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by surgical resection for higher stage
tumours (stage II-III).28

A total gastrectomy is performed
for proximal gastric tumours, and 
a subtotal gastrectomy for distal
tumours.47 Multiple lymph nodes are
also removed including coeliac nodes
if possible as despite increased risk of
early morbidity this is outweighed by
the overall benefit of lowering the risk
of recurrence and cancer-related
death.48 Laparoscopic procedures are
possible and offer better post-
operative pain control and can be
associated with lower complication
rates and comparable outcomes49 

with current in-hospital mortality
following surgery for cancer in the UK
audit reported at 1.3-3.6%.50

Peri-operative combination
chemotherapy has now become the
standard of care for localised gastric
cancer throughout the UK and most of
Europe. For stage II or higher gastric
cancers three preoperative cycles of
neoaduvant chemotherapy
(epirubicin, cisplatin, and infused  
5-fluorouracil), followed when possible
by three cycles after surgery are
recommended.51 This results in  a
significantly greater five-year survival
than surgery alone (36% versus 23%). 

Very early gastric cancer (T1a) can
be treated with endoscopy (mucosal
resection) if it is confined to the mucosa
and less than 2 cm in diameter. However,
despite promising results from East
Asia these lesions are rarely found at
this stage in the UK, see figure 1A,
p23,28 with more than 50% of patients
at presentation having advanced
incurable disease, see figure 1D, p23. 

Palliative treatment 
Palliative chemotherapy can be
offered for the treatment of advanced
gastric cancer, with a median
increased survival improved from 
3-4 months to 7-10 months.52 

For patients with advanced HER-2-

positive gastric cancer (tested on the
biopsy sample), addition of trastuzumab
can result in a significant improvement
in response rate and median overall
survival (13.8 vs 11.1 months).53, 54

In distal gastric cancers causing
upper GI obstruction, surgical
jejunostomy can be performed or
insertion of a pyloric stent can provide
symptomatic relief. The standard
treatment option for patients with
advanced gastric tumours is uncertain,
and where possible patients should be
enrolled in a randomised trial.28

Patient support and follow-up
Review by a dietician and input from 
a cancer nurse specialist have been
demonstrated to contribute to a faster
recovery and better quality of life.55

The cancer nurse has a central role,
consulting with multiple specialties
and primary care to provide 
a co-ordinated approach and acting as
the patient’s advocate.56 

Regular review of patients following
treatment of gastric cancer is required
to manage post-treatment side effects
such as dysphagia and diarrhoea
following surgery and post-operative
pain. Regular access to specialist
nurses has been shown to be cost
effective in supporting follow-up.57

FUTURE DIRECTIONS
The assessment and evaluation of
outcomes is a fundamental
component of the management of
gastric cancer and the National
Oesophago-Gastric Cancer Audit has
set a high standard.50 With drivers like
this it is encouraging to see cancer
registries across Europe showing
slight improvements in five-year
survival rates from 23·3% in 1999-2001
to 25·1% in 2005-2007. However they
are generally still poor and vary across
Europe (32.4% in Italy to 16.0% in
Denmark) with the UK having one of the
lowest five-year survival rates at 17.2%.58,59

Therefore prevention may be the
key. Despite not recommending 
H. pylori screening in the UK the
national screening committee did
suggest a pilot of H. pylori screening in
all 40-49 year olds and then all
individuals as they reached the age of
40. This would define the effect of 
H. pylori eradication on cancer
incidence in low-risk populations,9 and
possibly make way for a screening
programme in selected individuals.

In the meantime gastric cancer
continues to pose a diagnostic
challenge which requires a vigilant low
threshold for early referral and
meticulous early endoscopy to make
successful treatment possible.

Further reading
Guidelines for the management of
oesophageal and gastric cancer
www.bsg.org.uk/clinical-guidelines/
gastroduodenal/guidelines-for-the-
management-of-oesophageal-and-
gastric-cancer.html

SIGN87. Management of oesophageal
and gastric cancer
www.sign.ac.uk/pdf/sign87.pdf

NICE CG27. Referral guidelines for
suspected cancer
www.nice.org.uk/guidance/cg027

National Oesophago-Gastric Cancer
Audit 2013
www.hscic.gov.uk/catalogue/PUB11093/
clin -audi-supp-prog-oeso-gast-2013-
rep.pdf

REFERENCES
1 Office for National Statistics. Cancer Registration
Statistics England 2012. 19 June 2014.
http://www.ons.gov.uk/ons/dcp171778_367563.pdf
2 Howson CP, Hiyama T, Wynder EL. The decline in
gastric cancer: epidemiology of an unplanned triumph.
Epidemiol Rev 1986;8:1-27
3 Bertuccio P, Chatenoud L, Levi F et al. Recent patterns
in gastric cancer: a global overview. Int J Cancer
2009;125:666-73
4 de Martel C, Ferlay J, Franceschi S et al. Global burden
of cancers attributable to infections in 2008: a review
and synthetic analysis. Lancet Oncol 2012;13:607-15
5 Parkin DM. The global health burden of infection-
associated cancers in the year 2002. Int J Cancer
2006;118:3030-44
6 Cavaleiro-Pinto M, Peleteiro B, Lunet N, Barros H.
Helicobacter pylori infection and gastric cardia cancer:
systematic review and meta-analysis. Cancer Causes
Control 2011;22:375-87
7 Fuccio L, Zagari RM, Eusebi LH et al. Meta-analysis:
can Helicobacter pylori eradication treatment reduce
the risk for gastric cancer? Ann Intern Med 2009;151:121-8
8 Fock KM, Talley N, Moayyedi P et al. Asia-Pacific
consensus guidelines on gastric cancer prevention. 
J Gastroenterol Hepatol 2008;23:351-65
9 Hillier S, Fielder H. Screening for stomach cancer: A
report for the National Screening Committee Nov 2008
www.screening.nhs.uk/policydb_download.php?doc=49
10Roderick P, Davies R, Raftery J et al. Cost-effectiveness
ofpopulation screening for Helicobacter pylori in
preventing gastric cancer and peptic ulcer disease,
using simulation. J Med Screen 2003;10:148-56
11 Tobacco smoke and involuntary smoking. IARC
Monogr Eval Carcinog Risks Hum 2004;83:1-1438

Table 3

Staging of gastric cancer using the Tumour, Nodal, Metastases
classification and associated five-year survival44

Stage
IA
IB
IIA
IIB
IIIA
IIIB
IIIC
IV

Five-year survival
71%
57%
45%
33%
20%
14%
9%
4%

Tumour (T) Nodal (N) Metastases (M)  stages
T1, N0, M0
T2, N0, M0;  T1, N1, M0
T3, N0, M0;  T2, N1, M0;  T1, N2, M0
T4a, N0, M0;  T3, N1, M0;  T2, N2, M0;  T1, N3, M0
T4a, N1, M0;  T3, N2, M0;  T2, N3, M0
T4b, N0, M0;  T4b, N1, M0;  T4a, N2, M0;  T3, N3, M0
T4b, N2, M0;  T4b, N3, M0;  T4a, N3, M0
Any T, Any N, M1


