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Gambacorta MA and Valentini V :Should We Tailor the Delineation of Pelvic Structures
According to Tumor Presentation? Multidisciplinary Management of Rectal Cancer :
Questions and Answers (2012) Sorinaer-Verlaa Berlin Heidelbera
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Questions and Answers

The external iliac nodes are the easiest to

identify, thanks to the external iliac arteries and
veins well visible on CT scan (Figs. 13.3c and
13.4¢c). We suggest to start from this structure for
the contouring of the lateral lymph nodes.

Gambacorta MA and Valentini V :Should We Tailor the Delineation of Pelvic Structures
According to Tumor Presentation? Multidisciplinary Management of Rectal Cancer :
Questions and Answers (2012) Sorinaer-Verlaa Berlin Heidelbera
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The internal iliac nodes, in the mid-low pelvis,
have not a corresponding visible vessel on CT.
We suggest to contour the triangular lymphovas-
cular fat area located between the pelvic wall and
the mesorectum.

The|obturator nerve|used as posterior limit of
the obturator nodes could seem difficult to iden-
tify: however, although very tiny, it may be fol-
lowed, scrolling CT images, as a straight structure
located behind the external iliac vessels, through
the whole pelvis (Fig. 13.4c—f).

Gambacorta MA and Valentini V :Should We Tailor the Delineation of Pelvic Structures
According to Tumor Presentation? Multidisciplinary Management of Rectal Cancer :
Questions and Answers (2012) Sorinaer-Verlaa Berlin Heidelbera
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Questions and Answers

The presacral space is so tiny that it is often
not visible on CT scan or overlaps other areas at
risks. We suggest to enclose it in mesorectum.

The mesorectum is easy to identify | We suggest to enclose all the
superior rectal vessels when visible, since several

times, lymph nodes can be visible in this area

Gambacorta MA and Valentini V :Should We Tailor the Delineation of Pelvic Structures
According to Tumor Presentation? Multidisciplinary Management of Rectal Cancer :
Questions and Answers (2012) Sorinaer-Verlaa Berlin Heidelbera
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MESORETTO + FASCIA MESORETTALE

LIMITE SUPERIORE: alla biforcazione dell’arteria mesenterlca
nell’arteria sigmoidea e nell’arteria rettale superiore

|ore

‘ M. Ng, T. Leong,. (AGITG) Int J Radiation Oncol Biol Phys, 83, 5, 1455-1462, 2012
S Rnele Int I Radiatinn Onenlnnav Rinl Phue \/nl AR Nin 4 nn 11201142 200A
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> 10 cm anal verge
@ 5-10 cm anal verge
@ <5 cm anal verge

Limite superiore RT

Interspazio $2-S3

limite superiore

Nijkamp J, Kusters M, Beets-Tan RG et al (2011). Int J Radiat Oncol Biol Phys 80:103-110
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Come?

MESORETTO + FASCIA MESORETTALE

* Distal mesorectal deposits: 10-15%

Syc E IJROBP 2008
Kusters M EJCO 2010

limite inferiore Chen W Eur Surg Res 2007
Martijnse 1 2012
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Come?

Complesso sfinteriale - fossa ischiorettale

Limite caudale CTV

> 1.5.cm da OAl Limite caudale mesoretto
<= 1.5 cm da OAl 1 cm di canale (parte craniale)
Invasione canale anale Tutto il complesso sfinteriale

Invasione fossa ischio- rettale Entrambe le fosse

Roels S et al IIROBP 2006
Myerson RJ IJROBP 2009
lppolito E et al Acta Oncol 2008
Gambacorta MA 2012
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" Prostate
E

Max Lahaye, Regina Beets-Tan and Robin Smithuis
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Quirke 1986 (n = 52)80% v0% $— ‘

Cawthorn 1990 (n = 167) 9% v8%
Ng 1993 (n =80) 60% v17% |—8—

quando ?

MESORETTO + FASCIA MESORETTALE

_wotf 2 - JANUARY 10 2008

REVIEW ARTICLE

JOURNAL OF CLINICAL ONCOLOGY

What Is the Role for the Circumferential Margin in the
Modern Treatment of Rectal Cancer?

Iris D. Nagtegaal and Phil Quirke

Mesorectal fat
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Stocchi L. J Clin Oncol 2001
Marks CG, Colorectal Dis 2000
| Birbeck KF,. Ann Surg 2002

Wibe A, Br J Surg 2002
Nagtegaal ID, Am J Surg Pathol 2002

Marijnen CAM, Int J Radiat Oncol Biol Phys 2003




MESORETTO + FASCIA MESORETTALE

Indicazioneradinciudere SEVIPREnelfChVianterariasciarmesorettale
Sia viscerale che parietale), anche se non'infltrata

M.M. Lange and C.J.H. van de Velde

connessione tra i linfatici del mesoretto e quelli extra- mesorettali
(sotto la riflessione peritoneale) attraverso i vasi rettali medi ed il
plesso nervoso

Kusters M, et al (2010. Br J Surg 97:1582-1588
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INdicazioneraainciudereSEVIEREnEeICIVAInteErarasciatmesorettale
| [SIalviscerale che parietale), anchese nonintiltrata
Studi anatomici su 10 feti hanno confermato
la presenza di linfatici intorno alla parte
mediale del plesso ipogastrico inferiore,
oy T anatomicamente situato lateralmente alla
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3 4 ‘f’\ "; , -~~B ,.:a@ non rimosso con TME
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Kusters M, et al (2010. Br J Surg 97:1582-1588
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naicazioneadinciudere SElVIPREnelrGhviganterarasciar mesorettale
| Sialviscerale che parietale), anche se noniinfiltrata

Moriya, registra risultati migliori in termini di DFS nei pazienti sottoposti a dissezione
linfonodale laterale senza preservazione del plesso nervoso
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Spazio presacrale

Subsites of local recurrence.

RT + (n = 713)

RT — (n = 704)

Presacral 15 (2.0) 25 (3.6)
Lateral 9(1.1) 14 (1.9)
Anterior 6 (0.7) 14 (1.9)
Anastomosis 5(0.7) 19 (2.7)
Perineum 0 (0) 4 (0.6)
Unknown 1 (0.1) 2 (0.3)
TOTAL 36 (4.6) 78 (11.0)

Values in parenthesis are S-year LR-rates, by competing risks analysis.
RT = preoperative radiotherapy.

Kusters M, Wallner C, Lange MM et al (2010) Br J Surg 97:1582—-1588
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quando ? N extra - mesorettali

Nelle neoplasie del retto basso: 10-25% rischio di interessamento

Nei tumori T3-4 localizzati a meno di 4 cm dal margine anale, indifferenziat,
con linfonodi mesorettali megalici : alto tasso di interessamento

B e et

N. ILIACI INTERNI ~ SEMPRE

N.OTTURATORI T SOTTO FLESSURA PERITONEALE
N+ ILIACO INTERNO MASSIVO

N. ILIACI ESTERNI ~ T4 ANTERIORI
N+ OTTURATORIO MASSIVO

«Sato H, et al (2006) Dis Colon Rectum 49(10 Suppl):S3-S12
«Steup WH et al (2002) Eur J Cancer 38:911-918
*Ueno M et al (2005) Br J Surg 92:756-763
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Table 13.2 Target volume delineation according to tumor stage and location

Presacral Internal  |Obturator External ~ Sphincter  Ischio-rectal
space Mesorectum iliac nodes |nodes iliac nodes complex fossae
¢T3 high (above | + + +
the peritoneal
reflection)
¢T3 mid-low + + + + + (when anal + (when direct
(at the peritoneal canal tumor
reflection) invasion) infiltration)
Any cT with + + + + + (when anal + (when direct
massive positive canal tumor
internal iliac invasion) infiltration)
nodes
Any T with + + + + + + (when anal + (when direct
massive positive canal tumor
obturator nodes invasion) infiltration)
¢T4 with for + + + + + + (when anal + (when direct
anterior pelvic canal tumor
organ invasion) infiltration)

Gambacorta MA 2012
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Intensificare:dove?

Radiotherapy and Oncology xxx (2013) xxx-xxx

Clinical Investigation: Gastrointestinal Cancer
Contents lists available at ScienceDirect

Feasibility of an Adaptive Strategy in Preoperative
Radiochemotherapy for Rectal Cancer With Image-Guided
Tomotherapy: Boosting the Dose to the Shrinking Tumor

Paolo Passoni, MD,* Claudio Fiorino, PyD,‘ Najla Stim, MD,* b’onica Ronzoni, MD,’
Vincenzo Ricci, MD,’ Saverio Di Palo, MD,’ Paola De Nardi, MD,’ Elena Orsenigo, MD,’
Preoperative intensity-modulated and image-guided radiotherapy Andrea Tamburini, MD,” Francesco De Cobe'lli, MD,! Claudio Losio, MD,
. . . . 1 1 * 1 i
with a simultaneous integrated boost in locally advanced rectal cancer: Ficula As Lacovet 'S0 SWa Sm, IR, arie Stakies) WOy
3 Riccardo Calandrino, PhD,' and Nadia Di Muzio, MD
Report on late toxicity and outcome

Radiotherapy and Oncology

journal homepage: www.thegreenjournal.com

Original article

. Departments of *Radiation Oncology, 'Medical Physics, ‘Medical Oncology, *Surgery, and 'Radiology, San Raffoele
Benedikt Engels ™", Nele Platteaux ®, Robbe Van den Begin®, Thierry Gevaert”, Alexandra Sermeus ", Scientific Institute, Milan, Italy
Guy Storme*?, Dirk Verellen®, Mark De Ridder®

*Department of Radiotherapy: and ® Department of Gastroenterology, UZ Brussel, Vrije Universiteit Brussel, Belgium

46 Gy /2 Gy

/ 41.4 /2.3 Gy 5FU+0X
+/-

SIB to the tumor 45.6 Gy /3.0 Gy last 6
up fractions (FR 13-18)

55.2 Gy/2.4 Gy to PTVadapt
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verifica della corretta irradiazione
durante la terapia

INCERTEZZE
-set up
-OM intrafraction e

) - 10:21 AM

Y
[ ]
Couch Shift (VAR_IEC Scale)
TARGET ACTUAL SHIFT TARGET ACTUAL SHIFT
Couch Vit 203 201 02 v Include Couch Lat 086 +05 0.1 “ Include Reset Shift ‘

Couch Lng 1506 150.7 -01 v Include Couch Rtn 00 00 00 I_lInclude Apply Shift ‘
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Correzione set up: su reperi ossel
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co-registrazione su
strutture ossee tra
CTsim e CBCT.
Contornazione daily
CTV sul TPS;

~definizione di un “ITV”
personalizzato, che
racchiude movimento e
deformazione dei limiti

del mesoretto studiati
sulle prime 5 CBCT di

\1: ogni paziente in esame.

OSPEDALI
SJUNILI




STUDIO/COMPENSAZIONE OM
INTRAFRACTION:
PROTOCOLLO ADAPTIVE OFFLINE

Acquisizione CBCT 1-5
Correzione set up daily
Contornazione CTV 1-5
DEFINIZIONE ITV
REPLANNING

Correzione set up daily + verifica adeguatezza
TV
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CONCLUSIONI

Table 13.2 Target volume delineation according to tumor stage and location

Presacral Internal  |Obturator External ~ Sphincter  Ischio-rectal
space Mesorectum iliac nodes |nodes iliac nodes complex fossae
¢T3 high (above | + + +
the peritoneal
reflection)
¢T3 mid-low + + + + + (when anal + (when direct
(at the peritoneal canal tumor
reflection) invasion) infiltration)
Any cT with + + + + + (when anal + (when direct
massive positive canal tumor
internal iliac invasion) infiltration)
nodes
Any T with + + + + + + (when anal + (when direct
massive positive canal tumor
obturator nodes invasion) infiltration)
¢T4 with for + + + + + + (when anal + (when direct
anterior pelvic canal tumor
organ invasion) infiltration)

Gambacorta MA 2012
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verifica della corretta irradiazione
durante la terapia

CONCLUSIONI

* Prevenire con educazione paziente:
retto vuoto,vescica piena

* Correzione set up su reperi osseli

* Studio e Compensazione OM/
deformazione CTV

Protocolli di Adaptive Off line



