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IHoykpeotikEg Kvoterg (PCN)

AVEVPEOT TAYKPEATIKOV KLOTEWV 610 3-18%
OGLUTTOUOTIKOV acOevov mov vrofdilovTal GE
TUYOLO QTTEIKOVIGTIKO EAEYYO.

2€ VEKPOTOULKO DAMKO eu@avion o€ £m¢ kat S0 %.

Hlkiao oc mapayoviag wwvovvov (37% o€
acBeveic >80 £n).

Amewoviotikec puEbooor (U/S: 0,21%, CT: 2,6%
YO PIC TPOTOKOALO TaykpEatoc, MRI-MRCP: 2,4-
49,1%).

— Kromrey, M. L. et al. Prospective study on the incidence, prevalence and 5-year pancreatic- related
mortality of pancreatic cysts in a population- based study. Gut 67, 138—145 (2018).

Tepdotio koatavoAmon avOpoTivov TOpOV Kot
OTKOVOULKOVD (pPOPTIOL Y100 GLCGTNUATA VYELOG.



Tomor PCN

Epithelial neoplastic Epithelial non-neoplastic

Intraductal papillary mucinous neaoplasm all types gLymphoepithelial cyst

Mucinous cystic meoplasm ucinous non-neaplastic cyst
Serous oystic neoplasm nterogensous cyst

etention cyst'dysontogenetic oyst
Peri-ampullary duocdenal wall cyst

Serous oystadenocarcinoma Endometrial cyst
Cystic neurcendocrine tumour G1-—2 Congenital cyst (in malformation
Acinar cell cystadenoma syndromes}

Cystic adnar cell cardnoma

Solid pseudopapillary neoplasm
Accessory-splenic epidermoid cyst
Cystic hamartoma

Cystic teratoma (dermoid cyst)

Cystic ductal adenocarcinoma
Cystic pancreatoblastoma
Cystic metastatic epithelial neoplasm

Others

Non-epithelial neoplastic MNon-epithelial non-neoplastic
Benign non-epithelial neoplasm (eq, Pancreatitis-associated pseudocyst
lymphangioma) Parasitic oyst

Malignant non-epithelial neoplasms (eqg,
sarcomas)



Main duct cystadenoma
IPMM

Branch duct
1PRAM

90-95% PCN



Opowoec Kvotaoévoua (SCN)

70 % o€ yvvaikeg, 50-70 €.
KoAonm0ec.

>uvnm¢ Tuyaio edpnuo 1 LITOKEIUEVO
aOPNG GLUTTOUATOAOYIOC.

Bpadovg pubuodc avamruéng.

XovN0mc  WKPOKLOTIKO KOl 7O
onavio omyokvotikd (WHO 2000).

Neotepn tacwvounomn pe Paon 1o

KUGTIKO GTOU)ETO.

— Fukasawa M et al. Pancreatology 2010: 10(6): 695-
701.

Tomikd ©g evpéyebeg UIKPOKLOTIKO
(honeycomb) ue aotEPOELdT OVAN GTO
KEVTIPO KO KEVTIPIKES QTOTITOVMOGELC.

Movootifo  emOnio  kvPogdov
KUTTAPWV TAOVGLA GE YAVKOYOVO.
XaunAd CEA, oapvAdon (MAmdon)
VYPOV.

Corresponding subtype

Classification of WHO classification
1 Microcystic type Microcystic SCN
A solid

B honeycomb

2 Micro- and macrocystic type Oligocystic SCN

3 Macrocystic type

Microcyst <1 cm, macrocyst 21 cm




* Kivovvoc kakorfovg eEaliayng
teivel 610 0%.

e AMayn XOpOKTNPLOTIKAOV KUGTIKO
GYNUATICULOV.

* Ilepita 15 mepryeypoppéva
TEPLOTATIKA 0pDOOLS KvoTadevoCa

*  KAMVIKY| COUTEPLPOPE.

* “worrisome features”-mural
nodules, Tayvouévn,
EVIGYLOUEVT] GKLAYPOPTIKDG
Koo

*  Agppadevomadeto

e TOomKn OmMOnon

*  QTOUOKPVGUEVEC LETAGTAGELS

e uéyeboc >4 ex..

e Apyn eE€EMEN petd to
YEPOVPYELD.

* Xelpovyeio

SOUTTOUATIKA 1) > 4-5 eK.

-Tseng JF J Gastrointest Surg 2008; 12: 408410

-Del Chiaro M et al. European experts consensus

statement on cystic tumours of the pancreas. Dig
Liver Dis 2013; 45: 703-711.




Bievvmoec kvotoosvouo (MCN

IMovaikec/dvopec=20/1.

>uvnbmc pecnAikec.

Xvvnbog povoympn,
TOYLTOLYMATIKY) KUGTIKT
aAloiwot), MyOTEPO LYV
OAMYOY®PTM LOKPOKVGTIKT (AA).
2UYVEC TTEPLPEPTKES
OTTOTITOVOGELG.

>uvnbmc og GO Kol ovpd,
TOYKPEATOC,

Blevvwoec mepieyouevo, to omolo
mopayeTon amo £vo moOnKiKo
TOTOL EMONAAKO GTPOLLO TTOV
gtvan OeTIkO 6€ VTOOOYELS
OlGTPOYOVMV KUl TPOYECTEPOVNG
(hypotheses).

YynAo CEA, younAn apvAidon
(Mmtdon) vypo0.




Evoomopiko Onimoec PAevvmoeg
veormhaopno (IPMN)

‘Ton katavoun peta&d OAMV.

Engdvion og omoradnmote nikio (cuvnOmg
LLECT)MKEQ).

20y vOTEPT EUPAVIOT OE KEPOAN-OYKIGTPOELON
aTOPLOT).

Avénuévn ) CEA, apvAidong vypov.
[T10avOC GLVOETIKOC Kpikog HeTAED XA, ¥pOVIOG
norykpeatitioog kot [IPMN.

AcBeveic ue IPMN €yovv 1pioko epeavionc
adgvoca ToyKkpENTOg 6€ AALO onLeio.
Ta&wvounon dvomiaciog pe Pdon
tpomomoinuévo cvotnuo tov WHO (2010) ya
TN OVOTANGIO GTOV TEMTIKO GOANVOL

— Basturk, O. et al. Am. J. Surg. Pathol. 39, 1730-1741 (2015).
Kvtraporoywn| ta&ivounon o 4 tHmovg
(éxppaon MUC, kuttaporoyia, opyITEKTOVIKTY).

Proposed Revised Ternunology of PanIN, IPMN and MCN

Former terminology (based on 2004 Classifica tion” and 2010
WHO)

Revised terminology (2015)

PanIN-1a Low-grade PanIN
PanIN-1b Low-grade PanIN
PanIN-2 Low-grade PanIN

PanIN-3 (carcinoma in-sifu)

High-grade PanIN

IPMN with low-grade dysplasia

IPMN, low-grade

IPMN with intermediate-grade dysplasia

IPMN, low-grade

IPMN with high-grade dysplasia (carcinoma in-sifu)

IPMN, high-grade

IPMN with an associated invasive carcinoma

IPMN with an associated invasive carcinomalinvasive carcinoma
with an associated [PMN (the latter may be wsed if the mvasive
component is substantial)

MCN with low-grade dysplasia

MCN, low-grade

MCN with intermediate-grade dysplasia

MCN. low-grade

MCN with high-grade dysplasia (carcinoma in-situ)

MCN, high-grade

MCN with an associated invasive carcinoma

MCN with an associated invasive carcinoma/invasive carcinoma
with an associated MCN (the latter may be used if the invasive
component is substantial)

Table |Classification of subtypes of IPMN according to morphology

Immunohistochemical expression

Subtype  Morphology

Gastric  Thickfinger-like papillae = - +
Intestinal ~ Villous papillze - + +
Pancreato-  Complexthinbranching  + - +
biliary papillae

Oncocytic - Complex thick branching  + - +

papillaewith intracellular
and intraepithelial lumina

MUC1T MUCZ MUCSAC MUC6 CDXZor HEPAR Percentage Percentage Typeof

CK20 of PMN  invasive : adenocarcinoma
progression

- - 46-63 10 Tubular (79%)

+ - 18-36 40 Colloid > tubular

- - 7-18 68 Tubular (82%)

- + 14 0 Tubular > colloid

CDX2, homeohox protein CDX-2; CK, cytokeratin; HEPAR, hepatocyte paraffin; IPMN, intraductal papillary mucinous neaplasm; MUC, mucin. Datafrom REFS™ #7,




Evoomopiko OnrAmosg PAEVVOOES
veorioona (IPMN)

SB-IPMN

O GUYVOTEPOG TOTOG
KLVOTIKOU TOLYKPEUTIKOV
VEOTAAGLOTOG LLE O10UPOPAL.
11-30% yepovpyndévimv ue
HGD n ca.

10-20 % TOAVEGTIOKO
(avTiuetOmion Eexmplotd).
Etmoo pvBudc mpodoov oe
HGD 7n Ca (1,469

% )—surveillance.
Tanaka et al. Pancreatology 2017: 17: 73§-
53.

Kvpimg gastric type pe LGD

MD-IPMN

* AA and xpovio
TOYKPEATITION,
amoQpasn.

e HGD o€ 61,6%, Ca c¢
43,1% yepovpyeiwv.

Suzuki Y et al. Pancreas 2004,;28:
241-6.

* Kvpiwg intestinal type
HGD.
Fish-mouth ampulla

Mixed type

XTOVIOTEPO.
AvVTIHETOTION OIS
MD-IPMN.



Guidelines

 2006: IAP Sendai guidelines (IPMN+MCN)
*  Xaunin PPV, NPV-70% yepovpyeia (-) Ca

 2012: TAP Fukuoka guidelines (IPMN+MCN)

* 2013: European experts consensus statement on cystic tumours of
the pancreas

*  2015: AGA (acounTOUOTIKEC VEOTTAUGLOTIKES TTOYKPEATUKES
KUGTELC)

 2016: ASGE (xvotikd moryKpeaTikd VEOTAACLOTO)

 2017: IAP Fukuoka guidelines revision (IPMN)

* 2018: European study group on cystic tumors of the pancreas

*  2018: ACG (maykpeatikéc KOOTEIS 6€ acbeveic ympic 16yvpo
KANPOVOUIKO 10TOPIKO 1] TAPOVGin, LETAAALAEEWMV TOV TPOOIOBETOVY
O€ TOYKPEATIKO ca)

/

s 2017: American College of Radiology 2017 (tuyaie, ACOURTOUOTIKEC TAYKPEATIKEG KOGTELS
O€ OTEIKOVIGELG)



Revised 1AP 2017

1) obstructive jJaundice in a patient with cystic lesion of the head of the pancreas, ii) enhancing mural nodule = 5 mm,
iif) main pancreatic duct >10 mm

Are any of the following “high-risk stigmata” of malignancy present?

v v
Yes No
l v
Are any of the following “worrisome features” present?
Consider Clinical: Pancreatitis @
surgery, Imaging: i) cyst =3 cm, ii) enhancing mural nodule < 5 mm, iii) thickened/enhancing cyst walls, iv) main duct
if clinically size 5-9 mm, v) abrupt change in caliber of pancreatic duct with distal pancreatic atrophy,
appropriate vi) lymphadenopathy, vii) increased serum level of CA19-9 |, vill) cyst growth rate = 5 mm / 2 years
F l
If yes, perform endoscopic ultrasound *
! No
Are any of these features present? l
Vos |e i) Definite mural nodule(s) = 5 mm - No | What is the size of largest cyst?
i) Main duct features suspicious for involvement ©
i) Cytology: suspicious or positive for malignancy -+ Inconclusive

]

¥ ¥ ¥ v
<1cm 1-2 cm 2-3 cm >3 cm

v ¥ v v
CT/MRI CT/MRI EUS in 3-6 months, then Close surveillance altemating

every 2 years
if no change

in 6 months, then

6 months x 1 year
yearly x 2 years,
then lengthen

interval up to 2 years
if no change

lengthen interval up to 1 year,
altemating MRI with EUS as
appropriate.
Consider surgery in young,
fit patients with need for
prolonged surveillance

MRI with EUS every 3-6 months.
Strongly consider surgery in young,

fit patients




European study group 2018

Radiologically suspected

-

IPMN
|
v v Y
No Relative** Absolute* Patients unfit for
indication for surgery indication for surgery indication for surgery surgery
(one or more)
| Y
\ l [ No follow-up
L r N\ required
1st year from ﬂqum £ Paticnts with significant Patients without significant
Clinical evaluation | 2 co-motbidities { or short co-morbidities and one or —
Serum CA19.9 E life expectancy) and only more relative indication for . [ SURGERY J
MRI and/or EUS g one relative indication surgery
'i'] fior su FRery. J
After the 1" year from Patients with significant

diagnosis

Clinical evaluation |

Serum CA19.9
MRI and/or EUS

\

*

co-morhidities and two or

more relative indications Lifelong follow-up in

=
: 4
P Intensive surveillance 2
/ - Clinical evaluation E
- Serum CA19.9 @
- MRIandior EUS 4
&
\_ J

for surgery patients who underwent

partial pancreatectomy

o

+ Absolute indications: positive cytology for malignant/high grade dysplasia, solid mass, jaundice
(tumor related), enhancing mural nodules (= Smm), main pancreatic duct dilatation 21 (mm.

s+ Relative indicalions: grow-tale 25mm/year, increased levels of serum CA19,9 (2 37U ml), main
pancreatic duct dilatation from 3-9.9mm, cyst diameter =4 0mm , new-onset of diabetes mellitus,
acuie pancreafitis (caused by IPMN), enhancing mural nodules (< Smm).



AGA guidelines 2013

5 The AGA suggests that significant changes in the
characteristics of the cyst, including the develop-
ment of a solid component, increasing size of the

pancreatic duct, and/or diameter =23 cm, are in-
dications for EUS-FNA. (Conditional recommendation,

Very low guality evidence)

7. The AGA suggests that patients with both a solid
component and a dilated pancreatic duct and/or
concerning features on EUS and FNA should undergo
surgery to reduce the risk of mortality from carci-

noma. (Conditional recommendation, Very low guality
evidence)

6. The AGA suggests against continued surveillance
of pancreatic cysts if there has been no significant
change in the characteristics of the cyst after 5 years
of surveillance or if the patient is no longer a sur-
gical candidate. (Conditional recommendation, Very
low gquality evidence)




Radiographic diagnosis of
a non-naoplastic cyst or
classic imaging featuras of
a sarous cystadenoma *

¥

ACG Guidelines

Cy st soon on imaging

.

= thaere:
= Obhstructive jaundica?
= Associated solid mass?*"

I= thera a history of
pancraatitis?

Mo further evaluation Yos | | Mo | | Yos
unlass symptomatic __ —
f”f -— _L_____————______ l
f.f” A_re any c-f the following p;esem; | Probable pzeudocyst | Concem for cystic
__,a-" = r-..'lam.fz:luct -::I;rar‘neh'-_'-r =5 MM~ Jr neoplasm as a cause
e = Cyst =3 cm? for acute pancreatitis?
Rofer to = Change in main duct caliber with | Followw climicalby | wan
muttidisciplinany upstream atrophy?
group and considar — —— -1-
EUS = FMNA = e
Yes | | Ma | EUS + FMA and
¥ consider referral to a
L’ mulbtidisciplinary
. E'-'fji FN;"* | What is the size of the group
and consider refarral to largest cyst?
multidisciplinany
group |
¥ - ] ¥
Is thera: =1 cm | | 1—2 cm | | 2-3cm
= Main duct imvolvement/patulous ¥ ¥ ¥
ampulla? MRl in MR in I= the cyst
= Cytology with high-grade dysplasia or 2years 1 years clearty IPEN
pancraatic cancar? or MCHN?
= Mural module? — T T——
Yeas | | Mo |
¥ | Serous cystadenoma |-<—| EUS = FMA |
Rafer to v ¥ l ¥
multidis ciplinany ; Mo further evaluation ] MAI or EUS
group | MR in & monins | unless symptomatic | IFMN/MCN in B—12 mos







AL0YVOGTIKT TPOGEYYLON
KMVIK] COUUTTOROTOAOYLO-EPYO.GT PLOK(

SLPNUOTO

ATOQPUKTIKOG IKTEPOGS |LE TOPOVGIO KUGTIKOD HOPPOUATOS GTNV KEQAAN
(0mOnon KXII, Brevvaron Eupora, pnéyeboc k0GTNG)
— High risk stigmata IAP 2017 1 absolute indication ota European study group —IPMN pe
Kakon el
—  AA and xoronBeic evueyébeic PCN (SCA)
Haykpeatition (vrotpomdlovta enelc0o1a) AoyY®m eUPOLOV PAEVVG

— Worrisome feature IAP 2017 ywo IPMN, relative criteria yia yeipovpyeio IPMN tov European
study group, high-risk yapakipiotiko tov PAevvodmv takpeatikov Kbotewv ACG 2018

—  AA and GAra aitio
Ipotogpneavien XA
— relative criteria yia yeypovpyeio IPMN tov European study group

— 1% >50 etov pe gpedvion ZA Ba eppavicetl Taykpeatikd ca evtog 3 etav-2/3 acBevav e ca
enpavitoov ZA

An&ncn Ca 19-9 (>37 U/ml)

Worrisome feature IAP 2017 yio. IPMN, relative criteria ywa yeipovpyeio IPMN tov European
study group

—  AA and GAra aitio
— Metavéivon: 40% PPV, edikotnta 89% yia advanced neoplasia oe IPMN




AL0YVOGTIKI TPOGEYYION
ATEIKOVIGTIKG EVPNUATO

Awayvootikn akpifeto MRI/MRCP pe yaovorivio 40-95%, évavtt 40-81% g
CT pe moykpeatikd mpOTOKOAAO Y10 KOGTELC > S YA,

¢ Secretin stimulated cholangiopancreatography (15% oakpifelog emowowviag pe PD, kodotog,
dafectuoTTO)

MRI/MRCP mAeovektipa
— Al0COQNVIoT ETKOWVOVIOG LE TAYKPEATIKO TOPO

—  KoAvtepn amekovion 610 e0mTEPIKO TNG KOUGTNG (OL0PPAYLOTO, CUUTOYNG
16TOC)

— moiveotiokéc PCN (IPMN)
—  Xopig aktivoPforia (follow-up surveillance)
Aovikn mieovektel
—  ATEIKOVIOT OTOTITAVOGEMV (TAPEYYVUA, ECOTEPIKO KVGTNG)
— ATEOVION TAVTOYPOVOL TAYKPEATIKOD ca
— Xtaowomoinon  (mpooPoAr)  ayyelwv, — WEPLTOVOIKEC  EUQLTEVGELC,
OTTOUOKPVGUEVES LETOGTAGELG)
— Metayelpovpytkn vVTOTPONTY) VOGOL

O evoookomkog vmépnyoc (EUS) povo o¢ copuminpouotikd epyoreio Ttov
TOPATAV® OTEIKOVIGEMV.



AL0YVOGTIKI TPOGEYYION
AngikovioTiko svpnuoto EUS

MéyeBog kvotng = 3 ek.—12-47 % xivovvoc
Kakonoetac.

MPD>5Smm—«kivovvog kakon0etac 30-90%.
PvOpoc avénong peyédovg > 5 A,
0Olog evioyvouevog okLaypo@ikd: X 4-6 piocko
vio kakonOewa ue PPV=60%

* O mo 16YVPOC TPOYVMOGTIKOG OEIKTNG (6TA VIO ca GE U

vopEn 6Lov)

* To O0p1o Twv 5 mm, €ivon expert consensus
Evioyvoneva/nenayvonsve CH-EUS Tovyopota
KVGTEQC.



Poloc EUS

| Indications for evaluation of PCN with EUS

2015 AGA* guideline

= At least two of the following concerning features:
- Cyst diameter =30 mm
- Nodule
- PD dilatation

2017 IAP? guideline

= Growth rate =5 mm over 2 years

* Increased levels of serum CA19-9

* PD dilatation between 5 and 9mm

= Cyst diameter =30mm

= Acute pancreatitis (caused by IPMN)

» Enhancing mural nodule (<5 mm)

» Abrupt change in calibre of PD with distal pancreatic
atrophy

* Lymphadenopathy

* Thickened/enhancing cyst walls

2018 European® guideline

= EUSHFNA) should only be performed when the results
are expected to change clinical management.

» ELISHFMNA) is recommended if the PCN has either
clinical or radiclogical features of concern identified
during the initial investigation or surveillance

H popporoywn aneikovion pe EUS givar 6mmg
MRI, CT ateAng otov akpiPn tavtomoinon pog
TOYKPEOTIKNG KVGTIKNG OAAOIONC.

EUS-FNA

String sign: >3.5 yth.

Apviaon—pikpn dlayvootikn axpifeia (<250 U/L
OTTOKAELIGLOG TTOYKPEATIKNG WEVOOKVGTIG).

CEA vypov (yAvkompoteivn eufpuovikod
€v000epUIK0D ETONAIOL TTOL ETEVOVEL EGOTEPIKO
Brevvwddv kootemv): cutoff =192 ng/ml * (AA
PAevvOO®V amd pn PAeVVOIELS KOOTELS e akpifeta
80%, gvancOnoio 52-78%, educotnTo 63-91%)-0XI
v péyebog dvomiaciog.

Brugge, W. R. et al. Gastroenterology 126, 1330-1336 (2004).
Cytology: XapunArg xutappoBpifeiog vAtka-vynin
E0IKOTNTO/YOUNAT EvancOnacio
YYNAYAEIMOX OAQN TQN ITAPAITANQ

Contrast enhanced EUS (CH-EUS): AA peta&o
mural nodule kot BAEVYNG + ayyeiwon ToyoudTov
KOl S0Py LAT®V.




Alregc EUS-guided teyvIKES

Xpnon 19 G Berovag

e Echobrush

Katdpynon A0y® avemBountwv evepyelmv

* Microbiopsy Forceps (Moray) .
Mukpofroyieg KuGTIKOD TOLYOUATOC-TIAOTIKEG LEAETEC
Le ukpo apoud achevov

T a
annnnnn - \

* EvoookOmNno™n KOGTEMC
— Spyglass
— Needle Confocal Laser Endomicroscopy (nCLE)



Extiunon kvotemv >2 &x.

Needle Confocal Laser Endomicroscopy
XpNon @AOVOPOGKEIVIC
Xpovofopa, oucpt[in (e101K0

(nCLE)
Figure
miniprobe), anatteitot I—

Pancreatic cyst type
e€eroikevon (>10 j
Q

Intraductal papillary mucinous neoplasm

TEPLOTOTIKA)

Hl)\/OTlKég MS}Léng l.«lg ule(’) Serious cystadenoma k
apOud acBevov N é
Extiunon emnAiokon kot

ayYELWOKOV pattern —

YynAn akpifeta yio SCA

Avnovyia yia 3,2-9%

adverse events rates I AR
(cipoppayiol, TOYKPEATITION

KTA) 'w o




MoploK1 avaAivon VYPOU KUGTEMS

Pancreatic cyst type Molecular biomarkers

Intraductal papillary muicinous neoplasm ERAS, GNAS, RNF43 positive

Advanced neoplasia: TP53, SMAD4, PIE3CA, PTEN, CDEN2A, AKTI, plé,
p53 positive

Mucinous cystic neoplasm KEAS, KNE3 positive
GINAS negative
Advanced neoplasia: TP53, SMAD4, PIF3CA, PTEN, CDEN2A, AET1

positive
Serious cystadenoma VHL positive
Solid papillary neoplasm CTNNEIL positive
Pseudocyst Negative for DINA
Cystic neurcendocrine tumor Mot well described

* Avdivon DNA kuttdpov mov £4ovv amomécel and 1o €MONAL0 TG KLOTNG Yo
AVEVPEST UETAAAAEEDV.

* Next Generation Sequencing (NGS) test.
*  Mekéteg pe pwikpo apduo acHevav.
« KRAS/GNAS og 6ha ta IPMN kot KRAS o€ 30% ota MCN.

 TP53/PIK3CA/PTEN 89% evaiwcOnoia ko 100% ewdwotnta yioo advanced

neoplasia (kaAvtepo and MPD didtacm, mural nodule, cytology)
Singhi AD et al. Gut 2018; 67: 2131-2141

* [(-katenine gene (CTNNBI1) ota wevoobniwon.



Gastroentrology 2019 m:1—11

Cross Walidatiom of the Miomnoclomnal Antibody Das—1 im

Identification of High-Risk MWMiucimowus Pamncreatic Cystic Lesions
HKoushik K. Das, ' 2Ximn Gerng, - Jdeffrey W, Browern, | WYWicente PMMorales—Oywarvichke,” Tiffzrmye: Huouaymb, =
lNarima Pergolimi,” hMartha B. Pitrman,” CGristimna Ferrome ., Mobhharrmormaad a0 Efishat, =

Darmna Hawilarrmadd .~ Elizabaet _I_hr:)r—rlpsr:)r—l,"- Chiristo g ver WC}"FQEIP—IQ..FE Arirme PAlarie Lemmor ™

FPataer Addlaem,” Keith Dl Lillernmo e, © Ry amn &) Fields., " wWwillizmrm G, Havwkims ., Jimgos<ci= i<

Carlos Faermanmndaem—dael Castillo,” KKirom . Das, S azmdad Polarcri PAAimo— Kemnuudsom ™

Avoaopouikn perétn vypov 169
yveypovpynfévtov PCNs yio pétpnon ue
ELISA tov mAb Das-1.

= 2019 MAD Das-1 Identifies High-Risk Pancreatic Cystic Lesions &

High risk PCN (HGD, ca, IPMN Int-T A ) .

c c o 2 . ponynr®

intermediate dysplasia). s 7 o

)4 Ié 4 8 Aas 'GE'

Das-1 EKPPAGCT 6€ L6TOVG EHBPDOD Kol G€ § 14 s % . AUC 0.965 (0.935 - 0.994)

pre- ko cancerous lesions. g ? F o

Amoteleopatikdtepo otnv aviyvevon high r z i s

. , E _§_ N = - 2 - Specificity

I'lSk PCN (P<0,00 1) Gg GXSGT] Hg é % E % ‘Iz § E Optimal Cut Point (Youden’s Statistic): 0.104

VLAPYOVCEC 0ONYIES. 2% 5 :

[TiBavn ypron tov o610 PEALOV o€ non-high

risk lesions.

Mucinous PCLs (n 133) All PCLs (n 169)
Sensitivity Specificity Accuracy Sensitivity Specificity Accuracy
P P P P - P

Vanable 9% 95% Cl) value 9% (95% CI walue 9% (95% CI P value % (959% CI wvalue % [(95% CI wvalue % (95% CI walue
mAb Das-1 88.2 (TB.1-94.8) AT AT — ref BB.2 (T8 1-94.8) ref v
Sendai 294.1 (B5.6-98.4) ~3BTT 15.4 (7.63-26.5) < 000 S5.6 (46.8-54.3) =001 24,1 (85.6-948.4) ~FETT 139 (7.79-22.2) s Lo o 46.2 | 554,00 —=<.00
FuI:?JI:)E:an 97.1(89.8-99.6) 1094 23.1 (13.5-35.2) <.0001 60.9 (52.1-69.2) <.001 O7.1 (89.8-90.6) 1004 208 (13.4-30.0) =.0001 S51.5 (43.7-59.2) oo
f\-Gl:u'de‘nes 50.0 (37 6624 < A0 293.8 (B5-98.3) 3750 1.4 (62.9-78.2) = J001 50.0 (37.6—-62.4) = 001 B9.1 (B1.4=-94.4) J00E3 F3.7 (66.0-79.9) o0

MNOTE. P values reported in comparson to varous guideline performance as compared to mab Das-1. P values calculated using exact paired-sample McehMemar's test of

proportions.



* Undefined cysts (European cystic study group 2018)

=I11I0avd BAevVDOOLE TPOEAEDGEMG

- Emmpnon ¢ 0pov Cong

- Emitpnon: Cysts which are of unclear aetiology, have no risk factors for
malignancy, and measure <15 mm, should be re-examined after 1 year. If stable for 3
years, follow-up may be extended to every 2 years. Cysts measuring 215 mm should be
followed up every 6 months during the first year and annually thereafter (GRADE 2C,
strong agreement).

* BAEVV®ON KVGTUOEVOUUTO

-KaAon0éotepng mpdyvmong 6 oy€omn Ue OTL TGTEVOUE GTO TOPEADOV.
-IAP 2012 yepovpyikn a@oipecn o€ vEQPOLC KOl UECNAIKEC-ETLTIPNON
MCN oe nAkiopévoug pe cuvoonppotnteg yopic high risk moapdyovreg
(<4 ex, yoplc cuUTOYT) GTOLXEIR).

-European cystic study group 2018 (d€00uéEVO HETAYEVESTEP®V UEAETMOV

KOl LETA-0VAAVGTC) :
Xepovpyeio oe MCN>4 gx., cvountopatikd, high risk mapdyovrec.
Emtmpnon Lowmov.




XEIPOYPI'IKH OI'KOAOI'IKH ANTIMETQIII2ZH

b Distal pancreatectomy c Central pancreatectomy
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Noonpotnta 20-40% ka1 Bvyntomra 1-3 % yio Whipple kot <1% vy b
c) Efaceoariler kaln Aertovpyio €vOo-eEMKPIVONG poipac, Ouwms 35%
TOYKPEATIKO GLPTYY10.

Ol maykpeatexktouny (MD-IPMN)—evmuépmoon OAov tov acbevov pe
IPMN.

Frozen section avaAvcn TV YEPOVPYIK®OV opiwv Ue Tayeio Proyio e OAa Ta
IPMN

-advanced neoplasia—cvuvéyion yeipovpyeiov
-Oy1 veomhaoio 1 LGD—emtpnon.



EINITHPHXH META XEIPOYPI'EIO

 MCN
— LGD 1 HGD: Oy emtrpnon
— AmBnon: omwg acOeveic pe adevoca morykpéotog (25%
VTTOTPOT)).
 IPMN (LEPIKT) TOYKPEATEKTOUN)
— E@’ 6pov (o1 1 Yo 6co surgically fit
— AcBeveic ue adevoca ¢ eni yeipovpynbEvToc avevoca.

— 2018 European study group guidelines
 HGD 1y MPD mpocfoin: kdBe 6 unveg yia 2 €11 Kol LETA vl £TOC
* LGD: 6mm¢ ta un yeypovpyndévta IPMN.

— IAP 2017 guidelines

* TovAdyiotov kGO 6 unveg oe acBeveic Le OIKOYEVELNKO 1GTOPTKO
adEVOCa TAYKPEATOC, YEPovpYkd opta (+) yioo HGD, non-intestinal
type IPMN ko 6-12 pnveg yio OAovg T1ovg GAAOLC.



ENAAAAKTIKA-PARENCHYMAL
SPARING-ANTIMETQIII>XH

 EUS-guided pancreatic cyst ablation pe
adavorn/maxkAttacErn/RFA

— 2-10% complication rate
— Response durability
— Movo og eninedo clinical trials

— [TBava epapuociuo o non-surgical candidates pe
LLOVO 1) OALYOY®PEC KVOTEIG>2 EK.

* Exnvupnvion SB-IPMN

— Alatipnon €voo ko EEMKPIVONS Asttovpyiog (mbavd
KOAO Y100 VEOUQ)

— Mn oyKokoyuco xapovpyeto (- )

¢ for branch duc al papilla nous neoplasms. Surgery 161, 602—610 (2017).



AAAA XITANIOTEPA KYXTIKA PCN

Ye0000NA00EC VEOTAUG O TOYKPEATOS
* 2uvnbwc 20-30 etov ONAv

* EE optouod PEIKTA GTOLYEIN CLUTOYT) KO KUGTIKA
(Vékpwor/aipuoppayio)

* EmbBetikn avripetomion (YEpOvpYEiot+UETACTOCIEKTOUN)

o KoAn mpoyvmon-yaunAng kakonoeog veomAdouato

KvoTiKd EKQUAGUEVOS VEVPOEVOOKPLVIS 0YKOS (cNET)

* A1yotepo emBeTIKA PLOAOYIKA OYKOL GE GYECT LE TO
GULUTTOYN

o XEIPOVPYIKN AVTILETMOTION GE OYKOLGS > 2€K. 1N Ue puOuo

avENong pueyEBovg > 2 yil/€tog (European guideline and
European Neuroendocrine Tumour Society consensus guideline)




XYMIIEPAXMATIKA

AVEAVOUEVOC EMTOANGLUOGC KUGTIK®OV VEOTAUCUATOV.
KaOnoivyoon acOevov.

[ToAAEG KaTeELBLVTPLEC OO YiEC.

O1 mAéov aglomoteg ival avtéc tov IAP 2017 kot tov
European cystic group 2018.

O £vo0ooKOTIKOG LIEPNYOG Evor 1 ECETOOT EKAOYIG TOV
OUCKOA®MY 1 TOV TEPICTOTIKOV UE  OLENUEVN
mBavotnta Yo advanced neoplasia.

Néecg texviKEG OTME VTEC TNG LOPLOKNG OVAALONG TOV
VYPOL TOAVOV VoL OGOVVE AEIOMIGTN AVGT GTO UEALOV
o€ “mpoPAnUaTiK®’ ot OdyvOOoN KOl TO YEPIGUO
TEPIGTUTIKA.

EEATOMIKEYMENH ANTIMETQIIIXH.
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