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* Morbidite %12-67
e Mortalite %0-9

* Mohamed F, ve ark. Current Oncology 2011
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Hasta secimi?

Cerrah secimi?
Merkez secimi?

TR, HIPEK ve peritonektomi prosediirleri
acisindan hala 6grenme egrisinde...

Hastalar ve cerrahlar/merkezler homojen degil.
Yaklasim ve sinirlar farkli!!

Dogru hastanin se¢cimi en zor konu...



PREOPERATIF

BT, PET-BT, MR
Klinik ve laboratuvar
degerlendirme

Hastanin oykisu, kendini ifade
edisi, motivasyonu
Tm Konseyi, konsultasyonlar...

INTRAOPERATIF
SRC+HIPEK?

SRC?

Palyatif girisim?
Hicbir sey?
Laparoskopi!!!

Hasta Secimi




PREOI?ERATiF
SBCHIIPER icin

Dogru Hastanin Secimi

Yas
Genel durum/ Performans durumu
Karin disi metastaz durumu

Huicre tipi (tasl yiziik hiicreli)
LNM durumu

Onceki tedavileri

KT yaniti? Erken yineleme

2./3. HIPEK? (Tekrarlayan PM)
PKI?...goriintileme ile PKi tahmini

Ince bagirsak tutulumu, mezenter tutulumu, retroperiton
tutulumu?

Karaciger metastazlari?
Akciger metastazi?
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Review

Peritoneal metastases from colorectal cancer: Patient selection for cytoreductive
surgery and hyperthermic intraperitoneal chemotherapy

S. Riss *™*_ F. Mohamed ®, S. Dayal , T. Cecil *, A. Stift *°, T. Bachleitner-Hofmann .
B. Moran *



Table 1

Selection critenia for cytoreductive surgery (CRS) and hyperthermic intra-
peritoneal chemotherapy (HIPEC) for peritoneal metastases from colo-

rectal cancer.

Selection criteria

|—3
[mpaortance

Age
Co-morbidities
Mo evidence of extra-abdominal
disease
Less than 3 resectable liver metastasis
Extension of disease (assessed by CT-5can,
+MRIL, +PET-5can, =diagnostic laparoscopy)
Scoring systems:
Pentoneal Carcinomatosis Index (PCI)
Retrospective Peritoneal Surface Disease Severity
Score (PSDSS)
Prognostic score (P5)
Corep (COloREctal-Pc) score
Likelihood of achieving complete CRS
No evidence of biliary obstruction
Mo evidence of ureteral obstruction
Mo evidence of extensive small bowel
invol vement
with gross disease in the mesentery
Small volume disease in the gasto-hepatic
lig ament

lad o Ind




Yas:

Fizyolojik yas? Kronolojik yas?

Danimarka Rehberi: 75 yasi sinir kabul ediyor ancak daha yaslilar icin
de mutlak k.e. degildir.

Catalan Rehberi de 70 yasi sinir kabul ediyor.

Kanada HIPEK Grubu (CHIG) rehberi ise 65 yas alti herkes adaydir, 65
yas Uzeri dikkatle secilmis hastalarda uygulanabilir (fizyolojik yas)

70 yas Uzeri 81 hasta SRC+HIPEK
Mortalite, 70 yas altindan yuUksek
1. ay mortalite %3.9" a %13.6
3. ay mortalite %10.2’ye %27.4

Votanopoulus Kl, ve ark. Ann Suirg Oncol, 2013
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Cytoreductive surgery and hyperthermic intraperitoneal
chemotherapy for pseudomyxoma peritonei and appendix
tumours in elderly patients: Is it justified?

V. Lopez-Lipez' 3+ P. A, Cascales-Campos! - E. Gil' -+ J. Arevalo® -

A. Gonzalez' - J. Gil' - F. C. Mufioz-Casares® « I T. Melerc* - P, Barrios® -

R. Morales® - I. Ramos” - G. ()r‘tega7 - B. [Iam[l'ili - L. (inmélcz—lia}'lin9 .

.10 —_— 0, ¢ . 11 o
P. Bretcha-Boix™™ « ). Farre-Alegre™ < 5. Gonzalez-Moreno ™ « P. Parrilla

Received: 2 January 2017/ Accepted: 28 July 2017

75 yas Ustl 17 hasta, PMP, Retrospektif, ECOG 2 ve alti, ASA 3 ve alti hastalar,
PKi 6-39

Komplikasyon orani %44 ( %17’si orta ve siddetli kompl.)

Oliim yok.

Mediyan takip suresi 24 ay(8-74),

Mediyan hastaliksiz sagkalim 17 ay

1 yil ve 3 yillik oranlari %67 ve %44
Mediyan sagkalim 38 ay, 1 ve 3 yillik oranlari %100 ve %88

However, 1t can be concluded trom the results ot this
study that the selection cntena for a CRS and HIPEC
should be based on tunctional status rather than focusin

on ace as the sole tactor tor surmical indication.




Performans durumu:

ECOG

ASO

Kardiyak durum (koroner iskemi, kalp yetm...)
KC, Bobrek, Akciger ..yetm?

Kemik iligi?




 Komorbiditeler: DM 6zellikle enfektif komplikasyon riski
fazla. Ayrica bobrek yetm. Ve aritmi riskini artiriyor.
* Randle, ve ark. J Surg Oncol, 2015

e Nutrisyonel durum: Yaslilarda her 1 gr protein

olum riskini %40 azaltiyor.
* Votanopoulus Kl, ve ark. Ann Suirg Oncol, 2013

* Sarkopeni: Sarkopenik hastalarda reoperasyon riski 2 kat
fazla.
* Van VungJ ve ark. Ann Surg Oncol, 2015

e Assit: Malign assit varligi tam sitoreduksiyon oranini disurayor
(%15 x %59). Ancak basaril bir SRC ve HIPEK assiti %93
oraninda tedavi ediyor.
* Randle, ve ark. Ann Surg Oncol, 2014



Karaciger Metastazlari?

* Geng ve iyi performansli, orta dereceli PM olan 24
hastalik seride, 3 aylik KT sonrasi KC rezeksiyonu
va da RFA yapilmis.

* Rezeksiyonlar genelde mindr. 6.1 yillik mediyan
takip var.

* Nuks icin tek prognostik faktér metastaz sayisinin

>3 olmasi
* Elias ve ark. Eur J Surg ncol, 2006.



 Minor rezeksiyon ya da ablasyon uygulanan 14 hasta ile KC met
olmayan hastalarin sag kalim sirelerinde anlamli fark yok
Varhan O, Cancer 2009

e 37 KC mt+PM X 61 PM hasta

KC met sayisi mediyan 2 ( 1-16), hastalarin 1/3’inde major
hepatektomi yapilmis (3 segmentten fazla)

PKI skorlari genelde <15

Sagkalim KC mt+PM icin %40 Sadece PM grubunda %66 (anlamli)
PKi<12 KC met yok.....mediyan sagkalim 76 ay

PKi<12 ve 1-2 KC met var..............40 ay

PKi>12 veya KC met sayisi >3 .......27 ay

3 ve lizeri sayida karaciger metastazi varsa SRC ve HIPEK icin uygun
degildir..
Maggiori L ve ark. Ann Surg 2013

***=*Radyoloji rapor ve filmlerine dikkat!! Multiple kapsuler lezyonlar olabilir.....



Region lesion size
\/ 0 Central 0-3

1 Right upper 0-3

2 Epigastrium 0-3

3 Left upper 0-3

4 Left flank 0-3

5 Left lower 0-3

6 Pelvis 0-3

7 Right lower 0-3

8 Right flank 0-3

9 Upper jejunum 0-3
10 Lower jejunum 0-3
11 Upper ilenm 0-3
12 Lower ileum 0-3

PCI 39
LS-0 LS-1 LS-2 LS-3 Lesion size score

LS 0 no tumor seen
® O . ' LS1 <05cm

_ 1S2 05~5cm
No disease = <0.S5cm 0.5-5cm >5cm LS3 >5cm

or confluent

Figure 2. Peritoneal cancer index. "



0 Central
Greater omentum & Transverse Colon

Regions Lesion Size 1 Right upper _ , _
0 Central Supenor surface of the nght lobe of the liver, undersurface
1 Right Upper of the nght hemmdiaphragm, right retrohepatic space
2 Epigastrium - 2 Epigastrium
3 Left Upper - Brii . . :

‘pigastnic fat pad, left lobe of the liver, lesser omentum,
4 Left Flank : :
& TabEowes faleiform ligament
6 Pelvis el 3 Left upper
7 Right Lower I Undersurface of the left hemrmdiaphragm, spleen, tail of
8 Right Flank -

pancreas anterior and posterior surfaces of stomach
4 Left flank

9 Upper Jejunum

7| €| S 10 Lower Jejunum Descending colon, left abdommal gutter
11 Upper Ileum 5 Left lower
ﬂ 12 Lower lleum =% Pelvic sidewall lateral to the sigmoid colon, sigmoid colon

6 Pelvis

Female internal genitalia with ovaries, mbes and uters |
bladder, Douglas pouch, rectosigmoid colon
7 Right lower

Raght pelvic sidewall, cecum, appendix

8 Right MMank

Ascendmg colon, nght abdominal gutter

9 Upper jejunum

Inclnding both bowel and its mesentery

10 Lower jejunum

Inclnding both bowel and its mesentery

11 Upper ilenm

Including both bowel and 11s mesentery

12 Lower ileum

Including both bowel and 11s mesentery







Note: CC-0 indicates no macroscopic disease after cytoreduction,
CC-1 indicates tumor residue less than 2.5 mm,

CC-2 indicates tumor residue of 2.5mm to 2.5 cm and
CC-Jindicates tumor greater than 2.5 ¢cm

CCS’nun preop hasta seciminde veri yok.
Prognoz tahmininde ve HIPEK uygulamasi karari
acisindan énemi var
Cunkl ancak cerrahi sonrasi hesaplanabilir!!




Preop. goruntulemeler ya da
laparoskopi kismen fikir verse de

PKI
dogru olarak ancak AMELIYATTA
saptanabilir!



PKI’nin preop degerlendirilmesi
suboptimal olsa da PKI’nin 20yi gectigi
degerlerin saptanmasini saglayabilir.



PKlI neden dnemli?

* Elias ve ark. / KRK+PM / 523 hasta

PKI <6 ise 4 yillik sagkalim %44
PKI = 7-12 ise %22
PKi> 19 ise %7

%k %k >k 5k >k 5k >k 5k >k >k %k k k

PKI, CCS ve karaciger metastazi olmasi sagkalim acisindan
bagimsiz prognostik faktorlerdir.

Cavaliere F, ve ark. Italian multicenter study S.I.T.I.L.O.
Eur J Surg Oncol. 2011



— PCI = 10
- - PCI 10-20
- PCIL = 20
E
ol p=0.0001
0.0 e EEESY .
0 1 2 3 4 5 6 T 8

Fig. 14, Survival of patients with peritoneal carcinomatosis from
colon cancer by Peritoneal Cancer Index (from Ref. [6] with
permission).

PCI 10 ve alti---5 yillhik sagkalim %50

PCI 20 lizerindeyse ---5 yillik sagkalim %0




* PKI tek basina hasta secimi kriteri degildir
ancak tedavinin basari ve etkinlik derecesini
saptamada en 6nemli kriterlerden biridir.



PK| SKORU

* PMP
» DUSUK GRADE PERITONEAL MEZOTELYOMA
* GRADE 1 SARKOMA

Bunlarda PKI 39 olabilir dhemli olan CCS 0
olmasidir.

Lokalizasyon > PKI

Ana hepatik duktus, portal triad, pelvik duvar,
mesane koku (?)..pelvik ekzenterasyon



PKi tek basina mutlak degildir. Asagidaki
durumlarla birlikte degerlendirilmelidir.

Primer tm lokalizasyonu (kolon? mide?)
Histolojik grade? (iyi, orta, kotl, andiferansiye?)

Tuttugu anatomik olusumlar? (Treitz lig?, porta
hepatis?,suprahepatik venler?, ¢6liyak aksis?, mezenterik
damarlar?..)












Table 2 Peritoneal Surface Disease Severity Score (PSDSS) of

colorectal cancer with peritoneal metastases

Variables Score
Clinical
No symptoms 0
Mild symptoms 1 Score: 2-3, stage |, 4-7, stage II; 8-10, stage IIl; >10,
Severe symptoms 6  stage IV. Clinical symptoms: mild symptoms, weight loss
CT-PCl <10% of body weight, mild abdominal pain, some ascites;
severe symptoms, weight loss >10% of body weight,
PCI <10 low) q SOVETS SYMPIOMS, WEIgh: 1056 >34 OF body el
| unremitting pain, bowel obstruction, symptomatic ascites.
PC110-20 (medium) 3 PCI: by imaging (CT, PET, MRI) or exploration (laparoscopy
PCI >20 (high) 7 or evaluation at time of first operation (in synchronous
Histology peritoneal carcinomatosis). PCI, peritoneal cancer index; G1,
G1. G2 N- L V- 1 V\{ell diff\?rentiated; (G2, moderately differentiated;IGS, Poorly
differentiated; N, lymph nodes; L, lymphovascular invasion; V,
G2 N+ and/or L+ and/or V+ 3

vascular invasion. .

(3 signet ring 9
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REVIEW

Multimodality treatment strategies have changed prognosis
of peritoneal metastases

Corneliu Lungoci, Aurel Ion Mironiuc, Valentin Muntean, Traian Oniu, Hubert Leebmann, Max Mayr,
Pamnilin Pien

The main issue is selecting high-risk patients for
developing PM. The debated risk factors are: Invasion
of or beyond the serosa T4), perforated
tumors, positive peritonea 0 augm
immunohistochemistry ), occurrence of Hrul-cenherg
tumors and mucinous type of tumor**. Following a

EMatc review, identified to be
associated with an increased frequency of metachronous
PM development: ' Han metastases,

and.perfomted fumor .




"Proactive management” defines a treatment
COncC a high risk to develop

PM, and prescribes SLIEEE with HIPEC. In colorectal
cancer, this has brought a a slgnificant resylts (P <

0.03), related to control ?F{]UE (only surgery), in terms
of nd local recurrence (4% vs 28%, over
a 48-mo follow-up pm-:ant
longer MS (59.2 mo vs 52 mo; P < 0.04) and disease-

!iE'E‘: ELII"I-I’I‘I.I'E! !E < _ﬁﬁgit !.
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Modified selection criteria for complete cytoreductive @Cmsmm
surgery plus HIPEC based on peritoneal cancer index and
small bowel involvement for peritoneal carcinomatosis of
colorectal Driginf"

D. Elias **, A. Mariani *, A.-S. C]Duli{:r . F. Blot ", D. Goéré *,
F. Dumont “, C. Honor¢ °, V Billard ©, P. Dartigues “, M. Ducreux ©

and reproducible score.”” In the above mentioned series a
PCI exceeding 20 was identified as a contraindication for sur-
gery.”  For example, in a recent work from our center, we
Showed that after complete cylurﬁdmzlivﬂ surgery (CCRS)
(1.e. resection of all macroscopic disease) followed by HIPEC
using oxaliplatin, 3ovear overall supvival rates were 127 for,
atients with a PCI =15, 39% for patents with a PCI between
5 and 15. and 72% for patients with a PCI <6,




Scoring of PM

The extent of pentoneal disease 15 descnibed with the
PCI which ranges from 1 to 39 (13 areas scored from
0 to 3)."” The last four areas (9—12) concern the SB which
15 arbitrarilly divided into four segments: upper jejunum,
lower jejunum, upper ileum and lower ileum. The small
bowel pentoneal cancer index (SB-PCI) was defined as

the sum of the PCI mnc-:—:-rnmg Emlﬂilﬁﬁlﬁ ﬂﬁ & areas gf
the SBI and ranges from O to 12,

Peritoneal Cancer Index

Regi Lesion Si Lesion Size S
0 Central LS 0 No tumor scen

1 Right Upper LS 1 Tumor upto 0.5cm
)‘\’ 2 Epigastrium
- N 3 Left Upper
4 Left Flank
B 5 Left Lower
i 6 Pelvis
1. 3

LS2 Tumorupto 5.0 cm
or confluence
7 Right Lower

LS3 Tumor>5.0cm
8 Right Flank

NERRRRER

9 Upper Jejunum
10 Lower Jejunum
11 Upper lleum
12 Lower lleum

[ 1] ]

PCl1




Table 1

Demographic characteristics of the patients according to the 5B-PCL

SB imvolved (n = 100} SB not imvolved (n = 39) p valoe
Age: mean (5D) (years) 491 (107 497 (11) NS
Sex. M/F 3T (3T% W63 (63%) 14 (36%)/25 (64%) NS
Synchronous/metachronous 50 (505%)/50 (30%) 27 (6912 (31%) 0.04
Well differentiated 44 19 NS
Poorly differentiated 13 9
Mucinous carcinoma 28 10
Signet ring cell carcinoma 110 3
Mean (5D) 13 (6) 5(2)
Median (ranges) 12 (3-36) 4 (2=11)
Synchronous liver metastases 16 (16%) 11 (28%)
1 LM 10 4
=3 LM 4 i
=3 1M 2 4
Synchronous ovarian metastases i8 (38%) 16 (41%) NS
SB-FCI
<2 35 (35%) NA
65 (65%) NA
N9 (0.23—-113) 455 (0.79-144) 1
VST [T e 6 (6% 2 (5%) NS
Morbidity =3 (Dindo classification) 22 (22%) g (21%) NS

SB: small bowel. PCIL: peritoneal cancer index.
Significant p values are indicated in bold.



The Cox multvariate analysis (Table 3) demonstrated

that a PCI =15 = (0.02; HR = 1.8), and the involvement

other parts of the SB

were not retamed 1n this analvsis.




PCl> 20 PCl= 20

15-20 < 15
ama 12 + area 12 - area 12 + area 12 -
v ‘/ l /
Contraindication Relative contra- Indication
Indication

PCI: Peritoneal cancer index.

area 12 + :area 12 involed
area 12 - area 12 not involved

Figure 2. Proposition of decisional algonthm to perform CCRS plus HI-
PEC based on the PCI and the SBL



Tekrarlayan HIPEK uygulamalari?
(2., 3,..SRC+HIPEK)

Vassos af @l Wioeld Jowsmal of Surgical Oncology (2016) 1442
DO 10.1186/512957-01 6-0804-x World Journal of

Surgical Oncology

Repeated cytoreductive surgery (CRS) with @ -
hyperthermic intraperitoneal chemotherapy
(HIPEC) in patients with recurrent

peritoneal carcinomatosis

Nikolaos Vassos', Thomas Fartsch', Archil Aladashwili®, Werner Hohenberger' and Roland 5. Craner!



Table 1 Patients’ selection criteria for repeated CRS/HIPEC

Inclusion criteria

Exclusion criteria

Histologic or cytologic diagnosis of PC

Complete recovery from prior systemic chemotherapy or radiation treatments
Tolerance of initial HIPEC without major morbidity

Disease considered to be resectable based upon imaging

Good performance status (ECOG 0-1)

Prior RO or R1 resection during the first CRS

Maintain of nutritional reserves (albumin >3 g/dl)

Favorable tumor biclogy

Interval between two procedures of 6-12 months

Extraperitoneal or liver metastases
Poor performance status (ECOG 2-3)
Multiple small bowel obstruction
Biliary obstruction

Short bowel syndrome

Severe malnutrition

Short disease-free interval

Class Il appearance of the small bowel

Vassos et al. World Joumal of Surgical Oncology (2016) 14:42



Table 2 Summary table of treatment and outcomes of our cohort

Patient 1 2 3 4 5 6

Primary malignancy Colorectal Uterine sarcoma Mesothelioma Appendiceal Crearian Mesothelioma

Gender F F M F F F

Age 52 64 &0 48 48 [

First CRSHIPEC

PCl score 4 21 % [ 10 11

CC score 0 0 0 0 0

Diseasefree interval 11 24 25 10 30

(DFD, (manths)

Interval between fist 8 16 24 61 15 31

and second CRS/

HIFEC, {months)

Second CRS/HIPEC

PCl score 27 22 39 20 11

CC scoe 0 0 1 1 0

Disease-free interval 25 4 5 30 10 33

(DFI) (months)

Owverall survival since 71 39 60 151 48 64

imitial CRS (months)

Overall survival since 63 23 43 102 33 33

sacond CRS (manths)

Total number of CRS/ 3 2 2 3 2 2

HIFEC

Current status Alive, stable Alive, disease Alive, progressive  Alive, stable Alive, progressive  Alive, no evidence of
disease under regression under  disease under disease under disease under disease under
chemo therapy  chemotherapy chemotherapy chemothempy chematherapy chemaotherapy




Table 3 Comparable illustration of studies’ results concerned clinical and survival parameters in repeated CRS/HIPEC

Study Number type of PO CCON (36 Median time Length 30-day 30-day 30-day  Median follow- Median overall 1) (%) after  3)(%) after  5J (3%)
primary between af sy maorbidity IV martality  up after re- survival after repeat HIPEC  repeat HIPEC  after

firstand second  (days) (%) maorbidity (%) (%) peated HIFEC  repeated HIPEC repeat
HIPEC (months) {months) (months) HIPEC

Lubrano 5 Various® na. na na. na. 30 na. 0 na. na. G0 40 20

(200&) [41]

Brouguet 20 Various” & na 17 15 60 30 5 632 na. %6 82 725

(2009) [24]

Saxena 40 Various® na. 66 na. 32 20 35 25 na. na. na. na. na.

(2010)[42)

Goke (2012) 30 Varous® B S0 22 15 733 405 33 L3 140 na. na. na.

[33)

Votano poulos 62 Various 9 435 17 75 484 333 32 608 323 B7 486 35

(2012) [27]

Chua (2013) 79 Various 16 924 na. 9 na. 41 0 24 48 S0 60 34

35]

Sardi (2013) 26 Appendiceal 23 65 23 n na. 42 0 B 465 S09 543 339

[37] carcinoma

Wong 8 mesothelioma 13 100 156 B 50 25 0 567" ar 100" e 64"

(2014)[38]

lheme landu 44 mesothelioma 14 341 125 14 956 23 0 31" 54 na. 61" 46"

(2015)(38]

Vaira (2014) 16 Various® na. na 13 na. 437 187 na na. rna. na. na. na.

[40)

Wong (2015) 7 Various” 12 100 il 12 285 14 0 13 07 85 43 9

[39]

Vassos ] Various ] 100 58 17 33 16 0 50 50 100

(2Z0&)current

study)




Tanisal Laparoskopi

Patient Selection for
Cytoreductive Surgery and HIPEC,
and Role of Laparoscopy in
Diagnosis, Staging, and

Treatment Surg Oncol Clin N Amm (2012)

Mario Valle, Mo, Orietta Federici, mo, Alfredo Garofalo, mp®

Table 1
Personal experience of staging laparoscopy in peritoneal surface malignancy
Bowel Diaphragm
Pathology Cases Diagnostic  Unfeasible Understaging 2-Trocar 3-Trocar Site Infection Bleeding Perforation Perforation
Ovary 121 121 2 120 1 1
Stomach 76 75 1 1 70 8 1 1
Colon-rectum 73 73 71 3 1 1
Appendix 24 24 1 24
cancer
Breast 15 15 15
Mesothelioma 14 14 1 14
Pancreas 10 10 1 9 1
Uterus 8 8 8
Sarcoma 6 6 6
DIRCT 2 2 2
Prostate 1 1 1
Duodenum 1 1 1
Total 351 350 1 5 333 21 2 1 1 1
% 100 99.72 0.28 1.42 94.87 6.02 0.57 0.28 0.28 0.28




Points of 5trength

Evaluation of the small-bowel mesentery (superficial lesions and retractions) (see
Fig. 2)

Evaluation of all the sectors according to the PCl scoring system (Fig. 4)
Evaluation of small-bowel lesions on the antimesenteric margin (Fig. 5)
Evaluation of the omental bursa, pelvic cavity, diaphragm, and abdominal wall
Possibilty of peritoneal washing and biopsies for defining the histology of the
primary turnor

Predictive evaluation of the CC index following peritonectomy

Points of Weakness

Evaluation of the thickness of lesions of the diaphragm
Evaluation of pancreatic involvernent



Indications

staging of a carcinormatosis already diagnosed via imaging technology (CT, MRI)
Staging of a carcinomatosis of unknown origin (biopsy)

Restaging following neoadjuvant chemotherapy
Restaging during follow-up in case of dubious imaging
Restaging following adjuvant chemotherapy




Fig. 4. Complete staging laparcscopy: peritoneal carcinomatosis from colonic cancer.




Fig. 5. Small bowel involvement. (4) Massive mesenterial infiltration. (B) Micronodular infil-
tration antimesenteric margin. (C) Micronodular infiltration of bowel mesentery. (D) Macro-
nodular infiltration of bowel mesentery.




Peritoneal Cancer Index

Regions
Central
Right Upper
Epigastrium
Left Upper
Left Flank
Left Lower
Pelvis

nght Lower

00~ AWK EWN—O

10 Lower Jejunum
11 Upper lleum
12 Lower [leum

PCl

Fades i aidon filn &

LS 0 No tumor seen

LS 1 Tumorupto 0.5 cm
LS 2 Tumorupto 5.0 cm
LS3 Tumor>5.0cm

or confluence



The “Small Bowel Factor”

Because it is possible to reach CCO only in fewer than 30% of casesin the sectors 9
to 13, the degree of involvement of small bowel tums out to be the true cutoff point
about chances to achieve CCO; once pancreatic infiltration and multiple nonresectable

hepatic metastases are excluded, the correct evaluation of lesions of the small bowel
and its mesentery remains the main goal.#*



OLAGANDISI ENDIKASYONLAR



e SRC+HIPEK...altin standart

1) KRK+PM
2) PMP
3) Peritoneal mezotelyoma

Literatlirde Mide kanseri ve Over kanseri hala
tartismal....

HIPEK ve SRC acisindan olagandisi kanserlerde ise
primer tUumor heterojenitesi ve hasta sayilarinin azligi
nedeniyle yine net bir sey soylemek zor



International Journal of Hyperthermia 20 Jum 207 7 —

Complete cytoreductive surgery plus HIPEC for
peritoneal metastases from unusual cancer
sites of origin: results from a worldwide analysis
issue of the Peritoneal Surface Oncology Group
International (PSOGI)

Diane Goéré, Guillaume Passot, Maximiliano Gelli, Edward A. Levine, David
L. Bartlett, Paul H. Sugarbaker & Olivier Glehen

*53 Merkez, nadir
lokalizasyon ve endikasyon
iceren ve 10’dan az sayida
yapilmamis olan olgular
toplanmis.

*781/850 olgu

CCS 2 olanlar harig tutulmus

Table 1. Univariate analysis for overall survival.

Hazard ratio
Variables N (%) (959Cl) p value
Gender
Female 516 (70.3) 1.00 0.0018
Male 218 (29.7) 143 (1.14-1.79)
Preoperative chemotherapy 37 () <0.0001
No 332 (47.6) 1.00
Yes 365 (524  1.69(1.35-2.12)
Previous HIPEC 52 () 0.3405
Mo 668 (97.9) 1.00
Yes 14 (2.1) 0,65 (0.27-1.57)
Etiology
Breast cancer 7 (2. 3] 2.26 (1.01-505) =<0.0001
Cervix 419 212 (0.88-511)
Cholangiocarcinoma 9 (5. 3] 2.85 (1.45-5.8)
Desmoplastic small-round-cell tumour [4 6) 229 (1.13-4485)
Endometre 0(2.7) 2.11 (0.98-458)
GIST [E 4) 1.43 (0.72-2.84)
Hepatocellular carcnoma 9(26) 077(029-203)
Neuroendocrine tumours IH (15.5) 1.41(0.77-258)
Pancreas 0(41) 323(1.61-045)
Rare ovarian cancer 99 (27.1) 0.82 (0.45-149)
Sarcoma IEE (22.6) 1.81(1.01-325)
Urachus 5 (4.8) 1.00
PCl IEI-" () 0.0037
0-9 06 (37.7) 1.00
= =10-14 124 (22.7) 1.26 (0.89-178)
= =15 217 (39.7) 1.66 (1.23-224)



* Grade 3-4 komplikasyon %41
 Mediyan takip 46 ay

 1villik SK.....%77.8
 3vyillik SK.....%52.3
 5vyillik SK......%38.7

PKI 6nemli ve sagkalim oranlarini anlamli etkiliyor
5 yillik SK PKi<10ise......... %46.1

PKI=10-14 ise...%38.2

PKI>15 ise......... %31.9

Erkek cinsiyet negatif prognostik faktor



Mediyan hastaliksiz sagkalim 18.9 ay (15.7-
22.4)

1 yillik HS....%61.2
3 yillik HS....%33.2
5 yillik HS....%28

Nadir over kanserleri, noroendokrin tumor ve
sarkom grubunda HS anlamli derecede iyi
bulunmus.




* Eniyi sonuclar misin6z over kanserinde (5
villik SK %57.7 ve HS %38.9

* En kot sonuclar uterin leomiyosarkomlar,
GIST (GISTozis) ve tekrarlamis liposarkom
gruplarina ait.



e Bu calismadaki iyi sonuclari 3 faktore baglamislar
* 1) %89.6 oraninda CCS 0 olmasi

* 2) %PKI’'nin gorece disiuk olmasi (iyi hasta secimi) PKI
ortalama 12

» 3) Hastalarin preop ve/veya postop KT almis olmasi
cerrahi dncesi hasta secimini kolaylastirmis olmasi
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cancer origins: Is there a role for

hyperthermic intraperitoneal

chemotherapy?
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L. Benhaim, D. Elias



Preop. Hasta secminde 4 ana kriter kullanmislar

1) 70 yas altinda, iyi kondisyonlu ve major komorbiditesi
olmayan hastalar

2) SCR uygulandiginda CCS 0 olma olasiligi yuksek hastalar
3) Ekstraperitoneal hastaligi olmayan hastalar

4) KT’ye yaniti iyi olan ya da yavas progresyon gosteren
hastalar






Intraoperative patient selection

In addition to the preoperative selection criteria, two pro-
gnostic and predictive factors of recurrence must enter into
the intraoperative decision to perform CCRS plus HIPEC:
tumor burden as evaluated by the peritoneal index and
the mode of administration of intraperitoneal chemother-
apy. While the decision to perform HIPEC rather than IPPCP

is fairly straightforward, the intEreretatic:n of the Eerit-
oneal index 15 much more complicated and 1t 15 pro
l..II'iEtHICEI[ to -:c:nslaer an mHE:-r. = 12 to be an absolute

contra-indication for HIPEC. If we consider an analogy with
colorectal cancer, there 1s a linear correlation between the
peritoneal index and overall survival after CCR5 plus HIPEC;
instead of having a fixed limit, there are three overlap-

ping categories of patients; a strong indication for those
who have a low index, an intermediate zone where other

prognostic factors must be considered when deciding on
the indication for surgery, and a high index where HIPEC is

contra-indicated [37]. In the setting of PC of unusual origin
these limits are less WA FeP T BT S Tonealnden ot
12 maF be the tiEE'ng Eint for determining what decision
should be made.



* %61 metakron PK
* %71’inde tek metastaz alani periton
e Mediyan PKi 11 (4-28)
* %97’sinde CCS O
 Morbidite %48, mortalite yok
* 5ySK%33
e PKi<12 olmasi pozitif prognostik faktor

 Mediyan yas 37...



 KRK+PM grubunda ekstraperitoneal
tutulumda SRC ve HIPEK uygun degilken, bu
heterojen grupta timor biyolojisinin daha az
agresif oldugu nadir olgularda
ekstraperitoneal tutulumla birlikte ayni anda
SRC ve HIPEK yararli olabilir.



Tumor Orjinine Gore

1) SRC+HIPEK buyik olasilikla yararh:

Urakal muisindz karsinom, pankreasin psédopapiller ve solid tm’ leri ile
timoma

2) SRC’den yararlanir ancak HIPEK’in yarari kesin degil

Desmoplastik small roud cell tm, psammoma karsinoma, Sertoli-Leydig
hicreli tm, granuloza hic.li tm

3) SRC’nin yararinin kesin olmadigi ya da verifiye edilemedigi grup

Meme kanseri, endometrial ve servikal kanser, nonseminomatdz germ
cell tm, malign adrenokortikal karsinom, adenoid sistik karsinom,
nefroblastoma, fibrolameller HCC, embriyojenik rabdomiyosarkom



Olagandisi endikasyonlar acisindan..

* Orjini neresi olursa olsun PM ayri bir klinik durum
olarak degerlendirilmeli ve SRC+HIPEK acisindan
degerlendirmeye alinmalidir.

e Sayilari az ve yeterli istatiski kanit bulmak zor

* Literature ve standart durumlardaki hasta secimi
kriterlerine gore hareket edilmelidir.
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Residual cancer cell
burden

1:LAPAROSCOPY with HIPEC to diagnose PCI and histology
2. Neoadjuvant bidirectional induction chemotherapy;

v &
vl

10°

3: Extensive Intrapenitoneal lavage (EIPL) before CRS

4: Cytoreductive Surgery (Penitonectomy)

5: Extensive Intrapenitoneal lavage (EIPL) after CRS

o 6-hyperthermic intraperitoneal chemoperfusion (HIPEC)

7: Early postoperative
IP chemotherapy:

] (EPIC) # ‘

) 4 v A\

# 8: Late postoperative systemuc chemotherapy
Yvyy L
start within 2 months

Figure 1. Schedule of a comprehensive treatment for patients with PC from peritoneal malignancies.”
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Figure 5. Survival of histological responders with negative cytology and
PCI <6 after complete CRS and HIPEC."



HCC+PM

* 63 E
* KC de lezyon olmaksizin peritoneal metastazlar

UOSYa NO : T5bIYD

NEAL KARSINOMATOZIS ?







6 It hemorajik assit bosaltildi.
PKI:25

Eski umbilikal kesi ile birlikte umbilikus ve falsiform ligaman
cikarildi, omentektomi, pelvik ve sag diafragma
peritonektomisi, splenektomi, kolesistektomi,
rektosigmoidektomi (kolorektal anastomoz), apendektomi
yapildi.

CCS=1

Ameliyat siiresi 10 saat (HIPEK dncesi 1 saat asidoz ve
hipotansiyon resusitasyonu icin masada beklendi)

HIPEK/ Mitomisin C, 90 dk.

4 U ES, 4UTDP

1 saat HIPEK

Hastanede kalis 20 gin

Hasta postop 7. ayinda nuks yok, stabil takipte.



Desmoplastic small round cell tumor

10y K

Mart 2015 sol bobrekte 13 cm lik kitle ve kitleden alinan biyopsi
PNET (sonraki patolojileri nadir gortlen desmoplastic small round
cell tm) gelmesi Uzerine 6nce iki ayri KT protokoll almis ve
sonrasinda sol nefrektomi ve LND uygulanmis).

Hasta ameliyat sonrasinda da Kok Hiicre tedavisi dahil, Gemsitabin/
irinoteken/ oxaliplatin gibi KT tedavileri almis.

2016 Mayisi da nuks etmis. Yine KT ile devam edilmis. En son
pediatrik onkoloji ve pediatrik cerrahi konseyinden SRC ve HIPEK
karari ile merkezimize yonlendirilmis.

Tetkiklerinde pelviste rektum 6nilinde, karaciger segmen 4b ve 3'de
(3x4 cm), dalak hilusunda ve periportal/hepatik alanda LN'larinda
metastazlar saptanmisti. PET BT de s6z edilen aorta kaval LN lari
vardi. Hasta 56 bin PLT ve 2.700 bk sayisi ile ameliyata alindi.






PKi 12
Ameliyatta Karaciger segmentektomileri,

Glisson kapsulundeki milimetrik nodullere koterizasyon, kolesistektomi,
apendektomi, omentektomi, distal pankreatektomi, splenektomi, sol
diafragma rezeksiyonu ve onarimi, periportal ve hepatik hilus LND ve
pelvik peritonektomi uygulandi. Aorta kaval LN lari saptanmadi.

CCS 0-1.

HIPEK/ irinotekan (200 mg / m?) ve oksaliplatin/ 30 dk

Ameliyat HIPEK dahil 6 saat siirdd.

Tedavi cocuk cerrahisi ve hematoloji/onkolojisiyle birlikte yurGtulda.
PO6.G taburcu

6. ayda niiksler nedeniyle YBU de






Sonug

* Cerrahlar, medikal onkologlar ve radyologlar hasta
seciminde birlikte hareket etmeliler.

* Bu konuda kendilerini egitmeliler.
* Intraoperatif hasta secminde cerrah yalnizdir.

 Amag ‘tam sitoreduksiyon’ ise dogru hasta secimi
tedavi basarisinda anahtardir.

e Hasta secimi de prognostik bir faktérdur.



CCS



* ‘Gazeteler bir defasinda benim éldigumu yazmisti

ama kanitlari yakindan inceledikten sonra bu
actklamanin yanlis oldugunun sonucuna vardim.

e Bertrand Russel



