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FIGURE s-2 Arterial supply of stomach.



A. Venous drainage of stomach
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B. Lymphatic drainage of stomach

Right superi :
Hepatic nodes pangcrezsaltjlgengc;e Celiac nodes

Suprapyloric Nodes around cardia
nodes . , ‘
‘ e Left gastric nodes
. a N Zones and pathways of
: . To cistemafi" ‘“h\ gastric lymph drainage
2

(zones not sharply demarcated)

Left gastric nodes

Left gastro-
omental I
(gastroepiploic)
node

Splenic nodes
Nodes around

Sub- cardia

pyloric £ ‘ Left gastro-omental

nodes (gastroepiploic) |
' o AR AR L8 node ; I :

g a o EL W Right gastro-omenta

% & e - oy \ W' (gastroepiploic) nodes

Suprapyloric, retropyloric,
and subpyloric nodes

| Left superior pancreatic
nodes
Right gastro-omental Celiac nodes
(gastroepiploic) nodes Right superior pancreatic node Superior mesenteric nodes

FIGURE 8-3 Venous and lymphatic drainage of stomach.



Station 1 Rght peracardial lymph nodes (LN)

Station 2 Left paracardial LNs
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Station 7 LNs o1 the root of lefl gastrc A
Station $a LNs along common hapatic A
Station 9 LNs a celiac A

Station 10 LNs around splenic hilum
Station 11p LNs along prowmal splesic A
Station 110 LNs along cistal sphnic A
Station 128 LNs along propes hepatic A

Station 4v LNs 2long supenor mesenteric vein



Aassociated nerves Target organs (effectors)
and prevertebral ganglia

&%
- \ '::;':I‘b Pancreas
) % o3
. ‘\\‘ "
P

Aagrenal gland

‘.lrh-i

Small intestne
Indonor
rnesentenc

ganghon




vicw)

" Innervation of the stomach - posterior view
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Innervation and arterial supply of stomach.
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NENTIKO EAKO2

ALadBpwon Tou ToWHOATOC TOU oTopaxou () tou dwdekadakTtuAou) armo 1N

BAevvoyovio otiada pe SuvnTikn EMEKTOON WC KAl TN HUIKA oTBada.

Esophagus

5-10% lifetime risk

Mucosa
Submucosa

Muscle
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EAKO2 2TOMAXOY

To €AKOG TOU oTOpAXOoU EpdavileTal o peyaAutepn NAKi oo 1o €AKog dwdekadaktuAou.
Alakpivou e 4 Tumoug:

v Tumnog I: Suxvotepog tumog. Evtoniletal oto ET, Kovtd otn ywvia evToung. Zuvndwg

odeiletal og BAABN AUUVTIIKOU UNXAVLIOUOU yaoTtplkou BAevvoyovou (rt.x. Aotpwén pe H.

Pylori)

Tumog ll: Zuvuntdpyxel pe SwdekadaKTUALKO EAKOC.

Tumog lll: Evtomnilovtal mponuAwptkd. Odeiletal otnv aunpévn YaoTpLKN EKKPLON.

v'Tomog IV: Evtontiletat oto owua, O6Ao A mAnciov TN KAPSLAKAC LOIPAS, CUVUTIAPXOUV UE

yaotpitida. Odeilovtal oe BAABN AUUVILKOU UNXAVIOUOU Kol OXL OE UTIEPEKKPLON OEEOC.




55%

25%

” ~—
Type |

lesser curvature 3

in the andrum, ne
Type li

Combined gastric and
duodenal ulcer

Type llI
Prepyloric

Type IV
Ulcer in the proximal
stomach and Cardia



Kataotpodr tou BAEVVOYOVOU Qo TO YAOTPLKO 0&U
H.pylori

Anti-prostagladinic E1 (NSAIDs) - eAdTTwonG EKKPLONG
BAevvnc kat HCO3

Kanviopa
2TPEC
YriepBOALKN €KKPLON yaoTpivne

>uvdpopo Zollinger — Ellison (gastrinoma)



AITIOAOTIA

[=] EAwoBaktnpidio tou muAwpov (H. pylori)
B Aveupioketal 0to 90% twv eAKwV Tou dwdekadakTuAoU

® Aveupioketal oto 70-75% Twv EAKWV TOU OTOULAXOU

[=] Mn otepoedn aviipAeypovwdn (MZAD)

B 5 popec peyalltepo Kivouvo yla avamtuén memTikou

£€AKOUC.



OEPAIEIA

[*] H Bepameia otoyevEeL:
B otnVv ekpilwon tou H. pylori

® ogtnv anoduyn xpnonc M2AQ

Ano to 1980 untdpyel peiwon peyaAutepn ano 70% twv EKAEKTLKWV

enepPacswv yla tn Oepareia Tov MEMTIKOU EAKOUC.

[Bertleff M., Lange J. Perforated Peptic Ulcer Disease: A Review of History and Treatment, Dig Surg 2010;27:161-169]



[*] Oepancio EAkouc odelAdpevo o Aoipwén pe H. Pylori:
" Mpwtng ypapupung= PPl X2, apofukiAAivn 1g X2, kAaplBpopukivn
500mg X2 ywa 7-14 nuéEpec.
B Ag0tepnc YPOoAG= PPl X2, petpovidaloAn 400mg x 2,
kAaplOpopukivn 500mg X2 yia 10-14 nuepe.

Moocooto anotuyiag Oepanciog: 10-20%

[*] @epancia éAkouc opelldpevo os xprion MZAD:
= Atakorn twv MZAOD
® Xprion avtoywviotwyv urtodoxewv otapivng H, n PPI’s yia 8 eBdopadeg

® EAeyxocg yla Utapén Aoipwéng armo H. Pylori



O POAO2 TOY XEIPQYPTOY

EVOEIEELG XELPOUPYLKNG AVTLUETWTILONG:

[=] Amotuyia cuvtnpnTkAC aywync (pLeta amno 8 efoouddec

Oepamneiag)  utotpomnn EAKOUG KOTA TN SLAPKELD CUVTNPNTLKAG

aYyWYNC N EVIOC 2 ETWV
[*] Meyala €Akn pe umoyia kakonOesLac

[=] Epdavion emumAokwv:
® Aldtpnon
® Alpoppayia
® Artodppaén



XEIPOYPI'IKEZ EMEMBAZEI2-
1I2TOPIKH ANAAPOMH

[=] 1881: udpoAwkn yaotpektopur Billroth | (T. Billroth)

[=] 1885: udpoAwkn yaotpektopun Billroth Il (T. Billroth)

1946: oteAeylaia Bayotoun (Dragsted) + mapoxeTEVTIKEC EMEUPAOCELC

(TT.X. TUAWPOTIAQLOTLKN)

[=] 1970: untepekAektikn) Bayotoun (Andrup kot Johnston)

[=] 1982: omioBia oteAeylaio fayotoun Kat mpoobila opoyovopvotoun (

Taylor)

1991: Aanapookorikn epappoyn LeBodou Taylor (Katkhouda kot
Mouiel)



Esophagus

Anterior (left) vagus n.

~ "Criminal” nerves of Grassi, to fundus

A - Truncal vagotomy
B - Selective vagotomy
C - Highly selective vagotomy




XEIPOYPIIKH ANTIMETQMIZH
2HMEPA

2teAeyiaio Bayotopn pe MUAWPOTTAQLGTLKNA.

Awatopny mpooBbLou Kot

orntioBiov

b

Truncal vagotomy

prevents nerve
| SUmulation

/ of the stomach

TIVEULOVOYQOTPLKOU

veUpou Kkata tn Stadpoun

TouC SUmAa otnv KoLk Sl Lo (NN / 2 AN

Hoipa otov olcodpayo
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EkAekTikn Bayotopn He N XWPL§ TUAWPOTAQGTIKA

Alatopn mpoaoBlou Kot
omioBlou
TIVEULOVOYOOTPLKOU VEUPOU
XOUNAOTEPQA QIO TNV
€KPUON TWV NITATIKWVY KoL

NALOKWV KAAS WV

Posterior
division of

VaAgUS NEerve —— '~.\ '

Anterior division
of vagus nerve






Y$OALKA YOOTPEKTOUN

Adaipeon muAwpLkov
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AIMOPPATIA NENTIKOY EAKOY2

[=] 15-20% twv acOevwv Pe TEMTIKO EAKOC Ba epdavilouv Eva eMelcod10
aLpoppayiac.

[*] Ta €Akn mou apoppayoUlV eviomi{oviol CUXVOTEPO OTO OTioOLo TolYwa Tou
BoABouU tou dwdekadakTtuAou.

(] Ivuntwpota:
B QUUOTEMEDN,
B UTTOYKOLULKA KaTtamAnéia,
IRV TV o B
® gduvaplia,

B xpOvLa 0LONPOTIEVLKA QVOLULLL

[=] 80% otapoatolv auvtopaTa



A. Bleeding lesions of stomach and duodenum

Bleeding
gastric ulcer

Bleeding duodenal ulcer,
with blood discoloring
gut wall ,

Endoscopic
view after
suctioning
of blood




ANTIMETQMI2ZH AIMOPPAT1A2
NENTIKOY EAKOY2

[=] Evdookomnon evtog 24 wpwv oo TNV evapén Tng atpoppaylag
odnyel og peiwon Twv petayyioswv alpatog Kot Tou Xpovou
voonAeiag.

[2] H evOoOoKOTIKI QVTLLETWTILON EXEL LELWOEL KATA 60% TNV aVAyKn
XELPOUPYLKAG QVILUETWITLONG KoL Katd 45% tnv Bvntotnta.

[=] Avtipetwrnon:

B Anokatdotaon evoayyelakol oykou (uypd, HETAyYYLON
atpatoc)

. Xopriynon ovaoTOAEWV YOOTPLKAC EKKPLONG (HELWVOUV
mavotnta emavatpoppoyiog)

®m Evbookomnnon (€yxuvon StaAvpatog envedpivng
KQUTNPLOOUOC) +/- OlyYELOEUBOALOMOG

® XelpoupylKkn enepBaon



Table |. Forrest classification: peptic ulcers found in bleeding patients.

Forrest Class |

Forrest Class |l

Forrest Class Il

Active bleeding

| a. Spurting vessel

| b. Active oozing

Signs of recent bleeding
Il a. Visible vessel

Il b. Adherent clot

Ulcer present but no visible bleeding




AIMOPPATIIA NMENTIKOY
EAKOY2- XEIPOYPTIKH
ANTIMETQII2ZH

[=] Evéeiferc:

B Anotuyia emioxeonc alpoppayioc evbookorika (.. SUoKoAn eVOOOKOTILKN

npooPaon £AKouc)
B Yrotporn alpoppayiog (10-40%)

® Metdayylon aipoatog navw amnod 1,5-2L/12h



AIATPH2H NENTIKOY EAKOY2

[=] JupBaivel oto 5-10% twv acBevwv pe EAKOC.
[*] 70% twv Bovatwyv oo MEMTIKO EAKOC.

[=]] Méon nAwkia 40-60 eTwv.

® 35-65% npocOio tolywpa BoABou dwdekadaktuAou
® 20% QVTPO OTOAXOU

®m 20% £\acoov T0€0

[Bertleff M., Lange J.F. Perforated Peptic Ulcer Disease: A Review of History and Treatment. Dig Surg 2010;27:161-169]



ANTIMETQMIZRH AIATPH2ZH2
NEMNTIKOY EAKOY2

» PwvoyaotpLkoc kaBetnpac

» EvOopAEPLa vypa

» AvtiBilwon

» Tputho oxnua ekpilwonc H. Pylori
» OpeYn

= Mean arterial pressure (MAP) > 65 mmHg
= Urine output > 0.5 ml/kg/h -
= |actate normalization

‘ Q¢ 80% Twv SLATPROCEWV CUYKAAUTITETOL IO TIEPLTOVOLLO ‘ XeLpoupyeio ToLoc??

v lotoptkd
=) v KAk ewdva Perforated and bleeding peptic ulcer: WSES
v AT[ELKOVLO” gUidelineS Tarasconi et al. World Journal of Emergency Surgery

‘/ AVTOLT[éKpLOI’] oe OLVéLVI’]L|)I’] https://doi.org/10.1186/513017-019-0283-9



ANTIMETQIMIZH AIATPH2ZH2
NENTIKOY EAKOY2

XELPOUPYLKN AVILHETWTILON:

» Mpwtoyevnc cuppadn

ANANAPOzKOMH2H EZATOMIKEYMENA

» EruutAoiko patch katd Graham

perforated ulcer




FAZTPIKH ANMO®PAZH/ZTENQZH

m 1-2% twv alc0eVWV LLE TTETTIKO EAKOC

® 510 80% TpoKaAEeLTaL OTTO EAKOC
dwodekadakTUAoU

B ATTOKAELOMOC KaKoNOeLaC

EvpAporta:
® Epetol
® AntwAela Bapouc
" Adudatwon
B AlaTtopaxeC NAEKTPOAUTWY




] [ & = [

ANTIMETQMIZH TA2ZTPIKH2
ANOOPA=ZHZ/TENQIHZ

EvoodAeRLa vypa
Amtokatdotaon NAEKTPOAUTWVY
TomtoBetnon pwvoyaotplkol Kabetnpa
PPls
EvOOOKOTILKY QVTLUETWTILON

versus

XELPOUPYLKN QVTLUETWTILON



» Ztoudyt: | o ouyvn 0€on

» 3% YOooTPIKOV Kokon0eihv

» 110 cvyvo oe vdpec

»B xvttapwko (55%)/ MALT (40%)/ Burkitt (3%)
»90% MALT -> H.pylori Ogpaneia +gastric mapping




» Emyaotplko dAyoc

» AloBnpua mAnpotntag

»Aduvapuia, katoBoAn

, KOTtwon

» B oupmtwpatoloyia: oAU omavia

» Alpoppayia (omavia)

Stage of disease

Stage |

Stage |,
Stage |,

Stage |l
Stage |,
Stage |l,
Stage lIE

Stage IV

I Ann Arbor lymphoma

Traits of stage
Tumour confined to the Gl tract, single primary site or
multiple noncontinuous lesions
Tumour does not exceed the mucosa and submucosa

Tumour infiltrates into muscularis propria and/or
subserosa and/or serosa

Tumour extends into abdomen from primary Gl site
Local lymph node involvement*
Distant lymph node involvementt

Penetration of serosa with involvement of adjacent
organs/tissues¥

Disseminated disease with involvement of extranodal
sites, or primary Gl lesion plus supradiaphragmatic
nodal involvement



XnueloBepaneia (oxrjua CHOP):

Cyclophosphamide
Doxorubicin
Vincristine

Prednisone

AktwvoBepamneia (e€atopikevon)

total dose of 30 Gy /4 w

EkpiCwon H. Pylori
Yo Slepeivnon o pOAOC TNC WC pLovobeparmeia
Moocooto mAnpouc Vdeonc MALT Aepdwpatoc: 50-100%

The international prognosis index (IPI) developed for DLBCL (age
>60 years, advanced stage, poor PS, and elevated LDH)



» Kuttapa Cajal, KUTTOpO. AQUTOVOLOU VEUPLKOU YOLOTPEVTEPLKOU
» AldkpLon He avooolotoyxnueia

»Exkdpaon Kit mpwteivnc (CD117)

»60-70% Twv GIST: CD34 +

Tumor features Risk of tumor progression
> EU S Mitotic index  Size (cm) Stomach  Small bowel |

<5/50 HPF <2 Verylow  Very low
>2and £5 Very low Low
>5and <10 Low Moderate
>10 Moderate  High

= 5/50 HPF <2 Very low Moderate
>2and £ 5 Moderate  High
>5and <10 High High
>10 High High

* GISTs arising at other anatomical sites should probably be
stratified in a similar fashion as small bowel tumors




*>TOXOC: EKTOMN OE LYLN OpLaL

“OxL AepudadeVIKOC KaBapLopog

*Artoduyn pnénc oykou (OLaomopa otV mepLTovaikn Kowotnta)

*imatinib mesylate, Gleevec R (avaoTtoA€ac TUPOTLVLIKNC KvAoNC)



v EUS assessment is the standard approach for patients with
oesophagogastric or duodenal nodules

v' If a diagnosis of GIST is made on biopsy, resection is
performed unless one expects major morbidity. If a biopsy
is not feasible, active surveillance is a valid alternative

v’ Biopsy/excision is the standard approach to tumours 2 cm
in size



M i ANNALS o
ONCOLOGY

riving inmovation in ancology

SPECIAL ARTICLE

Gastrointestinal stromal tumours: ESMO—EURACAN—GENTURIS Clinical

Practice Guidelines for diagnosis, treatment and follow-up™* Volune 33 m lssue 1 m 2022

Localised GISTs with imatinib-sensitive mutations

RO surgery with no expected

RO surgery with no expected
major sequelae feasible

major sequelae not feasible

\l, o
Precperative imatinib

Surgery
[Illgﬁ.lj {6-12 months)
5 [, A

RO/A1 resection )
Lowintermediate risk High risk feasible ROVR1 resn_zctlnn
l not feasible
o
Surgery

[V B

I |

Low/intermediate risk High risk
-y l i -
hd hd N N
Adjuvant imatinib Adjuvant imatinily See treatment
Follow-up (36 months) Follow-up (36 months)®* recommendation for

1 A; MCBS AJ:

[I, A; MCES A advanced GIST




_ APgT Alimentary Pharmacology and Therapeutics

Review article: the epidemiology and prevention of gastric cancer

K. M. Fock
Alment Pharmacol Ther 2014; 40: 250-260
Age-standardised
incidence mate of
gastric cancer
pylari
5 , , Country prevalence (26) Male Female
e 506 K K [ High risk |
GUXVOTSPOQ ap lvog Bulgaria 617" 234° n=
0 ’ China 58 07" a1.4*° 19.2°
* 6.8% TV KOpKiVOV Extonia é5.0° 307 1%
Italy 58.0° 2217 11.4°
lapan 3534 6214 2614
Korea 59.6° 657" 26.8°
Portugal 842: 27.«;5 13.2°
I4 Vietnam 74.6 21 1004
* /5% OvntoémTa inermediote risk
Chile 3&3:' 2:3.42P 9.(2);
0 /4 /4 /4 Czech Republiic 42T 16,5_‘ 8 G4
* 3% guyvOTEPO BOVATNPOPOC KAPKIVOC — cormony " E—T
Hong Kong 58.4 19. 6
r Malaysi
(8.8% toov Bavatmv) Gveran 3500
Chinese 26 7-57.8% nst g8 7°
Malay 1182934 264 134
Indian 4s.4-52 3% 128° 7354
Singapore
0 A r Overall 31.0°
d 60 A) AV(X.TO?\J,KT] AGlOL :Z/hinese a§3: 21.:5‘ 10.8°
\alay 279 6.6 384
4 4 r Indi=n a81* 7.8% 61"
(Kiva-larovia-Kopéa) Tatve S5 et toss
Low risk
Australia 15.1° g.8° a1*
Bangladesh 2 0¢ 164 104
Brazil 82.0° 967 50°
Canada 231° 53° 38°
Indi= 79.0° 57° 284
The Netherands 48.0° 7.6% 39
Nigeria 91.0° 2.0° 20°
The Thailand 57° 4.3 =)
Sweden 11.0° 722 a.37
UK 276° 6.4° 33°

-

USA 307 5.3°




H. PYLORI

Marshall: 1983

Gram — Baxi\og ou LeL oTov BAevvoyovo tou otopdxou. Napdyet CO, kat
QUUwVia aro tnv dltdomaon TG ouplag, avédvovtag To pH Tou oTtopdyou.

To 1994 avaknpuxtnke amno tnv International Agency for Research on Cancer
w¢ KapKLvoyovo (group 1)




H. PYLORI

Etiola emintwon Kapkivou Tou oTopaxou OE:

Atpodikn yaotpitida: 0,1%
Evteplkn petaniaon: 0,25%
‘Hrua-petpla Suomiaoia 0,6%




Meta-analysis: Can Helicobacter pylori Eradication
Treatment Reduce the Risk for Gastric Cancer?

Lorenzo Fuccio, MD; Rocco Maurizio Zagari, MD; Leonardo Henry Eusebi, MD; Liboria Laterza, MD; Vincenzo
Cennamo, MD; Liza Ceroni, MD; Diego Grilli, PhD; and Franco Bazzoli, MD

Ann Intern Med. 2009:151(2):121-128.
doi:10.7326/0003-4819-151-2-200907210-00009

Conclusion: Helicobacter pylori eradication treatment seems to reduce gastric cancer risk.

AnoterleopoTikotTePN 1N Oepameia Tpv TV
OvVATTUEN ATPOPIKNG YOOTPITIONS



IIAPAT'ONTEX KINAYNOY

EI'TENEIX
v UETOANAEELC

v 01K0Y.16T0p1KO (~10% )

IHEPIBAAAON

Gene mutation Associated syndrome
APC
APC promoter 18 GAPPS
CDH1, CTNNA HDG
MLH1, MSH2, MSHE, PMS2  Lynch s yndrome
AMADS, BMPRIA luvenile polyposis syndrom
mmmmmmm hers syndrome
TP53 Li—Fraumeni syndrome

v’ AIAITA (Kokkivo kp€og, yapunAog yYAuKopukoc deiktng, aAdTt)

IMPOXTATEYTIKOI ITAPATONTEX z | —Eema

v ovtidEwva (aokopPiko)

v poiTa, AoYaVIKA

J Clin Oncol 28:2952-2957. @ 2010 by American Societly of Clinical Oncology

T
555555555




[ENETIKOI TTAPATONTE2

[EVETIKOC OLAXUTOC YAOTPLKOG KapKivog (~4%):

v AUTOOWULKO ETILKPATEC

v'To 40%:petdA\aén oto yovidio tn¢ E-kavtexivne (CDH1) tou XpwHOCWUATOC
16922, umtevBuUvo yLa TNV SlatApnon TG CUVEXELOC TOU eTOnAlou

v Ekpilwon H.pylori + evbookonnon ava 6 UAVEC 1 TpoPUAOKTLKI) YOLOTPEKTOWUN

peta ta 20 £€tn

Gene mutation

APC promoter 18

CODH1T1, CTNNAT

AMLHT, MSH2, MSHE, PAMS2

SMAD4, BMPR1A

Associated syndrome

FAP

5-10/100.000

Lynch syndrome

Juvenile polyposis syndrome

Peutz—Jeghers syndrome

Li—Fraumeni syndrome




KATINI2ZMA

To kanviopa avéavel tepimouv dvo Popec Tov Kivouvo yla
avATTuén Kapkivou Tou oToudyou, LoLaitepa TOU CWHATOC TOU
oTopAyou (evteplkou TUTIOU).

[Wai k Leung et al, Lancet Oncol,2008]

AANKOOA

Mua Kopeadtikn HeAETN SelVEL TWC N KATAVAAWON TIEPLOCOTEPO ATIO
15g aAkoOA TNV nUEpPa, avéavel kata 1,2 dopéEc Tov Kivouvo yLa
QVATTTUEN KOPKIVOU TOU CWHOTOC TOU OTOLLAXOU.

[Wai k Leung et al, Lancet Oncol,2008]



MEIQXH EINIITTQXHX

ATATPOOH (I(ppof)w-kaxavmd-
EKPIZQ2XH HP

SCREENING

EAATTQXH KAIINIZMATOX (10% tov Ca)

aAQTL)



AIATNQ2 H

[evikn ailpotog (avatpio)

AKTLVOAOYLKOC EAEYXOC UE YeL O Bapiou
EvO0ooKOTINON AVWTEPOU TIETITIKOU
Afovikn Topoypadia

EvO0OKOTILKOC UTIEPNXOC

Lesser curve FuUNQuUs

Spine —

Juodenum




Procedure Purpose

FBC Assess for iron deficiency anaemia
Renal and liver function Assess renal and liver function to determine appropriate therapeutic options
/ﬁmpy and biopsy Obtain tissue for diagnosis, histological classification and molecular biomarkers, e.g. HER2 status\

CT of thorax + abdomen + pelvis ~ Staging of tumour - to detect local/distant lymphadenopathy and metastatic disease or ascites

Accurate assessment of T and N stage in potentially operable tumours

EUS
Determine the proximal and distal extent of tumour
\@scopy +washings Exclude occult metastatic disease involving peritoneum/diaphragm /
PET, if available May improve detection of occult metastatic disease in some cases. Often negative in diffuse-type gastric cancer

Assessment of nutritional status May detect relevant dietary and nutritional deficiencies in both localised and advanced disease seftings



Q00D SCIENCE
BETTER MEDICINE
BEST PRACTICE

Table 2. Diagnostic and staging investigations in gastric cancer.

Procedure Purpose

FBC Assess for iron deficiency anaemia

Renal and liver function Assess renal and liver function to determine
appropriate therapeutic options

Endoscopy and biopsy Obtain tissue for diagnosis, histological
classification and molecular biomarkers,
e.g. HERZ status

CT of thorax + abdomen Staging of tumour — to detect local/distant

+ pelvis Iymphadenopathy and metastatic disease or
ascites
EUS Accurate assessment of T and N stage in

potentially operable tumours
Determine the proximal and distal extent of

tumour

Laparoscopy + washings Exclude occult metastatic disease invalving
peritoneum/diaphragm

PET, if available May improve detection of occult metastatic

disease in some cases. Often negative in diffuse-
type gastric cancer
Assessment of nutritional May detect relevant dietary and nutritional
status deficiencies in both localised and advanced
disease settings
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» Early gastric Ca: endoscopic Classification Review Group (Paris
classification): 0-1 (protruded); O-11 (superficial); and O-111 (excavated)

» Locally advanced gastric Ca: Borrmann classification polypoid/fungating
without ulceration (type I), ulcerated with elevated borders and sharp margins
(type 1), ulcerated with diffuse infiltration at the base (type I11), diffusely
infiltrative with thickening of the wall (type 1V)
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> Histopathological classification scheme: " BV TR < sporinn
Lauren classification (intestinal, diffuse and mixed)

Adevokapkivopa

= Awdtov TOmov  (XEWpOTEPNS TPOHYVHOONG)

» WHO classification (Western countries): tubular, papillary, poorly cohesive,
mucinous and mixed



Localised gastric cancer

Stage IA
T1 MO MO

Endoscopic? or surgical
resection®
(11, B]

Stage IB-lI
>T1 and/or =N0 MO

N

Multimocality
treatment

Pre-operative ChT*
(1. A]

Radical gastrectomy®
D2 lymphadenectomy
[1, A]

Post-operative ChT*
[, A]

!

v

No pre-operative ChT
(staging issue or
EMErgency surgery)

Radical gastrectomy?
D2 lymphadenectomy
[l. A]

Post-operative ChT's"
[l. Al

For patients with MSI-H gastric cancers who have undergone surgery,
adjuvant ChT cannot be recommended.




Gastric cancer - T1

Medscape® www.medscape.com
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Source: Curr Opin Gastroenterol @ 2003 Lippincott Wilkiams & Wilkins
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2.3.1.1 Total gastrectomy

DO: Lymphadenectomy less than D1
DI: Nos. 1-7

D1+4: DI + Nos. 8a, 9, 11p

D2: D1 + Nos. 8a, 9, 10, 11p, 11d, 12a.

For tumors invading the esophagus, DI+ includes No.
110", D2 includes Nos. 19, 20, 110, and 111.
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Advanced/metastatic unresectable gastric cancer

A

1=-line treatment

J

Platinum-fluoropyrimidine doublet ChT?
[, Al

Addition of trastuzumab Addition of nivolumab’
[, A; MCBS 3; ESCAT |-A]%= [I, A; MCBS 4]

Radical resection ta be considered
in highly selected casessh

The Cancer Genome Atlas (TCGA) research network
identified four molecularly distinct gastric cancer subtypes:
EBV positive, microsatellite instability-high  (MSI-H),
genomically stable (GS) and tumours with chromosomal
instability (CIN)." Each subtype is enriched for selected

Based on positive phase Il trial data, HER2 status and
programmed death-ligand 1 (PD-L1) combined positive
score (CPS) should be evaluated in patients with metastatic
gastric cancer to tailor first-line treatment in combination

» HER-2 targeted trastuzumab (FISH 2+)

» PDL-1 targeted nivolumab (CPS>1)



EMIBIQ2H

H emtiBilwon e€aptatol amo to otadlo Tou KapKivou.

5-£TNC €TTL
5-£TNC €TTL
5-£TNC €TTL
5-£TNC €TTL

Blwon otadiovu I: 82,9%
Blwon otadiov Il: 62,8%
Blwon otadiov Il: 17,8%

Blwon otadiov 1V: 3,3%

H emBiwon eival kKaAUTEPN 0€ XWPEC OTIOV N EMLMTWON TOU
KOPKLVOU TOU OTOMAXOU €ival peyaAvTepn.

5-etn¢ emPilwon otadiov | otic HMA: 50%
5-etnC¢ emBiwon otadiov | otnv lanwvia: 91%
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Japanese gastric cancer treatment guidelines 2010 (ver. 3)

Japanese Gastric Cancer Association

l Gastric carcinoma

cT1 | cT2/T3/T4a cT4b
cM+
cTia (M) cTib (SM)
W W

Differentiated, Differentiated,
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Yes MNo Mo

"
n \ W \ W Y v Chemotherapy,
Endoscopic Gastrectomy, Gastrectomy, e Ggstrectomy,' ra}dlf)lherapy,
clion DA D1+ gastrectomy, combined resection, pallla[:w:'e surgery,
rese D2 D2 palliative care

medicine

After surgery
- p-Stage I, 1l
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| Observation | Adjuvant Chemotherapy,
chemotherapy best supportive care







