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Overview

• Adenocarcinoma
– Surgically resectable
– Locally advanced
– Metastatic

• Islet cell
• Other (acinar cell, etc.)
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Chemotherapies

• 5-Flurouracil (5-FU)
– IV continuous, weekly, or daily
– Mouth sores, blood counts, nausea, 

diarrhea

• Capecitabine (Xeloda)
– Oral; twice daily, hand-foot

• Gemcitabine (Gemzar)
– IV weekly; blood counts, fatigue, lung

• Erlotinib (Tarceva)
– Oral daily; rash, diarrhea, expense

How Do We Determine 
Standard of Care?

• Levels of evidence
• Food and Drug Administration (FDA)
• Randomized, controlled clinical trial 

shows that drug/regimen is superior to 
placebo or current standard

• Tradition/common sense (surgery)
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Surgically resectable 
Adenocarcinoma

Arguments for Surgery Being 
the Standard of Care

• Chance of cure that would otherwise not 
be achievable

• Prolong average survival of those who 
undergo surgery
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Side Effects

• Surgery itself (pain, surgical risk, 
expense)

• May be unsuccessful
• Late effects (dumping, malabsorption, 

diabetes)

Adjuvant vs. Neoadjuvant 
Therapy

• Recurrence rates after surgery are 
unacceptable,  can survival be 
improved?

• Adjuvant is therapy given after surgery 
to delay or prevent recurrence

• Neoadjuvant is therapy given before 
surgery to do the same, but also 
improve the ability to do surgery
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No clear standard for adjuvant 
therapy

• Gem x 2mo � Radiation/5FU � Gem x 
2 mo. (RTOG 9704)

• Gem x 6 mo. (CONKO)

• 5-FU x 6 mo. (ESPAC-1)

Locally Advanced
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Therapy for locally advanced 
adenocarcinoma

• Gemcitabine
• Gemcitabine + erlotinib

• ? Radiation (GITSG, E4201)
– Radiation is daily, can increase toxicity 

(nausea, diarrhea, counts)

Metastatic adenocarcinoma

• Gemcitabine
– Improved survival and “clinical benefit” 

over 5-FU

• Gemcitabine + erlotinib
– Improved survival over gem alone
– Increased diarrhea, rash, COST
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How do we decide among 
treatments?

• How healthy is the patient?
• Does insurance cover erlotinib?
• How “aggressive” does the patient want 

to be?

• Can we do better?

Little, et al, CLI-online.com
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KRAS status and efficacy in the first-line treatmen t of 
patients with metastatic colorectal cancer (mCRC) t reated 

with FOLFIRI with or without cetuximab: The CRYSTAL  
experience.

KRAS status and efficacy of first-line treatment of  
patients with metastatic colorectal cancer (mCRC) 
treated with FOLFOX with or without cetuximab: 

The OPUS experience.

Relationship of efficacy with KRAS status (wild type 
versus mutant) in patients with irinotecan-

refractory metastatic colorectal cancer (mCRC), 
treated with irinotecan (q2w) and escalating doses 

of cetuximab (q1w): The EVEREST experience 
(preliminary data).

At least in colon cancer, mutations in KRAS 
predict resistance to EGFR inhibition

Islet Cell Carcinoma

• Cancer of the neuroendocrine cells 
(islet cells)

• Can make hormones (insulin, glucagon, 
VIP, gastrin)

• Generally slower growing than 
adenocarcinoma
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Chemotherapy for islet cell 
cancer

• Streptozocin combinations
– Blood counts, kidney toxicity

• Octreotide 
– Targeted therapy, can cause diarrhea, 

gallstones

• Agents targeting angiogenesis appear 
promising
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Other therapies

• Hepatic artery embolization

• Surgical debulking

• Liver transplant

More rare cancers

• Treatment is based on case reports, 
small series – best guess

• Think “colon regimens” for acinar cell 
carcinoma
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Summary

• Therapy for adenocarcinoma is 
inadequate, and noncurative outside of 
surgical resection

• Islet cell carcinoma is slower growing, 
may be responsive to newer targeted 
therapies

• Rare subtypes exist and should merit 
referral to a center with expertise in 
pancreatic cancer

Future Directions

• Dr. Greeno’s talk
• Improved treatments
• Individualized treatments
• Depend on tissue collection, biobanks
• Combined efforts of patients, 

advocates, PanCAN, researchers


