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Important Elements of Treating PDAC

1) Timely referral and appointments
— Median time from referral to consultation 5 days (range 0-28)

2) Multidisciplinary management (ie tumor board)
— Held weekly on Tue evening
— Surgery, Med/Rad Onc, Pathology, Radiology, Trainees, Nurses

3) Check lists/templates
— Pancreas-protocol CT staging template (not older than 6 wks)
— Selective EUS with stent/biopsy (within 48-72 hrs)
— Re-review of outside path reports

4) Genetic counseling, nutrition support for all patients



Important Elements of Treating PDAC
4) Consider neoadjuvant therapy for:
— High risk resectable (high CA 19-9, large tumor, concurrent illness)
— Borderline
— Locally advanced disease
5) Aggressive pancreatectomy with vascular resection (if warranted)
6) Minimize morbidity and enhance recovery

7) Novel therapeutics evaluated thru clinical trials

8) Palliative care and psychosocial support



Pancreas CT Staging template

Location of Tumor (where majority of tumoris Iocated).
* Uncinate—parenchyma posteriorto SMV/PV
* Head—parenchymabetween uncinate and neck
* Neck—parenchymaanteriortothe SMV
+ Body—closest 50% of the parenchymato left (upstream) of neck
* Tail—-furthest 50% of parenchymato the left (upstream) of the neck

Tumor Size (maximum lengthintransverse, coronal, or sagittal plane)
Vascular Involvement:
e Vesselsevaluated: SMV, SplenicV & A, Portal, Celiac, SMA, Hepatic Artery
e Tumorinvolvementisgraded by highest degree ofinvolvement
* None—noevidence of tumor contact.
* Abutment—Tumor contact 1-180° with vessel circumference
* Encasement—Tumor contact 181-360° with vessel circumference
+ Occlusion—No contrast enhancement (regardless of degree of tumor contact)

Liver Assessment

* Normal

* Benign—Presence of hepaticlesions that are benign (cysts, hemangiomas, etc) based on theirimaging features. High degree of
confidence that observationis benign

+ Indeterminate - Lesion(s) of uncertain etiology that are of indeterminate probability for metastasis

+ Suspicious—Finding thatis probable (>50% likelihood) but not definitely metastasis.

* Consistent with Metastasis—radiologistis virtually 100% certain that lesion represents a metastasis. If thereis doubtthenlesion should
be classified as suspicious.

Ascites. Presence or absence of ascites should be noted. If there are any findings suspect for peritoneal
disease these should be noted.

Lymphadenopathy: (peri-pancreatic, para-aortic, celiac, distant)
Short axis length of 8A lymph node (pre-hepatic artery)

Bowel involvement (duodenum, stomach, jejunum, colon)



1)

2)

3)

4)

EUS by local experts

Obtain tissue biopsy with in room path evaluation of specimen (core bx)

Examine local mesenteric vasculature
1) Portal vein, SMV, SplenicV, IVC
2) Celiac axis, SMA, Aorta

Staging
1) Liver metastases
2) Peritoneal disease (ascites, carcinomatosis)
3) Celiac, Hepatic artery and aortocaval lymph nodes

Palliation
1) CBD- Plastic vs metal stent, choledochoduodenostomy

2) Gl-duodenal stent vs endoscopic GJ
3) Plexus block



Does mesenteric venous imaging assessment accurately
predict pathologic invasion in localized pancreatic ductal

adenocarcinoma? HPB 2018, 20, 925-931

Jesse Clanton', Stephen Oh?, Stephen J. Kaplan', Emily Johnson®, Andrew Ross”, Richard Kozarek”,
Adnan Alseidi', Thomas Biehl', Vincent J. Picozzi”, William S. Helton', David Coy®, Russell Dorer” &

Flavio G. Rocha'

1/3 of upfront “resectable”
PDACrequired mesenteric
venousresection




Endoscopic diaghosis, staging and palliation

750M R35 G53 D79 A

7:LINEAR140-S Probe:|



4
Virginia Mason Pancreatic Head Mass Multidisciplinary Pathway \

OO0 = Mhace iix read 15 e dons @ VWO

Q= otakde T < 4 wis old > WM Fad
cansl for official read sxing Ftaging tarplae,
> dwis cid > CT Panc GVM Mt state
e Puncreas taging tampiens” (v crder]
~Nate that f cutuide T qualty does ot sllow
Tor e of @aging taplete, thee racioiagy wil
ate that in read and s CT panc @ VM k
reates

= 0F 3w of thace are suaiabie frees smuide
boegital & are < G wis 34 thee acehlag
reacad)

Labs: CBC, CMR, CA19.9, CEA, PT, CRP, Seum vit D3, HgbAlc.

@ Mascr

| BAD: CT Panc protocol/ chest, pelvis ot
Medical Oncology Conzult
of jc Dizeszer | _YES Tizzue ox (2° recommended)
I EUS or CT/US guided or laparoscopy
NO
m' .u '.m' Ium' v
*  Atypical Presentation:
0 Unclear Dx Ecliow Cystic Mazs Pathway
0 ign stricture e OR GI consuit for WU and
0 Autoimmune Pancrestitiz EUS/ERCP s indicoted
*  Mazz w/ Cystic Component:

Med Oncology Conselt and Surg Conselt

Resectability and Higher Risk Factor

Margin Factors & Patient Factors

T Vazculer (arterial) abutment

0 Bulky tumor > 4 Scm tumor with higher rick of Ri rezection

YES to any

NO to all
T Portal Venous Distortion O Patient factors: high cardiopuimonary rizk
O vascular or tumor dc i i
D €A 19-5 3 37 (unchstructed & @ VM)
For All Patients For Patients with Bilary Obst = Medical Oncology consult for Necadj Therapy

O Perf. Status 2 2
O Neecs extenzive Cardic-puim | D Evidence of symptoms or Chol-

T 7B 2 20, Get up and Go > 20 sec

* Gl consult:

1) EUS for Staging and Bx (if bx neg, repaat £US) (8x
lndompuvypusmn nodes if NOT peni-pancratic)
2) short metal biliary stent (if cost prasant) fidechy

w/u angitis itnin 7213 of
Oam<30 T Unabie to schedule surgery * Surgery consult: Dx Lap w/ washing, Port placement
within ~7 cayz
[ I
'ﬂiﬂl’ 'BI- Restage after Neoad; tx ﬁ
Med Onc & HPB sur- | | 61 consult: Biliary stent 3 ;:/n;-\:::l Remains locally
consul surgery: optimizati Continue No Metastatic Disease: adv:
i *cﬁ:mu- : xm"m;ﬂmm oncology for chemo | |« G tumor board presentation eNeoadj chemo
{no stent, no bx) V= supportive care * Ansence of progression, || * XRT consutt
Dx Lap + cytology Pallistive care conzult <120" on SMA, & reconstruc-
Gi to cansider MJ feeding Pallistive care consut | | tanie PV -» proceed to intraop Paliative care
:L.m (zwrsmgr:euedm consult
/ S vty
\ 1 / s 1t oy P8 urgery
e
| — jons of
adjuvant therapy
and follow-up.




Quality Improvement



The History of TPS and VMPS
\ A

Measure observations i \
Virginia Masonr

Mistake proofing

Automation

Reduced downtime

Walk the factory floor (genba) R4 b

Reduced waste (muda)

Incremental improvement (Kaizen)




Value Stream Map




Telehealth Multidisciplinary Pathway — PDSA Model 1

Telehealth Visioning session

Determine
e Intuitive and e HIPPAand e Flexible e Accessto (a) Multidisciplinary
Reliable Privacy provider multidisciplinary Sl
platform schedules care (b) Pre-visit testing

e Payment/ e Techsupport e Platform e Warm Navigator
Insurance and training leader handoffs/ MA
Coverage for patients to setup Prefer bl rEs Schedules Pt
as per
patient's

convenience

Each specialist (virtually) meets withone new patient

Specialists get together
(virtually /in-person) to
discuss the patient's plan of
care

Each specialist (virtually) meets with the other patients they
haven't met so far

Last specialist to see the patientprovides treatmentplan to the
patient

The next day the Navigator follows-up with the patient to
answer questions and schedule appointments




Experience-Based

Design for Patients With Pancreatic Cancer
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Redesign

With often-fatal disease like pancreatic
cancer, outcomes are more important
than experience.

Long-term outcomes matter most.

Hope is only about achieving cure.

Thecare journeyisall important because patient
survival may not be long.

Aspects of treatment (e.g., need for postsurgical
drain, inability to get out of bed, pain,
intolerance of normal diet) profoundly affect
the experience of care.

Hope is critical but has different meanings
between individuals, and is often based on
meaningful life events rather than survival.

Pancreatic care process redesigned around patient
and caregiver needs

Improved educational resources for patients and
caregiversaround expectations for the treatment
journey enable emotional and physical
preparation.

Know Me form to make patients goals and values
visible to care team

Hagelsonetal,JOP 2016



Patient/Caregiver Education
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left side. Important functions of the pancreas include:

Understanding Your Pancreas

= Making enzymes
that mix with your food
and aid in digestion of
proteins, fats, and sugars.

A Patient’s Guide to Pancreatic Surgery

= Making hormones, such
as insulin, that enter the
bloodstream and regulate
your body’s metabolism

A Digeesive Systoen VirginiaMason org
B. Ibustrater Ron Ross.

VIRGINIA MASON MEDICAL CENTER
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Virginia Mason

We want to hear
from you!

Dear Patient,

Pancreatic cancer is a difficult disease. Each person deals with their diagnosis differently. Some
people desire very detailed information all at once, while others want a little bit of information at a
time. No one can ever be fully prepared.

Ihe ched tool was developed by pati their families and team members. It is a way to help
us understand you as a unique person, and is meant to help you work through needed i
with yourself, your caregivers, family, friends, providers and care team.

The tool strives to empower you as you deal with this difficult disease. You can decide how to use it
you can complete and share it right now, or you can take it home, talk about it with loved ones, and
bring it back next time. Use the back if you need more room. Pleasze don't feel like you need to have
all the answers figured out; what you are feeling right now is what is important. The idea is to start
the comversation so that we can be realistic with your goals as you know them today.

We want to know you, your values, symp beliefs and pref We want to hear about you
and what you are feeling, even if you don’t think it’s important. During the course of your treatment,
your goals may change. With your input, we will aim to give you the right information, in the right
amount, at the right time.

We und that this on is ongoing, and look forward to updating this information
together with you. The information you complete on this form will guide your care and your decision
making, and help us honor you and your parsonal life goals.

Your Virginia Mason Pancreatic Cancer Care Team

“Know Me” Intake Form

AVA Virginia Mason

1) Thebestwaytoreachmels: O Emall: O MyVM
OHomermone-_____ O LelFhone: O Uther:

What | want you to know about me...

2) Who matters most to me:

3) My circle of support Includes:
4) My goals of care are:

5) My greatest hope Is:

6) My greatest foar bs:

7) Information | will nesd includes:

8) My strengths at this time include:
9) Ubstacies tomy care at Virginla Mason Include:

15) At this time | prefor to be given: O Detalled information C General descriptions
n) Iteell di: O Coempk OVeryWeall O NotSure O Alttle O NotatAll
12) Iteel | progn 0G O VeryWeall O NotSure O Alttie O NotatAll
13) Ifeet | (o} O VeryWwall O Notdure O Alttie O NotatAl
14) In th you foed unable to mak do you have someonc who will speak for you?

Uo you have someone designatod with Fower of Attorney for Medical Decisions?
15) It possible, ph provide me with 2 CD/digital format recording: O Yes O No

16) Do you have any big events taking place In your life this coming year?

17) How do you spend your days?

18) | would like to b db ber of the P; Cancer OYes ONo

19) My faith p 0O ONA 1 avisit from Spiritual Care: O Yes O No
20) Please provide me with Information about these support services:

O Frandal © Dabetes Maagement O Possible Gl impacts - surgery, stents

O Transpertation/Lodging © Pain Management O Survivorship

O Internat Resource Matertals O Psychological Counsaling O Communication with Famby/Friends:
O Spiitual Support O Seaal Work Caring Bridg, blogs, tc.

O Fallative Lare O Possible Ireatmant Side Effects O Recovery dupport: | for Increasing
O Hospice O Alternative/Complemantary strength, nutrition

O Nestrition/Meal Planning Modians (M Acup atc) O Other:

21) Other hould know P J

If you meed room to write in additional
feel free to wse the back of this form.

TODAY'S DATE:




Plan of Care:

Initial Visit to Day of Surgery
- o
® o' %% Day of Surgery
PATH OF THE PATIENT

Boarding Pass Call

SURGERY

Follow up Phone Calls
* Checkintime

) Location
* Pre-Anesthesia Nurse «  Review surgery
Call prep instructions

Contact with « Care Manager -
Education Follow-Up

Surgical Team

* Meet the team

* Overview of
Diagnosis £
Intake + Review Plan of Care

[ 2 *  Review Tool Kit

FA
e Y * Schedule Surgery A
« MyVvM i ‘

=% |

* Record Gathering

Virginia Mason

Each Person.
Every Moment.
Better Never Stops.




Plan of Care:
Day of Surgery

Y Check-in
(Hospital
Surgery Center,
Central
Pavilion Level
6)

Family directed
to waiting room

*

* Patient is transported

Patient and
family or
designated
caregiver is
escorted to
the Surgical
Prep Area

Approximately
30 — 90 minutes
of preparation
Change to gown
Talk with
medical team

Receive
medications

to the Operating
Room

Surgery begins
(procedure length
varies)

Patient transported
to hospital room or

Patient is transported discharged to go
to the Recovery home
Room

Family is notified
when patientis in
recovery

Physician speaks with
family

Virginia Mason’

Each Person.
Every Moment.
Better Never Stops.



AVA

Virginia Mason-

Plan of care: Hospital Stay

the hospital!

Epidural Out:
Full Liquids Oral Pain Meds

Patient Name: ERAS protocol may be modified to meet individual needs.



100

90

80

Lercent gf Casesg

3

o

~N
o

[y
o

Whipple

Normal Glucose within 24 hours post-op

= Pre-ERAS ® Post-ERAS

Distal Pancreatectomy

Liver Resection
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Time to advance to regular diet

= Pre-ERAS = Post-ERAS

3.5

2.5
15
0.5

0

Whipple Distal Pancreatectomy Liver Resection

Days
~N
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Hours
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Whipple

Time to full mobility

M Pre-ERAS ® Post-ERAS

Distal Pancreatectomy

Liver Resection
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Pancreatic Cancer Care
at Virginia Mason

Meet our team
Biographies and video interviews of our physicians are available at VirginiaMason.org.
GASTROENTEROLOGY

shayan Richard Rajesh Michasl Joanma Andrew
Irani, MD Ross, MD

Kazarck, MD Krishnamoorthi, Larson, MD Law, MD
MD

MEDICAL ONCOLOGY INTERVENTIONAL RADIOLOGY

Lo AP
Vincent Robart Matran Patrick
Picozzi, MD Crans, MD Fotoohl, MD Marcin, MD
PANCREATIC SURGERY
CANCER NUTRITION COORDINATOR

Thomas Scott Aavio
Blohl, MD Haiton, MD Rocha, MD
RADIATION ONCOLOGY RADIOLOGY

Huong
Pham, MD Suen, MD Yao,MD Coy,MD,PhD  Skcuro, MD

ONCOLOGY SOCIAL WORKERS PALUIATIVE CARE
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Eastern WA Clinic .

~_Victoria
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Alaska Outreach
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Advocacy






Cholangiocarcinoma Foundation
www.cholangiocarcinoma.org

—— .100 UESTIONS
CHOLANGIOGARCINOMA FOUNDATION'S | & ANSWERS

VIETNAM VETERANS PROJECT | About

What is

Cholangiocarcinoma,
Gallbladder and
Bile Duct Cancers

cholangiocarcinoma?

by
Ghassan K. Abou-Alfa, MD

w7 :", - = S ke
> Q 1S @ komOdO heO |th e "%L‘:ulccn M. O'Reilly, MD
Cs | -

N AN ‘
i MUTATIONS MATTER £

CHOLANGIOCONNECT
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Many Asia prevalent tumours are orphan in West

Tumor types that are prevalent in Asia but orphan diseases in the West

Asian data can support
Western approval

Patientsin US Patientsin Asia
8,000 Biliary tract cancer (BTC) 220,000
32,000 Gastriccancer 1,200,000
27,000 Hepatocellular carcinoma 482,000
21,000 Esophageal cancer 340,000
47,000 Cervical cancer 807,000

* Studies run in Asia where the majority of patients live

* Data is leveraged for approvals in US, EU and other global markets where
often these are orphan diseases

* Few —if any — approved therapies for these indications

Slide Courtesy: Bertil Landmark, Aslan Pharmaceuticals



Khon Khaen University, Thailand
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2018 2" AP Conference, Bangkok, Thailand
Satellite meetings in Busan, Korea and Shanghai, China




National Institute of Cancer Research,
National Health Research Institutes

HBSN -

HEPATOBILIARY SURGERY AND NUTRITION n—.-—-u-

3rd Asia-Pacific Cholangiocarcinom na Conf

THE

cholangiocarcinoma
FOUNDATION

Mar. 15-16, 2019

gave V4 Taipei, Taiwan
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Liver Cancer Institute, Fudan University

. Depart,

Depart
100,600 outpatients, 4,200 operations in 2016
5-year survival rate of 52% (surgical treatment)

Over 1000 cases of 10-year plus survival




ANNUAL CONFERENCE

MARCH 31 - APRIL 2, 2021



THE PATIENT PERSPECTIVE TO CANCER CARE:

BETTER ALIGNING PHYSICIAN EXPECTATIONS WITH
PATIENTS’ WISHES

MELINDA BACHINI
CCF ADVOCACY COORDINATOR

Cassadie Moravek, Stacie C. Lindsey, Julie Fleshman, Flavio G. Rocha, Shishir K. Maithel

46 question survey

1,011 patients completed

PANCREATIC
CANCER
B N _ ACTION
cho angiocarcinoma NETWORK ®




SOCIAL SUPPORT

Q13 Does your support network affect your decision-making in treatment options?

Yes

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%



SURGERY

Q22 Would you have surgery even if there was no chance for cure?

Yes

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%




NON-SURGICAL THERAPY

Q27 If yes, how long would you be willing to endure the severe side-effects to increase your
survival time?

3-6 Months
6-12 Months
12-18 Months

18-24 Months

\ I I

>2 Years

0% 10% 20% 30% 40% 50%  60% 70% 80% 90% 100%



CLINICAL TRIALS

Q46 Would you be willing to participate in a clinical trial even if you receive a placebo ("sugar
pill")?

Only if there
Is an option...

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%



Goals for treatment

1) Identify earlier stage disease

Screen at risk and underserved populations
timely diagnosis and multidisciplinary evaluation

2) Provide highest quality surgical and medical care
Expand candidate pool for curative therapy

Reduce operative morbidity, enhance recovery and deliver
chemotherapy/XRT with minimal toxicity

3) Novel therapeutics

Develop more effective locoregional/systemic regimens
Test thru clinical trials for all stages of disease
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Goals for the system

e Evaluate processes regularly
— Always look to improve and innovate
— Seek feedback from stakeholders
— Adapt to changing conditions and environment

* Engage advocacy groups
— Help design trials
— Reach out to target audience
— Provide content for discussion boards/support groups

* Expand outreach
— Offer consultative/CME services
— Virtual tumor boards
— Smooth referral/navigation process
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