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Definizione

Modello organizzativo all’ interno di un
dipartimento chirurgico formato da

personale medico ed infermieristico
dedicato alla patologia colorettale che
lavora coadiuvato da un equipe
multidisciplinare




Patologia afferente

* Polipi e cancro colorettale

Rettocolite ulcerosa, morbo di
Crohn

Malattia diverticolare

Patologia del pavimento pelvico
Emorroidi, ragadi, fistole

Stoma care




Colorectal unit:
requisiti organizzativi

Team multidisciplinare: MDT
Surgeon case volume
Surgeon specialization

Hospital volume




~Approccio multidisciplinare

Consente di disegnare strategie condivise
ed efficienti capaci di guidare il paziente
nel percorso che dalla diagnosi attraverso
la terapia porta alla guarigione




Team multidisciplinare: MDT

Radioterapista

Radiologo Patologo

Chirurgo
colorettale

Psicologo Oncologo

Endoscopista
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European guidelines for quality assurance in colorectal

cancer screening and diagnosis

European Commission

First Edition

6.2 General

requirements

The evidence that Multidisciplinary
Teams (MDTs) improve outcomes for
cancer patients is still scanty, but
beginning to accumulate (Fleissig et
al. 2006). However, there 1s general
agreement that multidis- ciplinary
services provide better patient care for
a variety of conditions and in
colorectal cancer, multidisciplinary
management is strongly
recommended (NHS Executive 2004).




Surgeon case volume

Numero di procedure annue effettuate
dal chirurgo come primo operatore




|Intervention Review)

Workload and surgeon’s specialty for outcome after
colorectal cancer surgery
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AUTHORS” CONCLUSIONS

Implications for practice

Although there was substantial heterogeneity berween the inds
vidual studies thar were included in this review and meta-anal.
ysis, the presented results confirm dearly the presence of a vol
ume-outcome relationship in mocemn colorectal cancer surgery,
for both the haspital anc the indivicual surgeon. Specialists also
chieved generally better outcomes than non-specalists, although

large variability in the definition of the colorectal specialist re

duces the applicability of this concepe subszandially. Nonetheless,

if the difference in the definition is consicered largely to be seman
tic, and one accepts the common-sense assumption that colorectal
specialists, under normal circumstances, perform a comparatively
high number of colorectal cancer operations, the evidence for the
benefits of surgeon specialisation and higher surgeon volume are
somewhat mutually suppoctive.

The volume-outcome relationship appears somewhat stronger for
the incivicual surgeon than for the hospital; it was more conss
tent and it's effect size generally larger. Particularly for the pri

mary outcomes of S5-year survival and operative mocralicy, there

Archampong D. Cochrane Database Syst Rev 2012
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Elective Resection of Colon Cancer by High-Volume
Surgeons Is Associated with Decreased Morbidity
and Mortality

Sebastien Drolet - Anthony R. MacLean -
Robert P. Myers « Abdel Aziz M. Shaheen «

Elijah Dixon - W, Donald Buie
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Tahle3 Summary of the crude and case mixadjusied oukcomes by valume gxups
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* Surgeons

* All surgeons treating
patients with screen-
detected disease should
specialise (although not
necessarily exclusively) in
colorectal cancer surgery

European guidelines for quality assurance in colorectal an S Ou e a e tO

cancer screening and diagnosis First Edition

demonstrate a high-volume
practice




Surgeon case volume

All Colorectal Cancer Surgery: The ACPGBI would
expect the following of any surgeon managing
elective cases of colorectal cancer. A. The Surgeon
must be a Core member of the Colorectal Cancer
MDT and have performed at least 20 curative
resections for colorectal cancer in the previous year,
which have been recorded by the MDT and been
submitted to NBOCAP. .

COLORECTAL CANCER SURGERY
STANDARDS ACPGBI ADVISORY 2012




=w Surgeon specialization

Percorso formativo certificato pluriennale

Italia Paesi anglosassoni

» Scuola di
specializzazione in « Scuola di

chirurgia generale specializzazione in
Scuola di chirurgia colorettale

specializzazione in Percorsi di training per
chirurgia MDT finanziati dall’ NHS
gastroenterologica (Pelican MDT-TME
Master universitari ed development programme)
organizzati da societa

scientifiche Taylor C. BMC Health Serv Res 2010




Societa Italiana di Chirurgia Colo-Rettale

Societa Italiana Chirurgia
Colorettale

Societa scientifica dedicata al compito di
promuovere e divulgare attivita, studi,
corsi e congressi nell ambito della
patologia colorettale




Guidelines

for the Management of Colorectal Cancer

3rd edition (2007)

Issued by

The Association of Coloproctology of Great Britain and Ireland

e Recommendations

* Surgery for colorectal
cancer should only be
carried out by surgeons
with appropriate training
and experience, working
as part of a
multidisciplinary team.

* Recommendation grade B




Hospital (Unit) volume

Numero di interventi annui esequiti
dalla singola unita operativa




Volume-outcome analysis of colorectal cancer-related
outcomes
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Table 6 Univariable and multivariable analysis of the effects of surgeon caseload and hospital volume on outcomes after surgery for
rectal cancer: case mix-adjusted analysis induding both sargeon and hospital volume
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Gyt an Saveening Coastutus

Table 5§ Univariable and multivariable analysis of the effects of surgeon caseload and hospital volume on octcomes after surgery for
colonic cancer: case mix-adjusted analysis including hoth surgeon and hospétal volume
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Borowsky D. British Journal of Surgery 2010




Take home messages

* Requisiti organizzativi sono
fondamentali per istituire una
colorectal unit

 Centralizzare?

» Delocalizzare all’ interno di una rete
oncologica regionale?




Prospettive future

 Allo stato attuale il dibattito € ancora
aperto

* Sono necessarie scelte di politica

sanitaria adeguate per ottimizzare la
qualita della prestazione.




Grazie pel ra’[tenzione




