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 Gastric cancer: 1.16 million people diagnosed and 0.83 million 

deaths annually 

 Oesophageal cancer: 0.6 million people diagnosed and 0.55

million deaths annually 

 Poor survival largely reflects delayed diagnosis

 In many patients disease has spread beyond the standard field of 

surgical resection
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Open vs. MI Oesophagectomy



Open vs. MI Gastrectomy

Total postoperative complications (RR, 0.81; 95% CI, 0.73 to 0.91)

Wound complications (RR, 0.67; 95% CI, 0.50 to 0.91) 

Intra-abdominal fluid collection (RR, 0.67; 95% CI, 0.46 to 0.97)

90-mortality

Tumour recurrence

Long-term survival









• Incidence 18-40% in advanced 
gastric cancer

• Associated with higher pN-stage 
(station 9)



JCOG 9501 

Trial 

Overall survival Disease free survival





• Colon
• Small bowel
• Liver
• Pancreas
• Spleen
• Adrenal



• Incidence 4-14% of patients 
presenting with gastric cancer

- Synchronous 5–10%
- Metachronous 37%



• 39 studies (991 patients)

• 9 studies in West (254 patients)

• 1, 3, 5-year survival 68%, 31% and 27% respectively

• Median survival of 21 months

• Solitary unilobar metastases had the best prognosis

• Majority of studies included up to 3 metastasis in one lobe



Local and systemic therapies
Endoscopic and minimally invasive

Open/MI surgery



Kitayama etal. Ann Gastro Surg 2018 



Inclusion criteria
- Gastric adenocarcinoma (Tx, Nx) 1,2,3

- Peritoneal cytology +ve or PCI ≤ 6
- No solid organ metastasis 2

- HER2 -ve
- Male/female
- Age 18-90yrs
- Treatment naive
- BMI ≥ 18.5 kg/m2 or ≤ 40 kg/m2

- WHO performance status ≤ 1 
- Dysphagia score ≤ 2
- Informed written consent

Exclusion criteria
- PCI ≥ 4
- Solid organ metastasis 
- Positive lymph node disease beyond field of 

D2 lymphadenectomy
- Peritoneal adhesions precluding complete 

laparoscopy
- Ascites (greater than trace amount)
- Malignant pleural effusion
- Mechanical bowel obstruction (with the 

exception of gastric outlet obstruction)
- HER2 +
- Age < 18 or > 90 years
- Patients eligible for immunotherapy
- Uncontrolled co-morbidity
- single/multiple organ failure
- BMI < 18.5 kg/m2 or > 40 kg/m2

- WHO performance status > 1
- Dysphagia score > 2
- Contraindication to chemotherapy
- Pregnancy or breastfeeding
- Haemoglobin <9 uncorrected with blood 

transfusion

1 Including PDL1 –ve Siewert III patients who would not 
be eligible for immunotherapy under current guidelines
2 Where T4b disease is present – patient inclusion will

be based on the feasibility of achieving an en-bloc (R0)
resection of the secondarily involved organ at the time

of D2 gastrectomy
3 Where nodal disease is within the field of D2

lymphadenectomy

D2 Gastrectomy Continue treatment with palliative intent

Peritoneal cytology -ve
PCI 0

Peritoneal cytology +ve and/or PCI ≥ 1
and/or solid organ metastasis

PIPAC
- Doxorubicin 1.5 mg/m2 body surface area
- Cisplatin 7.5 mg/m2 body surface area
- Intraperitoneally as pressurized aerosol 

chemotherapy
- 6 week intervals 
- Up to three cycles
- With concurrent systemic chemotherapy

OGD (Histology, HER2 status)
CT-CAP, PET-CT 

Staging laparoscopy* + cytology
+/- liver MRI
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Staging laparoscopy

Staging laparoscopy
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Peritoneal cytology
HR-QOL

Biochemical/tumour markers
Biobanking
Genetic analysis
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green, multispectral imaging
Peritoneal cytology
HR-QOL
Biochemical/tumour markers
Biobanking

Genetic analysis

Gastric Adenocarcinoma
Peritoneal cytology +ve

and/or PCI ≤ 3

CT-CAP, PET-CT
+/- liver MRI

Study endpoint: Followed up for five years or until death should this occurs within five years.

Routine follow-up and surveillance CT-CAP

Informed consent

*Biobanking of samples (tissue, blood, urine,  
saliva, breath) occurs routinely in all patients 
undergoing staging laparoscopy at Imperial 
College Healthcare NHS Trust. These samples 
will be available for comparison to samples 
collected as part of SPECTRA trial.

Aims

Primary: To evaluate response – rate of peritoneal disease regression

Secondary:
i. To establish the feasibility and safety
ii. To assess treatment associated patient morbidity
iii. To establish a comprehensive bioresource



With thanks to our sponsors



Thank you for attending our 
first UKIOG Annual Meeting

If you haven’t already joined our distribution list for 
information on our virtual monthly OG national MDT’s 
please contact carly.biscoe@wales.nhs.uk to register.

Further information can be found on our website-
www.ukiog.co.uk

mailto:carly.biscoe@wales.nhs.uk

