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A specialised and dedicated multidisciplinary team (MDT) of
named radiologists, surgeons, radiation oncologists, medical on-
cologists and pathologists should attend regular meetings and
discuss all (relevant) patients [III, A]. Core members should be

present for the discussion of all cases where their input is needed
[11]. There should be a MDT coordinator, and clinical guidelines
should be taken into account in decision-making. The MDT
should also audit whether their decisions are implemented [12]
and review patient outcomes with standardised quality
assurance.
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Table 1 Details of studies on the relationship between MOT discussion and outcome in patients with colorectal cancer

Author Country  Setting Period Patients Comparison Factors significant in MVA Sumvival outcome  HR death any cause
(95 % ci)
Ye China Hospitakbased  1999-2006  after radical resection for befare MDT introduced in MOT, Age, Differentiation, 05 062 (046 to 1.48)
colorectal cancer 2002 (n=297) cf. after MDT (1= 298) Nurnber of nodes exarminead,
Stage
D China Hospitakbased  2001-2005 with resectable locally contemporanecus patients; n=101  EMW, pre-treatment CEA, 0s, DFS 088 (052 to 1.48)

advanced rectal cancer were evaluated by MOT members pathological THM stage
and were treated with neoadjuvant
chemotherapy; n=162 were not

evaluated
Lardan England Hospitabbased 1996-2006 with hepatic metastases those who were referred by a team  recurrence, septicaemia, 05, DFS 085 (060 1o 1.19)
from colorectal cancer which contained a HPB surgeon pre-operative chemotherapy,
who were referred for =108} those who were referred referral via tearm with HPB
Ihier surgery by tearns lacking a HPB surgeon sUrgeon, macroscoplic invasion
n=223) of diaphragm
McDemid Scotland  Surgeon-based  1997-2005  with resected colorecal before MDT introduced in 2002 Age, stage, MOT 0s 073 (0.54 to 0.99)
cancers (excluding Dukesd) (n=178) cf. after MDT (n=134)
Palrmer Sweden  Regional 1995-2004  with rectal cancer invading 3 groups 1) n =65 discussed at MDT  Age 05 (0S5 for MVA) 095 (062 to 1.45)
into adjacent organs appropriately staged 2) n=299

appropriately staged not discussed
at MOT 3) n= 139 not appropriately
staged (whether or not discussed at
MOT)

Wille-Jorgensen Denrmark  Hospital 2001-2006 Rectal cancer Before MDT introduced (n=467) Mo MyA 05 094 [0.79 1o 1.12)
cfafter MDT introduced (n =344)

05 Overall Survival, DF5 Disease-free Sundval, (55 Cause-specific survival, MVA Multivariate Analysis, EMV Extramural vascular invasion, HPE Hepatobiliary, (EA Carcinoembryonic antigen, HR Hazmrd ratio (event is death
and comparator is no MDT discussion)




Author Country  Setting Period Patients HR death any cause
95 % cli)

Y China Hospitakbased  1999-2006  after radical resection for 062 (0.46 to 1.48)
colorectal cancer

D China Hospitabbased  2001-2005 with resectable locally 088 (0.52 to 1.48)
advanced rectal cancer

Lordan England Hospitakbased 1996-2006 with hepatic metastases 085 (0.60 1o 1.19)
from colorectal cancer
who were referred for
liver surgery

McDemnid Scotland  Surgeon-based  1997-2005 with resected coloredal 0.73 (0.54 to 0.99)
cancers (excluding Dukes A)

Palrmer Sweden  Regional 1995-2004  with rectal cancer invading 095 (0.62 to 1.45)
into adjacent organs

Wile-Jorgensen Denrmark  Hospital 2001-2006 Reaal cancer 094 (0.79 10 1.12)

Munro et al. BMC Cancer (2015) 15:686
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Mniejsze ubytki
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Garcia-Granero E, Faiz O, Munoz E et al. Macroscopic assessment of
mesorectal excision in rectal cancer: a useful tool for improving quality
control in a multidisciplinary team. Cancer 2009; 115: 3400-3411.



Imaging in rectal cancer with emphasis on local staging WitRI- AryaS et
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Chorzy z rakiem okrnUnicy
Zzaawansowania | || (zajnte
otrzymal | eczeni e uzupegni

oksaliplatyny.

Pomindzy 2013/ 14 rokiem a
oksaliplatyny w trakcie leczenia pooperacyjnego

uni emoUl i wi ago w przypadk:!
zastosowanie bewacyzumabu (zapisy programu
lekowego MZ).
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2015 Dec 10;33(35):4176-87
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Zag-Umy, Sredni wiek chor e
rozpoznania.

Wyl i czaj Nc zyaljkwamtudA lzek s aeal
konserwatywnie wygNcznie Vv
oksaliplatynywy § Nczni e na popr awl
a nie nawroty (RFS).
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Table 1. DF5 and O% Estimates in the Whole Population and According to Disease Stage for Patients in the LVBFUZ and FOLFOXA Treatment Arms {continuead)

Variabla LVBFLZ FOLFOX4 Absolute Change® Relative Changet HR 95% Cl P
M1 stage I
M. of patients 442 440 — — — — —
OFs
Mo. of events 162 140 — — 0.a0 064 to1.01 0&R
3 year, % (SE) 73.342.7) 79819 +B6.5 +89 —_ —_ —
5 year, % (SE) 665 (2.3) 723(232) +5.8 +8.7 — — —
10 year, % (SE) 508 (2.6) 67.31(2.4) +7.5 +1.2 — — —
05
Mo. of evonts 132 117 — — 086 0ETto1.11 2B
3 year, % (SE) BEE1.5) BAE(1.5) +0.8 +0.9 — — —
5 year, % (SE) 280.2{1.9) 280.6(19) +0.3 +0.4 — — —
10 yaar, % (SE) 65.4 {2.6) T1.44{2.3) +6 +9.2 — — —
M2 =taga Il
gt icnts 291 229 — — — — —

——ovonts 129 108 — — 0.76 0.59 to0 0.99 040
3 year, % (SE) 520(33) &0.0{3.3) +B +15.4 — — —_
5 yaar, % (SE) 45.0 3.3) 554 (3.3) - +23.1 — — —

= . % [SE) 42.113.4) 53.0(34) +259 — —_ _

wa. o events 117 a0 — — 0.70 0.53 to 0.93 03
3 year, % (SE) 86.8(3.1) 73630 +6.8 +10.2 — — —_
& year, % (SE) bh.4 13.3) 67.2(3.2) = +21.3 — — —
10 year, % (SE) 466 (3.4) 595 (3.4) +27.7 — —_ _

MOTE. Absolute difference at time X gives the difference between percentages observed in the two treatment arms at time X, the relative difference at time X
gives the proportion of increase or decreasa in survival rate of one arm relative to the othar arm at time X.

Abbreviations: DFS, disease-free survival, FOLPOX, fluorouracil, leucovorin, and oxaliplating LVSFUZ, leucovorin and flucrouracil; 05, overall survival.

*Absolute difference reflects a comparison of survival between the FOLFOX and LVEFUZ arms.

TRelative difference reflects a ratio of the observed survival in the FOLFOX arm and the LVBFUZ arm [(X year 05 rate in the FOLFOX group — X year 05 rate in
the LVEFUZ groupl/ix year O5 rate in the LVEFUZ group) = 100].

AndreT - J ClirOncol 2015Dec10;33(35):417&87
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Zakgadamy wpgyw na poprawn [
w badaniu Giantonio BJ J Clin Oncol. 2007 Apr
20;25(12):1539-44.

Konserwatywni e pr ghprycmpoj n, | L
pierwszej linii leczenia otrzymuje 2 rzut chemioterapii.

Przyjmujemy, iU 90% chorych
kwal i fi kuje sin do progr amu
kryteri-w wygNczenia; vide:
wy wi ad ¢ hor -zékrzep@viyco rinmewkoyteria).



VOLUME 25 - MNUMEBER 12 - APRIL 20 2007

Bevacizumab in Combination With Oxaliplatin,
Fluorouracil, and Leucovorin (FOLFOX4) for Previously
Treated Metastatic Colorectal Cancer: Results From the
Eastern Cooperative Oncology Group Study E3200

Bruce J. Giantonio, Paul J. Catalano, Neal J. Meropol, Peter J. O'Dwyer, Edith P. Mitchell, Steven R. Alberts,
Michael A. Schwariz, and Al B. Benson IIT

Results

he median duration of survivgliogr the group treated with FOLFOX4 and bevacizumab was
ﬁlﬁnnths compared wit months for the group treated with FOLFOX4 alone

corresponding hazard ratio for death = 0.75; P = 0011}, and 10.2 months for those treated
with bevacizumab alone. The median progression-free survival for the group treated with
FOLFOX4 in combination with bevacizumab was 7.3 months, compared with 4.7 months for
the group treated with FOLFOX4 alone (corresponding hazard ratio for progression = 0.61;
F = 0001), and 2.7 months for those treated with bevacizumab alone. The corresponding
overall response rates were 22.7%, B.6%, and 3.3%, respectively (P < 0001 for FOLFOX4

with bevacizumab v FOLFOX4 comparison). Bevacizumab was associated with hypertension,
bleeding, and vomiting.

GiantonioBJJClinOncol 2007Apr 20:25(12):153844.



100 kolejnych chorych w stopniu N2
otrzymuje2 1 4 | f AwdbjlwanrigK t

12. 9% wifncej chorych Uyje w !
megli ani e wieku 67 lzatc h(oir tozva dk
mi Uc z y $nio)k adjudant zyskujemy

2.9 * 66% (m) *
2 .

5.4 mil es.
9 * 33% (f) * 6 .

1 18
1 18 4 mil es.

GNcznie: -La¥?¥ Ugoba

Dane 0o spodzi ewane,| dgugoSci
GUS: http://www.mojaemerytura.zus.pl/dalsze.asp?id=3



100 kolejnych chorych w stopniu N2
nie otrzymaoksaliplatynyw adjuwancie

10. 9% wi nce|j oS- b ma nawr -t
obserwacji, ale zyskujemy mc
bewacyzumabuu 90% chorych (zakwal
programu lekowego w 2 linii) * 85% chorych z nawrotem

(tylu przejdzie 1 | i n pozc

Zysk z bewacyzumabut o Sr e dmes (6.173 roku).

10. 9 dodat kowych os:-b 2z nawr
1.46 osobo-l at Uyci a



Podsumowanie dla chorych w stopniu 1B / Nz

Ni e st akdiaplptyshg w adjuwancieu chor ych z
N2 tracimy 197 osobo-lat na 100 kolejnych pacjentach.

Zyskujemy natomiast z lepszego leczenia ratunkowego tylko
1.46 osobo-lat.

Ostateczny bilans to 195.54 osobo-lat straconych na 100
kolejnych chorych w stopniu IlIB leczonych bez oksliplatyny
(1.95 roku Srednio na pacjent



