La pré habilitation en oncologie digestive
une arme thérapeutique a ne pas
meéconnaitre pendant la phase du

traitement néo adjuvant
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INTRODUCTION

» Cancers digestifs: motif fréquent de consultation/ décés

* Prise en charge multiD, participation active du patient

* Traitement néo adjuvant :Gold standard

* Longue période d’attente: pré-habilitation

* Bon post op = acces au traitement adjuvant= mission
complete
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MATERIEL ET METHODES | =

Etude transversale descriptive analytique de 125 cas présentant un
cancer digestifs ayant recu un traitement néo adjuvant

* G1 (n=60 patients): ayant bénéficié d’une chirurgie de résection
carcinologique sans programme de pré habilitation

* G2 (n=65 patients) : ayant bénéficié d’'une chirurgie de résection
carcinologique avec programme de pré habilitation



RESULTATS

"‘—‘-__\-"h\_-.___.

Parametres non modifiables

* 'age moyen des patients dans le G1 était de 56 ans versus 54,5 ans dans le
G2 (p=0.07)

 l'évaluation préopératoire retrouvait un IMC moyen de 26kg/m2 en G1 VS
26.2 kg/m2 G2 (p=0.067)

* La duree moyenne de la période du traitement néo adjuvant avait dépasse
3 mois tous cancers confondus

* 10 patients au total étaient jugés inopérables ,80% parmi eux dans le
groupe G1



RESULTATS

Parametres modifiables
* Les complications pulmonaires (15% G2 vs 70% G1) (p=0.003)

 Décompensation de tares: G2 6% Vs 23 % G1
e 7 décés/G1 dans les 3 mois du post opératoire Vs un seul cas G2

* 'acces au traitement adjuvant était rapide dans le groupe G2 en moyenne de
4 semaines Vs 7 semaines dans le G1

* Seulement 70% des patients G1 ont recu toutes les doses adjuvantes



DISCUSSION

Le controle optimal d’un cancer:

* RCP

* Adapter les choix au patient

* Soins de support: obligation

Contents lists available at ScienceDirect

Cancer Treatment Reviews

journal homepage: www.elsevierhealth.com/journals/fctrwv
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Pré-habilitation : protocoles généraux

Table 1. Overview of risk factor prehabilitation strategies. Saeening tools can be employed by multiple dinidans
at the earliest opportunity in the preoperative pathway. Further assessment may need to be conducted by spedialist

healthcare professionals such as a dietidian or nutritionist. Prehabilitation interventions should follow similar key
principles aiming to achieve meaningful risk factor modification in the available time before surgery.

Risk factor  Screening (all patients)

Physical
activity

Inspiratory

muscle
training
\

Smoking

H

Assess against chief medical
officer recommendations for

healthy adults:

150 minutes moderate
intensity exercise per week
or

75 minutes vigorous intensity
exercise per week

plus

muscle strengthening exercise
on 2 or more days per week.

Patients failing to meet one or
both aiteria should be offered
exercise prehabilitation.

ARISCAT score.

Consider IMT in ‘intermediate-’
and ‘high-" risk patients.
Establish smoking status.

All smokers should be offered
cessation support.

Assessment

(at risk patients)
Objective assessment of
physical fitness eg
cardicpulmaonary
exercise test

& minute walk test

incremental shuttle walk
test

nla

Support access to
cessation services for
assessment.
Fagerstrom score used
to titrate nmicotine
theraopn

Intervention principles Prehabilitation goals
Combined aerobic and Improve aercbic capacity
resistance training programime. Develop lean musde
Prescribed based on objedtive mass

fitness assessment.

Monitored and modified to

account for improvements in

fitness.

Structured IMT programme. Develop musdes of
respiration and reduce
risk of perioperative
pulmonary complications.

Gold-standard cessation Preoperative cessation.

programme (combines
counselling and nicotine
replacement therapy).

§_ﬂ Royal College

Clinical Medicir

of Physicians
Prehabilitation
H
Alcohol Establish weekly intake in AUDIT/AUDIT-C Patients with features of Maodify
units. guestionnaires in those  dependence will reguire input ~ non-ha
Patients with a ‘hazardous’ ~ With higher intakes. from spedialist alcohol services.
intake (>14 units per week) Those with *hazardous” intakes
should undergo further may respond to the brief
assessment. alcohol intervention”.
MUST {Can be adapted for Dietician/nutritionist Identify macro- and Comect
preoperative setting). ™ assessment. micronutrient deficdencies malnut
(ensure total prgtein intake Suppor
1.5-2.0 gfkg daily).
"Food first’ approach to
correction.
Consider protein
supplementation following
exercise training sessions.
Psychological  HADS Assessment for poorly  Build self-efficacy through other  Imiprov
factors controlled depression risk factor interventions. anxiety
and anxiety and low Education programmes. Develo
selffFﬁcucytu mguge Specialist input for psychological for pret
with prehabilitation. _ ) -
intervention. gery



Particularité des cancers digestifs

20% a 80%:chance
curative/opérabilité

> J Hepatobiliary Pancreat Sci. 2022 Sep;29(9):1004-1013. doi: 10.1002/jhbp.1159. Epub 2022 May 22

Prognosis of pancreatic head cancer with different
patterns of lymph node metastasis

* Une a Trois anastomoses
digestives

 Morbi-mortalité non
négligeable

* Récupération améliorée/Préhabilitation

Evidence for enhanced recovery in pancreatic cancer surgel
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Pré habilitation

* 1/3 des étapes de la prise en charge

* Dizaine des étapes

e Critéres communes/ critéres spécifiques

Preadmision Surgery POD 1 POD2 POD3 .. |Discharge Follow-up
3
Counselling
Mo premedication Multimodal opioid sparing analgesia
Prehabilitation
Thromboprophylaxis
[tem R ecommendation

1. Counselimg

2. Prehabilitation

3. Bihary drainmage

4. Smoking and alcohol cessation
5. Mutrition

6. Immunonutnton

7. Fastimg and carbohydrates
8. Proe-ancsthetic medication
9. Thromboprophylasces

1. Antbioprophylaxis and skin preparation

11. Epidural analgesia

12, Postoperative analgesia

13, Wound catheter

14, PONY prophyvlaxis

15. Hypotherma

16, Postoperative ghyeemic control
1 7. Masogastric tube

1 8. Fluid balamce

19, Perianastomotic drmimn

20 Somatostatin analogs

2 1. Urmary catheter

22 Delaved gastric emptying (DGE)

235, Stimulation of bowel movement
24 Dhet

25 Mobilization

26, Minimal invasive surgery

27T, Aasdit

Dredicated mubimedia preaperative counseling.

Prehabilitation program 3—6 weeks before surmeny.

Avordance of preoperative draimage, onby 1f bilirubin == 250 pmaol/.

Smoking and high alcohol consumption cessation at least 4 wecks |

Preoperativie nutritsonal intervention if severe weight loss. Mutrition
based on BMI and weight loss.

MNot recommended.

Preoperative fasting: 6 h for solids and 2 h for higuids. Carbohydrat

MNo ancaolyvtics. Acctaminophen and smgle dose gabapentinosd.

Concomitant chemical and mechanical thromboprophy lasxis.

Smgle dose iv antibsotic less than &0 min before skin imcision. Intrs
if preoperative biliary stenting. Therapeutic postoperative antibeol
Use of alcohol-based prepamations and wound protectons.

Thoracic epidural for open PD.

MMultimodal opioid spaning analpesia.

Preperitoneal wound catheter as altemative to epidural for open PID.

POMY prophylacias adapted to nsk factors.

Active warnming o maintain temperature abowe 36 20,

Glucose levels showld be mamtamed as close to normal as possible

Mo postoperntve nasogastric ube.

Avordance of flhued ovedoad.

Early drain removal at 72 h in low-nisk patients.

Mo systermatic use of somatostating

Early wurinary catheter remaowval.

No acknowledged prophylactc strategy. Early diagnosis of intraakbd
Artificial nutrition im case of prolonged DIGE.

Use of chewing gum, alvimopan, or mosapride.

MNormal diet after surgery according to tolerance.

Early and active mmobdlization.

Laparoscopic P} only in highly experienced high-volume center. ™
for robotic-assisted PO

Fegular and continuous aodit.




Pré habilitation

e Domaine actif de recherche

Réanimation/chirurgie

* Que des chiffres positifs

* |Impact économique positif

B u.s. National Library of Medicine
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Undergoing Major Surgery. A Systematic Review and
Meta-analysis with Trial Sequential Analysis

Review > ) Clin Anesth. 2023 Jum;86:111053. doi: 10.1016/].jclinane.2023.111053.
Epub 2023 Feb 1.

Efficacy of supervised exercise prehabilitation
programs to improve major abdominal surgery
outcomes: A systematic review and meta-anal
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Conclusion

e RCP= consultation MPR

* Préparation physique :place primordiale

* Pré-habilitation=Augmente |'opérabilité=Plus de
patients aptes au traitement adjuvant
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