not benefit the long-term survival,
but diarrhea associated with weight loss developed for less than
12 months postoperatively.

No further RCTs on standard versus extended lymphadenectomy
associated with PD for pancreatic cancer are necessary.

J Hepatobiliary Pancreat Sci (2012) 19:230-241



A SAPIENZA

PANCREASECTOMIA DISTALE MINI-INVASIVA y 2 ,
? UNIVERSITA D1 ROMA

Metaanalysis of trials comparing minimally invasive and open
distal pancreatectomies

« 10 trials di confronto tra pancreasectomia distale open
(PDO ) e mini-invasiva (PDMI)

« Pancreasectomia distale open 380 pazienti
« Pancreasectomia distale mini-invasiva 349
pazienti

Surg Endosc




PANCREASECTOMIA DISTALE MINI-INVASIVA

'—‘—l Eom (2008)

SAPIENZA

UNIVERSITA D1 ROMA

' \ 4 ‘ Eom (2008)
4 —
* Bruzoni (2008)
r @ { * Eom (2008)
e
® s Kooby (2008}
—— ———t Matsumoto (2008)
—6 - MNakamura (2009}
! . 4 ’ 3 Shim ur a (2006)
T T T T
-20 -15 -10 * ang (2007)
Differencein ht , P — Teh (2007)
P Velanovich (2006}
Fig. 5 Hospital stay
—— Pooled
I T rrrrrny | |
0.01 0_1 l_mm'"m[ T lllﬂl] ™ llm
0.01 0.1 1 10 100 1000
Odds 1
Odds ratio (log scale)

~e . 0 < " -.- .
Fig. 10 Surgical-site infec Fig. 8 Overall complications




PANCREASECTOMIA DISTALE MINI-INVASIVA

Conclusioni

1) riduzione del dolore postoperatorio
2) ripresa del paziente piu rapida
3) minori complicanze della ferita chirurgica
4) minore morbilita



La chirurgia: ... quale e come?

* Non ruolo oncologico delle linfectomie estese
* Ruolo oncologico delle resezioni vascolari venose,
con accettabili tassi di complicanze post-operatorie
* Piccolo beneficio oncologico delle resezioni vascolari
arteriose, a discapito di elevati tassi di morbi-mortalita
* Ruolo efficace della Laparoscopia nelle resezioni
pancreatiche distall

15/11/15




La chirurgia: come, quando quale...

e ... DOVE?




Hospital Volume and Mortality After Pancreatic Resection

A Systematic Review and an Evaluation of Intervention in
The Netherlands
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FIGURE 2. Hospital mortality in the 4 volume categories at
the different time intervals (1994-1995, 1996-1998, 1999 -
2000, 2001-2003).

Annals of Surgery e Volume 242, Number 6, December 2005




Hospital Volume, Margin Status, and Long-Term
Survival after Pancreaticoduodenectomy for
Pancreatic Adenocarcinoma

5 years Survival

25
Volume Centres
1 = low volume
2 = medium volume
3 = high volume
2oL 4 = very high volume
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Hospital Volume, Margin Status, and Long-Termni
Survival after Pancreaticoduodenectomy for
Pancreatic Adenocarcinoma

Il Volume-Chirurgo ed il Volume-Ospedale
influiscono significativamente sulla morbi-mortalita
post-operatoria e sulla prognosi oncologica del
Paziente con Adenocarcinoma Pancreatico

15/11/15

La Torre M, Ziparo V. 2012 American Surgeon



Casistica Personale

28 2 143 Pazienti

(2003-2012, Chirurgia 1-3 Ospedale S. Andrea,
Roma)

52% uomini, 48% donne.

Eta media 66 anni (range

mDCP 113 33-86 anni).
B SPD

HmPT

Morbidita post-operatoria: 34% (fistola pancreatica 16%)

Mortalita post-operatoria: 8%

La sopravvivenza a 3 e 5 anni del 37 % e del 1 9 0/0




