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EUS: d1ayVWOTIKN TTPOCEYYIOH

e EuaioBnoia 93-95%
o Ymeptepei o€ oxéon e CT R MRI o€ dykoug <2 cm

e AoBeveic pe uttoywia Ca TTaykpEatog aAAG aca@r) aKTIVOAOYIKA
gupruaTta — uywnArn apvnTikn TTPOYVWOTIKN agia (NPV)

Clin Gastroenterol & Hepatol 2006;4:717-25
Gastrointest Endosc 2003;58:836-40



EUS: pada TraykpEATog
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EUS - FNA

e Euaiobnoia: 89-92%, €1dikéTnTa: 96%
e On site KuttapoAdyo¢ — diayvwoTikn akpifeia: 90-95%

e Tuyxaiotroinuévn MEAETN eualoBnoiac ue 84 acBeveic:
EUS-FNA: 84% vs. CT/US-FNA: 62% (P=0,074)

Pancreas. 2013:42:20-6
Gastrointest Endosc. 2000:51:184-90
Gastrointest Endosc. 2006:63:966-75




EUS - FNA

e ATTapaitnTn yia xopriynon XMO (neoadjuvant ry definitive)

e YWnAoTepn dlayvwaoTik atrodoon 1piv TV ERCP yia TotroB€tnon
SEMS

e Mn avaykaia o€ QuECA eyXEIPNOIUN VOOO

e AOCPAANGC
- Traykpeartitida: 0,6%, aipoppayia: 0,3%

e Needle tract seeding: 2,2% (CT-FNA: 16,3%)

Gastrointest Endosc 2013;77:839-43
Gastrointest Endosc 2003;58:690-95



EUS - FNA
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EUS: otadiotroinon / agioAdynon
ECAIPECINOTNTAG

e AIRGnon ayyeciwv
EuvaioBnoia: 66-86%
Ei1dikoTNTO: 89-94%

e ETmIXwpIlo1 Asppadéveg
EuvaioBnoia: 69%
EidikétnTa: 81%

MDCT Mg TTAYKPEATIKO TTPWTOKOAAO

JOP. 2013:14:484-97
Cancer Res Clin Oncol. 2014:140:2077—-86



2T0010TTOINCT KOAPKIVOU TTAYKPEATOG

>

National 5 Culde %
comprehensive NCCN Guidelines Version 1.2020 NCCN Guideinas Indax

N 2 R Jable of Canlents
NCEN K Pancreatic Adenocarcinoma Dlaciianion

PRINCIPLES OF DIAGNOSIS, IMAGING, AND STAGING

* Decisions about diagnostic management and resectability should involve multidisciplinary consultation at a high-volume center with
referance to appropriate high-quality imaging studies to evaluate the extent of disease. Resections should be done at institutions that
perform a large number (at least 15-20) of pancreatic resections annually.

» High-quality dedicated imaging of the pancreas should be performed at presentation (even if standard CT imaging is already available),
preferably within 4 weeks of surgery, and following neoadjuvant treatment to provide adequate staging and assessment of resectability
status. Imaging should be done prior to stenting, when possible.

* Imaging should include dedicated pancreatic CT of abdomen (preferred) or MRI with contrast.

» Multi-detector computed tomography (MDCT) angiography, performed by acquiring thin, preferably sub-millimeter, axial sections using a
dual-phase pancreatic protocol, with images obtained in the pancreatic and portal venous phase of contrast enhancement, is the preferred
imaging tool for dedicated pancreatic imaging.® Scan coverage can be extended to cover the chest and pelvis for complete staging as per
institutional preferences. Multiplanar reconstruction is preferred as it allows precise visualization of the relationship of the primary tumor
to the mesenteric vasculature as well as detection of subcentimeter metastatic deposits. Sze MDCT Pancreatic Adenecarcinoma Protecol,
PANC-A (3 of 8).

* MRI is most commonly used as a problem-solving tool, particularly for characterization of CT-indeterminate liver lesions and when
suspected pancreatic tumors are not visible on CT or when contrast-enhanced CT cannot be obtained (as in cases with severe allergy to
iodinated intravenous contrast material). This preference for using MDCT as the main imaging tool in many hospitals and imaging centers

is mainly due to the higher cost and lack of widespread availability of MRI compared to CT. Sea MRI Pancraatic Adenocarcinoma Protocol,
PANC-A (4 of 8).

* The decision regarding resectability status should be made by consensus at multidisciplinary meetings/discussions following the acquisition
of dedicated pancreatic imaging including complete staging. Use of a radiology staging reporting template is preferred to ensure complete
assessment and reporting of all imaging criteria essential for optimal staging, which will improve the decision-making process.® Sea
Bancreatic Cancer Radiology Reporting Template, PANC-A (5 of 8).
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PRINCIPLES OF DIAGNOSIS, IMAGING, AND STAGING

* The role of PET/CT (without lodinated Intravenous contrast) remains unclear, Diagnostic CT or MRI with IV contrast as discussed above In
conjunction with functional PET imaging can be used per institutional preference, PETICT scan may be considered after formal pancreatic
CT protocol In high-risk” pationts to dotoct extra pancreatic metastases. It is not a substitute for high-quality, contrast-enhanced CT,

+ EUS is not recommended as a routine staging tool, In select cases, EUS may be complementary to CT for staging,

+ EUS-FNA/fine-noedlo biopsy (FNB) Is preferable to a CT-guided FNA in patients with rosectable disease because of better diagnostic yield,
safoty, and potontially lower risk of peritoneal seeding with EUS-FNA/FNB when compared with the percutancous approach. Biopsy proof
of malignancy Is not required before surgical resection, and a non-diagnostic biopsy should not delay surgical resection when the clinical
suspiclon for pancreatic cancer Is high,

+ Diagnostic staging laparoscopy to rule out metastases not detected on Imaging (especlally for body and tall leslons) Is used In some
Institutions prior to surgery or chemaradiation, or selectively In patients who are at higher risk® for disseminated disease. Intraoperative
ultrasound can be used as a diagnostic adjunct during staging laparoscopy.

+ Positive cytology from washings obtained at laparoscopy or laparotomy Is equivalent to M1 disease. If resection has boen done for such a
patient, ho or she should be treated for M1 disease.

+ For locally advanced/metastatic disease, the panel recommends serial CT with contrast (routine single portal venous phase or dedicated
pancroatic protocol if surgery is still contemplated) or MRI with contrast of known sites of disease to determine therapeutic bonefit, However,
It is rocognized that patients can demonstrate progressive disease clinically without objective radiologlc evidence of disease progression,

* Rocent retrospective studies suggest that imaging characteristics may not be a reliable indicator of resectability in borderline resectable and
locally advanced patients who have recelved neoadjuvant therapy. Determinations of resectability and surglcal therapy should be made on
an individualized basis in a multidisciplinary setting. (See Discussion for referencos)
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CRITERIA DEFINING RESECTABILITY STATUS®

Resectability | Arterial Venous
Status
Resectable No arterial tumor contact {celiac axis [CA]. superior mesenteric artery | No tumor contact with the superior mesenteric vein (SMV) or

[SMA], or common hepatic artery [CHA]J) portal veln {(PV) or 180" cantact without vein contour Irregularity.

T A
Borderline Pancreatic head/uncinate process: == | - Solid tumor cantact with the SMV or PV of >180", cantact of
Resectable® = Solid tumor contact with CHA without extenslon to CA or hepatic =180" with contour Irregularity of the vein or thrombosis of the
artery bifurcation allowing for safe and complets resection and vein but with suitable vessel proximal and distal to the site of
reconstruction. involvement allowing for safe and complete resection and vein
* Solid tumor contact with the SMA of <1380° reconstruction.

= Solid tumor contact with variant arterial anatomy (ex: accessory
right hepatic artery, replaced right hepatic artery, replaced CHA, and | - Solld tumor contact with the inferior vena cava (IVC).
the origin of replaced or accessory artery) and the presence and
degree of tumor contact should be noted if present, as it may affect
surglcal planning.

Pancreatic bodyitail:

= Solid tumor contact with the CA of =130°

= Solid tumor contact with the CA of >180" without involvement of the
aorta and with intact and uninvolved gastroduodenal artery thereby

permitting a modified Appleby procedure [ panel bers
prefer these criteria to be in the unresectable category}.
Unresectable® | - Distant metastasis {(including non-reglonal lymph node metastasis) Headluncinate process:
Head/uncinate process: = Unreconstructible SMV/PV due to tumor involvement or
= Solld tumor contact with SMA >180° occlusion (can be due to tumeor or bland thrombus)
* Solid tumor contact with the CA >180° = Contact with most proximal draining Jejunal branch into SMV
Body and tail: Body and tall:
= Solid tumor contact of >180° with the SMA or CA = Unreconstructible SMV/PV due to tumor involvement or
* Solid tumor contact with the CA and aortic involvement occlusion (can be due to tumor or bland thrombus)

aAl-Hawary MM, Francss IR, Charl 5T et & Pancreatic ductal adenocarcinoma radialogy reporting tamplate. cansensus statemant of the Society of Abdomenal
R y and the Amencan Pancreatic Assocation. Radiology 2014 Jan: 27041 x248-260

USolid tumor contact may ba raplaced with Increased hazy density'stranding of the fat surrounding the peri-pancreatic vessels (typically ssen following neoad|uyant
Inerapy ). this indng should be reported on the ataging and follow-up scans. Decision on resectabdy status shauld be made in these patents, In consensus at
multidisciplinary meetings/discussions.

Note: All recommondations are category ZA unless otherwise lndicated.
Cunical Trials: NCCN belloves that the best of any jant with ar is in a clnical trial. Farticipaton @n clinicat trials is especially encouraged.

PANC-C
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MapnyopnTIKA AVTIMETWITION

e ‘|IKTEPOG
e ATOPPALN YAOTPIKAG £COO0U
e AAyoC

e AVETTAPKEIO ECWKPIVOUG MOoipag

pancreaticcanceraction.org



ERCP: tTrTapoxéTeuon XoAnpopwyv
S




ERCP: 1T010 TO OWOTO timing;

Mn avaykaia o€ aoBeveic ue AueECa eyxeIpnoIun vOoo

RECOMMENDATION

ESCGE recommends against routine preoperative biliary
drainage in patients with malignant extrahepatic biliary
obstruction; preoperative biliary drainage should be re-
served for patients with cholangitis, severe symptomatic
jaundice (e.q., intense pruritus), or delayed surgery, or
for before neoadjuvant chemotherapy in jaundiced pa-
tients.

Strong recommendation, moderate guality evidence.

ESGE 2017



ERCP vs. PTCD / xeipoupyeio
S

ERCP: AlyoTepeg €MITTAOKEG, MIKPOTEPN VOONPOTNTA, TAXUTEPN
avappwaon, HIKPOTEPO KOOTOG

RECOMMENDATION

ESGE recommends that decompression of malignant
extrahepatic biliary obstruction be performed via endo-
scopic retrograde cholangiopancreatography (ERCP)
rather than by surgery or percutaneously.

Strong recommendation, moderate quality evidence.

ESGE recommends restricting the use of EUS-guided bili-
ary drainage to cases where biliary drainage using stand-
ard ERCP techniques has failed.

Strong recommendation, low quality evidence.

ESGE 2017



ERCP: TUTTOC £VOOTTPOOEO NG
|

SEMS: MeyaAUtepn O1apKkela BaTOTNTAG, AlyOTEPEG KABUOTEPNOEIG OTNV
XMO, Trapopolo cUVOAIKG KOOTOG, £mMITpETTOUV RO ekTOUN, OEV AUGAvVOUV
TTEPIEYXEIPNTIK voonpoTtnTa / BvntdTnTa

RECOMMENDATION

ESGE recommends the endoscopic placement of a 10-
mm diameter self-expandable metal stent (SEMS) for pre-
operative biliary drainage of extrahepatic malignant bili-
ary obstruction.

Strong recommendation, moderate quality evidence.

ESGE 2017




EUS-KaTEUBUVONEVN TTAPOXETEUCT
XoAn@opwyv (EUS-BD)

e ETTi TeXVIKA aduvartng r) atmmotuxnuevng ERCP

® «XOAOTTETITIKI» avaoTOPwWaN (dlayacTpiKnA 1 d1adwdEKAdAKTUAIKNA)
uE TOTTOBETNON Stent

e TeyVIKN randezvous



1. NTTATIKOYAOTPIKN avacTopwon (HGS)
2. XYOANOoXodwodeKAdAKTUAIKN avaoTopwon (CDS)




TexVIKN randezvous

Straight Push (long) Pull (short)




EUS-BD vs. ERCP (w¢g TTpwTnNG YPOMUMNAG
MEOODOI)

e [lapdpoia TEXVIKNA ETTITUXIO
e [lapdpoia KAIVIKA eTTITUYXIO
e [lapouoia acPAaAcia

e ATraitei upnAn €ceidikeuon

Sci Rep 2019;9:16551
Dig Endosc 2020;32:16-26



ATTo@pacn YOO TPIKNG EEO000U
S

e 10-25% TWV 00BevwyV

e SEMS vs. yaoTpeVTELOAVAOTOUWON
NIYOTEPEC ETTITTAOKEG
TaxuTepn per 0s oiTion
MikpOTEPN VOO nAcgia
MIKPOTEPO KOOTOG
[Mapouola emiBiwon / roidtnTa (WNng

J Gastrointest Oncol. 2014:5:92-8
Gastrointest Endosc. 2010:71:490-9



ATTo@pacn YOO TPIKNG €000V




AVTIMETWTTION AAYOUG

e EUS - kateuBuvopuevn veupOAuaon KOIAIOKOU TTAEYHOATOC
e Bupivacaine + ETOH (98%)
e BeAtiwon oto 70-85% Twv aoBevwv

Dig Dis Sci. 2009;54:2330-7




AVETTAPKEIA ECWKPIVOUG HOipag

e 64-100% TwvV aoBevwyv
e [loAUTTOPAYOVTIKAG AITIOAOYIOC
e YTIOKATAOTAON TTAYKPEATIKWY evUUwWV (PERT)

e AIATPOYPIKEC TPOTTOTTOINCEIC
Mikp& kal cuxva yeupaTta
Mn avaykaiog o TTEPIOPICUOS TOU AITTOUC

J Gastroenterol Hepatol. 2011;26 Suppl 2:12



Screening CTOV TTAYKPEATIKO KAPKIVO;

e Avayvwpion MEAWV TN OIKOYEVEIOQC 0€ AugnUEVO KivOuvo
(oIKoyevr ¢ TTPOdIABEDN ) YEVETIKG OUVOPOUQ)

e ECaTtouikeupévo screening / surveillance

e MRI/MRCP, @

e 2T10X0I1: TINOMO, PanIN / IPMN upe HGD

Gut 2020:69:7-17



Screening OTOV TTAYKPEATIKO KAPKIVO;

Table 3 Summary of the main recommendations of the 2019 International Cancer of the Pancreas Surveillance (CAPS) Consortium

Who?

All patients with Peutz-Jeghers syndrome (carriers of a germiine LKB7/57K 17 gene mutation)

All carriers of a germiine COKN2A mutation

Carriers of a germline BRCA2, BRCAT, PALB2 ATM, MLHT, MSH2. or MSH6 gene mutation with at least one affected first-degree blood relative

Individuals who have at least one first-degree relative with pancreatic cancer who in turn also has a first-degree relative with pancreatic cancer (familial pancreatic cancer
kindred)

When (at what age)?

» Age to initiate surveillance depends on an individual's gene mutation status and family history

Familial pancreatic cancer kindred Start at age 50 or 55~ or 10 years younger than the
(without a known germiine mutation) youngest affected blood relative

Mutation carriers: For COKN2A T, Peutz-Jegher syndrome, start at age 40; BRCAZ ATM. PALB2 BRCAT, MLHT/MSH2 start at age 45 or 50 or 10 years younger than youngest
affected blood reiative

» There is no consensus on the age te end surveillance
How?

At baseline

During Tollow-up

>
>
>
>

MRI/MRCP+EUS + fasting biood giucose and/or HbA1c

Alternate MRI/MRCP and EUS (no consensus if and how to altemate)
Routinely test fasting blood glucose andfor HbATcC

YV iYaY; Y

On indication Serum CA 19-9 » i concerning features on imaging
EUS-FNA oniy for » Solid lesions of =5 mm
» Cystic lesions with worrisome features
» Asymptomatic MPD strictures (with or without mass)
» CT only for » Solid lesions, regardless of size
» Asymptomatic MPD strictures of unknown aetiology
(without mass)
Intervais and surgery
12 Months » | no abnormalities, or only non-concerning abnormalities
(eg, pancreatic cysts without worrisome features)
3 or 6 Months » If concerning abnormalities for which immediate surgery is not indicated
{see figure 2 for details)
Surgery » [T positive FNA and/or a high suspicion of malignancy on imaging (see figure 2 for details)
» When surgery is indicated, perform an oncological radical resection at a spedalty centre
Goals
The goal of surveillance is to detect and treat the following pathological lesions » Stage | pancreatic cancer, confined to the pancreas,

resected with negative margins
» Pancreatic cancer precursof lesions with high-grade
dysplasia (PanIN or IPMN)




2uuTtrepaocpuara 1

e Avixveuon pikpwv BAaBwv €TTi KAIVIKAG / ATTEIKOVIOTIKAG UTTOWIOC
(EUS)

e Tommkr otadiotroinon pe EUS yévo cuuttAnpwuartika tng MDCT
O€ ETTIAEYUEVEC TTEPITITWOEIG

e Anwn uAikou (EUS-FNA) tTpiv Tnv XMO (neoadjuvant, definitive)

e EUS-FNA1pIv TnV ERCP



2UNTTEPACHOTO 2

e [lapoxEreuan xoAn@opwyv pe SEMS (ERCP)

e AVTINETWTTION ATTOPPAENG YAOTPIKAG £¢0doU (SEMS)
e AVTINETWTTION KAPKIVIKOU TTOvou (EUS-CPN)

e Aiarpo@ikny kaBodriynon/ PERT

e Avayvwpion atopwyv uwnAou KivdUvou TTPoG
screening/surveillance
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