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TNM Staging
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TNM Staging

Table 2 Clinical (¢TNM) stage groups

cStage group cT cN cM
Squamous cell carcinoma
0 Tis NO MO
| T NO-1 MO
I T2 NO-1 Mo
T3 NO MO
I T3 N1 Mo
T1-3 N2 MO
IVA T4 NO-2 MO
T1-4 N3 MO
VB T1-4 NO-3 M1
Adenocarcinoma
0 Tis NO MO
| T NO MO
A T1 N1 MO
B T2 NO MO
1l T2 N1 MO
T3-4a NO-1 MO
IVA T1-4a N2 MO
T4b NO-2 MO
T1-4 N3 MO
IVB T1-4 NO-3 M1




OEPATIEVTLKN AVTLUETWITLON

cTNM staging (endoscopy, EUS,
MS-CT, FDG-PET)
Functional assessment

__(symptoms, comorbidity, ‘
nutritional status, patient preferences)

hd b
Limited disease Locally advanced disease
(cT1-T2 cNO MO) (cT3-T4 or cN1-3 MO)
] ~
[ Squamous cell cancer? ] [ Adenocarcinoma? J
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1910: Janeway — Greene : 2uvbuaopevn dtakolAtakn kot StaOwpakikn
0Lo00PAYEKTOLN

1912: Mpw1n ekteAeon olcodpayektounc (dtaBwpakiknc) — Franz Torek
1941: Aplotepn OwpakokolAtakn rtpoomneAaon (Garlock)

1946: Zuvduaopuevn 6e€La Owpakikn Kot KolAtakn tpoomneAaon (lvor
Lewis)

1976: Zuvduaopévn 6efLa Bwpakikr, KOLALOKA Kot TpoXnALKN
npoonélaon (McKeown)

1978: Awatpnpatiki otcodpayektoun (Orringer)
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Ivor Lewis approach

Left thoracoabdominal
Three-incision approach approach



EAQXLOTQ EMEUPATIKN OLOOPAYEKTOMN

-N\anapookorikn dtatpnuatikn (DePaula, Swanstrom): 1995

->uvduaopevn Bwpakookorikn-Aamapookorikn (Law, 1997 —
Luketitch, 2000)
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AnoteAeopata

Lancet 2012 May 19:379(9829):1887-92. doi: 10.1016/501 40-6736(12)60516-9. Epub 2012 May 1.

Minimally invasive versus open oesophagectomy for patients with oesophageal cancer: a
multicentre, open-label, randomised controlled trial.

Biere S5 van Berge Henegouwen MI, Maas KW, Bonavina L. BEosman €, Garcia JB, Gishertz 55, Klinkenhijl JH, Hollmann MWW, de Lange ES, Bonjer HJ. van
der Peet DL, Cussfa MA.

# Author information

Abstract

BACKGROUND: Surgical resection is regarded as the only curative option for resectable oesophageal cancer, but pulmonary complications
occurring in more than half of patients after open oesophagectomy are a great concemn. We assessed whether minimally invasive
oesophagectomy reduces morbidity compared with open oesophagectomy.

METHODS: We did a multicentre, open-label, randomised controlled trial at five study centres in three countries between June 1, 2009, and
IMarch 31, 2011. Patients aged 18-75 vears with resectable cancer of the ocesophagus or gastro-cesophageal junction were randomly
assigned via a computer-generated randomisation sequence to receive either open transthoracic or minimally invasive transthoracic
oesophagectomy. Randomisation was stratified by centre. Patients, and investigators undertaking interventions, assessing outcomes, and
analysing data, were not masked to group assignment. The primary outcome was pulmonary infection within the first 2 weeks after surgery
and during the whole stay in hospital. Analysis was by intention to treat. This trial is registered with the Metherlands Trial Register, NTR TC
2452

FINDINGS: We randomly assigned 56 patients to the open cesophagectomy group and 52 to the minimally invasive oesophagectomy group.
16 (29%) patients in the open oesophagectomy group had pulmonary infection in the first 2 weeks compared with five (9%) in the minimally
invasive group (relative risk [RR] 0-30, 95% CI 0-12-0-76; p=0-005). 19 (34%) patients in the open cesophagectonty group had pulmonary.
infection in-hospital compared with seven (12%) in the minimally invasive group (0-35, 0-16-0-78; p=0-005). For in-hospital mortality, one
patient in the open cesophagectomy group died from anastomotic leakage and two in the minimally invasive group from aspiration and
mediastinitis after anastomotic leakage.

INTERPRETATION: These findings provide evidence for the short-term benefits of minimally invasive oesophagectomy for patients with
resectable oesophageal cancer,




Ann Thorae Surg 2016 August ; 102(2): 416423, do1:10.1016.athoracsur 2016.02 078,

Minimally Invasive Versus Open Esophagectomy for Esophageal
Cancer: A Population-Based Analysis

ATIOTEAE
OTE E 0 “ata Babatunde A. Yerokun, MD, Zhifei Sun, MD, Chi-Fu Jeffrey Yang, MD, Brian C. Gulack, MD,

Paul J. Speicher, MD, Mohamed A, Adam, MD, Thomas A. D'Amico, MD, Mark W. Onaitis,
MD, David H. Harpole, MD, Mark F. Berry, MD, and Matthew G. Hartwig, MD

Department of Surgery, Duke University Medical Center, Durham, North Carclina; Department of
Surgery, Division of Cardiovascular and Thoracic Surgery, Duke University Medical Center,
Durham, North Carclina; and Department of Cardicthoracic Surgery, Stanford University,
Stanford, California

Abstract

Background—The objectrve of this study was to evaluate outcomes of mimimally mvasive
approaches to esophagectomy usmg population-level data.

Methods—hulirvanable regression modeling was used to detenmmine predictors associated with
the use of mimimally invasre approaches for patients in the National Cancer Diata Baze who
underwent resection of middle and distal chmeal T13N03MO0 esophageal cancers from 2010 to
2012, Penoperative outcomes and 3-year survival were compared between propensity-matched
groups of patients with esophageal cancer who underwent mmimally mvasive esophagectomy
(MIE) or open esophagectomy (OE). A subgroup analysis was performed to evaluate the mpact of
using robotic-assisted operations as part of the mummally mvasive approach.

Results—Among 4. 266 patients included, 1,308 (30.6%) underwent MIE. It was more hikely to
be used m patients treated at academic (adjusted odds ratio [OR], 10.1; 95% confidence mierval
[CT], 4.2-33.1) or comprehensive cancer facilihies (adjusted OF., 6.4; 95% CI, 2.6-21.1).
Compared with propensity-matched patients who underwent OE, patients who underwent MIE
had significantly more lymph nodes examined (15 versus 13; p=0.016) and shorter hospatal
lengths of stay (10 days versus 11 days; p= 0.0468) but similar resection margin positivity,
readmission, and 30-day mortality (all p= 0.03). Suwrvival was similar between the matched groups
at 3 vears for both adenocarcinoma and squamous cell carcinoma (p = 0.05). Compared with MIE
without robotic assistance, use of a robotic approach was not associated with any sigmficant
differences m penoperative outcomes (p= 0.03).

Conclugions—The use of minimally imvasmee techmigues to perform esophagectomy for

esophagezl cancer 15 associated with modestly improved perioperative outcomes without

1
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TNM Staging
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Gasiric cancer
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Figure 1. Gastric cancer treatment algorithm.




XELPOUPYLKEC EKTOLLEC OTOUAYOU

“T1 tumours that do not meet criteria for endoscopic resection require
surgery”

“Lymph node dissection for T1 tumours may be confined to perigastric
lymph nodes and include local N2 nodes (D1+, with variation in nodal
groups dissected according to the site of cancer). “

“For stage IB—Ill gastric cancer, radical gastrectomy is indicated. Subtotal
gastrectomy may be carried out if a macroscopic proximal margin of 5 cm
can be achieved between the tumour and the gastroesophageal junction.
For diffuse cancers, a margin of 8 cm is advocated. Otherwise, a total
gastrectomy is indicated [lll, A].”

ESMO Guidelines for Gastric Cancer, 2016



AepdadeVIKOC KABoPLoUOG

“Excision of a minimum of 15 lymph nodes to allow reliable staging”

-East vs. West

“Consensus opinion is that, in Western countries, medically fit patients
should undergo D2 dissection that is carried out in specialised, high-

\[/olu]me centres with appropriate surgical expertise and postoperative care
I, B ”

ESMO Guidelines for Gastric Cancer, 2016



GISTs

“The standard treatment of localised GISTs is complete surgical excision of the
lesion, with no dissection of clinically negative lymph nodes [lll, A]. If
laparoscopic excision is planned, the technique needs to follow the principles of
oncological surgery [lll, A] .A laparoscopic approach is clearly discouraged in
patients who have large tumours, because of the risk of tumour rupture, which
is associated with a very high risk of relapse. RO excision is the goal (i.e. an
excision whose margins are clear of tumour cells). When RO surgery implies
major functional sequelae, and preoperative medical treatment is not effective,
the decision can be made with the patient to accept possible R1 (microscopically
positive) margins [IV, B]”

ESMO Guidelines for GISTs, 2018
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D1 lymphadenectomy D2 lymphadenectomy
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-Kitano, 1992: Laparoscopy assisted Billroth | gastrectomy

- Goh, 1992: Totally intra-abdominal laparoscopic Billroth Il
gastrectomy

-Azagra, 1993: Laparoscopic total gastrectomy
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AmoteAeopaTa

Comparison of laparoscopic versus open gastrectomy
for advanced gastric cancer: an updated meta-analysis

Yingjun Quan' - Ao Huang® - Min Ye' - Ming Xu' - Biao Zhuang® -

Peng Zhang' - Bo Yu' - Zhijun Min"

Received: I5 Seplember 2004 f Accepied: 13 July 2005/ Published caline: 28 July X5
D The Imermational Gastric Cancer Asxociation amd The Japanese Gustric Cancer Association 2005

Abstract

Backgroumd  Laparoscopic gastrectomy (LG} has been
used as an alternative to open gastrectomy (CM3) o treat
early gastric cancer. However, the use of LG for advanced
gastric cancer (AGC) has been in debate.

Merhods  Literature retrieval was performed by searching
PubMed, EMBASE. and the Cochrane library up o July
20014. Potential studies comparing the surgical effecis
between LG with 5 were evaluated and data were
extracted accordingly. Meta-analysis was carmmied out using
RevMan, The pooled risk ratio and weighted mean dif-
ference (WMD) with 95 % confidence interval (95 % CI)
were calculated.

Resulrs Overall, 26 studies were included in this meta-
analysis. LG had some advantages over (G, including
shorter hospitalization (WMD, —3.63, 95 % CI, —4.66 to
—2.60; P = 0.01), less blood loss (WMD, —161.37, 95 %
CI, —192.55 to —1300L18; P = (.01}, faster bowel recovery
(WMD, —0.78, 95 % CI, —1.05 to —0.50; P = 0.01), and
carlier ambulation (WMD, —095, 95 % CL —147 to
—044; F=001) In terms of surgical and oncological

safety, L could achieve similar lymph nodes (WD,
—0.449, 95 % CL —1.78 to O81; F = 0.46), a lower com-

plication rate [odds ratio (OR), 0.71, 95 % CI, 0L5% o 0.8T:
P (01, and owerall survival {0%) and discase-free sur-
vival (DFS) comparable to 0.

Conclisions  For AGLs, LG appeared comparable with
(d5 in short- and long-term resulis. Although more time
was needed to perform LG, it had some advantages over
(M5 in achieving faster postoperative recovery. Ongoing
trials and future studies could help to clarify this conino-
versial issue.

Keyvwords Laparoscopic gastrectomy - Open
gastrectomy - Advanced gasiric cancer - Meta-analysis

Intreduction

Giastric cancer 15 the fourth most frequently occurring
cancer and the second mosi common cause of cancer-ne-
lated death worldwide, accounting for 8 % of ioial and

5061 AGC patients

2193 (43.3 %) LG
2868 (56.7 %) OG
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