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hence when CT imaging shows
potentially operable disease a staging
laparoscopy is indicated. This can
detect peritoneal and metastatic
disease under 5 mm in diameter, 
and enables peritoneal cytology and
biopsies to be obtained from
suspicious lesions. 

Staging laparoscopy can change
treatment decisions to perform
invasive surgery in up to 28% of
patients with gastric cancer after CT.46

Positron emission tomography
(PET) combined with CT has become
increasingly available in tertiary
centres as an alternative sensitive
method of metastasis assessment and
is currently used in oesophageal
cancer staging and in gastric cancers
that cross the gastro-oesophageal
junction into the oesophagus, but not
as standard in gastric cancer staging.

The stage of the cancer is closely
related to prognosis emphasising the
need to diagnose gastric cancer at an
early stage, see table 3, p26.44

MANAGEMENT 
Management options are discussed at
a specialist upper gastrointestinal
multidisciplinary team meeting
involving experienced surgeons,
radiologists, pathologists, oncologists
and cancer nurse specialists. The
results of investigations are coupled
with the patient’s fitness for surgery
and/or chemotherapy and the final
decision made with the patient after
careful explanation and discussion
about the recommended treatment
options. Tumours that show local
invasion (T4) or distant metastases
(M1) are not amenable to curative
treatment.

Curative treatment
Patients deemed medically fit should
undergo surgical resection to cure
early gastric cancer (stage I) and
chemotherapy (neoadjuvant) followed

develop dyspepsia should also be
considered for urgent endoscopy.

In summary, all patients presenting
with dyspepsia and either alarm
features or known conditions that
increase the risk of gastric cancer
should be referred for urgent
endoscopy, see table 1, p24. 

Uncomplicated dyspepsia  
There is an absence of alarm symptoms
at the initial presentation in up to 50%
of patients with gastric cancer,32 and
in those with alarm symptoms the vast
majority have advanced disease.33

Diagnosis at an early stage greatly
improves outcomes and 70% of
patients with early gastric cancer have
symptoms of uncomplicated dyspepsia.34

Therefore given that the majority of
gastric cancer cases occur in people
over 55, urgent endoscopy is also
recommended in this group with new
uncomplicated dyspepsia prior to
treatment, even without alarm
symptoms or if the symptoms respond
to treatment, see table 1, p24.26-28

In patients under 55 gastric cancer
presenting with uncomplicated
dyspepsia is extremely rare and the
majority of young patients have 
alarm symptoms by the time of
presentation.35,36

Many studies37-39 have shown that 
H. pylori testing and treatment is as
effective as endoscopy in the initial
management of patients under 55
presenting with uncomplicated
dyspepsia. This strategy is supported

by many guidelines as the number of
missed cancers in patients with
uncomplicated dyspepsia is extremely
low. However, this approach relies on
attentive primary care follow-up after
H. pylori eradication therapy to ensure
lack of response or unexplained
persistent symptoms are followed up
to prevent delays in diagnosis.

CONFIRMING DIAGNOSIS 
Endoscopy
Upper GI endoscopy with biopsy is the
recommended investigation to
confirm gastric cancer.  Gastric cancer
can sometimes appear very similar to
a gastric ulcer therefore a biopsy and
histological differentiation is required.
If biopsies are benign follow-up
gastroscopy performed after six
weeks of anti-acid treatment is
performed to ensure healing or to
obtain repeat biopsies.

Despite improved advances in
endoscopic imaging failure to diagnose
gastric cancer at the patient’s first
endoscopy is consistently around 10%
hence patients require a second
gastroscopy.40, 41 The principal 
factors associated with the need to 
re-endoscope are failure to suspect
malignancy and (as a consequence)
failure to take adequate numbers of
biopsies. 

Gastroscopy should be carried out
when the patient has been off proton
pump inhibitor (PPI) therapy for two
weeks if possible as PPIs may mask
endoscopic findings or alter the
appearance of malignant ulcers.41, 42

Barium studies have a poor sensitivity
for the diagnosis of malignancy and
therefore are not the investigation of
choice, histological sampling is also
unavailable to differentiate between
malignant and benign ulceration.

Gastric cancer staging
If a gastric lesion highly suspicious of
gastric cancer is seen at gastroscopy,
the patient is warned and referral to a
specialist upper GI surgery unit is
made. Thorough staging and high
quality imaging has reduced the
number of patients with advanced or
incurable disease undergoing
significant surgery. Gastric cancer
staging employs the Tumour, Nodal,
Metastases (TNM) classification
system, 44 see table 2, above.

Computed tomography (CT) of the
abdomen and pelvis is performed to
detect local invasion. It has a sensitivity
of 74% for liver metastases. It is also
able to detect peritoneal metastases
but with a lower sensitivity of 33%,45

‘PPIs should be
stopped 2 weeks
before diagnostic
endoscopy 
if possible to
improve
detection of
gastric cancer’

Table 2

Tumour, Nodal, Metastases classification of gastric
cancer 44

Primary tumour (T) 
T1a Tumour invades lamina propria or muscularis 

mucosae
T1b Tumour invades submucosa 
T2 Tumour invades muscularis propria 
T3 Tumour penetrates subserosal connective tissue 

without invasion of peritoneum
T4a Tumour invades serosa (visceral peritoneum)
T4b Tumour invades adjacent structures

Regional lymph nodes (N) 
N0 No regional lymph node metastasis
N1 Metastasis in 1-2 regional lymph nodes
N2 Metastasis in 3-6 regional lymph nodes
N3a Metastasis in 7-15 regional lymph nodes
N3b Metastasis in 16 or more regional lymph nodes

Distant metastasis (M) 
M0 No distant metastasis
M1 Distant metastasis


