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Incidence of malignant neuroendocrine tumors between 1973 and 2003 by disease stage






WYSTEPOWANIE

2% wszystkich nowotworow
ztosliwych.

Zachorowalnosc¢: 0,4/100 000



EPIDEMIOLOGIA
SKALA PROBLEMU

GEP/NET: ok. 30/1000000 zachorowan
rocznie

50% - rakowiaki, nastepna grupa NET to
nowotwory trzustki

GUZY NET STANOWIA 1 -3%
WSZYSTKICH NOWOTWOROW
TRZUSTKI

Trudno zaplanowac badania prospektywne
>>> rejestry narodowe



TAKTYKA LECZENIA CHIRURGICZNEGO

Kiedy operowac?

Jak rozlegty zabieg wykonac?

Czy i kiedy usuwac ognisko pierwotne®?
Kiedy odstgpic od zabiegu?

Czy w ogole operowac?

HIPEC?



TAKTYKA CD,

INSULINOMA — wytuszczenie guza
MEN — wieloogniskowosc

GASTRINOMA — rokowanie przy przerzutach tylko do weztow
regionalnych jest takie samo jak przy guzie bez przerzutow

STOPIEN ZRQZNICOWANIA/ WIELKOSC GUZA/
INWAZYJNOSC - odmienna taktyka postepowania
(0-1-2 CM)

ZESPOL. RAKOWIAKA — gtéwna przyczyna zgonu to zaburzenia
Krgzenia

ROZLEGLE PRZERZUTY DO WATROBY - transplantacja?



PRZYPADKI ZAAWANSOWANE

(WEASCIWY STAGING | PLAN LECZENIA)
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Patient Name: Jurczak, Edward Patient ID: 9902 DOB: 07/08/1949
Study Name: Wholebody Imaging Study Date: 07/06/2005

Transverse i Coronal
Bone Tomo [Transformed Object], 10/05/2006




LECZENIE PRZYPADKOW
ZAAWANSOWANYCH

Redukcja nadmiaru hormonow dajacych
bezposrednie objawy kliniczne w guzach
hormonalnie czynnych

Zwiekszenie skutecznosci leczenia np.
radioizotopowego

Kontrola objawow wynikajacych z
lokalizacji | wielkosci guza (z6ttaczka,
niedroznosc, krwawienie)

POCHODNE SOMATOSTATYNY



CEL | MOZLIWOSCI LECZENIA CHIRURGICZNEGO
W PRZYPADKACH ZAAWANSOWANYCH

Cytoredukcja

Paliacja

Leczenie wytgcznie objawowe
Wyleczenie?

GRANICE MIEDZY TYMI ZAMIERZONYMI
CELAMI SA CZESTO ZATARTE






ENETS
Bilobar disé




RESEKCJA/ABLACJA

Mediana przezycia — 125 mies.

Przezycia 5- | 10-letnie odpowiednio: 74% 1 51%
Nawrét choroby w ciggu 5 lat: 94%

Najwieksza korzysc¢ odniesli chorzy z guzami
wykazujacymi czynnos¢ hormonalna (resekcja
RO/R1)

Brak réoznicy w odsetku nawrotow miedzy
grupami z ujlemnym | dodatnim marginesem
resekcii

Mayo SC et al. ; Ann Surg Oncol 2011. (John Hopkins
University)



GENERALNIE UWAZA SIE, ZE ABY OSIAGNAC
ZADOWALAJACA KONTROLE OBJAWOW W
GUZACH ZAAWANSOWANYCH POWINNO SIE
USUNAC PRZYNAJMNIEJ 70 - 90% MASY
NOWOTWORU

OEBERG K, JELIC S; ANN ONCOL 2008
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TRANSPLANTACJA WATROBY
???



ENETS-algorithm for the
treatment of hepatic metastases

Morphological and
functional imaging
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CZY USUWAC OGNISKO PIERWOTNE W
ZAAWANSOWANEJ CHOROBIE?



JESLI TO MOZLIWE, W TRAKCIE ZABIEGU
PALIATYWNEGO/CYTOREDUKCYJNEGO
POWINNO SIE DAZYC DO USUNIECIA GUZA
PIERWOTNEGO, UMOZLIWIA TO
SKUTECZNIEJSZE LECZENIE
FARMAKOLOGICZNE LUB RADIOIZOTOPOWE



A staging has been depicted to describe extension in mesenteric root:

umours growing circumferentially mnndﬂmnmm artery or extending
neally - inoperable - often originating from jejunal tumours

1101 "if(i :,'.g.‘_?la' -'.EHCI",'CWCE%I”

(Ohrvall et al, Method for dissection of mesenteric metastases..)



CARCINOMATOSIS
PERITONEI
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~ Peritoneal Carcinomatosis in Patients with Digestive

Endocrine Tumors

!
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Cancer 1996; 78:1686-92.

BACKGROUND. Peritoneal carcinomatosis (PC) in patients with digestive endocrine
tumors (DET) is considered rare but its prevalence is unknown. The objectives of
this study were to assess the prevalence and prognostic implications of PC in
patients with various types of DET.

METHODS. One hundred and sixteen consecutive patients with DET seen over a 3
year period were studied. Fifty-nine had gastrinomas, 30 had carcinoid tumors, and
27 had other types of endocrine tumors, mainly nonfunctioning ones. Diagnosis of
PC was based on clinical symptoms (ascites and Kdnig's syndrome), findings of
computed tomography scans that were performed at least yearly, and pathologic
confimation of tumor nodules or positive cytology in the peritoneal fluid. Factors
associated with PC were investigated and the influence of PC on patients’ survival

| 116 DETs (1996): n=11 pC (9.5%),

‘3 non-gastrinoma PNET

8 carcinoid tumors ( 1996
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FIGURE: 2. Actuaria survival curves of the wiole populaton (@, 1 = FIGURE 4, Actuarial sunvival cunves of the 30 patients with carcinoid

. s b patients without (C1) and the 8 patients with

(A) peritoneal carcinomatosis.

PCis a rare event,
LMs rather than PC, influences significantly the long term survival,
especially for carcinoid tumors.
Authors does not suggest aggressive treatment of PC for DETSs,
unless in highly selected patients




Surgical treatment of peritoneal
-arcinomatosis from well-differentiated

digestive endocrine carcinomas

Dominique Elias, MD, PhD,* Lucas Sideris, MD, FRCSC,"* Gabriel Liberale, MD,*

Michel Ducreux, MD, PhD.” David Malka, MD,"” Philippe Lasser, MD," Ol AL 127 -
Pierre Duvillard, MD,* and Eric Baudin. MD." Villejwif, France (.\ U f]{f’l\' ;[ )’ I" 1 37 4 1 1~{) J

Background. The presence of peritoneal carcinomatosis (PC) in association with endocrine carcinomas
(EC) is generally considered to have no impact on life expeclancy, contrary lo liver metastases. This st wudy
was aimed al assessing the actual prognostic impact of PC and to evaluate a new treatment with respect

lo survival times.
Patients and methods.
37(33% ) presented a lmlu/ngtml/\' proven PC,

ongn was teal or a/)/n'm!in’ul (carcinoid tumors
mio 2 groups. Patients in group 1 (n = 20) could not undergo complete resection of PC,

goup 2 (n = 17) underwent complete cytoreductive s urgery, followed by immediate inlraperitoneal
he swrrdmw Poavds E v . ! = OF - : ) i 3
chemothe rapy. Partial /m/mm lomy was performed in 65 % of patients in group 2. The median Jollow up

was 6.9 yeurs.

Among 111 patients undergoing surgery Jor progressive, well-differentiated EC,
with synchronous liver metastases in 36 of them. The
) tn at least 81% of cases. The patients were divided
while those in

111 DETS (2005): n=37 (33%) dont 36 LMs
20 (54%) ileo-appendiceal origin
)




CCRO0/1 resection of PC
improved survival

pauents with resected peritoneal carcinomatosis.
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Fig 1. Global survival rates of patients with peritoneal
caranomatosis of endocrine tumors, Fig 2. Global and disease-free survival rates of the 17

High morbidity (47

), due to associated liver and associated resections

Authors suggest to Bropose resection of both LMs and PC when possible

Surgery 2005







