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¥ CANCER GASTRICO

Enfermedad maligna de origen epitelial
(95%)

Incidencia: 50-70°

Relacion 2:1 M/F

Nivel mundial: 4ta causa de casos
nuevos de cancer/ano



%  CLASIFICACION

o A)TIPO CELULAR

Tumores epiteliales:
 Adenocarcinoma: (>95%)

Papilar, tubular, mucinoso, celula de anillo
de sello

- Adenoescamoso
« Carcinoma epidermoide (escamoso)
« Carcinoma indiferenciado (anaplasico)



Q \,:I':?‘mores no epiteliales:
« Tumores del musculo liso
Leiomiosarcoma
 Otros:

Liposarcoma
LH

Lesiones Pseudotumorales (polipos)
* Tumor carcinoide

* Linfoma gastrico

*Sarcoma



B) HISTOLOGICA DE LAUREN

Clasificacién microscopica de Lauren

Tipo Intestinal Tipo Difuso

Diferenciado Indiferenciado

INTESTINAL

Peritonez

Fundus - cardias

Dieta- H.pylori Grupo Sanguineo A

Lesiones precancerosas | No relacién con lesio

premalignas

Nbres ancianos Mujeres jovenes

Areas endé

Clasificacién Ming

Expansivo

Infiltrativo

F&

Mt
J-"

'%u?.

DIFUSO

M. Arroyo Yustos: Cancer estomago.

Medicine 2001; 8(59): 315



‘L7 @) TC INTERSTICIAL

Tipo medular
Tipo intermedio
Tipo escirro

D) MORFOLOGIA

Tipo Expansivo
Tipo Infiltrativo




.. [E) PROFUNDIDAD DE
.7  PENETRACION

CARCINOMA TEMPRANO CARCINOMA AVANZADO
(JAPONESA) (BORRMANN)

* Mucosa T1 * Muscularis propia T2
« Submucosa T1b -+ Subserosa T3
| « Serosa T4
 Estructuras vecinas T4




JAPONESA
INCIPIENTE

Subtypes of Type 0

Type 01 —/—\— Protruded type

Superficial

—f'_\.__......
Type 0 1la elevated type

Type 0 IIb —————— Flat type

Superficial
T’
Type 0 Ilc depressed type

Type 0 III v Excavated type

Figure 39.3.6. Japanese classification system for earl: %astric cancer. In the combined
superficial types, the type occupying the largest area should be described first, followed by
the next type (e.g., llc + lll). Type 0l and Type 0lla are distinguished as follows: Type 0I: The
lesion has a thickness of more than twice that of the normal mucosa. Type Olla: The lesion has
a thickness up to twice that of the normal mucosa. (From ref. 93, with permission.)

Table of Contents > Volume One > Part 3 - Practice of Oncology > Chapter 39 - Cancers of the Gastrointestinal Tract > Section 3:
Cancer of the Stomach



MACROSCOPICA

AVANZADO
BORRMANN

Bormann |

Borrmann Il

Borrmann |

Borrmann IV

akashi Aiko and Mitsuru Sasako: La nueva
clasificacion japonesa de carcinoma gastrico;
Gastric Cancer 1998; 1: 25-30.



FACTORES

EN PRONOSTICO

Precoz

Tumor bien
diferenciado

Tipo intestinal

Forma de
crecimiento
expansiva

Edad

RESECCION
CURATIVA (RO)

MAL PRONOSTICO

Avanzado

Tumor
indiferenciado

Tipo difuso

Forma de
crecimiento
infiltrativa

Invasion linfatica o
vascular

CEA preop elevado

Reseccion no RO
(DO): BSQ (+),

no linfadenectomia
radical



DIAGNOSTICO

| ' —y e
\ " = Tumor in stomach wall \

ANAMNESIS:

Antecedentes patoldgicos personales y familiares
Factores de riesgo

CLIiNICA

EXAMENES COMPLEMENTARIOS

CONDUCTA



Factores de riesgo del Cancer Gastrico:

* Infeccion por Helicobacter pylori.

* Una dieta que incluye lo siguiente:
Cantidades elevadas de alimentos ahumados.
Carnes y pescados curados con sal.
Alimentos con alto contenido de almiddn y con poca fibra.
Vegetales en vinagre.
Alimentos y bebidas que contienen nitratos y nitritos.

* E| abuso del tabaco.

* E| abuso del alcohol.

e Cirugia previa del estdbmago.

* Anemia megaloblastica o perniciosa (causada por la deficiencia de vitamina B12).

* Enfermedad de Ménétrier.

* La edad de 55 afios 0 mas (la mayoria de los pacientes tienen entre 60 y 70 anos).

* S5exo masculino (la enfermedad se les diagnostica a mas hombres que a mujeres).

* Tener sangre de tipo A.

¢ Antecedentes familiares de lo siguiente:
Cancer de colon no poliposico.
Poliposis familiar adenomatosa.
Cancer de estomago.

* Antecedentes de pdélipos en el estdmago.

Mohar BA. Factores de riesgo para cancer gastrico. Cancerologia 1997; 43:7-8.



CLIiNICA
Dolor abdominal (90%)
Pérdida de peso (80%)
Pérdida de apetito (67%)
Tumor epigastrica (30%)
Hepatomegalia (10%)
Flatulencia, plenitud gastrica, pirosis, hematemesis, melena,
anemia, ascitis
Ganglio de Virchow: fosa supraclavicular izquierda:
Signo de la hermana Maria José: en region periumbilical
Signo de Troissier
Signo de Iris: ganglio axilar
Tumor de Krukenberg: Tacto vaginal explorando ovarios en
mujeres
Signo del escalon de Anaquel Blumer: Tacto rectal explorando
fondo de saco
Manifestar como un sindrome: Hemorragia Digestiva Superior,
Pilorico, Perforativo, Esofagico, Dispéptico.
Examen g¢eneral, valorando capacidad funcional y estado
nutricional. (valoracion antropomeétrica, inmunologica,
bioquimica, indice de Filtrado Glomerular, ECOG).




ESTUDIOS DE LABORATORIO CLINICO:

Hematologia, eritrosedimentacion, coagulograma, pruebas de la
funcion hepaticay renal, glicemia, proteinas totales, albumina y otros.

Sangre oculta en heces fecales.

ESTUDIOS IMAGENOLOGICOS:
Rx térax (valoracion pre-operatoriay presencia de metastasis a
distancia).

Rx contrastado de estomago! localizaciéon de la lesion y sus
caracteres morfologicos.

US de abdomen superior: metastasis hepatica, adenopatias
retroperitoneales.

TAC de ahdomen, para precisar compromiso ganglionar y/o visceral

o PET



ESTUDIOS ENDOSCOPICOS:
Gastroscopia con biopsia

Clasificacion morfolégica del tumor segun los criterios japoneses o
de Borrmann.

US endoscépico: evaluar la profundidad de penetracion del tumor en
la pared del organo y la presencia de adenopatias regionales con
mayor certeza que la TAC

Laparoscopia

Video-laparoscopia, Laparoscopia Quirirgica y Ultrasonido Trans-
laparoscaoépico: visualizacion e inspeccion de la transcavidad de los
epiplones, lavado peritoneal para estudios citolégicos.

URrasonido trans-laparoscoépico: detecta pequenas metastasis
hepaticas intraparenquimatosas.

Otros:

Gastroquimiograma

Marcadores biologicos tumorales




S *’ILARES DEL TRATAMIENTO

1. Médico
Il. Quirargico
+ Convencional

« Minimamente Invasiva Ci[“giﬂ culﬂti\fﬂ

« Endoscopicos . , " g
Cirugia Paliativa

lll. Quimioterapia

IV. Radioterapia

V. Inmunomoduladores

CRITERIOS ONCOLOGICOS
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Table 1

American Joint Committee on Cancer (AJCC)
TNM Staging Classification for Carcinoma of the Stomach
(7th ed., 2010)

Primary Tumor (T)

TX Prnmary tumor cannot be assessed

TO  No evidence of primary tumor

Tis Carcinoma in situ: intraepithelial tumor without invasion of the
lamina propria

T1  Tumor invades lamina propria, musculars mucosae or
submucosa

T1a Tumor invades lamina propria or muscularis mucosae

T1b Tumor invades submucosa

T2  Tumor invades muscularis propria®

T3  Tumor penetrates subserosal connective tissue without
invasion of visceral peritoneum or adjacent structures™ ***

T4  Tumor invades serosa (visceral peritoneum) or adjacent
structures™ ***

T4a Tumor invades serosa (visceral peritoneum)

T4b Tumor invades adjacent structures

Regional Lymph Nodes (N)

NX Regional lymph node(s) cannot be assessed

NO  No regional lymph node metastasis§

N1 Metastasis in 1 - 2 regional lymph nodes

N2 Metastasis in 3 - 6 regional lymph nodes

N3 Metastasis in seven or more regional lymph nodes
N3a Metastasisin 7 - 15 regional lymph nodes

N3b Metastasis in 16 or more regional lymph nodes

Distant Metastasis (M)

MO No distant metastasis

M1 Distant metastasis
Histologic Grade (G)

GX  Grade cannot be assessed
G1  Well differentiated

(G2 Moderately differentiated
3 Poorly differentiated

G4  Undifferentiated

*Note: A tumor may penetrate the muscularis propria with extension into
the gastrocolic or gastrohepatic ligaments, or into the greater or lesser
omentum, without perforation of the visceral peritoneum covering these
structures. In this case, the tumoar is classified T3. If there is perforation of
the visceral peritoneum covering the gastric ligaments or the omentum, the
fumor should be classified T4.

American Joint Committee on Cancer (AJCC)
TNM Staging Classification for Carcinoma of the Stomach
(7th ed., 2010)

Anatomic Stage/Prognostic Groups

Stage 0 Tis MNO MO
Stage |1A T1 MNO MO
Stage IB T2 MO MO
T1 M1 MO
Stage A T3 MO MO
T2 M1 MO
T1 M2 MO
Stage lIB T4a MO MO
T3 M1 MO
T2 M2 MO
T1 N3 MO
Stage lllA T4a M1 MO
T3 M2 MO
T2 N3 MO
Stage 1B T4b MO MO
T4b M1 MO
T4a M2 MO
T3 M3 MO
Stage llIC T4b N2 MO
T4b M3 MO
T4a N3 MO

Stage IV Any N M1




TRATAMIENTO

Table 14-2 Standard Treatment According to Stage of Gastric Cancer

Stage

IIIA  |Surgery with or without chemaradiation

I1IB  |Palliative chematherapy, radiotherapy with or without surgery, neoadjuvant chemoradiation

IV |Palliative chemotherapy, radiotherapy with or without surgery, neoadjuvant chemoradiation

La cirugta e a iica operon curaiv
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Comprehensive . NCCN Guidelines Version 3.2015 NCCN Guidelines Index
NGO Cancer - Gastric Cancer Table of Contents
Networke Gastric Cancer Discussion

FINAL STAGE" MARY TREATMENT

MNon-surgical . ;
: S ———= TisorTla = | Endoscopic
candidate’ . | surveillance®
Medically fit —— TisorT1a Surical O
» | Surgical Outcomes
for Patients Who
T1b * » | Have Not Received
. e.m Precperative Thera
Medically fit, urgery (see GAST.3) o
potentially or
resectable Preoperative chemotherap Surdical Outcomes
. _g—
E nhhlgher, (category 1) for Patients Who Have
I
ny o R iy Surgery= ™ Received Preoperative
(category 2B) Therapy (see GAST-4)
Laparoscopic _ Concurrent fluoropyrimidine- or taxane-based w
findings of Medically fit,! _ | chemoradiation™® (category 1) —»| Additional
Locoregional unresectable " or PP
disease (M0) Chemotherapy™ Mﬂmg&“ﬁmrsee GAST.5)
Post Treatment
Concurrent fluoropyrimidine- or taxane-based W
. - i chemoradiation™® [category 1) (Definitive) e
Non-surgical candidate’ - Management
Palliative Managemen®Nsee GAST-T) see GASTS
Laparoscopic findings of
metastatic disease (M1) see GAST7)
35ee Principles of Endoscopic Staqing and Therapy (GAST-A). MSurgery as primary therapy is appropriate for =T1b cancer or actively
& inci - bleeding cancer, or when postoperative therapy is prefermed.
hSee Staging (ST-1) for tumor classification. nSee Principles of Systemic Therapy (GAST-F).
Medically able to tolerate major abdominal surgery. eSee Principles of Radiation Therapy (GAST-G).

iMedically unfit patients or medically fit patients who decline surgery.



National

Comprehensive.” NCCN Guidelines Version 3.2015
Gastric Cancer

IV Cancer

NCCHN Guidelines Index

Gastric Cancer Table of Contents

Network® Discussion
SURGICAL OUTCOMESICLINICAL TUMOR POSTOPERATIVE MANAGEMENT
PATHOLOGIC FINDINGS CLASSIFICATION"
(Patients Have Not Received Tis or .
Preoperative Chemotherapy or T1, NO > Surveillance >
Chemoradiation) .
Surveillance
or
5-FU % leucovorin or capecitabine,™9
. . then flucropyrimidine-based chemoradiation,”.®
RO resection® T2, No then 5-FU + leucovorin or capecitabine™F for selected patients”
or
Chemotherapy for patients who have undergone primary D2
lymph node dissection®"
5-FU + leucovorin or capecitabine,™9
then fluoropyrimidine-based chemoradiation,™® — Fgu[c'”o Ergl ISI 6)
T3, T4, Any N then 5-FU = leucovorin or capecitabine™9 {category 1) }
or Any T, N+ or
Chemotherapy for patients who have undergone primary D2
lymph node dissection®"
R1 resectionP » Chemoradiation™? (fluoropyrimidine-based) >
Chemoradiation™® (fluoropyrimidine-based) -
R2 resectionP = | or
Palliative Management {see GAST-T), as clinically indicated™* Palliative
M1 = Management
ESee Principles of Surgery (GAST-C). [see GAST-T)
hSee Staging (ST-1) for tumor classification.

NSee Principles of Systemic Therapy (GAST-F).
oSee Principles of Radiation Therapy (GAST-G).

PRO= Mo cancer at resection margins, R1= Microscopic residual cancer, R2= Macroscopic residual cancer or M1.
IMacdonald JS, Smalley SR, Benedetti J, Hundahl SA, et al. Chemoradiotherapy after surgery compared with surgery alone for adenocarcinoma of the stomach or
gastmesomageal junction. N Engl J Med 2001; 345{10} T25-730. 5-FU/Leucovorin as described in this reference is no longer recommended. See Principles of

"High-risk features include pmny differenfiated or higher grade cancer, lymphovascular invasion, neural invasion, or <50 years of age or patients who did not undergo

02 lymph node dissection.

5See Principles of Palliative/Best Supportive Care (GAST-H).




ESTRATEGIA QUIRURGICA

GASTRECTOMIA SUB TOTAL

« Segun localizacion:

. Gastrectomia Subtotal
Proximal

Distal

|. Gastrectomia Total
 Reseccion de epiplones
* Diseccidon Ganglionar DESLIZANTE




Billroth I

Dundenum

Roux-en-Y
Gastrojejunostomy

Duodenum
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I.INFADENECTOMIAS

Limitada o D1
Extendida o D2
Extendida D3
Superextendidas D4

Site of Tumour N1 Nodes N2 Nodes

Upper third 1234 5.6,7.8,9.10,11
Middle third 13,456 2,7.8.9,10,11
Lower third 3456 1,789

N3 Nodes:12,13,14

N4 Nodes:13,16

TNM staging classifvs nodes in groups 12 through 16 as
distant metastases



“\_ 7 RESECCION CURATIVA

Compromiso ganglionar (#)
Invasion en profundidad
tamano tumoral (extension)
metastasis a distancia
Bordes de seccion quirurgica

)  Copyright © IRCAD
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“\ INTERVENCION CURATIVA

- Reseccion Tumoral: RO
- Reseccion Ganglionar: D>N

La ciruia s a uniea opeton crafva,
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F 54° pre-menopausica
Distension abdominal vy masa en
Mama Derecha(hace 1mes)

Masa 5 cm con bordes irregulares en
CSE de MD, no adenopatias y masa
pelvica de 20cm

US: lesion hipoecoica de 3.5cm mal
definida en CSE de MD.



Mx: amplia zona de pleomorficas
microcalcificaciones con distorsion
de arquitectura en CSE MD

CA-125: 41,7 Ul /| ml
Dx: Carcinoma Primario de Mama

A.P: Carcinoma de ceéelulas en Anillo
de Sello (AS).

US/TAC abdomen y pelvis
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Dx: Carcinoma de Ovario

Histerectomia abdominal total y
anexectomia bhilateral

A.P.: AdenoC pobremente
diferenciado con metastasis de
Ceélulas AS.

IHQ: células(-) para receptor de
estrogeno y (+) CK7 y 20

Tumor de Krukenberyg.



&

PostOp: Endoscopia: T. ulcerado con
bordes elevados que se extienden de
la union esofago-gastrica cruza la
curvatura menor y mayor.

Bx:AdenoC pobremente diferenciado.

Ca. Gastrico Avanzado con
metastasis 6seas y peritoneal.

TX: Quimioterapia
Fallece a los 11meses del Dx inicial.



7  CONCLUSIONES

Metastasis a Mama por Ca.
gastrico es raro

0,5% a 2% de todos los T. malignos
de mama

1999 se registro el primer caso

Han reportado un numero limitado
de casos similares (4 casos).



 Importante diferenciar un cancer
de mama primario del metastasico
para evitar CIRUGIA RADICAL
INNECESARIA.

- Dx exacto de metastasis de mama
por cancer gastrico es CRUCIAL
para tratamiento adecuado.
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Niveles
ganglionares
ler nivel
2do nivel

3er nivel

Localizacién del tumor gastrico
AMC (o MAC, A, AM
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