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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

NEOPLASIA GÁSTRICA

A abordagem terapêutica vai
depender da extensão da doença

Gastric Cancer: ESMO-ESSO-ESTRO 
Clinical Practice Guidelines for 
diagnosis, treatment and follow-up, 
Annals of Oncolocy, 2013

ESTADIAMENTO (c)

Doença 
Locoregional
(Estadios I-III)

Cirurgia 
curativa

QT 
neoadjuvante

Doença 
avançada 
(Estadio IV)

Tratamento 
paliativo



INTRODUÇÃO

ESTADIAMENTO

Gastric Cancer: ESMO-ESSO-ESTRO Clinical Practice Guidelines for diagnosis, treatment and follow-up, Annals of Oncolocy, 2013

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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Papel da punção aspirativa com agulha fina (PAAF)?
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Impact of EUS-guided FNA on management of gastric carcinoma, Gastrointestinal Endoscopy, 2010

Papel da punção aspirativa com agulha fina (PAAF)?

¨ Adenocarcinoma gástrico, n=234

¨ 35% (n=81) PAAF por suspeita de metástases à distância

¨ 42% (n=38) metástases confirmadas (27/38 localizadas no mediastino)

¨ 15% (34/234) alterou o plano terapêutico

ORIGINAL ARTICLE: Clinical Endoscopy

Impact of EUS-guided FNA on management of gastric carcinoma
Hazem Hassan, MD, Peter Vilmann, MD, DSc, Vijay Sharma, MD

Copenhagen, Denmark

Background: EUS is an integral part of the pretherapeutic evaluation program for patients with upper GI cancer.

Objective: To evaluate the impact of EUS-guided FNA on the clinical management of patients with gastric
cancer.

Design: The study included patients with confirmed gastric carcinoma who were referred to the Department of
Surgical Gastroenterology, Gentofte Hospital, Copenhagen University, Copenhagen, Denmark, during a 6-year
period (2001-2007).

Setting: The patients underwent standard pretherapeutic evaluation. If no signs of incurability were detected, the
patients were offered EUS and EUS-guided FNA. EUS-guided FNA was performed when lymph nodes or lesions
were considered to be distant metastases. A board of surgeons was asked to evaluate the management of the
patients after the results obtained by EUS-guided FNA were revealed.

Patients: This study involved 234 patients with gastric carcinoma.

Intervention: EUS-guided FNA.

Main Outcome Measurements: Number of patients with distant metastasis diagnosed by EUS-guided FNA,
with the avoidance of unnecessary surgery.

Results: A total of 81 consecutive patients underwent EUS-guided FNA. Ninety-nine lesions were targeted, and
61 (62%) of these lesions were found to be malignant. In 38 of 81 patients (42%) distant metastases were
confirmed by EUS-guided FNA. As judged by the board of surgeons, EUS-guided FNA changed the management
plan in 34 of 234 patients (15%).

Limitation: The positive EUS-guided FNA diagnoses were not surgically verified.

Conclusion: EUS-guided FNA is a very important modality and should be integrated as a routine procedure in
the preoperative staging algorithm of gastric cancer. (Gastrointest Endosc 2010;71:500-4.)

EUS has become an integral part of the pretherapeutic
evaluation in patients with upper GI cancer.1-11 The role of
EUS as an imaging modality in the assessment of locore-
gional involvement of cancer of the esophagus and stom-
ach (tumor and nodal stages) is well established, whereas
the role of EUS-guided FNA biopsy (EUS-FNA) in the
management of these patients is less well-defined. There

are a number of publications evaluating EUS-FNA in the
work-up of esophageal cancer, but no publications spe-
cifically have studied its role in patients with gastric
cancer.

The prognosis and survival rate for gastric cancer is
poor, closely related to the stage of disease.12,13 Surgery is
the only curative treatment, but few patients are curable at

Abbreviations: TNM, tumor, nodes, metastasis cancer staging method;
UICC, International Union Against Cancer.

DISCLOSURE: All authors disclosed no financial relationships relevant to
this publication.

See CME section; p. 596

Copyright © 2010 by the American Society for Gastrointestinal Endoscopy.
0016-5107/$36.00
doi:10.1016/j.gie.2009.10.044

Received July 14, 2009. Accepted October 20, 2009.

Current affiliations: Department of Surgical Gastroenterology (H.H., P.V.),
Gentofte Hospital, Copenhagen University, Hellerup, Denmark,
Gastroenterology Department (V.S.), Mahatma Gandhi Medical College,
Jaipur, India.

Reprint requests: Peter Vilmann MD, DSc, Department of Surgical
Gastroenterology, Gentofte Hospital, Copenhagen University, Niels
Andersensvej 65, DK-2900 Hellerup, Denmark.

500 GASTROINTESTINAL ENDOSCOPY Volume 71, No. 3 : 2010 www.giejournal.org



OBJECTIVO

Avaliar o impacto da ecoendoscopia e PAAF no estadiamento e

abordagem do adenocarcinoma gástrico



METODOLOGIA

Amostra conveniência: doentes consecutivos com adenocarcinoma

gástrico que realizaram ecoendoscopia (EE) ± PAAF

• Estadiamento inicial sem critérios terapêutica neoadjuvante

• Seguidos na instituição

Análise retrospectiva:

• Dados demográficos

• EE: extensão locoregional, peritoneal, hepática e gânglios

mediastínicos suspeitos

• Decisão terapêutica em Reunião Multidisciplinar de Oncologia

Digestiva

• Desfecho

Janeiro 2008 – Julho 2014 (79 meses)

Um único operador experiente



Cardia, n=3

Fundo, n=1

Corpo, n=19

Antro, n=22

Transição corpo-antro, n=3

Incisura, n=7

RESULTADOS

DOENTES INCLUÍDOS n=58
Idade (anos) 65 ± 10,5 (min 42; máx 85)
Sexo M / F 71% (n=41) / 29% (n=17) 

Radial / Linear 74% (n=43) / 26% (n=15) 



RESULTADOS - EUS

n=49

T1
(n=16)

N0
(n=12)

Cirurgia

N+
(n=4)

Cirurgia, n=3
QT neoadj. 

n=1

T2
(n=23)

N0
(n=7)

Cirurgia, n=6
QT neoadj. 

n=1

N+
(n=16)

Cirurgia, n=10
QT neoadj. 

n=6

T3
(n=9)

N0
(n=1)

Gastrectomia

N+
(n=8)

Cirurgia, n=3
QT neoadj. 

n=5

T4N+
(n=1)

≥ T2 e/ou N+ = 37 ---> 14 (38%) QT neoadjuvante

n= 9 
doença à distância?

EE, n=58



RESULTADOS

SUSPEITA DOENÇA À DISTÂNCIA, N=9 (15,5%)

Caso Sexo
idade

uTN M? Decisão Desfecho

1 M/56 T2N+ Ascite Gastrectomia Recidiva GG, 18 m

2 F/59 T2N+ Nmed (8) QT neoadjuvante Mtx cerebelosa, 8 m

3 M/72 T3N+ Nmed (8) QT neoadjuvante Panc aguda, 2A 2 m

4 M/59 T3N+ Nmed (7,8) PAAF – negativa (QT neoad) Livre dç, 3A 3m

5 M/62 T3N+ Nmed (7) Gastrectomia Livre dç, 3A

6 F/74 T1N+ Nmed (2R) Gastrectomia Livre dç, 2A 2m

7 M/75 T3N+ Nmed (7) Gastrectomia Morte, 11 m

8 M/71 T3N+ Nmed (7) + Ascite Cirurgia - invasão transverso QT paliativa, 9 m

9 M/80 T3N+ Ascite Laparoscopia - carcinomatose QT paliativa, 2 m

7/9 (78%) – suspeita no mediastino



LIMITAÇÕES

Tamanho amostra

Apenas um caso submetido a PAAF

Análise retrospectiva



CONCLUSÕES

Na instituição a EE faz parte do estadiamento pré-operatório do
adenocarcinoma gástrico em casos seleccionados

Apenas 38% dos doentes com doença ≥ T2 e/ou N+, sem suspeita de doença
mediastínica ou ascite, foram propostos QT neoadjuvante

Em 15,5% dos casos foram identificadas lesões suspeitas à distância
• A PAAF destas lesões não foi a norma na instituição, sendo que a abordagem
na maioria dos casos foi independente da suspeita colocada pela EE

Embora limitado pela amostra este estudo sugere que a EE-PAAF de achados
suspeitos poderá identificar doença à distância não reconhecida na
avaliação imagiológica inicial ---> alocar linear estadiamento neo gástrica?




