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719'0 - Lelomyoma
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Resection -
If Small, avascular, intraluminal — Endoscopy —

Surgical enucleation —
Right side thoracoscopy/thoracotomy — Proximal/Mid
Left side thoracoscopy/thoracostomy — Distal
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Carcinoma of Esophagus

Adenocarcinoma
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Surgical approach

Transhiatal Espohagectomy .1
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Cervical esophagogastric anastomosis
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Higher rate of postoperative strictures —
Injury to great vessels and airway structures —
Inability to preform complete lymph node dissection —
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Surgical approach

Transthoracic Espohagectomy .2
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Intrathoracic esophagogastric anastomosis
(N21V DT NPOOK) NPYNNN N9 T NIND

— NnNon
Higher rate of cardiopulmonary complications —
Might induce reflux —

En Bloc Espohagectomy .3
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Radical thoracic and abdominal lymphadencetomy
cervical esophagogastric anastomosis
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Higher rate of postoperative complications —

Minimally invasive Esophagectomy - T'nya/alinn
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Photodynamic therapy

Laser therapy

Stenting

Gastrostomy/Jejunostomy
Esophagectomy
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Gastric adenocarcinoma
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Geographical distribution of gastric carcinoma




H. Pylori and Gastric Cancer?
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CASE STUDY

ww. naturecom,clinicalpractice gasthep

Napoleon Bonaparte’s gastric cancer:
a clinicopathologic approach to staging

pathogenesis, and etiology

Alessandro Lugli, Inti Zlobec, Gad Singer, Andrea Kopp Lugli, Luigi M Terracciano

Background Mumerous hypotheses on the cause of Mapoleon Bonaparte’s
death have been proposed, including hereditary gastric cancer, arsenic
poisoning, and inappropriate medical treatment. We aimed to determine
the etiology and pathogenesis of Napoleon’s illness by a comparison of
historical information with current clinicopathologic knowledge.
Investigations Evaluation of Napoleon’s clinical history, original autopsy
reports, and of historical documents. The clinicopathologic data from 135

gastric cancer patients were used for comparison with the data available
on Mapoleon.

Diagnosis At least T3N IMO (stage ITTA) gastric cancer. Napoleon's tumor
extended from the cardia to the pylors (>10cm ) without infiltration

of adjacent structures, which provides strong evidence for at least stage
T3.The N1 stage was determined by the presence of several enlarged

and hardened regional ( perigastric) lymph nodes, and the MO stage by

the absence of distant metastasis. Analysis of the available historical
documents indicates that Napoleons main risk factor might have been
Helicobacter pylori infection rather than a familial predisposition.

Conclusiens Our analysis suggests that Napoleon’s illness was a sporadic
gastric carcinema of advanced stage. Patients with such tumors have a
notoriously poor prognosis.
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Gastric adenocarcinoma
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Diagnosis

Double contrast barium upper Gl radiography .1
(Mupn nNnipya aN?) nivaa 95% — nroora + Gastroscopy .2

Diffuse type Intestinal type




Staging

-

Muscularis < |
R —~
propria ‘

Contiguous
structures

Regional Lymph Nodes (N)
. NO: No regional lymph node metastasis
. N1: involved perigastric nodes within 3 cm of tumor

. N2: involved perigastric nodes > 3 cm from tumor edge or
Involvement of left gasric, splenic, celiac, or hepatic nodes.

Distant metastasis (M)

. MX: Distant metastasis cannot be assessed
. MO: No distant metastasis

. M1: Distant metastasis



Staging

N-2 711 50% ,T2/3 |2 manaxa 'wip , T-a 711 80% — EUS .1
DINIVM9]1 TADA N"'N S > NN N'T NPV n72an - CT
D'VIA) NON'? wp 1 ey — PET
Contact US + Staging Laparoscopy

~ oW N

Preoperative staging laparoscopy
IS currently included at Memorial
Sloan Kattering in the diagnostic
algorithm.

37% - considered to have
localized disease by CT and
EUS had metastatic disease



http://radiology.rsnajnls.org/content/vol228/issue1/images/large/r03jl21g5a.jpeg

Curative Treatment
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Distal tumors -
(n1mna A) Subtotal gasterctomy  —
1own X7 Total gastrectomy)

(5-year survival

Bilroth 1 - duodenum * Gouzi Jl.et al Ann Surg 209:162-6 1989

Bilroth 2 — jejunum

- 169 pts. with antral cancers randomized
to subtotal vs. total gastrectomy
* Bozzetti F. et al Ann Surg 230;2:170-8 1999

- 648 pts.with distal gastric cancers
randomized to subtotal vs. total gastrectomy

Proximal tumors -
(namna B) Total gastrectomy  —

NNINNI NXRIZNN NIND)
(proximal resection-7 nxlwn2a
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Sub- total Gastrectomy
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Total Gastrectomy
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Curative Treatment

« Extent of lymphadenectomy- controversial
 D1- removal of perigastric nodes.

« D2- removal of nodes along
left gastric, hepatic, splenic,
and celiac arteries.

SAMUR

Dutch trial - 1999

*D-2 group had higher rate of complications
43% vs. 25% P< 0.001

* D-2 higher number of postoperative deaths
10% vs. 4% P= 0.004
* D-2 longer hospital stays
median 16 vs. 14 days P< 0.001



Curative Treatment

The Residual tumor (R) classification

The absence or presence of demonstrable residual tumor
after conclusion of the treatment (UICC)

RO resection -no demonstrable residual tumor

R1 resection- microscopically demonstrable
residual tumor (e.g. diseased
residual margin)

R2 resection — macroscopically visible tumor

Distinction between primary palliative intervention
(R1&R2) vs. potentially curative ones (R0O)




Curative Treatment
Adjuvant/Neoadjuvant therapy
e 2001 — INT116 shows survival benefit of 5-FU/LV+XRT

« 2006 — MAGIC trial shows benefit of
neoadjuvant+adjuvant Epirubicin+Cisplatin+5-FU

Survival

Logrank p-value = 0.009
Hazard Ratio = 0.75
(95% CI 0.60 - 0.93)
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Events Total
149 250 —— CsC
170 253 ---- S

12 24 36 438

Patierts at risk honths from randomisaion
csC 250 168 111 74 52
S 253 155 80 50 3

MRC STO2

ASCO May 2005
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Primary gastric lymphoma
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GIST — Gastrointestinal stromal tumor
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Treatment of GIST in 2008

Resectability

Unresectable/metastatic Resectable

15t line: Imatinib Surgery+/-Imatinib

2"d line: Sunitinib At recurrence: Sunitinib



Gastric Carcinoid
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Type 1 - Hypergastrinemia

— Pernicious anemia and
chronic atrophic gastritis

— usually multiple, small and benign,
— (Gastroscopic resection
Type 2 - Hypergastrinemia

— multiple endocrine neoplasia type 1
(MEN1) combined with
Zollinger-Ellison syndrome

— Small, multiple and can metastasize
Type 3 No hypergastrinaemia
— Highly malignant and metastasize ) 25 S50 75 100 125 150 175 200 225

Time (months)

o
S
=
i
v
=
—

=
=
=
=

O

Surgical Treatment-
— >2cm solitary tumors with gastrectomy (highest invasive potential).

— Smaller, multifocal tumors less clear ranging from observation,
gastrectomy, antrectomy (reduce gastrin and induce tumor regression).

— Embolization / Resection of Liver Metastases



http://gut.bmjjournals.com/content/vol43/issue2/images/large/97531.f3.jpeg

