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• Surgery is the main treatment for gastric cancer
Gastrectomy; subtotal gastrectomy if 5-8 cm margin can be achieved

• D2 lymphadenectomy: benefit debated on OS and DFS;
current consensus in the West (I,B) (Dikken JL 2013)
≥ 15 lymph nodes removed

• >50% of patients relapse after complete resection, therefore there’s
a need for Integrated treatments aimed at decrease local and   
distant relapse for   ≥ Stage IB
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Locoregional failure are quite high. This trial 
could strengthen the need for radiotherapy as 

integral part of the treatment

Ongoing...

ECC x 3 Surgery
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1,8 Gy/25 fr. Total dose: 45 Gy

Fluoruracil 425 mg/mq/die + Leucovorin 20 mg/mq/die 
i.c. 5d

• Local relapse: 19% vs 29%!

None

CHRT
Surgery556 Patients

Relapse-free survival: 
30 vs 16 Months

OS: 36 vs 27 Months
OS 3y: 50% vs 41%
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Surgery556 Patients BUT

Only 10% pts underwent D2 resection

Haematological toxicity Grade 3-4 : 54%
GI toxicity Grade 3-4: 33%
Compliance to treatment: 64%

Subsequent studies have tried to evaluate 
the effectiveness of RT after D2 resection

Level   IB   EBM
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Surgery/Radiotherapy/Chemotherapy

interactions and  Toxicity

Heterogeneous methods of reporting precluded statistical pooling
of toxicity data

Four trials used common terminology criteria for adverse events to
grade toxicity (Kwon HC 2010; ARTIST trial 2012; Yu CH 2012;Zhu WG 2012)

Two trials did not report the toxicity scales used (Bamias A. 2010; Kim TH 2012)

Quality of life data was not available while could be pivotal in decision
making for treatments with similar efficacy

Surgery/Radiotherapy/Chemotherapy

interactions and  Toxicity

No significant differences in G3-G4 toxicities between CT-RT vs Chemo
alone in 5/6 trials reviewed

Only one trial reported a higher rate of G3-G4 neutropenia for postop
CT-RT (48.4%) vs Chemo alone (16.7%) 

ARTIST trial
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Clinical status of the patient: malnutrition

Recommended anti-emetic and anti-acid drugs as a
prophylaxis prior to therapy and anti-diarrheal drugs as needed

Individualized nutritional support: advisable

Adequate nutritional support: effective for the treatment compliance

Weight loss and caloric intake < 1.500 Kcal/day should be considered
enteral nutritional support (jejunostomy) or parenteral

Supplementation of Calcium, B12 vitamin and iron: to take into
account 

AIRO GI Study Group
National Survey 2006



Take home messages

• Adjuvant CHRT is a standard of care

• Standard dose RT (45 Gy): safe and well tolerated

• Intensified RT(RT dose and/or Chemo periop): safe
- Accurate and appropriate Target Volume & OARs delineation

- Technique: Advanced 3D-CRT; IMRT/IGRT

- Assessment patient clinical status and application of supportive care:
Be careful !!

• Clinical data (outcome & tox) reporting and analysis !!!


