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¢ Para que sirve un protocolo?

“El protocolo es una herramienta increiblemente util,
creada precisamente para facilitar la organizacion y
ejecucion de cualquier acto y contribuir a que todo el

mundo se sienta comodo.”
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Revision
Protocolo de tallado, estudio e informe anatomopatologico de las
piezas de duodenopancreatectomia cefalica por carcinoma de pancreas

Maria del Carmen Gémez Mateo **, Luis Sabater Orti® y Antonio Ferrandez Izquierdo *¢

* Servicio de Anatomia Patoldgica, Hospital Clinico Universitario de Valencia, Valencia, Espafia
b Servicio de Cirugia General y Aparato Digestivo, Hospital Clinico Universitario de Valencia, Valencia, Espafia
¢ Departamento de Patologia de la Universidad de Valencia, Valencia, Espafia

“La falta de consenso para el desarrollo de una GUIA ESTANDARIZADA en el estudio
macroscopico de las piezas de DPC se debe, en gran parte, a que la cirugia pancreatica se
realiza tan sélo en un pequeio numero de hospitales, por lo que el numero de patélogos
con acceso a estas piezas es limitado. Pero también puede atribuirse, en cierto modo, al mal
prondstico de esta neoplasia y la falta de tratamientos adyuvantes eficaces, lo que ha
producido, hasta ahora, un limitado interés en la valoracion de los bordes quirurgicos, a
diferencia de lo que ocurre en la mayoria de los otros canceres del tracto digestivo mas
frecuentes como los de colon y recto.”



Autor Ao Tallado MT MP MM MAMS MVMS Unc MA MB MPr M.Dis
C. Verbecke (172) 2006 Axial v v v v v v
T. J. Howard (271) 2006 NE o |l & v v v
C.P. Raut (166) 2007 Perpendicular 7 v v
AMS

A. Westgaard 2008 Perpendicular v v v v
(269) Margen

retroperitoneal
1. Espésito (205) 2008 Axial Vi | ITV v v v v v
K.\V. Menon (174) 2009 Axal i | v Vo Vv, v
D.K. Chang (272) 2009 | Longitudinal y axial || « v v v v v
F. Campbel (224) 2009 Axial v || v v v v
N.B. Jamieson 2010 Transverso 4 J v Vv v N v
J.L. Gnerlich (273) 2012 NE IV, v v v
B.M. Rau (227) 2012 Axial S| B v v v v v
N.B. Jamieson 2013 Transverso o |l v v v v v
(274)
B.K. John (192) 2013 Axial v v v v v v
C.W. Kimbrough 2013 Coronal v
(275)
T. Sugiura (276) 2013 Radial v & v v
L.T. Konstantinidis 2013 Perpendicular i | 97 v
(277) Ducto pancreatico
L.. Sabater (207) 2014 Axial o0 1N v v v v v
A. Mathur (278) 2014 Perpendicular o RS Iy v v v v v
T.C. Pang (279) 2014 NE v v v v v v v
J.R. Delpero (226) 2014 Axial J v v v v v
F. Gebauer (208) 2015 Axial v v v v v
Nuestro estudio 2016 Axial v v v v v v

MT: margen de transeccién; MP: margen posterior;, MM: margen medial; M.AMS: margen AMS;
M.VMS: margen VMS; Unc: margen uncinado; MA: margen anterior; MB: margen biliar; M.Pr: margen
proximal (gastrico); M.Dist: margen distal (yeyunal). NE: no especificado.
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Preguntas frecuentes ante el abordaje de una
reseccion pancreatica

1. Como oriento y tallo cada pieza
2. ¢Qué margenes son importantes y debemos estudiar y reflejar en

el informe final?

3. Notificacion de margenes: “Crecimiento tumoral INDIRECTO
dentro del margen de 1 mm”.

4. Tumores de la zona periampular: i existent peculiaridades?

5. Neoadyuvancias: ¢ CoOmo calculo el tamafo y grado de regresion
tumoral en las neoadyuvancias?
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“ Preguntas frecuentes "'

Como oriento vy tallo cada pieza
Determinar el lugar de origen

Qué margenes son importantes y debemos
estudiar y reflejar en el informe final

“Crecimiento tumoral INDIRECTO dentro del
margen de 1 mm”



The Royal College of Pathologists
Pathology: the science behind the cure

D for histopathological reporting of carcinomas of the pancreas,

ampulla of Vater and common bile duct

October 2019

Authors: Professor Fiona Campbell, Royal Liverpool University Hospital
Dr Alison Cairns, St James’ University Hospital, Leeds
Dr Fraser Duthie, Queen Elizabeth University Hospital, Glasgow
Professor Roger Feakins, Royal Free London
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Am J Surg Pathol. 2014 April ; 38(4): 480-493. doi:10.1097/PAS.0000000000000165.

Whipple Made Simple For Surgical Pathologists:
Orientation, Dissection, and Sampling of Pancreaticoduodenectomy Specimens For a
More Practical and Accurate Evaluation of Pancreatic, Distal Common Bile Duct, and

N. Volkan Adsay, MD', Olca Basturk, MDT, Burcu Saka, MD’, Pelin Bagci, MD’, Denizhan
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No existe un gold estandart a la hora de
ORIGINAL ARTICLE procesar las muestras. A pesar de ello, el Royal

Axial slicing versus bivalving in the pathological College of PathOIOQiSts (RCP) favorece el
examination of pancreatoduodenectomy specimens meétodo de corte axial

(APOLLO): a multicentre randomized controlled trial

Stl]n van Floessel‘ E||ne C. Soer Susan van Dleren Lianne Koens”. Marie Louise F. van Velthuvsen®.
S - =~ -2 Table 2 Macroscopic assessment by the study expert panel

Both techniques Axial slicing Bivalving P value
(n = 512 surveys) (n = 256 surveys) (n = 256 surveys)
Ambas técnicas funcionaron de B Uil oA lCtRS i eaaE s per v
manera similar con respecto a: b sl blag
All pancreatoducdenectomy specimens (n = 128) 70(15) 72 (13) 68 (16) 0.21
e Precperative diagnosis pancreatic cancer (n = 55) 70 (13) 70 (12) 70(13) 0.91
1' Ia Concorda el & ntre Preoperative diagnosis CBD cancer (n = 21) 69 (14) 66 (15) 73(13) 0.27
(0] bse rvad ores a Ia hO ra d e Precperative diagnosis ampullary cancer (n = 19) 73 (14) 78 (11) 69 (15) 0.16
dete rm | nar eI Iuga r de Origen Preoperative diagnosis unsure (n = 5) 73 (15) 86 (5) 64 (12) 0.09
Preoperative diagnosis other (n = 28) 69 (20) 75(12) 64 (23) 0.13
Primary tumor origin according to expert panel, (%)
2. la tasa descrita de R1 Pancreas 256 (50%) 124 (48%) 132 (52%) 0.66
Distal bile duct 97 (19%) 53 (219%) 44 (17%) 0.47
Ampulla of Vater 88 (17%) 46 (18%) 42 (16%) 0.76
3. la extraccidon de ganglios Duodenum 31 (6%) 22 (9%) 9 (4%) 0.3
Iinféticos Other 11 (2%) 7 (3%) 4 (2%) 0.55
No abnormalities on macroscopy 12 (2%) 1 (0%) 18 (7%) 0.007
Unable to assess 17 (3%) 3 (1%) 7 (3%) 0.31
Specimens with agreement of at least 3 out of 4 73 (57%) 36 (56%) 37 (58%) 0.86
assessors with final pathology”, n (%)
Specimens with consensus among at least 3 out of 4 97 (76%) 48 (75%) 49 (77%) 0.84

assessors among panel itself, n (%)
Interobserver agreement, kappa' 0.46 0.45 0.47
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MT: margen de transeccién; MP: margen posterior;, MM: margen medial; M.AMS: margen AMS;

M.VMS: margen VMS; Unc: margen uncinado; MA: margen anterior; MB: margen biliar; M.Pr: margen

proximal (gastrico); M.Dist: margen distal (yeyunal). NE: no especificado.




& The Royal College of Pathologists
Pathology: the science behind the cure

Dataset for histopathological reporting of carcinomas of the pancreas,

Figure 3: Resection margins for the head of the pancreas.

ampulla of Vater and common bile duct BILE DUCT

PROXIMAL
DUODENAL

/ PANCREATIC )
October 2019 \ NECK Anterior

Posterior

Authors: Professor Fiona Campbell, Royal Liverpool University Hospital
Dr Alison Cairns, St James’ University Hospital, Leeds
Dr Fraser Duthie, Queen Elizabeth University Hospital, Glasgow
Professor Roger Feakins, Royal Free London NHS Trust, London

SUPERIOR
MESENTERIC

Margenes de transeccion: SMA

surface
- CUELLO PANCREATICO POSTERIOR
- CONDUCTO BILIAR COMUN
- AMS
- YEYUNO/ESTOMAGO/DUODENO DISTAL DUODENAL
SMV
Margenes de diseccion o mobilizacidn: surface

- MARGEN VASCULAR MESENTERICO SUPERIOR:
* margen de VMS (lecho de la vena): la superficie lisa parecida a un surco que mira hacia la vena mesentérica superior
* margen de AMS (lecho de la arteria) = MARGEN MEDIAL o MARGEN UNCINADO: definido como el drea rugosa a la izquierda del margen de la vena

mesentérica superior y que mira hacia la arteria mesentérica superior; SU PERFICIE ANTER'OR?

- MARGEN POSTERIOR : se define como la superficie fibrosa pero lisa de la cab, NO SE CONSIDERA UN MARGEN QUlRURGlCO
arteria mesentérica superior hasta el surco pancreatoduodenal posterior se extiende desde el surco de la vena mesentérica
superior hasta el surco pancreatoduodenal anterior

je%)




J Hepatobiliary Pancreat Surg (2004) 11:402-408 JOL rnal of
DOT10.1007/500534-004-0917-4 l}l)smgery Table 2. Comparison of the histologic spread of pancreatic cancer between short- and long-term survivors
© Springer-Verlag 2004 Survival of more than 3 years Survival of less than 3 years
Original articles (n =19) (n = 41)
Tumor size (ts)
. . . ° (s 3 (15.8% 1(2.4%
Long-term survivors after resection of carcinoma of the head of . ts; 5 E31.6%; 9 Ezzﬂn/z)
the pancreas: significance of histologically curative resection . ts, 6 (31.6%) 15 (36.6%)
® s, 4 (21.1%) 16 (39.0%)
TAKUKAZU NAGAKAWA!, HiIrRoMI SANADA!, MicHIKO INAGAKI', JUNKO SuGamA'!, KericHr UENO?, IcHIRO KONISHI?, e H2sks
Tersuo OHTA%, MAsaTO KAyAHARA?, and HIROHISA KITAGAWA? ["y:]ph node metastasis (n)HQ* ’ 12 (63 2%) 7 (]7 1%)
!School of Health Sciences, Faculty of Medicine, Kanazawa University, 5-11-80 Kodatsuno, Kanazawa, Ishikawa 920-0942, Japan . n[: 5 (263 %) 26 (634 %))
2Second Department of Surgery, Faculty of Medicine, Kanazawa University, Ishikawa, Japan e n, 2 (105 u/n) 8 (]95 ﬂ/o)
Invasion of the anterior pancreatic capsule (s)'*
® 5 16 (84.2%) 29 (70.7%)
® 5, 3 (15.8%) 2 (4.9%)
® s, 0 10 (24.4%)
Retropancreatic ivasion (rp)'*
* 1p, 9 (47.4%) 2 (4.9%)
® Ip, 4 (21.1%) 7 (17.1%)
* Ip, 6 (31.6%) 32 (78.0%)
Dissected peripancreatic tissue (ew)!*2#3%*
° ew, 15 (78.9%) 12 (29.3%)
° ew, 4 (21.1%) 10 (24.4%)
* ew, 0 19 (46.3%)
Comprehensive stage (stage)'*
I 2 (10.5%) 0
II 4 (21.1%) 1(2.4%)
11 7 (36.8%) 11 (26.8%)
IVa 4 (21.1%) 25 (61.0%)
IVb 2 (10.5%) 4(9.8%)
Histologically curative resection 19 (100%) 22 (53.7%)

%P < 0.05 (2 test): 2 P < 0.05 (Logistic model); * P < 0.05 (Cox model); ** P < 0.1 (Cox model)

Se ha demostrado que la invasion de LA SUPERFICIE ANTERIOR se asocia a recurrencia local y
disminucion del tiempo de supervivencia

Nagakawa T, Nagamori M, Futakami F, Tsukioka Y, Kayahara M, Ohta T et al. Results of extensive surgery for pancreatic carcinoma. Cancer 1996;77:640-645



“Crecimiento tumoral indirecto dentro del margen de 1 mm”

Cuando las células tumorales estan presentes dentro de 1 mm del margen por otra causa que no
sea la diseminacion directa del tumor (es decir, por linfangioinvasion, invasion perineural o
metdstasis en los ganglios linfaticos)

El RCP considera estos casos como resecciones R1

sogndd e
s L

La definicion que se utiliza para la reseccion microscopicaincompleta
afecta al muestreo del tumory al numero de bloques que se deben
tomar




CIR ESP. 2014;92(8):532-538

CIRUGIA

CIRUGIA ESPANOLA

www.elsevier.es/cirugia

Original

Implicaciones pronosticas del estudio \!)Crmmk
estandarizado de los margenes de reseccion en el
cancer de pancreas

R LR er, Tabla 2 - Estudio de los margenes de reseccion y tasas de RO/R1

giinnaong:;‘?:‘%ﬁ; d: iz;c;?s Preprotocolo n (%) Posprotocolo n (%) p
“ Servicio de Cirugia General, Instituto de Investi Mérgenes
bvgl:'};iz; i:p::rjtomia Patoldgica, Instituto de Ir Transeccion o MRC
Valencia, Espaiia ’ - RO 25 (78,1) 32 (47,1) 0,003
R1 7 (21,9) 36 (52,9)
MRC
RO 26 (81) 33 (49) 0,002
R1 6 (19) 35 (51)
Margen retroperitoneal cefilico n = 81
RO 23 (88) 26 (47) 0,0001
R1 3 (12) 29 (53)
Margen posterior corporocaudal n =19
RO 3 (50) 7 (54) 0,876
R1 3 (50) 6 (46)
Margen de transeccién (DPC + CC) n=92
RO 27 (84) 57 (95) 0,085
R1 5 (16) 3 (5)

Cefalico: tumores localizados en cabeza del pancreas; Corporocaudal: tumores localizados en cuerpo/cola del pancreas; DPC + CC:

duodenopancreatectomias + resecciones corporocaudales (se excluyen pancreatectomias totales); MRC: margen circunferencial.
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“ Preguntas frecuentes ™

Tumores de la zona periampular: éexistent peculiaridades?

Minor duodenal papilla

Hepatopancreatic ampulla

Major duodenal papilla

Los adenocarcinomas periampulares comprenden adenocarcinoma de
pancreas, conducto biliar distal, ampular y duodenal.




Ampullary Region Carcinomas

Definition and Site Specific Classification With Delineation
of Four Clinicopathologically and Prognostically Distinct Subsets
in an Analysis of 249 Cases

Volkan Adsay, MD,* Nobuyuki Ohike, MD,{ Takuma Tajiri, MD,t Grace E. Kim, MD,}
Alyssa Krasinskas, MD,§ Serdar Balci, MD,* Pelin Bagci, MD,|| Olca Basturk, MD,"
Sudeshna Bandyopadhyay, MD,# Kee-Taek Jang, MD,** David A. Kooby, MD,{t
Shishir K. Maithel, MD, 11 Juan Sarmiento, MD,{{ Charles A. Staley, MD, 1
Raul S. Gonzalez, MD,* So Yeon Kong, MPH, ] and Michael Goodman, MD, MPH }'}

Am J Surg Pathol 2012;36:1592-1608
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FIGURE 17. Kaplan-Meier survival curves comparing cumu-
lative survival (mo) of cases among different etiological types
of ampullary region adenocarcinomas: ampullary-NOS, intra-
ampullary, ampullary-ductal, and periampullary-duodenal.
See further comparison details in Table 2.

INTRA-AMP : 25% AMP-DUCTAL: 15%

PERIAMP-DUODENAL : 5% AMP-NOS : 55%

B

FIGURE 7. Ampullary region carcinomas comprise 4 distinct types discernible by correlation of gross and microscopic findir
and by determining the distribution of the preinvasive (gray colored) and invasive components (black colored) of the lesi
whether they show significant preinvasive component within the ampullary channel (INTRA-AMP); or forming infiltrative tum
on the walls of the distal ends of the CBD or pancreatic duct (AMP-DUCTAL); or growing predominantly on the duode
surfaces with significant “adenoma™ component (PERIAMP-DUODENAL); or located at the edge of the papilla of Vater (AN

KRIMACH




Histopathologic Phenotype of Periampullary Adenocarcinomas and Survival

et ek o 24T 128 e
Cancer

Table 1. Distribution of Histopathologic Phenotype by Tumor Anatomic Location
Intestinal-type of differentiation predicts No. (%)
faygurable over'all survwa!: conflrmato.ry Duodenum Ampulla Distal CBD Pancreas Total
clinicopathological analysis of 198 periampullary Histopathologic Phenotype (n=13) (n = 110) (n = 43) (n = 344) (N = 510)
adenocarcmoma§ (_)f pancreatic, biliary, ampullary Intestinal type 8 (61.5) 57 (51.8) 6 (14) NA 71(13.9)
and duodenal origin
Peter Bronsert', llona Kohler', Martin Werner', Frank Makowiec?, Simon Kuesters?, Jens Hoeppner?, PB type 5 (3 8 5) 53 (482) 37 (86) NA 9 5 ( 186)
Ulrich Theodor Hopt?, Tobias Keck™?, Dirk Bausch®* and Ulrich Friedrich Wellner™*”

PDAC NA NA NA 344 (100) 344 (67.5)

Histopathologic Phenotype of Periampullary Adenocarcinomas and Survival Original Investigation Research

Figure. Kaplan-Meier Survival Curves Comparing the Overall Survival of Patients After Resection of Periampullary Adenocarcinomas
Grouped by Tumor Anatomic Location of Origin and Histopathologic Phenotype

El SUBTIPO HISTOPATOLOGICO

@ Tumor anatomic location Histopathologic phenotype
de adenocarcinomas de localizacion 10+ o\
. . P=.01 \ P=.008
periampular puede ser un mejor \
. . - > >
predictor de la supervivencia del g | e g | estinaltyne (1.7 o)
. " T4 a . o .
o o
paciente que la determinacion del : ey :
lugar de origen > £
g g 3 Pancreas (31.4 mo) 3 PB type (33.3 mo)
0.21 - 0.2
Distal CBD (40.6 mo)
0 T T T T T T T T T T | 0 T T T T T T T T T T ]
0 12 24 36 48 60 72 84 96 108 120 132 0 12 24 36 48 60 72 84 96 108 120 132
Time, mo Time, mo
No. at risk No. at risk
Duodenum 13 8 7 4 3 2 1 0 0 0 0 Intestinal type 71 50 38 27 23 18 14 10 7 6 5
Ampulla 110 82 52 34 29 23 18 15 8 6 5 PBtype 95 72 45 30 22 14 11 11 7 6 5
Pancreas 344 272 160 103 61 49 37 32 26 20 15 PDAC 344 272 160 103 61 49 37 32 26 20 15
Distal CBD 43 34 25 20 11 8 6 5 2 2 2



JAMA Surgery | Original Investigation | PACIFIC COAST SURGICAL ASSOCIATION
Association of Histopathologic Phenotype of Periampullary
Adenocarcinomas With Survival

Jennifer L. Williams, MD; Carmen K. Chan, BS; Paul A. Toste, MD; Irmina A. Elliott, MD; Charles R. Vasquez, MD;
Dharma B. Sunjaya, MD; Eric A. Swanson, MD; Jamie Koo, MD; O. Joe Hines, MD; Howard A. Reber, MD;
David W. Dawson, MD, PhD; Timothy R. Donahue, MD

JAMA Surg. doi:10.1001/jamasurg.2016.3466
Published online October 12, 2016.

Table 2 Diagnostic value of immunohistochemical markers for intestinal type adenocarcinoma

Location

Marker % Positive tumor cells % Correct prediction p

Median (Range)

INT NON-INT INT NON-INT
PDAC / DBDAC CK7 90 (0-100) 90 (0-100) 0% 100% 0.288
CK20 10 (0-100) 0 (0-100) 0% 100% 0.034
CDX2 45 (0-100) 0 (0-90) A‘k 100% 0.000
CK7, CK20, CDX2 - < 19% > 100% 0.002

multivariate

AMPAC / DUOAC

ALL

Prediction modeled by univariate and multivariate binary logistic regression analysis, p values given for the two-sided overall model omnibus test of the

respective row.

Abbreviations: PDAC / DBDAC / AMPAC / DUOAC pancreatic ductal/distal bile duct / ampullary / duodenal adenocarcinoma, INT intestinal, NON-INT non-intestinal,
CK cytokeratin, C/ confidence interval.

CK7, CK20 y CDX2 son marcadores bastante especificos para Ia dlscrlmlnaC|on de subtipos INT y PB =)

en AMPAC e IPMN . No es el caso de PDAC y DBDAC. Este hallazgo muestra que LA EVALUACION

MORFOLOGICA CUIDADOSA por parte de un patélogo experimentado supera a los marcadores < Fe

inmunohistoquimicos a la hora de determinar el Iugar d eorlgen &

"“mi .

" h) cnsz‘.,.

-

-

m‘m
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¢ Como calculo el tamano y grado de regersion tumoral en
las neoadyuvancias?

La diversidad en la medicion del tamano
conduce a variaciones drasticas en la
estadificacion T.

Am J Surg Pathol 2018 November; 42(11):1480-87




Pathology of Treated Pancreatic Ductal Adenocarcinoma
and Its Clinical Implications

Teddy Sutardji Nagaria, MD, PhD; Hua Wang, MD, PhD; Deyali Chatterjee, MD; Huamin Wang, MD, PhD

Arch Pathol Lab Med. December 2019 llustracidon esquematica de la medicion del tamaiio del tumor para el
adenocarcinoma ductal pancreatico tratado
* Encontraron que un limite de tamafio de A iR EESheae. B0
tumor de 1,0 cm funcionaba mejor para = )
T2 que el limite de tamano de tumor
propuesto de 2,0 cm, en este grupo de

pacientes

8th edition

T1 Maximum tumor diameter =2 cm

T2 Maximum tumor diameter > 2 =4cm

T3 Maximum tumor diameter >4 cm

T4 Involvement of celiac axis or the superior mesenteric artery
(unresectable tumor)

'I'rea'bed tumor bed * Residual viable tumor




Objective assessment of tumor
regression in post-neoadjuvant
therapy resections for pancreatic
ductal adenocarcinoma:
comparison of multiple tumor
regression grading systems

Yoko Matsudal%11, Satoshi Ohkubo®!, Yuko Nakano-Narusawa?, Yuki Fukumura®,
Kenichi Hirabayashi®, Hiroshi Yamaguchi®, Yatsuka Sahara’, Aya Kawanishi®,
Shinichiro Takahashi?, Tomio Arai?, Motohiro Kojima®~ & Mari Mino-Kenudson®=

Scientifc Reports (2020) 10:18278 |

RESULTADOS:
* Hubo poca concordancia entre los
tres sistema

e Términos como "células individuales
/ pequeios grupos de células" y
"tumor residual" son muy
subjetivos.

* Eluso de LA FIBROSIS como criterio
para evaluar la regresion fue
controvertido

Definition

Evans’ criteria

Grade [ Little (< 10%) or no tumor cell destruction
Grade 1la Destruction of 10-50% of tumor cells
Grade IIb Destruction of 51-90% of tumor cells
Grade 111 Few (< 10%) viable-appearing tumor cells
Grade IV No viable tumor cells

The College of American Pathologists (CAP)

Score 0 No viable cancer cells

Score 1 Single cells or small groups of cancer cells

Score 2 Residual cancer outgrown by fibrosis

Score 3 Minimal or no tumors killed or extensive residual

Cancer

MD Anderson (MDA)

Score 0 No viable tumor cells
Score 1 < 5% viable tumor cells
Score 2 = 5% viable tumor cells

Estos sistemas se basan en la evaluacion de 2

criterios:

1. "DESTRUCCION DE CELULAS TUMORALES"
(inferida indirectamente por el numero de
células tumorales viables residuales)

2. "FIBROSIS INDUCIDA POR EL TRATAMIENTO:




Regression grading in neoadjuvant treated
pancreatic cancer: an interobserver study

Sangeetha N Kalimuthu,' Stefano Serra,' Neesha Dhani,” Sara Hafezi-Bakhtiari,’
Eva Szentgyorgyi,' Rajkumar Vajpeyi,' Runjan Chetty’

En general, todos estos sistemas de clasificacion no abordan una cuestion importante en cuanto
a si la clasificacion debe ser una calificacion acumulativa basada en TODAS LAS LAMINILLAS o
solo en AQUELLA CON LA MAYOR CANTIDAD DE TUMOR. Esto es importante ya que la variacion
del muestreo (el nUmero de secciones tomadas) influira en la forma en que se aplican estos
diferentes sistemas de clasificacion

CONCLUSIONES

* Todos los sistemas carecian de precision y claridad para una calificacion de una regresion
adecuada.

e Actualmente, la utilidad clinica y el impacto de la clasificacion de regresidn histoldgica en el
manejo del paciente son cuestionables.

N Kalimuthu S, et al. J Clin Pathol 2017;70:237-243. d0i:10.1136/jclinpath-2016-203947
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MESOPANCREAS

El tejido blando a lo largo de la arteria mesentérica superior (AMS) y en la regidn del tridngulo entre
la arteria celiaca (CA), la AMS y el eje mesentérico-portal, aunque el compartimento anatémico de
un “mesopancreas” no esta definido con exactitud.

A Cranial ) Crania

Figure 3. (A) Ventral view of specimen following pancreaticoduodenectomy for PDAC demonstrating
mesopancreatic excision. (B) Posterior view of specimen. Note the fibrous tissue in B (yellow circle)
extending between the mesenteric origin of the superior mesenteric artery and the duodenum.
Positional markings indicate the position of specimen in situ. Red circle: pedicle of the mesopancreas
arising from the SMA; blue circle: medial groove of the portal vein; yellow circle: Treitz fascia
dissected and attached to the dorsal resection margin running up to the pedicle of the mesopancreas.
(D: duodenum; MPE: mesopancreatic excision PH: pancreatic head; PN: pancreaticneck).  Cgncers 202 2’ 1 4, 68.
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Periarterial divestment in pancreatic cancer surg
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Fig. 1. Flowchart of periarterial divestment surgical strategies.
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CARACTERISTICAS ANATOMOPATOLOGICAS DE LAS METASTASIS NODALES
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Metastatlc LN status IS a proven significant factor for predicting postoperatwe prog nos:s in pancreatsc cancer patients. However,
the effective prognostic criteria regarding metastatic LNs for such disease remain unknown.

We retrospectively reviewed 98 patients with RO/1 resection for PDAC. All metastatic LNs were evaluated for the
pathomorphological features of metastasis and analyzed in terms of postoperative outcomes. Various morphological patterns of
metastasis were assessed in 440 positive LNs and then classified into 4 groups: common type, direct type (continuously invaded by
the main tumor), scatter type (multiple tumor clusters among the normal LN tissues), and isolated tumor cell (ITC).

The pathological stage was defined as stage IIA in 10% and IIB in 90% patients. Common-type metastasis was noted in 55%
positive LNs of /5% node-positive patients; direct type in 36% LNs of 69% patients; scatter type in 5% LNs of 14% patients; and S
in 5% LNs of 18% patients. Significant difference was noted only in recurrence-free survival (RFS) but not in overall survival (OS) in the
common- type; only in OS but not in RFS for the scatter type and nelther in RFS nor OS for both direct type and ITC. Multivariate

=iTa AT P e = 1 X W TRt oMo ta Pat atatata Pat s Vet Tt Tl BVt

oo,

The turnor distribution patterns in metestatlc LNs are the postoperatlve prognostlc factors in pancreatic cancer.

Rbbreviations: DP = distal pancreatectony, = I1solated tumor cell, CN = lympn node, CNB = lympnh node burden, CND =
lymph node disease, LNE = lymph node examined, LNR = lymph node ratio, PD = pancreatoduodenectomy, PDAC = pancreatic
ductal adenocarcinoma, TP = total pancreatectomy.

Keywords: lymph node metastasis, pancreatic cancer, pathomorphological feature, postoperative prognostic factor

Hoshikawa et al. Medicine (2019) 98:5
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A Critical Assessment of Postneoadjuvant Therapy
Pancreatic Cancer Regression Grading Schemes
With a Proposal for a Novel Approach

Angela Chou, PhD, FRCPA*7} Mahsa Ahadi MD, FRCPA *7} Jennifer Arena, RN,§

(Am J Surg Pathol 2021;45:394-404)

Un nuevo sistema Royal North Shore [RNS] basado en |a
estimacioén del porcentaje de lecho tumoral ocupado por
cancer viable y categorizado en 3 niveles: grado 1
(£10%), grado 2 (11% a 75%), y grado 3 (> 75%)
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