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Frame

• Multidisciplinary approach 
– Digestive tumor board

• Locally advanced gastric cancer

• Prognosis

• Correct Staging

• Treatment Standards

• To what extend extensive surgery
– DI, II, III, more…

– Multiorganresection

– R0, RI, RII, 

• Peritoneal recurrence
– HIPEC/Cytoreductivesurgery



Locally advanced gastric cancer

Tumors infiltrating or adherent to adjacent organs and/or 
structures with or without lymph node involvement in 
patients without distant metastasis. 

• Gastric carcinomas are considered unresectable
– peritoneal involvement, 

– distant metastases, 

– locally advanced disease 
• invasion or encasement of major blood vessels.



• Long-term survival of patients with invasion to adjacent organs 
is poor.

• For locally advanced gastric cancer with adjacent organ 
infiltration, extended resection including the invaded organ is 
required to achieve R0 resection with negative surgical margins 



5 yearsurviavalratesafterR0 Gastrectomy,

Cancer,2000

AJCC stage U.S.A Japon Japon-immagrant

IA 78% 95% 95%

IB 58% 86% 75%

II 34% 71% 46%

IIIA 20% 59% 48%

IIIB 8% 35% 18%

IV 7% 17% 5%

Genel 28% NR 42%
> 15 lymph nodes resected



TNM Staging, Gastric Cancer



Staging and treatment principles
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STAGING
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STAGING LAPAROSCOPY
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RE-STAGING after neoadjuvanttherapy
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D2 dissection
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?



. • Dutch  RCT: D1 vsD2 lymphadenectomy 
– significant reduction in the proportion of locoregionalrecurrence and 

cancer-related death after a long follow-up.

• Taiwanese RCT: 
– significant survival benefit of D2 or more extensive lymphadenectomy 

compared with D1 lymphadenectomy

• European Society for Medical Oncology Guideline for gastric 
cancer and the National Comprehensive Cancer Network 
Guidelinefor gastric cancer, now recommend an extended D2 
lymphadenectomy as in the Japanese guidelines.
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WHEN YOU HAVE TO SHOOT, 
SHOOT. DON’T TALK ! 
Eli Wallach.

From: (very) GOOD, (never) Bad, 
and (Occasionaly) UGLY 



Standard treatment ?

• NCCN

• Japanese 

• ESMO

• SWOG, 0116 

• MAGIC

• French trial

• Newer ones

• Ongoing trials…. 
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Japanese  Standard



European Standard



Adjuvantradiotherapyis beneficialaftercurativesurgeryforlocallyadvancedgastriccancer

Meta-analysis of adjuvant chemotherapy after radical 
surgeryfor advanced gastric cancer.  P. Sun,BJS. 
2009



NCCN Treatment recommendations
Preoperative chemotherapy/ chemoradiation
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• Extended Surgery in Gastric Cancer
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Surgeon is there where the action is!
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R0, RI, RII survival 



N status and survival 



Multivariate regression



• Patients undergoing extended resections experience 
acceptable postoperative morbidity and mortality rates

• En-bloc multi-visceral resection should be performed 
– complete resection can be realistically obtained

– when lymph node metastasis is not evident 



• 337= single additional organ resected

• 63= 2 additional organ

• 18=3 additional organ 

• 580 complications: 33% of patients

• Perioperative mortality: 4%

• The number of resected organs (RR3.8) is a major risk 
factor for severe complications

Achieving R0 Resection for Locally Advanced Gastric Cancer: 
Is It Worth the Risk of MultiorganResection? Martin RG eral. 
Journal of the  American College of Surgeons, 2002 



Prognostic factors, multivisceralresection 



R1 resection, positive resection margin 



• Retrospective:

• N:222 (with positive margins who underwent potentially 
curative resection for locally advanced GC). 

• 50 patients (re-excised to a negative resection margin)

• 72 patients who were left with a positive resection margin were 
compared using univariateand multivariate analyses. 







Gastrectomyin Advanced Gastric Cancer Effectively Palliates 
Symptoms and May Improve Survival in Select Patients. Collins 
A.J GastrointestSurg(2014) 

• Incomplete (i.e., R2) gastrectomyin advanced gastric 
cancer (?)

Retrospective:

• n: 210 locally advanced or metastatic gastric cancer pts
(1992–2008). 

• Three groups: 
– Gastrectomy(N = 99), 

– Exploration without resection (N = 66), 

– No surgery (N = 45). 



• Symptom resolution after gastrectomy:48 %

• Complication rate: 32 %

• Mortality:6 % 

• Overall median survival:6.2 months
– 10.0 months after gastrectomy,

– 4.1 months after exploration without resection

– 5.3 months for no surgery (p<0.001). 
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Peritoneal Recurrence

• Survival is poor

• Despite adjuvant chemotherapy, AGC patient often develop 
recurrence

• Peritoneum is the most common site of recurrence 

• intraperitonealchemotherapy has been proposed as a 
treatment option



Factors predicting peritoneal recurrence in advanced 
gastric cancer: implication for adjuvant intraperitoneal
chemotherapy HEE JL, Gastric Cancer (2014)

• N: 805 AGC, curative D2 gastrectomy(2003-2009) 

• 5-year peritonealrecurrence-free survival was 79.3 %. 

• Recurrence = 245 patients (30.4 %). 

• Risk factors for peritoneal recurrence= 
– Depth of tumor invasion CT3

– Extensive lymph node metastasis (N3) 

– Bormann type 4 

– Venous invasion



HIPEC



Overall mortality at one year



Overall mortality at two years



Overall mortality at 5 years



Peritoneal recurrence rate



HIPEC

• 1, 2 and 3-year overall survival is incremented by the IPC. 

• A positive effect of IPC has been found on overall and 
peritoneal recurrence and on distant metastasis. 

• Morbidity rate is incremented by IPC. 

• Loco-regional lymph-nodes invasion in patients affected by 
advanced gastric cancer is not a contraindication to IPC. 



Assessment of Response Following Neoadjuvant
Therapy-Biopsy

• Endoscopic biopsy after CRT has been used to determine 
response 

• N: 156 patients (MSKCC), CRT for local-regionally advanced 
esophageal cancer -> biopsy -> resection

• 118 patients had no tumor identified on endoscopic biopsy:
– 69% had local disease at time of surgery

– Negative biopsy better predicted a pCRfor squamous cell carcinoma versus 
adenocarcinoma (54.3% vs13.6% P< 0.001). 

– Nodal status of surgical specimens did not correlate 

– Survival was equivalent 

• CONCLUSION: A negative endoscopic biopsy is not a useful predictor of a 
pCRafter CRT, final nodal status, or overall survival

Sarkaria IS, et al.  Ann Surg. 2009.



• PET is useful in restaging after CRT to exclude distant 
metastasis

• Multiple studies are looking at prognostic value after CRT or 
chemotherapy

• Preliminary results suggest that PET/CT can potentially be a 
prognosticator for OS, but data on meaningful prediction of 
response are lacking

Assessment of Response Following Neoadjuvant
Therapy



• Retrospective analysis 
• n:152 (Esoph/GEJ ACA) CRT and surgery
• >52% SUV decrease was associated with improved OS 

(43% vs72% at 3 y)
• Pathologic response with <50% residual cancer 

associated with longer OS 

• SUV decrease is the only prognostic factor of OS 
(multivariate analysis)

Javeri H et al. Cancer. 2009

Assessment of Response Following Neoadjuvant
Therapy



Assessment of Response Following Neoadjuvant
Therapy-PET/CT

Javeri H et al. Cancer. 2009



Aim: to prospectively examine, the potential added benefit 
of FDG-PET/CT  to modern gastric cancer staging paradigms. 









• PET CT can spare 27% of patients from unnecessary 
surgery. 

• The use of FDG-PET/CT appears to add significantly to 
clinicansability to correctly stage locally advanced gastric 
cancer prior to surgery



Happy me
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Happiest me
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