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» epidemiologie — jak casté (incidence, prevalence, mortalita)
e etiologie — priciny vzniku (faktory vnitfni, zevni)

e symptomatologie

* diagnostika

e klasifikace (TNM), histologie

* |éCba — kurativni, adjuvantni, paliativni, neoadjuvantni

- operace, radioterapie, chemoterapie, hormonoterapie,
cilend 1é€ba, imunoterapie, podpurna lécba



Spolecné charakteristiky nadord GIT

e vétSina nadorl vznika maligni transformaci slizniéniho epitelu
* vnejsi etiologické faktory - zivotosprava
» diagnostika — endoskopie, zobrazovaci metody

* vyznam maji vsechny zakladni typy lécby — komplexni onkologickeé péce
(operace, radioterapie, chemoterapie, cilend 1é¢ba)

 duraz na v€asny zachyt onemocnéni — kurativni [léCba — operace (resekce)

* chemoterapie: 5 fluorouracil



Nadory jicnu

* relativné vzacné
* koureni, alkohol, iritace sliznice HCI, BarretUyv jicen
* polykaci potize, hubnuti, bolest pfi polykani
» endoskopie (esofagogastroskopie) s biopsii, RTG hrudniku (pasaz), CT hrudniku a dalsi
* histologické typy - spinocelularni karcinom (koureni, alkohol)
- adenokarcinom (pusobeni HCI, Barretuv jicen)
* [éCba se lisi stadiem onemocnéni a lokalitou postizeni — krcni vs. hrudni usek
* radikdlni operaéni vykon je mozny jen u vybranych pacient
* kombinace radioterapie a chemoterapie (neoadjuvantni, kurativni)
» dliraz na podpurnou lé€bu, zajisténi nutrice






Endoscopy of the esophagus
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Esophagectomy
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Photon Intensity Modulated (IMRT) Technique
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Nadory zaludku

* celosvetove pomeérneé casté, u nas incidence klesa

* koureni, strava (sul), obezita, Helicobacter pylori, vék

* symptomy casto nespecifické (dyspepsie, jako viedova choroba), hubnuti, zvraceni
» endoskopie (esofagogastroskopie) s biopsii, RTG hrudniku, CT hrudniku, markery..
* patologicka uzlina v nadklicku — Virchowova; MTS ovaria — Krukenbergtv nador

* histologické typy — adenokarcinom, GIST

* [éCba se liSi stadiem onemocnéni a lokalitou postizeni — kréni vs. hrudni usek

* jedinou kurativni metodou je operace (endoskopicka, radikalni gastrektomie)

e chemoradioterapie, perioperacni chemoterapie

 dlraz na podpurnou lécbu, zajisténi nutrice
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5 Year Survival by Stage

A | 70.8%

B 57.4%

A 45.5%

1B 32.8%
A 19.8%
1IB 14.0%
1HIC 9.2%

V 4.0%
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Updated Analysis of SWOG-Directed Intergroup Study 0116: A
Phase Ill Trial of Adjuvant Radiochemotherapy Versus Observation
After Curative Gastric Cancer Resection
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Nadory kolorekta

* celosvetove druhou nejcastéjsi pricinou umrti na nadorové onemocnéni
* v CR nejvy$di incidence: 70/100.000, mortalita 37/100.000
 zapadni styl Zivota, obezita, Cervené maso, malo vlakniny
* hereditarni syndromy (FAP, HNPCC — Lynchuv sy)
* screening (TOKS, kolonoskopie)
* dlouho bezpriznakové, krvaceni, zména defekacniho stereotypu, hubnuti
e vySetreni per rektum, kolonoskopie s biopsii, CT, MR bricha, UZ bricha, TRUS
* 90% adenokarcinomy, z polypu
 dlraz na spravnou klasifikaci onemocnéni — vliv na I[é¢ebnou strategii
e chirurgie — lokalni excize, totalni mesorektalni excize,
abdominoperinealni resekce (Miles), metastazektomie, odlehCovaci stomie
* neoadjuvantni chemoradioterapie
 adjuvantni chemoterapie — 5 fluorouracil, kombinace (oxaliplatina, irinotekan)
e cilend |écba (bevacizumab, panitumumab)
* specifika |éCby jaternich metastaz



TNM Rozsah sireni tumoru

Tis Carcinoma in situ: infraepithelial or invasion of lamina propria
T1 Submucosa

T1sml T1sm1 — infilfrace vnitfni 1/3 submukozy

T1sm2 T1sm2 — infilirace stredni tretiny submukozy

T1sm3 T1sm3 - infilfrace zevni 1/3 submukodzy

T2 Muscularis propria

T4 Perforation intovisceral peritoneum(a) or invasion to other organs (b)
N Regional lymphnodes

N1a 1LU +

N1b 2-3 LU +

N1c mald deposita v okolnim tuku

N2a 4-6 LU +

N2b 7 avice LU +
M Vzddalené metastdzy

Mla 1 postizeny orgdn nebo set LU

MTb vice nez 1 postizeny orgdn nebo postizené peritoneum




Sporadic colon cancer

MSI
Aneuploidy  K-RAS
Methylation COX-2




Very early cTl sm1 NO LokdlIni excise (TEM) - nutno dosdhnout RO
(2% LR v 5
letech po LE) | |t poor prognostic signs (cT1 sm2,3 | Resekce (TME) (or possibly CRT)
nebo high grade nebo V1)
Early (good) | cT1-2; cT3a (b) if middle or high, Surgery(TME) alone.
3-4% LR NO (or cN1 if high), mrf-, no EMVI

If poor prognostic signs (crm+, N2)

Surgery (TME) + postop CRT or CTa
(CRT with evaluation, if cCR wait-and-see, organ
preservation)

Intermediate
(bad)

cT2 very low, cT3mrf- (unless
cT3a(b)and mid- or high rectum,
N1-2, EMVI+, imited cT4aNO

Preop RT (5 5 Gy) or CRT followed by TME.
If CRT and cCR, wait-and-see in high risk patients for

surgery.

Locally
advanced

(ugly)

cT3mrf+, cT4a,b, lateral node+

Preop CRT followed by surgery (TME+more
extended surgery if needed due to tumour
overgrowth).

5 5 Gy with a delay to surgery in elderly or in
patients with severe comorbidity who cannot
tolerate CRT
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Surgical Resection (Mesorectal)







Contour BowelBag, Colon and SmallBowel the
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Nadory pankreatu

* jen cca 3% vSech nadord, ale na 5. misté v mortalité

 genetické faktory, koureni, alkoholismus, obezita, chronicka pankreatitida

* dlouho bezpriznakové, pozdéji nespecifické priznaky (bolest bficha, hubnuti), pozdéji ikterus
* CT, endoskopicky ultrazvuk (tenkojehlova biopsie), peroperacni staging

* 80% adenokarcinomy. Nadory hlavy x téla x kaudy pankreatu

* |éCba dle rozsahu: resekabilni x lokalné pokrocilé x metastaticky

* chirurgie — hemipankreatoduodenektomie, levostranna hemipankreatektomie a splenektomie

* adjuvantni chemoterapie * radioterapie

* u lokalné pokrodilych definitivni chemoradioterapie, dle stavu pacienta

* paliativhi chemoterapie — monoterapie, nebo kombinace, dle stavu pacienta

* podplirna a symptomaticka Iécba (feseni ikteru, |é¢ba bolesti, nutri¢ni podpora)

* medidn preziti 13- 20 mésicl. 40% pacientld ma v dobé diagnozy MTS..preziti 4-6M
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http://www.animatedpancreaspatient.com/en/home.aspx

https://www.youtube.com/watch?v=B_13DH7lol8

https://www.youtube.com/watch?v=YmsR_Vmom8o



Pancreatic Cancer: Pathophysiology, Diagnosis and Staging o »
ine pancreas Is divided Into tnree regions

Il ™ ) o023/35




Pancreatic Cancer: Pathophysiology, Diagnesis and Staging
Ulagrnosis

Pancreatic cancer is suspected based on a set of symptoms:

=

Jaundice Dark urine

=

Fatigue Upper abdominal Fullness after New or recent
or back pain eating worsening of diabetes

> » ¢ 1:28/3:51 = P A




Stage IA Pancreatic Cancer

Tumor size

Stage IB Pancreatic Cancer
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— The cancer has grown outside
the pancreas and into one of the
blood vessels
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Pancreatic Cancer: Pathophysiolegy: Diagnosis. ar
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Pancreatic Cancer: Treatment and Outcomes o »

vurative treatment: vwnippie proceadure

Bile duct

[

L Jejunum

(Small intestine)
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Pancreatic Cancer: Treatment and Outcomes o »

Curative treatment: Whipple procedure

Reconstructive surgery

Remaining

bile duct ﬂ .’

Pylorus
of pancreas

Jejunum
(Small intestine)
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| mputer Reconstruction from the CT Scan
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Nadory jater

 vzacné nadory, celosvetove geograficka zavislost

* alkoholickd cirhoza jater, virové hepatitidy (HCV, HBV — ockovani), aflatoxin

* dlouho bezpriznakoveé, pozdéji nespecifické, spolecné cirhoze.

* screening rizikovych pacientl schopnych event. |é¢by

* kontrastni CT, MRI, funkcni vysetreni jater — Childova-Pughova klasifikace

* |écba dle rozsahu choroby a celkového stavu pacienta

* resekce, transplantace, radiofrekvencni ablace, perkutanni etanolova injektaz,
transarterialni chemoembolizace, cilena IéCba (sorafenib), stereotakticka radioterapie
* 5-ti leté preziti u kurativni |éCby 60%, u paliativni |éCby 3 leté preziti 20-40%



Normal Liver Liver with Cirrhosis
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Child-Pugh Classification of
Cirrhosis

©OMedical Addicts

Serum bilirubin  mol/L 34-51

mg /dL {E.D 2.0-3.0 }3.{]
Serum albumin g/L »35 30-35 <30

g/dL >3.5 3.0-3.5 <3.0
Prothrombin seconds 0-4 4-6 =6
time prolonged <1.7 1.7-2.3 »2.3

INR
Ascites None Easily controlled Poorly controlled
Hepatic None Minimal Advanced

encephalopathy

The Child-Pugh score is calculated by adding the scores of the five factors and can
range from 5 to 15. Child-Pugh class can be A (a score of 5-6), B (7-9), or C (10 or
above). Decompensation indicates cirrhosis with a Child-Pugh score of =7 (class B).
This level has been the accepted criterion for listing liver transplantation.



BCLC Staging and Treatment Schedule

! - : : = : :
Stage 0 1 stage AL |’ stage D 1
PST 0, Child-Pugh A [ Okuda 1-2, PST 0-2, Child-Pugh Al Ckuda 3, PST>2, Child-Pugh J

B = = C =

L La = o - W

Very early stage (O) Early stage (A) Intermediate stage (B) Advanced stage [C) Terminal

Single <2 cm
Carcinoma in situ

Single or 3 nodules
<3dcm, PS0

Multinedular, Ps 0

Portal invasion,
M1, M1, PS 1-2

—

¥

¥
Single 3 modules < 3 cm
l |

W
Portal Associated
pressure/bilirubin diseases
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W
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Portal
invasion, M1, M1

b W

Liver Transplantation
(CLT/ADLT)

Chemoembolzation Sorafenib

stage (O)

w

Curative Treatments (30%)
S-yr survival: 50-T0%

Randomized controlled trials (50%)
3 yr survival: 20-40%%

Symptomatic ttc (20%)
1 yr survival: 10-20%

Liovet JM et al. J Nall Cancer Inst 2008
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The sureeon deploys electrodes from Followwig the procedure, the tumor
energy. Thas hieh heat causes death of be replaced by scar fissue.

tfurnor cells.

Radiofrequency Ablation (RFA)



Percutaneounus ethanol or acetic acid ablation
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Microspheres mpected dioring transartertal therapy “lock m”™
chemotherapy and block the blood sugply to the tumor.






