Poccuiickuii yHUBepCUTET
OpYy>KOBbI HAPOAOB
MennuyHckum PaKynbpreT
Kadenpa oukonoruun

KosopeKkTanibHbIM pak

K]II/IHI/IKE[, ANAI'HOCTHUKA, JIEHEHHE.



SITUAEMUOJIOTUS

E>XerooHo B MHUpe peruCcTpupyeTcsi OKOJIO 1200 ThIC.
HOBBIX C/Ty4aeB KOJOPEKTa/IbHOTO paka - 12 % oT
OO0I1Iero KoIM4eCcTBa OHKOJIOTMYeCKHX 3a001eBaHUM

B CIIIA - 180 TbIcC. (15% OT ymcia Bcex
3/I0Ka4eCTBEHHBIX 3a00/IeBaHUA )

B EBporme - 150 TbIC.

B Poccuu B 2016 1. BripBbie BBISIBI€HO— 40224C/Ty4YaeB
paKa 000TOYHOM KHUIIIKH U 29276 C/Ty4ald paKa IPsIMOM
KUIIKY (13,1% BCeX OHKOJIOTMYECKUX 3a00/IeBaHUA)



3ab6omeBaemocTh KPP B Mupe Ha 2016

3a00/1eBaeMOCTh MAaKCUMAJIbHAS B
3amagHoii EBporne, CIIIA,
ABcTtpanuu, HoBoit 3enanauu

3a001eBaeMOCTh MUHUMAJIbHA B
Unupuu, I0xHO# AMepuike.

CooTHoOIIeHHe M/>K OJIM3KO K

eJIHHAIIEC
ASR (world) incidence men CpenHuii Bo3pacT - 55-60 JieT,
0 2 40 PHCK pa3BUTHs Paka 000109HOMN
12\(1::55.5.1. Clobal distribution of estimated age-standardized (World) incidence rates (ASR) per 106 000, for colorectal cancer in men, KMILIKH Pe3KO BO3PACTaeT MOCJIe
70 JIeT.

World Cancer Report 2014 Edited by BERNARD W. STEWART and
CHRISTOPHER P. WILD Lyon, 2014

* 3abo0/eBaeMOCTh PaKOM TOJICTOMU

YacTtota passutus 20 yen Ha 100 Tbic HaceneHus oo 6 yenosek Ha 100 Thbic KHAIIKA OTPAXKAET MECTO
MPOXXWUBAHMS A He POXKJEHMSI.



DaKTOpBI pPHUCKA
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DaKTOpbI PUCKA

] lotunel

AKenesucmsiii NOIUR Bopcwnlmnaa ONVXOTb
HQ HOJICKE




DaKTOpPBI pPHUCKA

XpOoHUYECKHe BOCIIA/IUTE/IbHbIE 3a00/1eBaHUS
kuireuHuka (HAK, 6one3up Kpona)
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PrcyHOK 4. KAOYeBbie 3HAOCKONHYECKHE NPHU3HAKH 00Ae3HH KpoHa: aPTo3HbIe A3BbI (a); CAM3MCTAA B BHAE ~OYAbIXKHOH MOCTOBOMH »
(b); cepnUHIrHHO3HbIE («NOA3YLLUME~) A3BbI (C); CTPUKTYPA TEPMHHAADHOI0 OTAAA NOAB3AOLWHONW KHWKH (d) [20]




DaKTOpPBI pPHUCKA

Paznu4ynbie HaclieACTBEHHbIE U I'€HETHNYECKHU
00VC/IOBJIEHHBIE 3a00/IeBaHUSI

Genetics of Inherited Colorectal Tumor Syndromes

Syndrome

Features Commonly Seen In Affected Individuals

Syndromes with Adenomatous Polyps

Familial adenomatous
polyposis (FAP)

— Gardner syndrome
— Turcot syndrome

Attenuated adenomatous
polyposis coli (AAPC)

Hereditary nonpolyposis
colorectal cancer (HNPCC)

MYH-associated polyposis (MAP)

Polymerase proofreading-
associated polyposis (PPAP)

Syndromes with Atypical Polyps
Peutz-Jeghers syndrome (PJS)

Cowden disease

Juvenile polyposis syndrome

Hereditary mixed polyposis
(HMPS)

Multiple adenomas (>100) and colorectal carcinomas;
duodenal polyps and carcinomas; gastric fundus polyps;
congenital hypertrophy of retinal epithelium

Same as FAP, with desmoid tumors and mandibular osteomas

Polyposis and CRC with brain tumors (medulloblastoma,
glioblastoma)

Less than 100 polyps, although marked variation in polyp
number (from ~5 to >1,000 polyps) seen in mutation
carriers within a single family

CRC with modest polyposis; high risk of endometrial cancer;
some risk of ovarian, gastric, urothelial, hepatobiliary, and
brain cancers

Multiple gastrointestinal polyps, autosomal recessive

Large adenomas, early-onset CRC, elevated risk of
endometrial cancer only

Hamartomatous polyps throughout the gastrointestinal (Gl)
tract; mucocutaneous pigmentation; estimated 9- to 13-fold
increased risk of Gl and non-Gl cancers

Multiple hamartomas involving breast, thyroid, skin, brain,
and Gl tract; increased risk of breast, uterus, thyroid, and
some Gl cancers

Multiple hamartomas in youth, predominantly in colon and
stomach; variable increase in colorectal and stomach
cancer risk; facial changes

Polyps of highly heterogeneous form and size, a few of

which progress to CRC; confned to rare Ashkenazi Jewish
kindreds; only CRC risk is elevated

Gene Defect

APC (>90%)

APC
APC, MLH1

APC (5" mutations)

MSH2, MLH1, MSHE6 (together
>90%), PMS2 (about 5%)

MYH
POLE or POLDT

STK11(30%-70%)

PTEN (85%)

BMPR1A (25%), SMAD4
(15%), ENG

GREM1 (imputed)




PaHHUI pak

Ciusucras + IOAC/IN3UCTasA

SaHYHLEHHbIﬁ PAK ++MblllIeYHbIN

Buzbl 3arylieHHOro paka:
YsnoBas ¢opma,

sI3BeHHasl,
SA3BeHHO-UHU/IBTPAaTUBHAS ,

nrdPy3HO-UHPHUIBTPATHBHAS



Knaccudukamnus

I'mcronornyeckas TNM xnaccudukamnms
KJIaccuPpuKaIu:

JIUTe/INaJIbHbIe
OITYXOJTN

Me3eHXUMaJ/IbBHBIE
OITYXOJT!

JInmbombr

BropuuHble ommyxonu.

WHO Classificatio of Tumours of the Digestive System edited by Fred T. Bosman, Fatima Carneiro, Ralph H. Hruban, Neil D.
Theise Lion 2010



LINIVI RlallrPriRkadlivina /1/1A4 OVOA40"H0K
KHNUIITKHA

'To — nepBUYHasA OITYX0JIb HE HAUJEHA

Tis — IperHBa3MUBHBIN PaK

T1 — o1yxo/1b BpacTaeT TOJILKO B
IO C/IU3UCTYIO

T2 — omyxo/ib BpacTaeT B MbIIIIEYHYIO
000JI0YKY

T3 — Onyxo/b pacripoCTpaHsieTcs
cyOCepo3HO MIH PACIIPOCTPAHSIETCS
HA OKPY>KAIOIIYIO KUIIKY KJIETYATKY B
y4aCTKaX TOJICTOU KUIUKU He
MTOPBITHIX OPIOIITMHOMN

T4 — Onyxo/s MpopacTaeT CePO3HYIO
060/104Ky (T4a) wau BpacTer B
COCeTHHE OPTaHbl U CTPYKTYPHI &

(T46) - Adjacent organs

Sub serosa




TNM knaccudukauus (7-i
IepecMoTp)

Nx - HeBo3MO)XHO OLIeHUT Ha/InyHe MeTacTa30B B
pervoHapHbIe TUMPaTHIeCKHe y3/Ibl.

No - HeT MeTacTa30B B perioHapHbIe TUMPATHIECKHE
y3JIBI.

N1 — MeTacTasbl B 1-3 perHOHAPHBIX TUMPATHUECKHX y3/1a
N1a - MeTacTassl B 1 perTMOHAPHBIN TUMPaTHIeCKUH y3e
N1b - meTacTassl B 2-3 perioHapHBIX TUMPATUYECKUX Y3/1aX

Nic - Ha/TM9YMEe MeTaTCTAaTUYIEeCKUX OTCEBOB B OpbDKeiiKe
TOJICTOM KUIIKHU 0€e3 TUMPaTHIecKoTo y3/1a

N2 - MeTacTasbl B 4 1 60j1ee perMOHAPHbBIX
muMQpATUIECKUX y371ax
N2a - MeTacTassl B 4-6 pernoHapHBIX TUM(ATUUECKUX y3/1ax

N2b - MeTacTassi B 7 1 60/1ee peruoHApPHBIX TUMPATUIECKUX
y3/1ax



TNM kmaccuduxamus st 060109 g{
KUIIKU

Mo - HeT oTHa/IeHHbBIX MeTacTa30B

M1 - Hanuuywme oTnasieHHbIX METACTA30B
Mia - meTacTas B 1 opraH
M16 - meTacTas B 60Jiee 4YeM 1 OpraHe




HATOMMS 000IOYHOMN KUIIKU

10cm
Ascending
colon

4 cm Anus




KpoBocHabxeHHE

A. colica media A. mesenterica superior
Mesocolon

/

) ieiunali
transversum A. marginalis coli Nepsas . jejunalis

Aa. rectae

A. pancreati- SOGumw cTson
coduodenalis ramus

inferior posterior
ramus anterio

A. marginalis coli

A. colica dextra

A. ileocolica
Ramus colicus

Ramus ilealis

A. marginalis
coli

A. caecalis
anterior

A. caecalis
posterior

A. appéendicularis

A. iliaca interna
A. obturatoria

A. sacralis mediana
(ot aorta abdominalis)

A. vesicalis superior
(ot a. umbilicalis)

A. vesicalis inferior

A. rectalis media

A. rectalis superior

Aa. jejunales et ileales

A. marginalis coli

A. mesenterica
inferior

A. colica sinistra

Bocxopswas
BeTBb
Hucxopswasn
BeTBb

A. marginalis
coli

Aa. sigmoideae

Mesocolon
sigmoideum

Aa. rectae

A. rectalis superior
Rr. sigmoidei

A. rectalis superior
(paseeTBnenue)

A. pudenda interna B canalis
pudendalis [ALCOCK]

A. rectalis inferior




> / g V. gastrica sinistra
V. portae . 5, 2

R, P Z Vv. gastricae
V. gastrica dextra ; A breves

V. pancreatico- . AN / V. splenica
duodenalis (T XY w/ J J [lienalis)
(superior X 3 :

Vv. pancreaticae
posterior)

V. gastroomentalis

V. praepylorica o [-epiploica] sinistra

V. mesenterica . 1 V. pancreatica
superior iy

superior
V. gastroomentalis

[-epiploica] dextra ¢ V. mesenterica
) I p ~ inferior

V. pancreaticoduo- 7 = D )

denalis (superior anterior) /

Vv. jejunales et
\ { ileales
lMputok or colon transversum ) > _

V. pancreaticoduo-

V. colica sinistra
denalis (inferior posterior)

/4 B ol 2 1 V. testicularis
V. pancreaticoduo- -2 X \ J (ovarica) sinistra
denalis (inferior anterior) <} 7 " P I\

’ , i > | ) V. mesenterica
V. colica media | " |/ F \ inferior
V. colica dextra

Vv. sigmoideae
V. ileocolica

¢ 4 £ - V. sacralis
V. caecalis anterior \ . ’ mediana
V. caecalis posterior V. rectalis
i ; My L superior
V. appendicularis N - - P

V. testicularis Vv. sigmoideae
(ovarica) dextra

A., v. iliaca externa MpuToku ot wv. rectales

A superiores dextra et
V. iliaca interna A A > sinistra
V. glutea superior p Plexus venosus rectalis
’ A Y B MblWeYHOI 060nouKe;
Vv. obturatoriae . > . ( i : )
N V. rectalis media
V. glutea inferior
\ v | V. pudenda interna B canalis
V. pudenda interna 1 ~ ¢ N pudendalis [ALCOCK]
Vv. vesicales (npunumaet kposb o 7 W Plexus venosus rectalis (HapyxHbii)
plexus venosus vesicalis, uterinus, g
prostaticus,
vaginalis)
V. rectalis media

V. rectalis inferior
(npuTok v. pudenda interna)




Nodi
lymphoidei
paracolici

Nodi
lymphoidei
colici (medii)

Nodi
lymphoidei
mesenterici

superiores
(centrales)
Nodi
lymphoidei

colici (dextri) g

Nodi —
lymphaidei
ileocolici

Nodi
lymphoidei
praecaecales

Nodi
lymphoidei
appendiculares

Nodi lymphoidei epicolici

Nodi lymphoidei paracolici

lodi lymphoidei mesenterici
inferiores

Nodi lymphoidei colici (sinistri)
odi lymphoidei praeaortici
lodi lymphoidei sigmoidei
lodi lymphoidei paracolici

lodi lymphoidei rectales
superiores

lodi lymphoidei
mesenterici inferiores

lodi
lymphoidei
colici (sinistri)
odi
lymphoidei
praeaortici
jodi
- lymphoidei
Nodi lymphoidei iliaci : rectales
communes ¢ ., \ superiores
lodi
lymphoidei
pararectales
Nodi lymphoidei iliaci 3 k S [anorectales]
externi

Nodi lymphoidei iliaci
interni

Nodi lymphoidei pararectales
[anorectales]

Nodi lymphoidei inguinales
superficiales

MpOMEeXHOCTHbIE NUMBATUHECKHe
COCYAb APEHUPYIOT MY 8 nodi
lymphoidei inguinales




lMarHocTUKa paka
000TOYHOMW KUILIKHU

AnamHe3 1 pU3UKATbHBIN OCMOTP

ToTasbHast KOTOHOCKOTIUS C OUOTICH el

HMppurockonust

['McTonmormyeckoe vccaemoBaHre OMOIICUITHOTO MaTepHaJia
Y3H 6pronrHoM moioCcTu anudo

PeHTreHorpadust OpraHoB I'PYAHOM KJIETKH TUO0

Onkomapkepsl POA, CA 19-9

Ananu3 6uonTara onyxosnu Ha myTtaruio RAS 1 BRAF, ecu
IUArHOCTUPOBAHBI OTAA/IEHHBIE METAaCTA3bl.



NB!
beccuMIIToMHOE TeUeHUE
TOJBKO 2-2,5% O0JIBLHBIX



CHUMIITOMBI KOJIOPEKTAIBHOIO PaKa

qyBCTBO HEYIOBJICTBOPECHHOCTHU
ocJie akTa acdekanumu,

YYBCTBO HEMOJIHOTO OIIOPOKHEHHUS
KUIIICYHHUKA,

OIYIIIEHHE TYHOM 00U B KPECTILIE 1
3aJHEM IIPOXOJE.

B3AyTHE )KHUBOTA.
M3MEHEHHE (CHU)KEHUE) allleTHUTa.
00JIM B )KUBOTE

HapyIIEHHE MOTOPHO-3BaKyaTOPHOU
(PYHKLIMHU KUIIKH

HaJIMYUE MaTOJIOr'nUeCKUX
BBIJIEJIEHUN C KaJIOM

W3MEHEHUE 0O0IIETO COCTOSTHUSA
OO0JILHOTO




NB!
KosioHOCKOIIHA
He 3aMeHsem
HUppurockonuro!!!

Mopdonorudeckoe noaATBEPIKIEeHUS
OITyXOJIM 00sI3aTe/IbHO 0 Hadasia
neyeHus!!!



Mppur
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B HacToslIee BpeMs ABIACTCS
30JI0TBIM CTAHJIAPTOM HE TOJIBKO
[IOKMCKA IIPU3HAKOB IUCCEMUHAIINH
3a00JIEBAaHUS, HO U COCTOSHUSA
IIEPBUYHOU OITYXOJIH.
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Onkomapkepsl POA, CA 19-9




AnHann3 6uorTaTa OMyXoau Ha MyTaliuio RAS u
BRAF, ecnin guarHoCTULIMPOBaHbI OTAA/IEeHHbBIE
METACTa3bl.

Curvansui kackan RASMAPK
= = RAS onocpefoBanHiLIi Kackan

Peeters M, et al. Ann Oncol 2011; 22(SupplS): 0-0016.




Jlamapockorus

llo36o1155em onpeodenumaw

AUCCCMCHALINIO OITYXOJICBOI'O IIPpOHECCa, C MOp(bOJIOI‘I/I‘IGCKI/IM
IMOATBCPKACHUCM.

IPOBECTH YJIBTPA3BYKOBOE MCCICAOBAHME BHYTPUIIOJIOCTHBIM JaTYUKOM
(4yBCTBUTEJIBHOCTD B OIIPEACICHUY NTYOUHBI HHBA3UU OITYXOJIM COCTABIISET
98,2%, ipudeM, pu UHPUIBTPAIIMHA BCEX CI0eB KuieuHon creHku 100%, a
Py HAJIMYWM IIpopacTaHus B KiaeTtdarky — 97,4%, y310Bble 00pa3oBaHusl B
NapeHXUME NEYEHHU BEIMYMHONU OT 3 MM

bt






XUpyprudeckoe ge4YeHue.
[ I]pyHDOMIIBL:

Panvkanusm
MakcuManbHOe coxpaHeHUe GyHKITMU OpraHa.



XUpyprudeckoe ge4YeHue.
BapuaHThI:

[IpaBocTOpOHHSS

IreMmMKOJIDKTOMMUSI.

Pesexuust monepe4yHo

000I0YHOMN KUIIKHU

N N s

l/&-:r“ft—’ WI v"‘,'
2 VEN Tl
rﬁr\"‘“\“l‘ Z i
X )“a
. &

JleBOCTOpOHHSIA

IreMmMKOJIDKTOMMUSI.




XUpyprudeckoe ge4YeHue.
BapuaHThI:

]Ianapocrconnqecm/le NJIN OTKPbBITHIC OII€pallH1H.

KoMOrHHMpOBaHHbBIE OTIE€PAIIHH:
PEBEKU,I/IH KHUIIKHW + pe3eKUus IMe9Y€HHN BIVIOTH 10
reMuureriaTakKToOMmuun
PEBGKH,I/IH OITyXOJIEBOTI'O KOHITIOMEPATA COCTOSLIETO N3
OITyXOJIr TOJICTOU KUIIKU U COCE,H,HCI'O/I/IX OpPraHOB KyZad
MPOpaCTaeT OMyXOJTb.



XUpyprudeckoe jevyeHue:
Kakoii mocTyn BeIOpaTh?

JlamapoTromust Jlanmapockonus

Onepauns B HE3aBUCMMOCTM OT AOCTYNa AOIMKHA NOAYMHATCH OCHOBHbIM
NPUHUUNAaM: paamkanuam n coxpaHeHne yHKUmMm opraHa!




YacToTa 1MM¢pOTreHHOTO

MeTAaCTa3UuPOBAHUS
<5%

Mucosa

—— Lamina propria
Muscularis mucosae

]— Submucosa

Muscularis propria

Pericolic

perirectal = = :
tissue —[ N Subserosa
Serosa

Adventitia

30-60%




O61bem mnMdaIeHIKTOMUHY TP JIOKATU3AIUH 37TI0KAYeCTBEHHOM ¢

. . Briicolis/Paracclic lymph msdes (Group 1)

. : Epicolic/Paracolic, and/or Intermediate

lymph nodes (Group 2)

: Main lymph nodes (Group 3)



O61bem mnMdaIeHIKTOMUHY TP JIOKATU3AIUH 37TI0KAYeCTBEHHOM ¢

. : Epicolic/Paracolic lymph nodes (Group 1)

. : Epicolic/Paracolic, and/or Intermediate
lymph nodes (Group 2)

: Main lymph nodes (Group 3)

Q : Lymph nodes beyond Group 3 (Group 4)



O61bem mnMdaIeHIKTOMUHY TP JIOKATU3AIUH 37TI0KAYeCTBEHHOM ¢

*: The lymph node is dissected optionally.

‘ : Epicolic/Paracolic lymph nodes (Group 1)

. : Epicolic/Paracolic, and/or Intermediate
lymph nodes (Group 2)

: Main lymph nodes (Group 3)

Q : Lymph nodes beyond Group 3 (Group 4)



O61bem mnMdaIeHIKTOMUHY TP JIOKATU3AIUH 37TI0KAYeCTBEHHOM ¢

*: The lymph node is dissected optionally.

‘ : Epicolic/Paracolic lymph nodes (Group 1)

. : Epicolic/Paracolic, and/or Intermediate
lymph nodes (Group 2)

: Main lymph nodes (Group 3)

O : Lymph nodes beyond Group 3 (Group 4)



lymph nodes (Group 2)
: Main lymph nodes (Group 3)
O : Lymph nodes beyond Group 3 (Group 4)

‘ : Epicolic/Paracolic lymph nodes (Group 1)
. : Epicolic/Paracolic, and/or Intermediate

///,,W/ ,,/,,/
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O61bem mnMdaIeHIKTOMUHY TP JIOKATU3AIUH 37TI0KAYeCTBEHHOM ¢



. : Epicolic/Paracolic lymph nodes (Group 1)

. : Epicolic/Paracolic, and/or Intermediate
lymph nodes (Group 2)

: Main lymph nodes (Group 3)

Q : Lymph nodes beyond Group 3 (Group 4)




O61bem mnMdaIeHIKTOMUHY TP JIOKATU3AIUH 37TI0KAYeCTBEHHOM ¢

. : Epicolic/Paracolic lymph nodes (Group 1)

. : Epicolic/Paracolic, and/or Intermediate
lymph nodes (Group 2)

: Main lymph nodes (Group 3)

Q : Lymph nodes beyond Group 3 (Group 4)



JlydyeBas Teparus rnpu pake
000IOYHOM! KHUILIKHU
MIPAKTUYECKH He TIPUMEHSIeTCS



XUMUOTEpaITu:

Printed by ugljesha stanoevich on 2/18/2018 7:20:38 AM. For personal use only. Not approved for distribution. Copyright © 2018 National Comprehensive Cancer Network, Inc., All Rights Reserved.
National
Comprehensive  NCCN Guidelines Version 1.2018 NCCN Guidelines Index

NCCN Ko Table of Contents
Nirtl\flzrrk@ Colon Cancer Discussion

PRINCIPLES OF ADJUVANT THERAPY (1 OF 2)

« FOLFOX is superior to 5-FU/leucovorin for patients with stage Ill colon cancer.!2 Capecitabine/oxaliplatin is superior to bolus 5-FU/
leucovorin for patients with stage lll colon cancer.

« Capecitabine appears to be equivalent to bolus 5-FU/leucovorin in patients with stage Ill colon cancer.?
« A survival benefit has not been demonstrated for the addition of oxaliplatin to 5-FU/leucovorin in stage Il colon cancer. FOLFOX is

reasonable for stage Il patients with multiple high-risk factors and is not indicated for good- or average-risk patients with stage Il colon
cancer.

« A benefit for the addition of oxaliplatin to 5-FU/leucovorin in patients age 70 and older has not been proven.*

« In patients staged as T1-3, N1 (low-risk stage lll), 3 months of CapeOX is non-inferior to 6 months of CapeOX for disease-free survival; non-
inferiority of 3 versus 6 months of FOLFOX has not been proven. In patients staged as T4, N1-2 or T any, N2 (high-risk stage lll), 3 months of
FOLFOX is inferior to 6 months of FOLFOX for disease-free survival, whereas non-inferiority of 3 versus 6 months of CapeOX has not been

proven. Grade 3+ neurotoxicity rates are lower for patients who receive 3 months versus 6 months of treatment (3% vs. 16% for FOLFOX; 3%
vs. 9% for CapeOX).5

« OcHOBHOI npenapat: 9 — (PTopypauunn (NnpumeHseTca Ha
npoTsKeHun nodTtr 50 ner)
e JleMKOBOPH — noteHuupyeT aelctene 5-OY

e [lpenapaTbl NNAaTUHbI NokasbiBaloT 6omMbLUMIA 3PdEKT Npu
coyeTaHum c 5-dY
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PRINCIPLES OF ADJUVANT THERAPY - CHEMOTHERAPY REGIMENS AND REFERENCES (2 of 2)

mFOLFOX 6 CAPEOX®

Oxaliplatin 85 mg/m? IV, day 1* Oxaliplatin 130 mg/m? IV* day 1

Leucovorin 400 mg/m? IV, day 1** Capecitabine 1000% mg/m? twice daily days 1-14 every 3 weeks x 24
5-FU 400 mg/m? IV bolus on day 1, then 1200 mg/m?d x 2 days (total weeks.

2400 mg/m? over 46-48 hours) continuous infusion.

Repeat every 2 weeks.!23 5-FU/leucovorin
* Leucovorin 500 mg/m? given as a 2-hour infusion and repeated

Capecitabine? weekly x 6. 5-FU 500 mg/m? given bolus 1 hour after the start of

Capecitabine 1000-1250% mg/m? twice daily days 1-14 every 3 weeks leucovorin and repeated 6 x weekly. Every 8 weeks for 4 cycles.®

X 24 weeks. « Simplified biweekly infusional 5-FU/LV (sLV5FU2)”
Leucovorin 400** mg/m? IV day 1, followed by 5-FU bolus 400 mg/m?
and then 1200 mg/m?d x 2 days (total 2400 mg/m? over 46—48 hours)
continuous infusion. Repeat every 2 weeks.

KaneuntabumH — nponseoaHoe pTopnupnmMmnanHa kapbamara. KaneuutabumH cam
no cebe He obnagaeT UMTOCTaTUYECKON aKTUBHOCTBIO, HO B TKAHAX ONYXOnu Npu
B3aMMOLENCTBUN C PEPMEHTOM TUMUANHAGOCOPUNAs3on NpeBpaLLaeTCA B aKTUBHbIN
5-pTopypauunn. Takum obpasom, kaneumTabunH okasbiBaeT nsbuparenobHoe
LUMTOCTaTUYECKOE OEUCTBME B OCHOBHOM Ha TKaHW OMyxosnun, B TO BPEMS KaK BNUsIHNE
Ha 300POBbIE TKAHU MUHUMATBHO



XUMUOTEpPATTUA:

PATHOLOGIC STAGE® ADJUVANT THERAPY™®

Tis; T, NOO M0 ———————— > Nohg —/mMm™m™m———————»
T2,NO, M0 ———————> NOn@ ——mm—————————>

T3, NO, MOX!
(MSI-H or dMMR)

—_-——— None—/— @

Clinical trial

T3, NO, Mok or
(MSI-L or MSS and I—. Observation ——m8 ————————— &
no high-risk features) or

—

Consider capecitabineP
or 5-FU/leucovorinP
CapecitabineP9

or 5-FU/leucovorinP9

or
FOLFOX®P9' or CapeOxP:®"—s
systemic recurrence®'™ | —|or FLOXPOSt P

T3, NO, MO at high risk for
or T4, NO, MO or
Clinical trial
or

Observation

Node-positive disease,
see COL-4

SURVEILLANCE"
Colonoscopy at1y
» If advanced adenoma, repeatin1y
» If no advanced adenoma," repeat in 3 y, then every 5 yW

« History and physical every 3-6 mo for 2 y,
then every 6 mo foratotal of 5y

» CEA* every 3-6 mo for 2y, then every 6 mo fo
atotalof5y

« Chest/abdominal/pelvic CT" every 6-12 mo
(category 2B for frequency <12 mo) forupto 5| ¢
y for patients at high risk for recurrenceY R —

« Colonoscopy® in 1 y except if no preoperative |-+ Work :
colonoscopy due to obstructing lesion, See Workup
colonoscopy in 3-6 mo (COL-9)
» If advanced adenoma, repeatin1y
» If no advanced adenoma," repeat in 3 y, then

every 5yW
* PET-CT scan is not routinely recommended
* See Principles of Survivorship (COL-G)



OcCl10XHEeHU 4

KHMILIEYHAas: HenpoxoauMocTh (50%),
KkpoBoteueHue (18%),

nepru(pOKaAIbHOE BOCIIAIICHUE U
aocrenupoBanue (11%),

nepdopanus (5%).



OcCl10XHEeHU 4

YacTo TpeOyroT

YKCTPEHHOI'O XUPYPIrUUE€CKOIO
BMEIIATEILCTBA

C LEJIbIO JIMKBU AN
HEIOCPEICTBEHHON YIPO3bl JKU3HU
OOJILHOTO



OOTypallOHHAs KMIICYHAs
HEIPOXOAUMOCTD

Koncepeamuenwvie meponpuamus, é ciyuae ycnexa, n0360a110m
n0020mo8umsb 00J1bHO20 K NJIAHOBOMY XUPYPUUECKOMY
aeuenuro!

ONOPOKHEHHUE KHUIIKHU C MPUMEHEHUEM KJIM3M, JIEKapCTBEHBIX
penaparoB, ClIa3MOJUTHKOB.

[IombITKa YCTAaHOBKK CaMOPACIIUPAIOIIETOCA CTEHTA.

JlekoMIpeccHusa Ha30raCTpaabHbIM 30HAOM C ITOCJIEYOLIUM
OIIOPOKHEHUEM BEPXHUX OTIEIIOB KETYIOUHO-KUAIIIEYHOTO
TpPaKTa.

KOMIIEHCALMS BOJHO-3JICKTPOJUTHBIX HAPYIIICHUH,
MCITIOJIb30BAaHNE CITA3MOJINTHUKOB.



OOTypalMOHHAs KUIIEYHAS HEIPOXOIUMOCliled

IloxazaHusl K XUPYPru4eCKOMY JICYEHUIO:

be3ycrnenHoCTh KOHCEPBATUBHOIO
JedyeHus B TeueHue 4-6 4yacos.

OTCYyTCTBHE BO3MOKHOCTH CTCHTUPOBAHUS
TOJICTOU KMIIIKK HA YPOBHE ONYXOJIH.

Jlpyrue ocioxHeHUS (CBUIIH, a0CIECCHI,
KPOBOTEUYEHHE... ).



OOTypaLMOHHAs KAIIEYHAs HENPOXOAM et

NB!

OO0BEM XUPYPru4eCKOro JICYCHUS IpU
OCJIOKHEHHOM KOJIOPEKTAJIIBHOM PaKe
OnpeaesieTCs UHIAUBUYAIBHO.



OCI0KHEHHBIN KOJOPEKTAJIBHBIN P!

O0beM onepanum 3aBUCHUT OT:

OO0I1Iero COCTOSHUA IalMedTa
Jlokanuzamuu U pacupoCTPaHCHHOCTH OIYXOJIH
Craguu 3a00J1IeBaHUSA

Bo3moxkHOCTH (11€51€C000pa3zHOCTH) (HOPMHUPOBAHUS
aHacTOMO3a

OCHaIIICHHOCTH YYPEKIACHUS U ONBITHOCTH
XUPYPruveCcKon Opurapl.



OOTypaloHHas KUIIEYHAsI HEIPOXO]

npu

MCXOHOM TSXKEJIOM COCTOSIHUHM TTAIUEHTA,
BBIPAKEHHOW MHTOKCUKAIIUY,

HaAJINYUUA MECTHO HEPE3EKTAOEITBHOM OITYXOJIH,
OTCYyTCTBHM BO3MOKHOCTH (POPMHUPOBAHKS aHACTOMO3a

6BLNOJIHAIOMCA pA32pPYy304YHblE U OpeHupyiomue onepayuu



Habaronenue

SURVEILLANCE"
Colonoscopy at1y
» If advanced adenoma, repeatin1y
» If no advanced adenoma,” repeat in 3 y, then every 5 yW

« History and physical every 3—-6 mo for 2 y,
then every 6 mo for a total of 5y

» CEAX every 3—6 mo for 2y, then every 6 mo for
atotalof 5y

« Chest/abdominal/pelvic CT" every 6-12 mo
(category 2B for frequency <12 mo) for l;p toS5| 15
y for patients at high risk for recurrence

« Colonoscopy® in 1 y except if no preoperative |- Recurrence,

colonoscopy due to obstructing lesion, See Workup
colonoscopy in 3—-6 mo (COL-9)
» If advanced adenoma, repeat in1y
» If no advanced adenoma," repeat in 3 y, then
every 5y%
* PET-CT scan is not routinely recommended

« See Principles of Survivorship (COL-G)




