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Introduction

Prolonged TTS in cancer patients can often be explained by the intrinsic
difficulties of organising several components of treatment planning, such as
radiologic evaluation, pathology analysis, and coordinating operating-room
availability for situations necessitating reconstruction. However, these delays
might cause gaps in oncologic care coordination and are more common in
vulnerable patients, with recent research establishing a link between extended
TTS and patient variables like as insurance status and race or ethnicity [1].

TTS has just been defined as a breast cancer quality metric, which might
have consequences for financial reimbursement and hospital accreditation.
With more patients getting neoadjuvant systemic treatment, it is unclear to
what extent TTS delays differ between individuals who receive NST and those
who undergo upfront surgery. The goal of this retrospective study is to identify
patient and clinical characteristics related with TTS in a contemporary cohort of
breast cancer patients and to evaluate how and to what degree these factors
differ between women who undergo upfront surgery vs those who get NST.
We further investigate and contrast the relationship between TTS and overall
survival in both upfront-surgery and NST patients.

Endometrial cancer is the most prevalent gynaecological cancer in
developed nations and the second most frequent in underdeveloped countries,
after cervical cancer [2]. The majority of patients appear in an apparent early
stage, and the gold standard therapy in this clinical scenario is laparoscopic
complete hysterectomy, bilateral salpingo-oophorectomy, and lymph node
evaluation. In highly obese women with EC, robotic surgery might be a
viable alternative to laparoscopy. Pelvic and para-aortic lymphadenectomy is
effective for staging and defining prognosis, although its therapeutic usefulness
is still being contested. Both studies of Benedetti the ASTEC study found no
difference in disease-free survival or overall survival between women with
early-stage EC who were treated with pelvic lymphadenectomy and those who
were not.

In any case, participants in these trials had a low chance of having lymph
node involvement, demonstrating a beneficial effect of lymphadenectomy on
clinical outcome. Among contrast, the SEPAL retrospective cohort analysis
found that in intermediate- and high-risk EC patients, disease-specific
survival rates were greater in women who received pelvic plus para-aortic
lymphadenectomy than in those who only had pelvic lymphadenectomy. These
findings for low-risk EC were not verified.

Large series suggest that sentinel lymph node mapping improves the
detection of macrometastases, micrometastases, and isolated tumour cells
while having no effect on oncologic outcomes when compared to standard
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lymphadenectomy in patients with limited myometrial invasion as well as those
with deeply invasive endometrioid EC. Sentinel lymph node mapping shortens
operating hours and improves peri-operative surgical outcomes in robotic-
assisted EC staging without increasing morbidity compared to hysterectomy
alone. An Italian multicentric and retrospective analysis of 1,606 EC patients
found that 209 cases recurred, the majority within 24 months, in the vagina,
pelvis, and distant regions.

Patients who are unable to have laparoscopic or robotic surgery may have
a vaginal hysterectomy with or without bilateral salpingo-oophorectomy under
locoregional anaesthesia [3]. However, an older population with significant
comorbidities suggests that 4-9% of EC patients are unsuitable for vaginal
surgery. Obesity and diabetes are risk factors for EC, and they are frequently
associated with additional comorbidities that, together with age, may exclude
a first operation. In the case of medically inoperable EC or in women who
refuse surgery, hormonotherapy, radiation treatment, and, in rare cases,
chemotherapy may be an option with a curative or palliative goal.

All cases of patients deemed unsuitable for surgery should be reviewed by
a multidisciplinary team, since the same problems may restrict the practicality
of the radical brachytherapy method. There have been no randomised
controlled trials comparing RT, HT, and palliative CT. We did a comprehensive
literature search in March 2020 to emphasise existing understanding about
the management of inoperable EC, particularly the possible involvement of
particle RT.

Pancreatic Adenocarcinoma is the Western world's fourth greatest cause
of cancer-related mortality. The sole chance for treatment is complete surgical
resection; unfortunately, recurrence rates following surgery range from 46 to
89%. These high recurrence rates suggest that undiagnosed micro-metastatic
illness existed at the time of diagnosis. As a result, there is broad agreement
that multimodality treatment is preferable than surgery alone. However, the
best multimodality therapy treatment sequence is still being debated. Adjuvant
treatment is now the standard of care in the United States. Nonetheless,
problems and disease progression are possible. Neoadjuvant treatment
overcomes these barriers and enhances the likelihood of obtaining all
components of recommended care. Furthermore, neoadjuvant therapy treats
systemic illness at an early stage. Because of this, 25-48% of patients who are
initially resected do not finish adjuvant therapy.

Furthermore, neoadjuvant treatment can be used to optimise patient
selection, shielding patients with fast advancing iliness from the morbidity
and mortality associated with surgery. In the absence of definitive randomised
controlled studies, the potential advantage of neoadjuvant treatment has
been demonstrated. It has never been proven; nonetheless, it is most likely
stage dependent. The current study is a propensity study. A score-matched
study of a recent countrywide cohort was performed to compare the clinical
outcomes of neoadjuvant treatment vs. first surgery for Stages of pancreatic
cancer. Patients who had main site surgery were identified using their Facility
Oncology Registry Data Standards surgical codes. All of the participants in the
study had chemotherapy and surgery. Patients were divided into two groups
depending on the timing of their treatment in relation to pancreatic resection:
neoadjuvant therapy and upfront surgery. Neoadjuvant therapy was described
as chemotherapy with or without radiation before surgery, regardless of any
subsequent treatment.

Upfront surgery was defined as surgery followed by chemotherapy
with or without radiation in the absence of any preceding treatment. When
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available in the NCDB, neoadjuvant and upfront surgery were classified using
the characteristics for treatment sequencing; otherwise, we utilised the date
of chemotherapy and surgery to identify the sequence, with neoadjuvant and
adjuvant therapy. The sequence was determined by the dates of chemotherapy
and surgery, with neoadjuvant and adjuvant therapy described as Treatment
prior to and following surgery, respectively.

The final analysis included only patients who underwent multimodality
therapy. For categorical variables, v2 tests were used to compare patient
characteristics. Overall survival, defined as the period between diagnosis and
death, was the primary outcome of interest. Patients who were still living at the
time of analysis were censored based on the last time they were known to be
alive. Propensity score matching was employed within each stage to decrease
selection bias in the allocation of neoadjuvant treatment and upfront surgery.
Propensity score models were developed to estimate the likelihood of being
assigned to upfront surgery.

All relevant confounders were considered, including those having relatively
minor effects on outcomes. Age, gender, race, comorbidities, insurance status,
type of treatment centre, tumour location, and tumour differentiation were
all factored into the propensity score models. Without replacement, nearest-
neighbor matching was conducted with a calliper width equal to 0.2 of the
standard deviation of the predicted chance of obtaining upfront surgery and
adjuvant therapy, removing 99% of the selection bias. Multimodality therapy
is critical for the cure of pancreatic cancer; nevertheless, the ideal treatment
sequence of surgery and chemotherapy is still debated. We assessed overall
survival in both an unmatched and a matched cohort in this nationwide trial
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comparing the efficacy of neoadjuvant treatment against upfront surgery for
pancreatic cancer. Before matching, neoadjuvant treatment appeared to be
related with a survival benefit in stage Il and Ill patients when compared to
traditional upfront surgery and adjuvant therapy. After matching, the survival
advantage of neoadjuvant treatment in stage Il patients continued [4,5].
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