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The General Rules for the Gastric Cancer Study
in Surgery and Pathology

Part II. Histological Classification of Gastric Cancer

The Japanese Research Socicty Committee on Histological

tenia omentalis of
Classification of Gastric Cancer

the transverse colon

Fig.9 Division line for the apron-preserving  Fig.10 Division line for total omento-bursectomy
omentectomy

) o s For the cases with possibility of metastasis in the bursa
For the cases yv1th no possibility of metastasis in the and peritoneal cavity ( T2 and T3 tumor) and nega-
bursa and peritoneum, namely T1 and T2 tumor, the ;0 washing cytology, the total omento-bursectom

apron of the greater omentum can be preserved. Itis g indicated. This procedummm

of the greater omentum from the tenia omentalis.

useful to cover the small bowel and to prevent ileus.
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transverse mesocolon

M)GH?@MI» Fig. 12§ éariio of the anteriorséef orsl meso- §
Fig. 11 Right side bursectomy to expose the

p gastrium) and posterior sheet of the mesocolon |

. Because of different emb ic origin. t i |
infrapyloric nodes (No. 6) ryonic origin, the anterior and

posterior sheets have no vascular connection (a). These
two membranes can be separated easily without bleeding.

Assistant should tracts the transverse colon downward to
the separation, the vasa rectae of the transverse  make the mesocolon flat. Then the operator lift the greater

colon, marginal vessels, and the middle colic vein  omentum upward and push the mesocolon and the veins
are the useful index to trace the correct plane. downward by scissors (b).

Even for the apron preserving cases, this proce-
ure is essential to remove No. 6 nodes. During

Kajitani T. Japan J Surg 1981

Maruyama's Technical Notes
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Lenfadenektomi RCT

D1 vs D2

A Death due to gastric cancer
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D2 lymphadenectomy is associated with lower locoregional recurrence and
gastric-cancer—related death rates than D1 surgery.

D2 lymphadenectomy is the recommended surgical approach for patients with resectable

(curable) gastric cancer.

Songun | et al. Lancet Oncology 2010
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Lenfadenektomi

D2 vs D2+PALN

RCT

Overall Survival (%)

No. at Risk
D2 group
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Years

263 246 226 201 1883 173 115 64 44 21 6

D2 plus PAND 259 241 215 198 186 176 112 71 43 16 5

Recurrence-free Survival (%)
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As compared with D2 lymphadenectomy alone, treatment with

D2 lymphadenectomy plus PAND does not improve the survival

rate in curable gastric cancer.

Sasako M et al. NEJM 2008
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Bursektomi

RCT

Bursektomili vs Bursektomisiz
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HR for death 1-05 (95% Cl 0-81-1-37), one-sided stratified log-rank p=0-65
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Number at risk

(number censored)
Non-bursectomy 602
Bursectomy 602

(0) 579 (0)
(0) 580 (1)

503 (42)
502 (42)

376 (105)
362 (104)

264 (97)

132(119) 19(111) 0(19)
268 (85) (11
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HR for recurrence 1-07 (95% Cl 0-86-1-33), two-sided log-rank p=0-54

Number at risk

(number censored)
Non-bursectomy 602 (0)
Bursectomy 602 (0)

I I I I I I 1

1 2 3 4 5 6 7
Time after randomisation (years)

538 (4)
530 (10)

453 (36)
431 (40)

336(96)
315(89)

226 (88)
230(75)

106 (114)
94 (128) 7(87) 0(7)

Bursectomy did not provide a survival advantage over non-bursectomy.
D2 dissection with omentectomy alone should be done as a standard surgery for resectable cT3-T4a gastric cancer.

Kurokawa Y et al. Lancet Gastro Hepat 2018
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Omentektomi

Total vs Parsiyel

a Overall survival b Relapse-free survival
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02 of omentum T g2
1 1 1 1 1 1 1 1 1 1
0 1 2 3 4 5 0 1 2 3 4 5
Time after surgery (years) Time after surgery (years)
No. at risk No. at risk
Resection of Resection of
omentum 263 250 231 216 208 203 omentum 263 230 212 203 198 194
Preservation of Preservation of
omentum 263 249 238 222 217 209 omentum 263 232 209 202 196 195

Overall survival and disease recurrence were

comparable in patients with cT3-4 gastric cancer
who underwent GPO or GRO.

Ri M et al. BJS 2020

Recruitment status Open public recruiting

Unique ID issued by U UMINOOO036253

MIN
Receipt No. RO00041060
Scientific Title Randomized controlled phase lll trial to evaluate omentum preserving gastrect

omy for patients with advanced gastric cancer (JCOG1711, ROAD-GC)

Date of disclosure of t

he study information AUl

~1050 hasta
Tarih: 2019-2031

Author, Year

Hasegawa, 2013 98
Ri, 2020 263
- Sakimaru, 2020 73
.Seo, 2021 225
Kim DJ, 2014 66
Random effects model 728
Heterogencity: I w 0%, v° = 0, p = 0,62
Test for overall effect: = = -1.85 (p =0.06)

Author, Year

. Kim JH, 2009 52
Kim DJ, 2014 66
Hasegawa, 2013 98
Ri, 2020 263

. Sakimaru, 2020 73
Seo, 2021 225

Random effects model 77

Heterogencity: I° = 0%, v" =0,p =069

Test for overall effect: 2.11 (p=00M4)
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Figure 2. Forest plot comparing disease-free survival between the partial omentectomy group and the total omentectomy group.
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Figure 3. Forest plot comparing overall survival between the partial omentectomy and the total omentectomy group.

Chai SW et al. Cancers 2021

Recruitment status

Open public recruiting

Date of protocol fixation

2019 Year O1 Month 07 Day

Date of IRB

2019 Year 02 Month 28 Day

Anticipated trial start date

2019 Year 03 Month 19 Day

Last follow-up date

2031 Year 09 Month 19 Day



https://bjssjournals.onlinelibrary.wiley.com/doi/full/10.1002/bjs.11702
https://bjssjournals.onlinelibrary.wiley.com/doi/full/10.1002/bjs.11702
https://www.mdpi.com/2072-6694/13/19/4971/htm
https://www.mdpi.com/2072-6694/13/19/4971/htm

Splenektomi

1.0
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Splenektomili vs Splenektomisiz

Spleen-preservation

Splenectomy

HR 0.88 90.7%CI (0.67-1.16)
Non-inferiority P=0.025

0.0
0

No. at risk
Group A 254
Group B 251

243
242

2 3 4 5 6 7 8 9 10 1" 12
Years after randomization

225 209 199 187 119 91 74 53 33 11 0
229 214 205 187 129 99 81 49 32 8 0

1.0
0.9
0.8
0.7
0.6
05 t Splenectomy
0.4
0.3
0.2
0.1

HR 0.87 95%CI (0.65-1.17)

RCT

0.0 : : . . L . . .

0 1 2 3 4 5 6 7 8 9 10
Years after randomization

No. at risk

Group A 254 224 203 189 177 171 108 84 69 50 32

GroupB 251 222 200 193 183 173 119 92 75 46 31

11 12

10 0
7 0

In total gastrectomy for proximal gastric cancer that does not invade the greater curvature, splenectomy should be avoided as it
increases operative morbidity Without improving survival.

Sano T et al. Ann Surg 2017



https://journals.lww.com/annalsofsurgery/Fulltext/2017/02000/Randomized_Controlled_Trial_to_Evaluate.10.aspx
https://journals.lww.com/annalsofsurgery/Fulltext/2017/02000/Randomized_Controlled_Trial_to_Evaluate.10.aspx

Splenektomi

Splenektomili vs Splenektomisiz

TABLE 1. Eligibility Criteria of the Trial

Inclusion criteria

1.0 Before operation

0.9 Histologically proven adenocarcinoma

0.8 A T2/T3/T4" tumor located in the upper third of the stomach

0.7 Absence of or 3 cm or shorter esophageal invasion by endoscopy and
06 | barium fluoroscopy

05 F Absence of tumor invasion of the greater curvature

04 T HR 0.88 90.7%CI (0.67-1.16) e

03 F o Not of linitis plastica type (Borrmann type 4)

02 | Non-inferiority P=0.025 NO/N1/N2" and MO by diagnostic imaging

01 F Sufficient organ functions for total gastrectomy with splenectomy
0l0 , ) . . . . . Age between 20 and 75 years inclusive

0 1 2 3 4 5 6 7 No previous chemotherapy or surgery for gastric cancer
Voaraafiormititon Written informed consent from the patient
No. at risk During operation
Absence of or 3 cm or shorter esophageal invasion, and absence of
tumor invasion of the greater curvature by inspection and palpation
T2/T3/T4" and NO/N1/N2" by inspection and palpation
Peritoneal lavage cytology is negative for cancer cells
Curative operation is feasible without combined resection of the
pancreas and spleen
No gross lymph node metastasis along the splenic artery or splenic
hilum
" Tumors were staged according to both Japanese Classification (13th ed,
In total gastrectomy for proximal gastri  1998) and UICC-TNM (6th ed., 2006).
Exclusion criteria

increases operative morbidity WIthQ  Liver cirrhosis, or portal hypertension | N

Idiopathic thrombocytopenic purpura, or other diseases for which
splenectomy is a treatment option

Previous splenectomy

Interstitial pneumonia, pulmonary fibrosis, or extensive pulmonary
emphysema

Synchronous or metachronous malignancy in other organs except for
carcinoma in situ or intramucosal tumor cured by local resection

Pregnant, or possibly pregnant

Psychotic disorders inappropriate for participation in clinical trials

Group A 254 243 225 209 199 187 119 91
GroupB 251 242 229 214 205 187 129 99

RCT

Spleen-preservation

Splenectomy

7 8 9 10 11 12
andomization
} 8 69 50 32 10 0
)92 75 46 31 7 0

plenectomy should be avoided as it

Sano T et al. Ann Surg 2017
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Pankreatektomi

No RCT

Pancreas-preserving surgery

=N

-
Superior mesenteric artery

Maruyama K et al. World J Surg 1995



Extensive Intraperitoneal Lavage RCT

A. Overall survival 155 —— Standard surgery group
1.0 ~e — EIPLgroup
Subdistribution HR 1-33 (95% Cl 0-73-2-42), p=0-35
12

08 Standard surgery g
> X l 5 9
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- | I _— @
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— =)
E: :
5 o 3 -
w
2 047
'_'g HR = 1.09 (95% CI 0.78 to 1.52, p = 0.615) 0 : : : |
- 0 1 2 3 4
p=)
© 02+ Time since randomisation (years)

Number at risk Y
(number of peritoneal
recurrences)
0.0 Standard surgery  401(0) 305 (12) 169 (6) 58 (1) 6 (0)
(') 1 5 5 4‘ EIPLwith surgery 396 (0) 299 (10) 168 (9) 58(5) 11(1)

Years from randomisation

Extensive lavage with saline d1d not reduce risk of peritoneal recurrence nor improve survival

after gastric cancer surgery. It may increase risk of postoperative complications

Yang HK et al. Lancet Gastro Hepato 2021



https://www.sciencedirect.com/science/article/abs/pii/S2468125320303150?via=ihub
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Category-1 stations

Category-2 stations

0O

Category-3 stations

cT2-T4 adenocarcinoma or SCC
located within 2.0 cm of the EGJ

clinically node positive
in the upper/middle
mediastinal field

N

Vv

Esophageal involvement

No RCT

{ !

station 16a2

<2.0cm

l

A >4.0cm 21-40cm
} } }
Lymph node dissection of Lymph node dissection of
stations 1, 2,33, 7,83, 9, 11p, 19 stations 1, 2, 33, 7, 83, 9,
106recR, 107, 108, 109, 110, 111, 112 11p, 19,110

Lymph node dissection of
stations 1, 2, 33,7, 83, 9,
11p, 19

Right transthoracic approach \ Transhiatal approach

Kurokawa Y et al. Ann Surg 2021
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- Distal Laparoskopi RCT
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0 T T T T T

oo
o

0 1 2 3 4 5 é 7 I
80+ Y y v T y ¥ T v ¥ v ¥ ! . Years after randomisation
0 12 24 36 48 60 72 84 96 108 120 132 134 Number at risk
Ti After S (number censored)
. ERALRE SR B MY ODG 459(0) 456(3) 452(0) 442(2) 435(0) 421(11) 303(115) 177 (122) 54(121) 0(54)
No. at risk SY—OS LADG 462(0) 461(0) 457(0) 454(0) 448(3) 430(15) 312(114) 173(132) 56 (116) 0(56) Sy-RFS
Laparoscopy 673 667 659 650 640 629 618 551 384 280 156 9
Opensurgery 686 675 668 658 651 631 618 546 375 268 153 9
94.2% LDG grup 95.1% LDG grup
m Cancer-specific survival o 1004 L ua . 0
B 93.3% ODG grup o0 J 94% ODG grup
_— \—\‘_‘
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” "‘-“——-‘,_._.\ Laparoscopy —
= 9% V- £ 701
= Open surgery s
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80 S 10 HR 0-84 (90% Cl 0-56-1-27); p=0-0075
0 12 24 36 48 60 72 84 96 108 120 132 134 0 1 T T T T T r T |
Time After Surgery, mo Y 1 2 3 4 5 6 7 8 9
No. at risk Numberat risk Years after randomisation
Laparoscopy 673 667 659 650 640 629 618 551 384 280 156 9 (numbercensored)
Opensurgery 686 675 668 658 651 631 618 546 375 268 153 9 0DG 459(0) 451(4) 444(0) 432(4) 423(4) 395(25) 220(173) 123(93) 36(85) 0(36)

LADG 462(0) 457(1) 451(1) 447(1) 430(11) 393(33) 231(160) 117 (110) 36(79) 0(36)

similar overall and cancer.specific non-lnferlorlty of LADG compared with ODG for

ival _ . clinical stage | gastric cancer relapse-free survival, suggesting
Survival rates between patients receiving that LADG should be considered a standard treatment option
laparoscopic and open distal gastrectomy when performed by experienced surgeons.

Kim HH et al. JAMA Oncology 2019 Katai H et al. Lancet Gastro Hepat 2019
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P =.726 by log-rank test
0 Laparoscopy
T T T T T T T
0 6 12 18 24 30 36
Time (months)
No. at risk:
Open surgery 482 473 449 422 410 390 249
Laparoscopy 492 479 454 422 400 385 245
80.3% LDG grup

81.3% ODG grup

Laparoscopic distal gastrectomy
with D2 lymphadenectomy was

comparable to open surgery

in terms of relapse-free survival for
patients with locally advanced
gastric cancer.

Hyung WJ et al. J Clin Oncol 2020

Distal

JLSSG0901

Progress

Recruitment status No longer recruiting

Anticipated trial start date | 2009 Year 11 Month O1 Day

Last follow-up date ‘ 2021 Year 08 Month O1 Day

The technical safety of

LADG with D2 lymph node
dissection for locally advanced
gastric cancer was demonstrated

Inahi N et al. World J Surg 2015

5-yr RFS Hazard ratio: 0.9556
(95%CI: 0.7226-1.2637 < 1.31)
Non-inferiority P=0.0317

IGCC 2022

RCT

CLASSO01

0.354

0.30+

Laparoscopic
0.25+
0.20+
0.15+

0.10-

Cumulative Probability of
Recurrence or Death

0.05-

0 6 12 18 24 30 36

Months After Surgery
No. at risk
Laparoscopic 519 517 501 468 428 410 353
Open 520 519 507 481 447 419 351
3y-DFS
76.5% LDG grup

77.8% ODG grup

o Laparoscopic distal gastrectomy,

compared with open distal gastrectomy,
did not result in inferior disease-free
survival at 3 years.

e Laparoscopic distal gastrectomy with D2

lymphadenectomy performed by
experienced surgeons in high-volume
specialized institutions resulted in similar 5-
year overall survival

Yu J et al. JAMA 2019
Huang C et al. JAMA Surg 2021
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80.3% LDG grup
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Hyung WJ et al. J Clin Oncol 2020
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KLASSO03

Morbidity 20.6% (33/160)
Mortality 0.6% (1/160)

Major complications 9.4% (15/160)
Reoperations 1.9% (3/160)

LTG performed by experienced surgeons

showed ACCE ptable postoperative

morbidity and mortality for patients with

clinical stage I gastric cancer.

Hyung WJ et al. Gastric Cancer 2018

- Total Laparoskopi

JCOG1401

EJ Anastomosis leakage 2.5% (6/244)
Conversion 1.7%

Mortality O

confirmed the safety of LATG/LAPG

Katai H et al. Gastric Cancer 2019

FINDINGS
Rates of combined morbidity and mortality were not significantly
different among patients receiving laparoscopic vs open total
gastrectomy
30
25
2 20 Py L

Rate difference, laparoscopic vs open total gastrectomy:
-1.19% (95% Cl, -11.8% t0 9.6%)

The results of the CLASSO02 trial

showed that the safety of LTG

with lymphadenectomy by
experienced surgeons for clinical

stage I.

Liu F et al. JAMA Oncology 2020
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AGG Totel LaparseKesi

KLASS06

Multicenter, Prospective, Phase Il trial
Primary endpoint: 3 year relapse free survival
Estimated sample size - 772 patients

Accrudl : Syrs

1.5awaert Sype L1 Cancer
Partidpating surgeon enrollment and Selection o

Primary Endpoint : 3yr relapse- I 25%ratbed by nsttuton &
frae survival surgecns

Secondary Endpoint : 3yr Clinically T2~T43/N0~N2/M0

overall survval : morbdity

~

772 hasta
Gastric adenocarcinoma*

(bafore/afer POD #21)

mertalty (PCO#30/830)

e I

(P ] Tarih: 2018-2027
I

| Randomization? |

Treatment Group

Control Group
Laparoscopic Radical Total Gastrectomy with Open radical total gastrectomy with
D2 (or D2-#10) Lymph Node Dissection D2 (or D2-#10) Lymph Node Dissection

[FXECx or 1541 ot maccal
Adjuvant ct me’w, oncologists dacretion in @ach

PINLLIVAG NN 0N

2. Lab test induding tumer
| markers. abdomno-paivic LT
scan at every € months
Endoicopy 3t every 1 yedr

3 year follow-up*
1. Every 3 months for 1 year
2. Every 6 months for 1 ~ 3 year




Robotik

RG LG Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Alhossaini 2019 10 25 1" 30 1.3% 1.15[0.39,3.43) e
Cianchi 2016 6 30 8 41 1.2% 1.03[0.32, 3.36) I (S
Eom 2012 4 30 4 62 08% 223(052,962) =
Gao 2018 22 163 46 339 41% 0.99(0.58,1.72) T
Han 2015 13 68 15 68 21% 0.84 [0.36,1.92) T T
Ho-Jung 2020 97 4 374 1663 8.7% 1.03(0.80,1.33) 0
Hong 2016 30 232 32 232 42% 0.93[0.54,1.59) T
Huang 2014 9 72 6 73 1.3% 1.60[0.54, 4.74)
Hyun 2013 18 38 32 83 24% 1.43[0.66, 3.11) e —
Junfeng 2014 7 120 17 394 1.9% 1.37 [0.56, 3.40) T T
Kang 2012 14 100 29 282 29% 1.42(0.72,2.81) 5 I
Kim HI 2013 9 172 20 431 22% 1.27[0.57, 2.85) —_—
Kim HI 2016 22 185 19 185 3.2% 1.18[0.62, 2.26) —y—
Kim KM 2012 44 436 81 861 61% 1.08[0.73,1.59) =
Kim MC 2010 0 16 1 " 0.2% 0.21[0.01,5.71)
Kim YW 2015 5 87 26 288 1.6% 0.61[0.23,1.65) |
Kong 2019 37 294 105 750 59% 0.88[0.59,1.32) —
Lee 2015 14 133 34 267 31% 0.81[0.42,1.56) o I
LZ2018 15 112 13 12 23% 1.18[0.53, 2.60) v b
Liu 2018 5 100 9 135 1.3% 0.74[0.24,2.27) B E—
Lu 2018 14 101 38 303 31% 1.12[058,217) -
Nakauchi 2016 2 84 56 437 08% 0.17[0.04,069)
Noshiro 2014 2 21 16 160 0.7% 0.95(0.20, 4.45) - w— ——
Obama 2016 38 315 62 525 55% 1.02[0.67,1.58) —_
Okumura 2015 45 370 24 132 41% 0.62[0.36,1.07) e |
Parisi 2017 30 15 19 151 3.3% 1.72[0.92,3.22) 1
Park 2015 12 145 46 612 31% 1.11[0.57,2.15) B 7
Pugliese 2010 1 16 6 48 04% 0.47 [0.05, 4.20)
Seo 2014 1" 40 12 40 1.6% 0.89[0.34, 2.33) —
Shen 2016 9 93 33 330 24% 0.96 [0.44, 2.09) —
Son SY 2012 2 2 2 42 04% 211[0.28,16.10)
SonT 2014 8 51 13 58 1.6% 0.64[0.24,1.71) ————
Song 2009 1 20 2 20 0.3% 0.47 [0.04,569)
Suda 2015 2 88 54 438 08% 0.17[0.04,0.69)
Uyama 2012 2 25 38 225 0.8% 0.43[0.10,1.89) X
Wang WJ 2018 42 223 78 223 54% 0.43[0.28,067) e
Woo 2011 26 236 81 591 49% 0.78[0.49,1.25) —r
Yang 2016 9 173 63 51 27% 0.39[0.19,0.80) T
Yoon 2012 6 36 10 65 1.3% 1.10[0.36,3.32) T ore—
Total (95% CI) 5043 11268 100.0% 0.91[0.79, 1.04) 4
Total events 643 1535
Heterogeneity. Tau®= 0.04; Chi*= 49.70, df= 38 (P = 0.10), F= 24% 9 t t $
Testfor overall effect 2= 1.42 (P = 0.16) o Fa.v:rou:s [P-:Ilu:rrw:]1 Favours [Ll?mc-sc‘:‘;'-u:1100

Fig. n.10. Overall complication.

No RCT

higher operating time [MD 44.73, (95%ClI 36.01, 53.45) p <0.00001]
less intraoperative blood loss [MD -18.24, (95%CI -25.21, 11.26) p <0.00001]
lower rate of major surgical complication [OR 0.66, (95%CI 0.49, 0.88) p =0.005]
increased number of retrieved lymph nodes [MD 1.84, (95%CI 0.84, 2.84) p =0.0003]

Guerrini GP et al. 1JS 2020
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Robotik

2018-2020
Lap vs. Robotik - RCT
iIntra-abdominal infectious complications

No significant difference in the incidence of intra-abdominal infectious complications (per-protocol)

(10 of 117 [8.5%] in the LG group vs 7 of 113 [6.2%] in the RG group)

grade II or higher was significantly higher in the LG group (23 [19.7%]) than in the RG group (10 [8.8%]) (P = .02)
grade IIla or higher significantly higher in the LG group (19 [16.2%]) than in the RG group (6 [5.3%]) (P = .01)

Qjima T et al. JAMA Surg 2021
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JCOG1907 (MONALISA)

.
Gastric adenocarcinoma
cT1-2, cNO-2, not indicated for ESD
20 yo0. %, PE, 0N, Bm <30
'
Randomization
|
' '
Laparoscopic gastrectomy [ Robotic gastrectomy
| Primary endpoint: Intraabdominal infectious complication

(C-D Grade |l or worse)

Secondary endpoints: OS, RFS, Morbidity, Mortality,
Completion rate of protocol Tx, Early
postoperative outcomes

Sample size: 1040 pts.

JCOG

Japan Clinical Oncology Group

Japan Clinical Oncology Group (B A EEREBHES IL—F)
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BEMERIET 574 LMELLBEABREESEE ver. 1.1.0
Randomized controlled phase Ill trial to investigate superiority of
robot-assisted gastrectomy over laparoscopic gastrectomy for
clinical stage T1-2N0-2 Gastric Cancer patients

B&#5 : MONA LISA study
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Metastatik Mide Kanseri:

A Overall survival

B Progression-free survival

RCT

HR 1-01 (95% Cl 0-74-137); two-sided statified log-rank p=0-96

100 — Chemotherapy 100+
90 - —— Gastrectomy and chemotherapy 90
£ 804
" 2 70+
£ 704 S
= ) -
S 60 : EZ
S 50 £
T 40 HR 1.09 (95% Cl 0-78-1.52); one-sided stratified log-rank p=0-70 .g 407
g g 307
S 397 g 20-
20~ -
10 7] ;—J 0 T
0 T T T T | I ] 0 12

Number at risk
Chemotherapy 86
Gastrectomyand 89

chemotherapy

Number at risk

55 21 8 3 1 0 Chemotherapy
49 17 9 4 3 1 Gastrectomy and
chemotherapy

86
89

26
25

36 48 60 72 84
Time since randomisation (months)

2 1 0 0

1 1 1 0

gastrectomy followed by chemotherapy did IlOt ShOW any Slll’ViVal bﬁllEﬁt compared with chemotherapy alone

in advanced gastric cancer with a single non-curable factor, gastrectomy cannot be justified for treatment of patients with these tumours.

Fuijitani K et al. Lancet Oncol 2016
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Metastatik Mide Kanseri: No RCT

| StagelVGC |

[

Macroscopic peritoneal Machg:g?nF::\ca't)izrr:tageal
Dissemination (-)

(CT, Clinically,staging lap)

Category 1 Category 2 f Category 3 Category 4
Potentially Marginally Incurable and unresectable Nonicurable
resectable metastasis resectable metastasis except certain circumstances otastasis
\___of local palliation needs
resectable 4 _ ] N\ = i
One liver metastasis Ope is not the best choice [ Other organ J [ Other organ ]
Few paraorotic lymph node (Oncological, Technical) (-) (+)
16a2,b1 Liver meta>1 or, tumor size >5cm | |
CY1 close to vein, and/or portal vein Chemotherapy Chemotherapy
Distant meta (lung, Virchow) * molecular target + molecular target
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( ) I technically resectable
Effective (CR, PR)
I [ technically resectable ] No effect No effect
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I
Primary and Primary and/or [ Volume reduction ] [ Palliative chemotherapy ]
Metastasectomy(RO0) Metastasectomy(RO0) surgery

Yoshida K et al. Gastric Cancer 2016
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Metastatik Mide Kanseri:

(D) Overall survival of patients of category 1
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Metastatik Mide Kanseri:

No RCT

Gastric cancer with distant metastasis

Distant LN metastasis
PALN 16a2/b1l

Liver metastasis

Peritoneal metastasis

Macroscopically RO securable

PALN 16a1/b2 regari‘:z:i:’f the CYP11PO Other metastasis
Other LN q Y
A 4
I Chemotherapy I
A 4

I Evaluation for response Iq

Certain response

Insufficient response

h 4

’I Continue chemotherapy I

Evaluation for resectability |<

R1 or R2

X

-I Continue chemotherapy I

Conversion surgery I

Yoshida K et al. Ann Gastroenterol Surg 2021
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NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®)

Gastric Cancer

Version 2.2022 — January 11, 2022

cT2 or higher, Perioperative chemotherapy®
Any N > [(category 1)
or
Preoperative chemoradiation®P
(category 2B)

Fluoropyrimidine (fluorouracil or capecitabine)®’

then fluoropyrimidine-based chemoradiation,®:P:'

then fluoropyrimidine (fluorouracil or capecitabine)®’

if less than a D2 dissection (category 1)

or

Chemotherapy for patients who have undergone primary D2
lymph node dissection™® (category 1)

pT3,pT4,Any Nor
Any pT,N+

GAST-C Principles of Surgery
« Siewert classification: The term "center" was clarified as "epicenter".

* Resectable tumors, Bullets and sub-bullets revised:

» T1b-T3: Adequate gastric resection to achieve negative microscopic
margins i >

» "...at least 45 16 or greater lymph nodes."

» D2 dissection is a D1 plus all the nodes along the left gastric artery,
common hepatic artery, celiac artery, spltenic-hilum; and splenic
artery.

» Routi hviaeti | I . I ired—Sni I
i i is Routine
splenectomy is not indicated unless the spleen is involved or
extensive hilar adenopathy is noted.

* Hyperthermic intraperitoneal chemotherapy (HIPEC) or laparoscopic HIPEC may be a therapeutic alternative for carefully selected stage IV
patients in the setting of ongoing clinical trials and is under further clinical investigation.18‘2°


https://www.nccn.org/guidelines/guidelines-detail?category=1&id=1434

J Gastric Cancer. 2019 Mar;19(1):1-48
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Special Article

M) Check for updates

Korean Practice Guideline for Gastric
Cancer 2018: an Evidence-based,

Multi-disciplinary Approach
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Gastric Adenocarcinoma
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Japanese Gastric Cancer Treatment Guidelines 2021

Gastric cancer

Y

Evaluated by endoscope, CT, US, staging laparoscopy etc.

) |

MO M1
r r— Y v v 4 Y Y
cT1a(M) NO cT1b(SM) NO cT1 N+ cT24 No16 Resectable CY1, P1a Other M1
t No l a2/b1 H 1
ESD? v 1)
es 4 Bulky N? Other non-curable factors
No Yes , No No + No ¢ Yes
L] eCuraC NAC+ cQ1o cQ3o
Curative? Extended Sx Chemotherapy
eCuraA/B| : l + 4 ¢ )} ca1o Radiotherapy
Observation ‘I Gastrectomy Gastrectomy ":m Sx
D1/D1+ care
CQ1,3-5 cQ18-27
[After surgery]
pStage | pStage II, lll pStage IV
l (Excluding 97:. PT3(SS)NO ) l
Observation Ad|. chemotherapy Chemotherapy
cQ23 Palliative care
cQ29 Japanese Gastric Cancer
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Laparoscopic distal gastrectomy is strongly recommended as a standard treatment

(Consensus rate 100%(8/8), Evidence level A)
Laparoscopic total or proximal gastrectomy is weakly recommended

(Consensus rate 100% (8/8), Evidence level C)

We cannot decide the recommendation of laparoscopic gastrectomy for cStage |l, lll gastric cancer
(Agreement rate 71.4% (5/7), Evidence level C)
Laparoscopic distal gastrectomy for cStage ||, lll gastric cancer is strongly recommended as a

standard treatment.

Robotic gastrectomy is weakly recommended cStage | gastric cancer.

Omentectomy is weakly recommended for cT3-T4 gastric cancer
(Consensus rate 100% (8/8), Evidence level C)

It is strongly recommended not to perform splenectomy or splenic hilar lymph node dissection
for tumors without greater curvature invasion.

(Consensus rate 100% (8/8), Evidence level A)

Splenectomy or splenic hilar lymph node dissection is weakly recommended for tumors with
greater curvature invasion

(Consensus rate 87.5% (7/8), Evidence level C).
IGCC 2022
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In surgery for esophagogastric junction cancer deeper than cT2, lower mediastinal lymph node
dissection is weakly recommended if the esophageal invasion length is more than 2 cm, and
upper, middle, and lower mediastinal lymph node dissection is weakly recommended if the
esophageal invasion length is more than 4 cm. (Consensus rate 100% (9/9), Evidence level C)

Surgical resection after preoperative chemotherapy is weakly recommended for a small number
of paraaortic lymph node metastases confined to No. 16a2 / b1.

In addition, surgical resection is weakly recommended for solitary liver metastasis without
other non-curative factors

(Consensus rate 100% (7/7), Evidence level C)

Conversion surgery for patients with Stage |V gastric cancer is weakly recommended with the
condition that chemotherapy provides a certain antitumor effect, the response is maintained,
and RO resection is possible

(Consensus rate 100% (7/7), Evidence level D)
No clear recommendation for neoadjuvant chemotherapy for curatively resectable advanced

gastric and esophagogastric junctional cancer (Consensus rate 71.4 %, 5/7, Strength of
evidence B).

IGCC 2022
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