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INTRODUÇÃO

NEOPLASIA GÁSTRICA

Representa a 4ª causa de morte por
cancro a nível mundial e a 5ª em Portugal

5ª neoplasia mais frequente em Portugal
com uma incidência ajustada à idade
13,1/100.000 (8,8/100.000 no sexo feminino;
18,2/100.000 no sexo masculino)

Globocan 2012



INTRODUÇÃO

ESTADIAMENTO

cancers considered to be potentially resectable to exclude occult
metastatic disease [4, 5] [III, B].
The TNM classification should be recorded and the

corresponding stage determined according to the seventh
edition of the Union for International Cancer Control (UICC)
[6]/American Joint Cancer Committee (AJCC) [7] guidelines
and staging manual (Tables 2 and 3). A careful tumour staging
is fundamental to ensuring that patients are appropriately
selected for treatment interventions.

treatment planning
Multi-disciplinary treatment planning is mandatory. The core
membership of the multi-disciplinary team should include
surgeons, medical and radiation oncologists, gastroenterologists,
radiologists and pathologists, as well as dieticians and nurse
specialists if available [IV, C].

management of local/locoregional
disease

surgery
Surgical resection is the only treatment modality that is
potentially curative, though the majority of patients still relapse
following resection and therefore combined modality
approaches are standard for ≥stage 1B disease. The extent of
resection is determined by the preoperative stage. Early gastric
cancers (T1a) may be amenable to endoscopic resection if they
are well-differentiated, ≤2 cm, confined to the mucosa and not
ulcerated [8] [III, B]. The associated lymph node metastatic risk
is virtually zero for this group. Guidelines from the National
Cancer Centre in Tokyo have expanded these criteria in patients
with intestinal-type histology and no evidence of lympho-
vascular invasion to include: intramucosal cancers without
ulceration regardless of tumour size; intra-mucosal cancers

Table 1. Diagnostic and staging investigations in gastric cancer

Procedure Purpose

Routine blood tests Check for evidence of iron-deficiency anaemia.
Check hepatic and renal function to determine appropriate therapeutic options.

Endoscopy + biopsy Obtain tissue for diagnosis, histological classification and molecular biomarkers, e.g. HER-2 status.
CT thorax + abdomen ± pelvis Staging of tumour—particularly to detect local/distant lymphadenopathy and metastatic disease sites.
Endoscopic ultrasound (EUS) Accurate assessment of T and N stage in potentially operable tumours.

Determine proximal and distal extent of the tumour.
Laparoscopy + washings To exclude occult metastatic disease involving the diaphragm/peritoneum.
Positron emission tomography (PET, if available) May improve detection of occult metastatic disease in some cases.

Table 2. TNM staging of gastric cancer (7th Edition of AJCC/UICC Guidelines) [6, 7]

Primary tumour (T) Regional lymph nodes (N) Distant metastasis (M)

TX Primary tumour cannot be assessed NX Regional lymph node(s) cannot be
assessed

MX Distant metastasis cannot be assessed

T0 No evidence of primary tumour N0 No regional lymph node metastasis M0 No distant metastasis
Tis Carcinoma in situ: intraepithelial tumour

without invasion of the lamina propria
N1 Metastasis in one to two regional

lymph nodes
M1 Distant metastasis or positive peritoneal

cytology
T1a Tumour invades lamina propria or

muscularis mucosae
N2 Metastasis in three to six regional

lymph nodes
T1b Tumour invades submucosa N3 Metastasis in seven or more regional

lymph nodes
T2 Tumour invades muscularis propria
T3 Tumour penetrates subserosal connective

tissue without invasion of visceral
peritoneum or adjacent structuresa

T4a Tumour invades serosa (visceral peritoneum)
T4b Tumour invades adjacent structuresb

aT3 tumours also include those extending into the gastrocolic or gastrohepatic ligaments, or into the greater or lesser omentum, without perforation of the
visceral peritoneum covering these structures.
bAdjacent structures include the spleen, transverse colon, liver, diaphragm, pancreas, abdominal wall, adrenal gland, kidney, small intestine and retro-
peritoneum.
Edge SB, Byrd DR, Compton CC, eds. AJCC Cancer Staging Handbook, 7th ed. New York, NY.: Springer, 2010. Used with the permission of the American
Joint Committee on Cancer (AJCC), Chicago, Illinois. The original source for this material is the AJCC Cancer Staging Handbook, Seventh Edition (2010)
published by Springer Science and Business Media LLC, www.springer.com.
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Gastric Cancer: ESMO-ESSO-ESTRO Clinical Practice Guidelines for diagnosis, treatment and follow-up, Annals of Oncolocy, 2013

ECOENDOSCOPIA: método não cirúrgico mais fidedigno para avaliar profundidade de invasão 

do tumor primário, particularmente T1-T2 Vs. T3-T4 (S 0,86; E 0,91; LR+ 9,8; LR- 0,15)

EUS for the staging of gastric cancer: a meta-analysis, Gastrointestinal Endoscopy, 2011
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Clinical controversies in endoscopic ultrasound, Gastroenterology report, 2013

Controvérsia
Estadiamento EE
Acuidade 77-93%

Operador 
dependente

Understaging

Overstaging
(inflamação)



OBJECTIVO

Determinar a acuidade diagnóstica da ecoendoscopia na definição da

profundidade parietal do tumor primário num centro com um volume

anual médio 500 exames



METODOLOGIA

Amostra conveniência: doentes consecutivos com adenocarcinoma

gástrico que realizaram ecoendoscopia (EE) e cirurgia

• Sem terapêutica neoadjuvante
• Seguidos na instituição

Análise retrospectiva:

• Dados demográficos

• EE: uT

• Peça operatória: pT

• Classificação AJCC 2010

Janeiro 2008 – Julho 2014 (79 meses)

Um único operador experiente



RESULTADOS

DOENTES INCLUÍDOS n=41
Idade (anos) 67 ± 10 (min 42; máx 85)
Sexo M / F 73%  (n=33) / 27% (n=12) 

Radial / Linear 66%  (n=27) / 34% (n=14) 

Localização (n) Antro (19)
Corpo (14)
Incisura (3)
Fundo (2)

Transição corpo/antro (2)
Linite (1)



Dias EE – Cirurgia:       28 (3 – 69) dias   

RESULTADOS

PEÇA OPERATÓRIA

EC
O

EN
D

O
SC

O
PI

A pT1 pT2 pT3 pT4 Total
uT1 12 3 0 0 15 (37%)

uT2 1 5 6 4 16 (39%)

uT3 0 2 5 2 9 (22%)

uT4 0 0 0 1 1 (2%)

Total 13 (31%) 10 (24%) 11 (27%) 7 (17%) 41

Intestinal, n=22 (54%)

Difuso, n=12 (29%)
Misto, n=7 (17%)

Overstaging
13/18 
(72%)

Understaging
3/18 (18%)



RESULTADOS

pT1 pT2 pT3 pT4

Sensibilidade 92% 50% 45% -

Especificidade 89% 47% 87% -

VPP 80% 31% 56% -

VPN 96% 67% 81% -

LR+ 8,62 0,95 3,41 -

LR- 0,09 1,05 0,63 -

MEDIDAS ACUIDADE DIAGNÓSTICA



LIMITAÇÕES

Amostra reduzida

Análise retrospectiva

Heterogeneidade tempo de espera entre EE e cirurgia

Não foi realizada revisão do estadiamento pT (variabilidade
interobservador)



CONCLUSÕES

A acuidade global da EE foi de 56% principalmente por
overstaging

EE teve uma elevada S, E e bom LR- na identificação dos doentes
com neoplásia gástrica precoce (T1)

• Importante na selecção dos candidatos a cirurgia sem QT
neoadjuvante



RESULTADOS

PEÇA OPERATÓRIA

EC
O

EN
D

O
SC

O
PI

A pT1 pT2 pT3 pT4 Total
uT1 12 4 0 0 16 (39%)

uT2 1 4 7 4 16 (39%)

uT3 0 2 4 2 8 (19,5%)

uT4 0 0 0 1 1 (2,4%)

Total 13 (31%) 10 (24%) 11 (27%) 7 (17%) 41

Dias EE – Cirurgia:       28 (3 – 69) dias   

Intestinal, n=22 (54%)

Difuso, n=12 (29%)
Misto, n=7 (17%)



RESULTADOS

Fundo, n=2

Corpo, n=14

Antro, n=19

Transição corpo-antro, n=2

Incisura, n=3
Linite, n=1

LOCALIZAÇÃO, n=41

“Acuidade global” 56%

correctas / nº avaliações totais)



RESULTADOS

pT1 pT2 pT3 pT4

Sensibilidade 92% 50% 36% -

Especificidade 86% 62% 87% -

VPP 75% 31% 50% -

VPN 96% 78% 79% -

LR+ 6,46 1,32 2,73 -

LR- 0,09 0,81 0,73 -

MEDIDAS ACUIDADE DIAGNÓSTICA

“Acuidade global” 51%

(nº avaliações correctas / nº avaliações totais)


