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¢ PANC-1)
Work Up

EXAMINATION

* Whole body
assessment
* CT or MRI (pancreas

only)

Imaging
shows
tumors

% Note:

If tissue proved, optional testing for BRCA 2 ~ MMR ~ NTRK

Imaging
shows
no
tumors

No
metastatic
disease

Metastatic
disease

Y

YR

TMU Taipei Cancer Center

* Whole body assessment (include
liver function, chest image)

—>| Operation (PANC-2) |

+ Consider EUS # biopsy *

>

No
metastatic
disease

Y

Biopsy *

_ | Metastatic disease
“1 (PANC-8)

>

Metastatic
disease

Y

* Whole body assessment (include

Whether jaundice
(PANC-2)

liver function, chest image)

« EUS # biopsy * /ERCP/MRCP

Consultation surgery
(PANC-2)

Y

Metastatic disease

. *
>
Biopsy (PANC-8)
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¢ PANC-2)
Work Up

INo metastatic
disease

>

No jaundice

Jaundice
present

»|CA 199 —
Cholangitis Stenting — CA 19-9
or fever
No Cholangitis » CA19-9 —
or fever

Resectable » PANC-3

. Potentially | PANC-4 ~
resectable
Unresectable » PANC-7
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¢ PANC-3, -4, -5)

e RESECTABLE

e BORDERLINE RESECTABLE NO METASTASES, PLANNED NEOADJUVANT THERAPY

e BORDERLINE RESECTABLE NO METASTASES, PLANNED RESECTION.

Surgery

Neoadjuvant
therapy

Resectable

Potentially
resectable

or
Non-resectable

Biopsy, EUS
with FNA
preferred

Consider staging
laparoscopy

YR

TMU Taipei Cancer Center

Non-resectable or

" | metastatic

Y
PANC-7 ~ 8

» PANC-6
Neoadjuvant therapy » Re-staging
Disease progression precluding surgery >
Positive » PANC-6
Positive — | PANC-6
Negative » Re-biopsy
Inonclusint malignancy

Bl

DS

uu

exclude Autoimmune
pancreatitis [AIP])

Tumor board
» conference

discussion




{ PANC-6)
POST-OP ADJUVANT TREATMENT

Surveillance every 3—6 months for

2 years, then every 12 months as

clinically indicated

* Whole body assessment (include
liver function, chest image)

* CT (pancreas only)

* CA19-9

_ | No prior neoadjuvant _ | Adjuvant
therapy " | treatment

PANC-9

\i
\4

- IfECOG [0-2] Adjuvant treatment + Radiation therapy (no
» neoadjuvant Radiation therapy)
« IfECOG [>2] supportive care

After _ | Prior neoadjuvant
surgery therapy
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PANC-8

\4

Metastatic disease

Y




¢ PANC-7)

LOCALLY ADVANCED UNRESECTABLE

Good PS

No metastatic
disease

“|ECOG [0-2]

_ | No disease progression
"| Consider CCRT/SBRT

YR

TMU Taipei Cancer Center

Poor PS

\ 4

ECOG [3-4]

Systemic therapy

Supportive care

»| Systemic therapy
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{ PANC-8)

METASTATIC DISEASE
. Systemic
C.o.1151der therapy —
— | biliary - Palliative
drainage Good PS and best
> » Chemoth = .
ECOG [0-2] Chemotherapy supportive
Palliative care
: radiotherapy
Metastatic Jaundice Consider
. = » duodenal > S
disease present =)
bypass i
2
82
Systemic therapy ;%
»| Poor PS %El'
ECOG[3-4]
L3 . —
Stenting Palliative and best supportive care
* Note:

If tissue proved, optional testing for BRCA %2 ~ MMR ~ NTRK




¢ PANC-9)

RECURRENCE AFTER RESECTION

—>

Disease progression

A4

CCRT/RT or C/T

Recurrence

Y

surgery

Y

Palliative and best supportive care

L

Metastatic disease

\4

> 6 months from

YR

TMU Taipei Cancer Center

Consider repeat systemic therapy
previously administered

completion of primary
therapy

<6 months from

Palliative and best supportive care

Systemic therapy

completion of primary
therapy

v

Palliative and best supportive care
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