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Main Topics

1. Pancreatic Cancer

2. Rectal Cancer

3. Metastatic Colorectal cancer
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• Triphasic CT is the preferred pre-operative imaging.
• If resectability questionable endoscopic ultrasound (EUS) or MRI can 

be complementary.
• Selective use of laparoscopy and PET scans can be considered to rule 

out metastatic disease.

• The ideal upfront resectable patient has the following characteristics:
– Lack of metastatic disease
– Lack of distant lymph node involvement
– Lack of SMV or Portal vein involvement and  normal tissue planes around 

SMA + Celiac axis

• Patients with potentially resectable pancreatic cancer should be 
assessed by a multidisciplinary team including a surgeon with 
pancreatic expertise in a high volume centre with access to medical 
and radiation oncology, interventional radiology, gastroenterology, 
anesthesia, intensive care support, and nutrition. 

What is the appropriate imaging modality for the regional staging of 
pancreatic cancer prior to determining resectability?

What are the advantages to neoadjuvant 
treatment in pancreatic cancer?

• Sparing of surgical morbidity 
and mortality in patients who 
have rapidly progressive non-
curative disease
–Early treatment of micro 

metastases

–Increased rates of R0 resection
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What are the disadvantages of neoadjuvant treatment 
in pancreatic cancer?

– Requirement for pre-operative biopsy with  risk of 

tumor seeding

– Potential chemotherapy and radiation toxicity 

delaying surgical resection

– Potential for post-operative complications

• Possibility of patients progressing with this 

approach, leaving patients non-surgical, although 

the curability of individuals with rapidly progressive 

disease is debatable. 

Is there such a thing as downsizing borderline 
resectable pancreatic adenocarcinoma?

• Randomized controlled trials data assessing neoadjuvant 
treatment in downsizing borderline resectable pancreatic 
cancer is lacking.

• Given the lack of high level evidence, upfront surgery versus 
neoadjuvant treatment in borderline resectable pancreatic 
cancer is debatable.

• Due to the limited evidence, we cannot endorse one approach 
over the other. These cases should be discussed in a 
multidisciplinary setting. 

• We encourage enrolling borderline resectable pancreatic 
cancer patients on clinical trial.

• We recommend clinical investigation with newer chemotherapy 
regimens, such as FOLFIRINOX or Nab-Paclitaxel plus 
Gemcitabine, to assess their role in downstaging borderline 
pancreatic cancers.
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RECTAL CANCER

• Discussion in multidisciplinary cancer 
conferences prior to the initiation of 
primary treatment is recommended.

• The report of the synoptic pelvic MRI 
should be available at the time of the 
presentation

Who benefits from neoadjuvant rectal 
radiotherapy ?

• Based on NCCN guidelines, the standard of care is 

to administer neoadjuvant RT to patients with 

cT3/T4,N0 or any T and lymph node positive (N+) 

disease.

• New emerging data will help stratify patients 

according to risk of recurrence and describe who 

may be spared neoadjuvant or adjuvant treatment.
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What duration of neoadjuvant RT should 
be used in rectal cancer?

• For resectable stage 2 or 3 disease, there is 

no difference on OS or DFS when short vs 

long course RT is used (Level 1)

• Both options are validated.

• Short course RT has less acute toxicity and 
may be preferable for elderly or if there are 
concerns that patients may not be able to 
complete long course treatment.

What is the role for brachytherapy in the upfront 
treatment of rectal cancer?

• Brachytherapy is emerging as an option in 
the neoadjuvant treatment of rectal cancer.

• Sparing of a greater volume of normal tissue.  

• Early data shows promising results 

• High-Dose Brachytherapy is to be tested in 
RCT against External Beam Radiotherapy 
prior to making further recommendations 
regarding its use in rectal cancer.
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What is the significance of a Pathologic 
Complete Response?

• pCR is defined as a specimen 
where you do not see any cancer 
cells (Tumour regression grading 
=1).

• An individual meta-analysis has 
shown that pCR is prognostic 
(Maas, 2010)

Is there a role for oxaliplatin-containing chemotherpay 
in long course neoadjuvant ChemoRadiation for rectal 

cancer?

• Trimodality therapy with neoadjuvant chemotherapy 

(either infusion 5FU or capecitabine) and radiation  

followed by surgery is considered an acceptable 

standard of care for T3/T4 or LN positive disease.

• We do not endorse the use of oxaliplatin in 

neoadjuvant chemoradiotherapy for rectal cancer, 

given the lack of evidence for superiority over 

fluorpyrimidines alone, and the greater toxicity 

associated with combination chemotherapy. (level 1)
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Can surgical resection be avoided in patients with 
clinical complete response after neoadjuvant CRT?

• Systematic reviews show decreased local 
recurrence and distant failure and improved overall 
survival among rectal cancer patients with cCR after 
neoadjuvant CRT compared to patients without cCR.

• No RCT to date has randomized patients with cCR to 
observation versus surgery.  

• We still endorse surgical resection following 
neoadjuvant CRT, even in those patients with cCR.

• Future prospectives trials are needed

Following resection of rectal cancer, what adjuvant 
chemotherapy should be considered?

• Due to downstaging effects, we still 

recommend making chemotherapy decisions 

based on clinical stage estimate prior to 

concurrent CRT.

• Acceptable adjuvant chemotherapies based 

on extrapolation from colon cancer data 

include: FOLFOX/CAPOX/XELOX, 5FU/LV, 

Xeloda for 4 to 6 months.
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Should we intensify neoadjuvant treatment of rectal 
cancer with biologics to ensure obtaining a pCR?

The addition of biologics (i.e.: cetuximab, 
bevacizumab) to neoadjuvant rectal cancer 
treatment has not been shown to improve the 
rate of pCR.
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The Toronto Ritual Dance !!!
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The Pot and Kettle!!!!

OVERVIEW

• CORRECT:Regorafenib vs Placebo(Pos.)

• Co. 20:Cetuximav +/- Brivanib (neg.)

• X-Pect: Capecitabine +/- Perifosine (neg.)

• TAS- 102
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Issues with Toxicity and QOL
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Question: What is the role of regorafenib in third or 
fourth line treatment of metastatic CRC treatment?

• Regorafenib should be considered in patients with refractory 

metastatic CRC who have been treated with standard treatment 

including fluoropyrimidines, oxaliplatin, irinotecan, and 

cetuximab or panitumumab .

• This treatment is applicable to patients that are both Kras wild 

type and Kras mutant with good performance status 

Regorafenib’s modest survival benefits need to be considered 

in relation to its toxicities and lack of impact on QOL.

• Patients should be enrolled in a clinical trial when possible.

What about TAS102 ???
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THANK YOU


