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5.B.0. ANTALYA EGITiM VE ARASTIRMA HASTANESI. I¢
HASTALIKLARI AD. TIBBI ONKOLOJI KLINIGT
CERRAHI SONRASI ONKOLOJIK YONETIM; ADJUVAN KT,
RADYOTERAPI, IMMUNOTERAPI, GENETIK IRDELEME
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AJANDA
* Girig
* Adjuvant KT
¢ Adjuvant RT
* Hedefe yonelik tedaviler
« immunoterapi

Genetik irdeleme

Kilavuz 6nerileri
o Ozet
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* Mortalitede hala tst siralarda
« Osefagus:
* % 90 SCC, Adenokarsinom

* SCC (% 70), Torasik/Servikal lok. =  Adenokarsinom !,
Distal torasik Lokalizasyon !

* Mide
* % 90 Adenokarsinom
* Distal =p Proximale kayma
e Siniflama = Molekdler siniflama !
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* Tedavi:

¢ KT =p
* Adenokarsinom alt tipinde hedef yolaklar !!!
« immun kontrol nokta inhibitérleri:
* SCC=pPD-L1 ekspresyonundan bagimsiz etkili gibi
|

* Adenokarsinom—p PD-L1 (—)/Q Fayda belirsizdir.
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* MULTIDISIPLINER degerlendirme

« Bimodal/trimodal tedavi !!!!

« Cerrahi (Kuratif/Palyatif)

Ustes
Refere .

anserleri

« Patolojik degerlendirme:
« Histopatolojik alt tip
+ CErb B2, MSI, PDL-1 s
* Evre
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Cerrahi sonrasi
EK TEDAVI GEREKLILIGI !
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ADJUVANT KT ADJUVANT RT
* Cerrahi!
* Preop (RT ile kombine) > Adjuvant * KT ile kombine uygulamalar
* Lokal nuks * Preop KRT
« RO * Neoadjuvan KRT--Cerrahi  vs  Cerrahi
« Patolojik yanit ! * Neoadjuvan KRT--Cerrahi  vs  Definitif KemoRT
* Preop tedavi (-) * Neoadjuvan KRT--Cerrahi  vs  Neoadjuvan KT--Cerrahi
« RO * Preop tedavi (-)
. SCcC @ ¢ SCCR1-2de
. . i +
« Adenokarsinom > @ /KT Adenokarsinom RO(T3/4, N+)/R1/R2
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el CRC O ADIUVANT KT
Urba ve ark. 82 SCC+adeno  FVC/45Gy/Cx 50 28 30 0.15
o 50 16 .
Bosset ve ark, I scc Sisp/37Gy/Cx 143 20 3 NS * Endikasyon (pT2)
EORTC x 138 - 36
Walsh ve ark. 15 Adeno. CF/40Gy/Cx 58 2 32 0.01
Irlanda O 55 - 6
Burmeister veark. 5.4 SCC+adeno  CF/35Gy/Cx 128 16 35 NS
& * Hangi ajan ? (FU ve/veya kombinasyonlari)
Tepper ve ark. 3 SCCtadeno  CF/S0Gy/Cx 30 4 39(5y) 0.008
LGB 9871 o 2% - 16 (5y)
TapiTo ve ark. 7 SCCtadeno  Pac-Carbo/41.4Gy/Cx 180 29 49ayfot) 0001
CROSS <3 188 - 243y (ort)
: A NS * Her hastaya verelim mi ? (MSI-H ?)
FFCD o %8 B 443y (ort)
s 10
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Benefit of Adjuvant Chemotherapy
Int 0116, 2001 ACTS-GC, 2007 CLASSIC, 2012 o
S i for Resectable Gastric Cancer
Opere Evre -1 Opere Ewre -l ‘Opere Eure 1 A Meta-analysis
o o
\ / \ 10 Years. o
st | Goem sxeox | Goem = 2010 :
: — = 17 galisma
— = n=3838
H

T] = 5yillik OS:

= %55.3 vs %49.6, p<0.001
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Randonize az Randomize e Randonize el
JAGRO, 2018 operevre il ARTIST2,2021  OpereEvre il SAMIT, 2014 Opere Evre Il
nsts m1ass
T ~
» B
/\ N \
s s1 | sk sonkeT VT | s1 | el pacs
& Docetaxel

= 2013 - - )
i 3yilik 05 §
= 14 calisma e el (R - |
® n=3288 3ylikRs { N T
= KT vs Cerrahi #0007 e
= DFS ve OS avantaji var Teasneetuiontsgmentowts | e
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* RO rezeksiyon oranini artirma Rezektabl
Mide (%74), Distal ECF-Cerrahi-ECF % 42 Syil: % 36 vs % 23
MAGIC  6zofagus (%11), 503 0.0009
* Evre dustirme iﬁﬁzg) Cerrahi
Lokal ileri ECF-Cerrahi
. N P EORTC Mide veya OGJ 144 Vs %92  Medyan: 64 vs 53 ay 0.46
* Mikrometastatik hastalik tedavisi AdenoCa (11/ill Cerrahi
Rezektabl CF-Cerrahi-CF
. Sagkahm ava ntajl FNCLCC Alégs/e,\:ﬁg:s/ 202 ce::ahi Syil: % 38 vs % 24 0.02
AdenoCa
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ORIGINAL ARTICLE
An Updated Meta-Analysis of ized C Trial A ing the
Effect of ji cl in Gastric Cancer

Bing-Hong Xiong,' Yong Cheng, "' Li Ma,’ and Cai-Quan Zhang'

"Depar the First. . Chongaing. P & China:
“Department R.China
*« n=1820 1,14 10

grade 3/4 adverse effects. NAC can significantly down-stage
the tumor and improve RO resection rate of patients with
gastric and gastroesophageal cancer. It s safe and feasible,
and can be tolerated. NAC can slightly improve the survival

* RO oranini artiriyor
* Sagkalim avantaji sagliyor

RCTs to define the clinical benefits of NAC and the most

iong BH, Cheng Y. Ma L, Zhang CQ. Caner Iavest. 2014 Ju

254, Epu 2014 May 6.
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ADJUVANT RT
B “ * Adjuvant KRT:
—
Mide Pt
(%94), - * 0116
0G)  (%6) |
AdenoCa . * ARTIST
T4Nany o * CRITICS
n=484 st
RO: %95 vs %84
<0.0001 13 2
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JOURNAL OF CLINICAL O INAL REPORT -
Phase 111 Trial Comparing Capecitabine Plus Cisplatin
Versus Capecitabine F splatin With Cc
:_ ith D2 L;
v’ n=458, D2 dis. I T T S AR A
v 6 KT(Kapesitabin/Sisp) vs 2 KT-KRT(45Gy+Kapesitabin)-2 KT
v DFS
%I#??;: ONKOLO. ﬁ L(JIH?EIU Ol OLO.
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ESVD ondBLBEY ,
T r— v’ Ortanca izlem: 37 ay

A randomized phase Iil trial comparing adjuvant single-agent S1, S-1 with
with S-1 and oxaliplatin in

patients with node-positive gastric cancer after D2 resection:
the ARTIST 2 trial’®

v/ n=538, D2 dis.
v’ Evre lI/Il, LN (+)
v’ S1, SOX, SOX-RT

v’ SOX ve SOXRT S-1'e T

gore DFS arttiriyor ) o o
Fatenlsal ik "

v/ SOX ve SOXRT arasinda T

DFSfarkyok (p=0.667). =% " & 1 & f i or |
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m ANNALS 5 yillik OS:
ONCOLOGY + KT: % 58, KRT: % 46 (HR, 1.62; P =.0004)
Adjuvant chemotherapy is superior to chemoradiation after D2 surgery for
gastric cancer in the per-protocol analysis of the randomized CRITICS trial Results: Of the 788 patients, 478 started post-operative treatment according to protocol, 233 (59%) patients in the CT
1. Hartgrind, H. Putter’, E. Meershoek Kiein Kranenbarg’, group and 245 (62%) patients in the CRT group. Patient and tumor characteristics between the groups before start of
an Sandick’, Y. K. M. Claassen’, J. P. B. M. Braald’, £ P M. Janser’, K. Sikorska®, the post-operative treatment were not different. After a median follow-up of 6.7 years since the start of post-operative
H. van Tinteren®, 1. Walraven®, P, Lind”, M. Nordsmark’, M. 1. van Berge Henegouwen’", H. W, M. van Laarhoven®’,
A. Cats™, M. Verhelj"" & C. J. H. van de Velde'", on behalf of the CRITICS investigators treatment, the 5-year overall survival was 57.9% (95% confidence interval: 51.4% to 64.3%) in the CT group versus
Operab|’ n=788 45.5% (95% confidence interval: 39.2% to 51.8%) in the CRT group (adjusted hazard ratio CRT versus CT: 1.62 (1.24-
. 2.12), P = 0.0004). Inverse probability weighted analysis resulted in similar hazard ratios.
— 3ECF-- Cerrahi -- 3ECF Conclusion: After adjustment for all known confounding factors, the PP analysis of patients who started the allocated
— 3ECF-- Cerrahi -- RT (45 Gy + Kapesitabin,sisplatin) post-operative treatment in the CRITICS trial showed that the CT group had a significantly better 5-year overall survival
than the CRT group (NCT00407186).
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ive NCCN Guidelines Ve 22022 eGN Gudeines e
e NCCN Guidolines Vorsion e HEDEFE YONELIK TEDAVILER
FOLLOW-UPISURVEILLANGE"
e 1-2years . * HER-2 mutasyonu
T camsny| | ERE L hon L L
|| e et ez e
o) LS i 1 e 1 monin 55 s, and sty e « Angiogenez- VEGF
Nootrested) | Ereaner, 3 neeced hasea on symptame ot s4iCErapE Aninge Recumence
oo o adomenpali it st and 1V omirast 2 < nicaly e B = o
2 Frormt B and especiay ater ot | [Shruvorsnips =
=) o et ey o ” * NTRK gen flizyonu
eadwn || C Contrast (preferred) ery &12 years,
pecadiant |71 G iy o Comaider FOG-PETICY a2 chnicaly
herapy) ietioms) and westo¢ oo
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« Anti HER Trastuzumab
nti Trastuzumab in combination with chemotherapy versus @%

* Trastuzumab (ToGA) (Metastatik 1. basamak tedavide)
¢ Trastuzumab Deruxtecan (DESTINY-GastricO1, DESTINY-
Gastric02) (Metastatik 2. ve 3. basamak tedavide)
* Anti Angiogenez- Anti VEGF
¢ Ramicirumab (RAINFALL, REGARD,
(Metastatik 2. basamak tedavide)
* Apatinib (Metastatik 3. basamak tedavide)

* NTRK inhibitorleri
* Entrectinib
* Larotrektinib

RAINBOW)

chemotherapy alone for treatment of HER2-positive
advanced gastric or gastro-oesophageal junction cancer
phase 3, open-label, randomised controlled trial
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Trastuzumab Deruxtecan

DESTINY-Gastric01: Study Design

* Multicenter, open-label, randomized phase Il study

Strtfied by region 1apan s Korea), £COGPS.
(0vs 1), HERZ stotus (I 31 vsIHC 20/1544)

T-DXd.6.4 mg/ks,
sdptens i e/
locally advanced or

UntilPD,
metastatic gastric o GE)  Aandomized = unacceptable AFs,

cancer that progressed on e P
(N-188) Paclitaxel 80 mg/m? Days 1, 8, 15 every 4 wieeks
(n=62]

* Primary endpoint: ORR by ICR (RECIST v1.1)

= Secondary endpoints: OS (key), DOB, PFS, DCR, confirmed ORR, safety
Side credit dincloptons.com
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Trastuzumab Deruxtecan
DESTINY-Gastric01: OS and PFS

o0s 2

wmu [Median 05, T DXavs PC-12.5 vs8.4 mos. 100 Median BFS, T-DXG s PC:5.6 5 3.5 mos.
o oz sikciossase) e e oo
E 3
fo = fw
fo 0
E i

R EEEES RN EEEE

* Improved ORR and S with T-DXd vs PC for most subgroups analyzed; ORR and OS higher with T-
DXdin pts with HER IHC 3+ vs IHC 2+/ISH+; ORR and OS similar with T-DXd vs PC in IHC 24/ISH+
subgroup

1 2
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Trastuzumab Deruxtecan
DESTINY-Gastric02: Trastuzumab Deruxtecan in
Western Patients With HER2+ Advanced Gastric or
GEJ Cancer With Progression Following First-line
Trastuzumab-Containing Therapy

CCO Independent Conference Highlights*
of the ESMO 2021 Canference,
September 17-20, 2021, Virtal

CLINICAL CARE OPTIONS"

rovect by Gncal Cre Optors, LLC

CLINICAL CARE OPTIONS®
ONCOLOGY

St by ol rats o SlrenecsDuchi Sk, ;.
£ e b on Bipharmecstiots, -

Trastuzumab Deruxtecan
DESTINY-Gastric02: Study Design

= Open-label, multicenter phase Il trial

Patients in U, Europe with
unresectable or metastatic gastric
o GE cancer; HER+* on biopsy
after progression on fist-line  —+
trastuzumab-containing regimen
1

T-0xd
6.4 mg/kg Q3W

(N=79)
“Defined a5 IHC 3+ o IHC 24751+

= Primary endpoint: confirmed ORR (per ICR)
= Secondary endpoints: PFS (per ICR), OS, DoR (per ICR), safety,
tolerability

0]
o e E5M0 2021, st 145, Sid cradt: cinicsloptions com
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Trastuzumab Deruxtecan

DESTINY-Gastric02: Efficacy

Outcome
Confirmed ORR, n (%) [95% CIl
n (%

= BR, n (%) 27(34.2)

= 50,0 (%) 34(43.0)

= PD,n (%) 13(16.5)

= NE, n (%) 2(25)
Median DoR,* mo (95% CI) 8.1 (4.1-NE)
Confirmed DCR," n (%) [95% C1] 64 (81.0) [70.6-89.0]
Median TTR, mo (25% CI) 14(14-2.6
Median PFS,’ mo (95% CI)

Median follow-up, mo (range) 57(07152)

“Basedon =30 esponder

“Exploracory endpolnt.
“Based on 12 events: 36 vich progresive disease, and 6 deths,

[EEP————— Side crodit: iealoptons com
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. .. Apatinib
G C e e NTRK Gene Fusions in Gl Cancers: Rare but Actionable
Tumors Harboring NTRK Gene Fusions.
wonsren [ ] arious scomas
SRTS% hyroid
Throid orpnt mesoasic
st [PFTS% nept
fantleRbrosarcoma
secttorycarcinoms of he sy g | o
sermonybress |
s
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+ Adjuvant: RO op sonrasi rezidii T/N (+): Nivolumab (Chekmate-577)
« Nivolumab/Pembrolizumab *  Metastatik:
« MSI-H, dMMR, TMB, PDL-1 . 2:;()—2 (), Adeno, CPS 25 : 1. basamak: Nivolumab + FOLFOX (Chekmate
* Her 2 (-) CPS 2 10: 1. basamak. Pembrolizumab + KT (Keynote 590)
* HER-2(-), PDL 1 den bag (Attraction-3),
X . . *  Mide:
* Histolojik alt tip: + Adjuvant: @
* SCC: PD-L1 ekspresyonundan bagimsiz etkili gibi ? * Metastatik: . ! - B, i
. 3 p . o (H *  HER-2 negatif, CPS >5- 1. basamak: Nivolumab + FOLFOX (Chekmate 649)
* Adenokarsinom: PDL-1 distik derecede (+) ise etkinlik ? + HER-2 pozitif, PDL-1 % 1 Uzerinde: 1. basamak: Trastuzumab +
Pembrolizumab + KT (Kenote 811)
ulusa ulusa
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Nivoluma .
Osefagus-Adj i
Adjuvant nivolumab in and junctional (Checkmate 577 study) A DSl vl A

Key eligiv :vly criteria

Primary endpoint:
< DFs

Secondary endpoints:

ratory endpoints
d:

7/

Wt

et
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Nivolumab Pembrolizumab
sefagus-Met-2.sira sefagus-Met-1.sira
versus in i with > "n @D
cell or i SH®
i to i < (ATTRACTION-3): alone for first-line treatment of advanced oesophageal
N . Phase 3 tral p ooy phiw g
" phase 3 study
Met Osafagus SCC
. ¢ 1. basamak
* 1 basamak FU ve platin sonrasi| o .
, * Pembrolizumab + KT vs KT
* Nivolumab vs KT 749 ‘(373 376)
. * n= Vs
vda PDL-1 den bagimsiz .
ik s iy o o : * % 73 SCC, % 27 Adenokarsinom
" o * PDL-1CPS >10: mOS 13,9 vs 8,8
“
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or Squamous Cell Carcinoma of the Esophagus
The Phase 2 KEYNOTE-180 Study

¢ n=121

* Pembrolizumab monoterapisi

* ORR: % 9.9.
¢ SCC (n =63) %14.3; Adenokarsinom %5,2 (n = 58).
+ PD-L1-(+) (n = 58) %13.8; PD-L1-(-) (n = 63) %6.3.

Pembrolizumab

Rando ed Phase IIl KEYNOTE-181 Study of
Pembrolizumab Versus Chemotherapy in
Advanced Esophageal Cancer

* n=628

* Pembrolizumab vs KT

* OS: PD-L1 CPS 210, SCC: 9,3 vs 6,7 ay; (P = 0,007)
* 12 ayhk OS orani: % 43 vs % 20.

CONCLUSION Pembrolizumab prolonged OS versus chemotherapy as second-ine therapy for agvanced
esophageal cancer in palients with PD-LL CPS = 10, wilh fewer lrealmentelated adverse events.
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Nivolumab

mcnngress

Nivolumab plus chemotherapy or ipilimumab vs
chemotherapy as first-line treatment for advanced
gastric cancer/gastroesophageal junction cancer/
esophageal adenocarcinoma: CheckMate 649 study

Yelena Y. Janjigian,' Jaffer A. Ajani, Markus Moehler,? Marcelo Garrido,* Carlos Gallardo,® Lin Shen,*
Kensel Yamaguchi,’ Lucjan Wyrwicz,® Tomasz Skoczylas,” Arinilda Bragagnoli, © Tianshu Liu, "' Mustapha Tehfe, 2

Elena Elimova, > Mi

shun Li, * Valerie Poulart, ' Ming Lel, " Kaoru Kondo, ' Kohef Shitara

hina; "Oncol

Presentation Number LBA7
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CheckMate 649 study design

+ CheckMate 649 is a randomized, open-label, global phase 3 study (NCT02872116)

Key eligibity criteria

Dual primary endpoints

NIVO + chemo v chemo
+'05 and PFS per BICR (PD-L1 CPS 3 5)

NIVO « chemo vs chemo. NIVO < 11 vs chemo
-0 (PDLICPS S 1, + 05 (PD-L1 PS5,
all randomized) all randomized)

At data cutoff (May 27, 2021), the minimum follow-up was 24.0 months in the NIVO + chemo arm and 35.7 months in
the NIVO + IPI arm
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Baseline characteristics

All andoniz

Median age (range), years
hate ) 7 & 2
Won-Asan/Astan Tera Tersa D D
Primary tumor Tocation
G n n @ n
Gexc I 1 » A
etastatic duense % 3 3 5
astases ) W % ©
Signet ring cel carcinoma W 7 7 Fi
DLic © & E] @
Tumor cell P0-L13 T4 0 0 7 7
i
nss - 5 e 5
Nsinigh s 3 3 2
FOLFOXXELOXreceived on tudy’ 20 X3 3 e

+ Baseline characterfstics were balanced across the arms and consistent with the PD-L1 CPS > 5 population
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CHECKMATE-649
The impact of PD-L1 expression on CM-649 trial outcomes

A Overall survival
Modian overall survival,
months. Unstratified hazard ratio
Nivolumab pius | Chemotherapy
chomothorapy alono

e for death (96% CI)

interaction test
b value

Jaigion YY ol Lancet 2021 Jl 3.358(10204) 2740
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Summary
* NIVO + chemo continued to demonstrate improvement in OS, PFS, and objective responses vs
chemo in previously:untreated patients with advanced GC/GEJC/EAC with an additional 12
month follow-up
~ Clinically meaningful longt¢ fit with sustained separation of the KM curves
_Iiigher oRRandmere =] Clnical Trial Protocel  Chunc, sang,Fuh o
~ Deepening of response with additional complete responses with longer follow-up & K engy covrn [oer———
oy o cpclopestyconrd
e :
+ NIVO + IPI did not significantly improve OS vs chemo in patients with PD-L1 CPS > 5 = L .
+ No new safety signals were identified with NIVO + chemo or NIVO + IPI ECOD peromancs o001
By
+ Longer follow-up data for NIVO + chemo further support its use as a new standard 1L
treatment in patients with advanced GC/GEJC/EAC e
e
st s2
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Pembrolizumab

TRASTUZUMAB + PEMBROLIZUMAB IN ADVANCED
GASTRIC CQNCER

EYNOTE-811 phase 3 study E

Pembrolizumab/rastuzumablchematherapy FDA approved May 2021 in HER2# disease

GENETIK IRDELEME

QRisk degerlendirmesi icin spesifik éneri yok

QBilinen yliksek riskli sendromu olan bireyler igin bir kanser
genetigi uzmanina sevk edilmesi 6nerilir.

v’ Tylosis
v’ Familial Barrett Esafagus
v Bloom Sendromu

v Fanconi Anemisi
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Sommahensive NCCN Guidelines Version 2.2022 e
sty Gareer Esophageal and Esophagogastric Junction Cancers e ecison

PRINCIPLES OF GENETIC RISK ASSESSMENT FOR
ESOPHAGEAL AND ESOPHAGOGASTRIC JUNCTION (EGJ) CANCERS
Scroening Recommendations

bo.
Indicated below.
‘Syndome Gensl) Inheritance | Scresning Recommendations

[ s ‘Screening by upper gastrointestinal endoscopy Is
with non-spidermalytic pamoplantar Autosomal ' by upper g 4
el RHBOF2 Gotmname! | recommendad ity members Wi yiois
and Howe-Evans syndrome' 2 v 9

~Potential family history of Barret esophagus, ssophageal
adenocarcinoma, or EG. adenocarcinoma sh

Cantidat genes Getarmined for paents presamting with GERD, espacialy
. Autosomal | Caucasian males oider than 40 years o age-
Famill Barett ssophags (FBE | have notbeen | Qo | SCrecning or Baret ssaphagua by upper gastrointestinai
Sncosco s recammenied i iy members wih FBE sfer

30 years of age, sspocially i the indvidual has a history of
GERD.

" Autosomal | Screening for GERD with or without andoscopy to screen for

Bloom syndrome (8S)’ BLWRECOLS | {oClls" | aany candar ster 20 years of age may be coneidered

Fanconi anemia (FA)'? FANCD1, BROAZ, | Autosomal | Endoscopy of the esophagus may bo considered as a
FANCN (PALBZ)  [recessive [ screening strategy In individas (dentified with FA.

GENETIK iIRDELEME

% 5-10 familyal (+), % 3-5 kalitsal genetik sendromu ile iligkili
Hasta:

O<40y

O< 50y + 1 veya 2. derece bir akrabasi Mide Ca (+)

OHerhangi bir yasta Mide Ca + 1. ve 2. derece akraba >2
Mide Ca (+)

UlUS
CERRAHI C
0

O< 50 y Mide + Meme Ca (+)

OHerhangi bir yasta Mide Ca + 1. ve 2. derece akraba Meme
Ca(+)

OHerhangi bir yasta Mide Ca + Ailede juvenil polip veya
gastrointestinal polipoz 6ykusu (+)

OHerhangi bir yasta Mide Ca + Ailede Lynch sendromuna
bagl Ca 6ykisu

Aile 6ykusu:

OvYakin bir akrabada Mide Ca vyatkinlk geninde bilinen
mutasyon

O< 40y tani almig 1 veya 2. derece bir akrabasi Mide Ca (+),

O< 50 y tani almis 2 birinci veya ikinci derece akrabada Mide
Ca (+),

QvYastan bagimsiz 3 birinci veya ikinci derece akrabada Mide
Ca

0< 50 y tani almig Mide ve Meme Ca, jivenil polip veya yakin

akrabada gastrointestinal polipozis.

i esso

QO Herediter diffiiz Gastrik kanser
QO Lynch Sendromu

O Juvenil Polipoz Sendromu

QO Peutz-Jeghers Sendromu

O Ailesel Adenomatoz Polipozis
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QOHerediter diffiiz Gastrik kanser

v'Geng yas, otozomal dominant.

v'CDH1'de mutasyon %30-50 (+)

v'Yasam boyu risk: Erkekler icin % 67 ve kadinlar icin % 83

v'CDH1 mutasyonu olan kadinlarda meme lobiiler karsinomu

gelisme riski 1!

ulusa ZAS
CERRAHI ONKOLOJI Q €sso

KONGRESI

0

QI CDH1 mutasyonlari bakilmasi diigtiniilen durumlar:

v Yastan bagimsiz: Ailede 2 mide Ca vakasi (biri diffiiz mide
Ca)

v Aile dykisi olmaksizin: 50 y énce diffiiz mide kanseri

v Kisisel veya ailede: Diffiiz mide Ca ve lobiiler meme Ca

oykusu, biri 70 y dnce tani almig

ulusa
CERRAHI ONKOLOJI
ONGRESI

v 50y &nce aile bireylerinde 2 lobiiler meme Ca (+)

v Maori etnik kdkenine sahip bireylerde herhangi bir yasta Diffiiz
mide kanseri, veya kisisel veya ailede yarik dudak/yarik damak
oykusu olan bireylerde

v 70y 8nce bilateral lobiiler meme Ca

b

ulusal 48
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syndrome Genets) Inheritance Gastiic Screening Recommendations
Pattern
Hereditary diffyse | CDH1 ‘Autosomal | +Prophylactic total gastrectomy is recommended between ages 18 and 40 for CDH1
gastric cancer ‘dominant
gastrectom,

proximal margin contains esophageal squamous mucosa and the distal margin
contains duodenal mucosa, to enstire complete removal of gastric tissue. A D2

+Prophylactic
considered for certaln patlents,
with gastric cancer before 25 years of age.
- CDH?

8 years of age but may be

hould

jery pper

biopsies. Women with CDH1 mutations are at increased risk for breast cancer and
using higt NCCN Guidelines

for GeneticiFamilial High-Risk Assessment. Breast, Ovarian, and Pancreatic.

. DGC, geneti

s indicated.
individuals or familes or thoss of Asian descent may consider EGD with

Liodenoscopy (1o dlstal duodanum or Into the jajunum). Ses NCEN
‘Guidelines for Genetic/F amilial High-Risk Assessment: Coloretal for additional
screening recommendations.

EPCAM, MLH1, | Autosomal | Selected

Lynch
syndrome (LS) | MSH2 MSHs, | dominant
Fis2

e

6%}':
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Sammahansive NCCN Guidelines Version 2.2022
NCCN BGs Esophageal and Esophagogastric Junction Cancers

Network®

HSTOLOGY  TUMOR For
CURSSIFicATIONS

(EsGrns)

(o ion-cervicar ssopnagus) | {Esorns)

Sauamous
i or

Denitve chemoradiation
o corviea ssopnagus)

[Sec'EsGpro)

{Esoris)

T ™ |consider chomotherapy alone n the sstting of invasion of
rachoa, areat vessors, vortabrai body, or heart

52 Paiiive Management (ESOPH10)

b

ulusa K
CERRAHI ONKOLOJI
§ i
| kKONGReSt | €sso

- NCCN Guidelines Version 2.2022
Esophageal and Esophagogastric Junction Cancers

nes Version 2.2022
and Escphagogastric Junction Cancers
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OZET
* MULTIDISIPLINER YAKLASIM
« Bimodal/Trimodal tedaviler
* Lokalize hastalik:
¢ KT:
« Osafagus: Adj: RO, Rezidii T/N: Nivolumab
¢ Mide: Adj: T, N, LN yeterliligi, RO duruma gore KT + KRT
¢ RT:
« Osefagus: Neoadj: Preop KRT/KT
* Mide: Adj: T, N, LN yeterliligi, RO duruma gore KT + KRT.
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* Metastatik hastalik:

¢ Hedef tedaviler:

* 1. ve 2. basamak: Adenokarsinom, Her 2 (+) ise KT + Anti
Her ajanlar

* 2. basamakta Ramicirumab + KT
« immunoterapi: PDL 1 +, MSI-H/dMMR, TMB Sabriniz icin tesekkir ederim
 Osefagus (CPS !): 1. ve 2. basamakta KT ile kombine
* Mide (CPS !): 1. ve 2. basamakta KT ile kombine
* Sitotoksik tedavi:
¢ 1. basamak: Her-2 (-), PDL-1 (-) ise Kombine KT (2/3)
* Cikis yasi ve aile dykusi gozetilerek Genetik danismanhk
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