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The aim of this study was to review the prognosis
following gastrectomy for gastric cancer patients with
synchronous peritoneal carcinomatosis and to identify
predictive factors for improving the survival rate after
gastrectomy in this setting.

Methods

Patients

Between January 1993 and December 2004, a total of 101
consecutive patients underwent gastrectomy for gastric
cancer with peritoneal dissemination at the National
Cancer Center Hospital East in Chiba, Japan. The diagnosis
of peritoneal dissemination was based on the operative
findings and therefore the medical records of these patients
were retrospectively reviewed. Clinical, pathological, and
treatment-related variables were analyzed. These included
age, gender, preoperative symptoms, tumor location, tumor
macroscopic type, depth of tumor invasion (T), lymph node
metastasis (N), peritoneal lavage cytology (CY), peritoneal
dissemination (P), pathological confirmation of peritoneal
dissemination, other distant metastasis, histology, lym-
phatic invasion (ly), venous invasion (v), resection mar-
gins, operative procedure, lymph node dissection, curative
potential of resection, chemotherapy including periopera-
tive and postrecurrent chemotherapy, and postoperative
complications. Patient follow-up lasted until death or until
the cutoff date of October 1, 2008. At the cutoff date only
one patient was lost to follow-up. The patient had been
followed for 10 years after gastrectomy and had completed
the follow-up.

Classification of gastric cancer

Histopathological features, except peritoneal metastasis,
lymph node dissection, and curative potential of resection,
were evaluated according to the second English edition of
the Japanese classification of gastric carcinoma published
by the Japanese Gastric Cancer Association [18].

Peritoneal carcinomatosis

The second English edition of the Japanese classification of
gastric carcinoma published by the Japanese Gastric Can-
cer Association classified peritoneal metastasis with only
three grades: PO, no peritoneal metastasis; P1, peritoneal
metastasis; and PX, unknown [18]. We believe that the
extent of peritoneal carcinomatosis should influence the
survival of gastric cancer patients with synchronous peri-
toneal carcinomatosis after gastrectomy. Therefore, in this
study we classified peritoneal carcinomatosis according to
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the first edition of the General Rules for Gastric Cancer
Study published by the Japanese Research Society for
Gastric Cancer as follows: PO, no implants to the perito-
neum; P1, cancerous implants to the region directly adja-
cent to the stomach peritoneum (above the transverse
colon), including the greater omentum; P2, several scat-
tered metastases to the distant peritoneum and ovarian
metastasis alone; and P3, numerous metastases to the dis-
tant peritoneum [19].

Operation

Patients in this study underwent gastrectomy for gastric
cancer with peritoneal dissemination. We performed D2
lymphadenectomy as our standard nodal dissection. How-
ever, we changed the type of nodal dissection in balance
with other factors such as the degree of peritoneal dis-
semination, peritoneal lavage cytology, and lymph node
metastases. D number was evaluated according to the
second English edition of the Japanese classification of
gastric carcinoma, and the curative potential of resection
was evaluated according to this classification as follows:
resection A, no residual disease with a high probability of
cure (implies resection satisfying all of the following
conditions: T1 or T2; NO treated by D1-3 resection or N1
treated by D2, 3 resection; MO, PO, HO, CYO, and proximal
and distal margins >10 mm); resection B, no residual
disease but not fulfilling criteria for resection A; and
resection C, definite residual disease [18].

Statistical analysis

The clinical characteristics of the different groups were
compared using the xz test. Cumulative survival analysis
was performed using the Kaplan—Meier method and com-
pared using the log-rank test. The overall survival analysis
included all deaths such as in-hospital death or death from
unrelated cause. A Cox regression (Cox proportional haz-
ards model) was used for the multivariate analysis. All
statistical analyses were performed using the Statistical
Package for Social Sciences for Windows (SPSS Japan
Inc., Tokyo, Japan). A significant difference was defined as
P < 0.05.

Results

Descriptive data

Between January 1993 and December 2004, a total of
101 patients underwent gastrectomy for gastric cancer

with peritoneal dissemination. The clinicopathological and
treatment-related characteristics of the patients are given in
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Table 1 Clinicopathological
and treatment-related
characteristics of the patients

Variables P1 P2 P3 p
(n=34) (n=13) (n = 54)
Age (mean =+ SD) 587 £11.1 567+ 113 574+£129 NS

Gender (male/female) 22/12 9/4 32/22 NS
Location (UM/L) 7/9/18 1/4/8 13/24/17 NS
Macroscopic type (non-type 4/type 4) 2717 716 31/23 NS
T (T2/T3/T4) 1/29/4 1/10/2 0/47/7 NS
N (NO-2/N3) 23/11 12/1 41/13 NS
CY (X/0/1) 2/2517 2/7/4 5/14/35 <0.001
Histology (differentiated/undifferentiated) 7127 4/9 13/41 NS
Ly (0/1-3) 6/28 3/10 4/50 NS
V (0/1-3) 4/30 0/13 2/52 NS
Resection margin (negative/positive) 3173 1073 43/11 NS
Lymph node dissection (>D2/<D2) 26/8 3/10 8/46 <0.001
Curative potential of gastric resection (B/C) 26/8 112 1/53 <0.001
Chemotherapy (including perioperative 2717 9/4 36/18 NS

and postrecurrent) (+/—
NS not significant P ) ()

Table 1. Peritoneal dissemination was classified as P1 in 34
patients (34%), P2 in 13 patients (13%), and P3 in 54
patients (53%). Ninety-six patients had peritoneal dissem-
ination alone, whereas 5 patients had liver metastasis (P1, 2
of 34; P2, 0 of 13; P3, 3 of 54). Eighty-seven patients had
pathologically confirmed peritoneal dissemination and 14
patients were diagnosed with peritoneal dissemination
based on operative findings. The patients without patho-
logical confirmation of peritoneal dissemination in each
group were P1, 4 of 34; P2, 1 of 13; and P3, 9 of 54.

No statistical difference was observed in the mean age
of the patients in each group. There were more men than
women in each group (P1, 22 vs. 12; P2, 9 vs. 4; P3, 32 vs.
22) but the difference in the gender ratio of each group was
not significant. The differences in tumor location, macro-
scopic type, T, N, histology, ly, and v of primary lesions
were not significant. Resection margin status and chemo-
therapy (including perioperative and postrecurrent) were
not significant. There were more P3-group patients with a
positive CY (P1, 7 of 34; P2, 4 of 13; P3, 35 of 54), and the
difference in the CY-positive ratio was significant (P <
0.001). Compared with the other groups, more patients in
the P1 group required extensive lymphadenectomy
(P < 0.001) and achieved the curative potential of gastric
resection B (P < 0.001).

Eighty-two patients (81%) had no postoperative com-
plications. The remaining 19 patients sustained 21 adverse
events, including intra-abdominal abscess (n = 3), anas-
tomotic leakage (n = 3), pancreatic fistula (n = 7), anas-
tomotic stenosis (n = 1), wound infection (n = 3), small
bowel obstruction (n = 1), cholecystitis (n = 1), and
pneumonia (rn = 2). One patient, who underwent gastrec-
tomy and right hemicolectomy simultaneously, suffered

from sepsis due to anastomotic leakage after colonojejun-
ostomy and died.

Survival data

Figure 1 shows the overall patient survival after gastrec-
tomy stratified according to the extent of peritoneal dis-
semination. There was a significant overall improved
survival for those in the P1 and P2 groups than in the P3
group (median of 18 months and 15 months vs. 9 months;
P <0.001 by log-rank test). The l-year survival for
patients in the P1, P2, and P3 groups was 64.7, 69.2, and
35.2%, respectively. The 5-year survival of each group was
14.7, 15.4, and 0%, respectively. Four patients were alive
at the time of follow-up, and there were 13, 7, and 2
patients who survived for 3, 5, and 10 years, respectively.

Univariate analysis of potential prognostic factors
for survival

Clinicopathological and treatment-related factors were
analyzed for their prognostic significance in these 101
patients. Table 2 gives the univariate analysis of the clin-
icopathological and treatment-related factors affecting
overall survival. Seven factors were found to be significant
for overall survival: P (P < 0.001), CY (P = 0.002),
macroscopic type (P = 0.017), resection margin (P =
0.049), extent of lymph node dissection (P = 0.018),
curative potential of gastric resection (P < 0.001), and
chemotherapy, including perioperative and postrecurrent
chemotherapy (P = 0.013). The following factors were not
significant prognostic indicators for overall survival: N
(P =0481), tumor differentiation (P = 0.056), other
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Fig. 1 Overall survival after
gastrectomy for gastric cancer
patients with peritoneal
carcinomatosis. The prognostic
significance for the degree

of peritoneal dissemination
was P < 0.001

Table 2 Univariate analysis of
the clinicopathological and
treatment-related factors
affecting overall survival

distant metastases (P = 0.367), neoadjuvant chemotherapy
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g T 147%
0 i b s
0 12 24 36 48 60
Time after surgery (month)
No. at risk
P1 34 22 14 9 6 5
P2 13 9 6 4 2 2
P3 54 19 4 0 0 0
Variable Patients (n) Median survival Survival rate (%) P
(months)
1 year 3 year
Total 101 11 48.5 12.9
P
P1-2 47 18 66.0 27.7 <0.001
P3 54 9 333 0.0
CcY
CYO 46 17 65.2 21.7 0.002
CY1 46 8 30.4 6.5
Macroscopic type
Non-type 4 66 13 53.0 18.2 0.017
Type 4 35 10 40.0 2.9
Resection margin
Negative 84 13 51.2 15.5 0.049
Positive 17 9 353 0.0
Lymph node dissection
>D2 37 15 62.2 21.6 0.018
<D2 64 10 40.6 7.8
Curative potential of gastric resection
B 28 18 67.9 32.1 <0.001
C 73 10 41.1 55
Chemotherapy (including perioperative and postrecurrent)
+ 72 13 58.3 13.9 0.013
- 29 7 27.6 10.3

(P = 0.210), adjuvant chemotherapy (P = 0.256), and

pathological confirmation of peritoneal dissemination

(P = 0.307).
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Multivariate analysis for survival

In the multivariate analysis of overall survival, two fac-

tors were identified to be independently associated with
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Table 3 oﬁ‘t‘r‘l“o}’:;‘;na;alys“ Variable Hazzard ratio 95% CI P

:;:I:l‘?g“:eurlj:"v:] factors P (P1 and P2 vs. P3) 2347 1.372-4.016 0.002
CY (CYO vs. CY1) 1.378 0.845-2.248 NS
Macroscopic type (non-type 4 vs. type 4) 1.354 0.856-2.141 NS
Resection margin (negative vs. positive) 1.627 0.900-2.941 NS
Lymph node dissection (>D2 vs. <D2) 1.200 0.728-1.979 NS
Curative potential of gastric resection (B vs. C) 1.169 0.601-2.276 NS
Chemotherapy (including perioperative 1.858 1.165-2.963 0.009

P peritoneal carcinomatosis; and postrecurrent) (+ vs. —)

CY peritoneal lavage cytology

improved survival: P3 disease (hazard ratio = 2.347;
95% confidence interval = 1.372-4.016; P = 0.002), and
absence of chemotherapy, including perioperative and
postrecurrent chemotherapy (hazard ratio = 1.858; 95%
confidence interval = 1.165-2.963; P = 0.009) (Table 3).

Potential prognostic factors for survival in the P1/P2
groups

Patients evaluated at P3 stage had no hope for prolonged
survival after gastrectomy. Therefore, we analyzed clini-
copathological and treatment-related factors for prognostic
significance in 47 patients evaluated at P1 or P2 stage.
Table 4 gives the univariate analysis of clinicopathological
and treatment-related factors of gastric carcinoma patients
with P1/P2 carcinomatosis. Gender (P = 0.498), preoper-
ative symptoms (P = 0.188), tumor location (P = 0.449),
macroscopic type (P =0.173), T (P =0459), N (P =
0.612), other distant metastases (P = 0.886), pathological
confirmation of peritoneal carcinomatosis (P = 0.142), CY
(P = 0.333), resection margin (P = 0.315), extent of
lymph node dissection (P = 0.883), operative procedure
(P = 0.830), curative potential of gastric resection (P =
0.402), neoadjuvant chemotherapy (P = 0.306), adjuvant
chemotherapy (P = 0.467), and chemotherapy, including
perioperative and postrecurrent chemotherapy (P = 0.433),
were not significant prognostic indicators for overall sur-
vival. Tumor differentiation was the only factor that was
found to be significant for overall survival (P = 0.048)
(Fig. 2).

Discussion

Gastrectomy has been performed in our hospital for gastric
cancer patients with either isolated peritoneal carcinoma-
tosis with curative intent or disseminated peritoneal car-
cinomatosis with palliative intent. Despite several positive
reports of palliative resection [5, 6, 13-17] and in the

absence of any evidence provided so far on the efficacy of
systemic chemotherapy for the selected group of patients,
accepting patients with peritoneal dissemination for
resection may seem controversial. Indeed, the current
opinions on the standard of care for these patients are
polarized: chemotherapy with or without resection.

There are several classifications that describe the
quantitative prognostic indicators of peritoneal dissemina-
tion for gastric cancer [20, 21]. In this study we classified
peritoneal dissemination according to the first edition of the
General Rules for Gastric Cancer Study [19]. Univariate
analysis of clinicopathological and treatment-related fac-
tors affecting overall survival of patients with peritoneal
dissemination revealed seven significant factors: P, CY,
macroscopic type, resection margin, extent of lymph node
dissection, curative potential of gastric resection, and
chemotherapy, including perioperative and postrecurrent
chemotherapy. The results of the multivariate analysis
indicated that P and chemotherapy, including perioperative
and postrecurrent chemotherapy, were identified as inde-
pendently associated with improved survival. We observed
a postoperative morbidity rate of 19% and mortality rate of
1%, which were comparable with those observed in a
previous report on surgery for advanced gastric cancer
[14, 22-25]. These survival results and surgical risk for
what is regarded as an incurable disease are very encour-
aging, especially for patients with P1/P2-graded peritoneal
dissemination. From a surgeon’s perspectiye, we believe
that emphasis should be placed on stringent patient selec-
tion to identify the most optimal surgical candidates and to
avoid futile aggressive treatment.

Furthermore, the univariate analysis of clinicopatho-
logical factors affecting overall survival in gastric cancer
patients at P1 or P2 stage carcinomatosis revealed only
tumor differentiation to be significant. In this setting,
chemotherapy, including perioperative and postrecurrent
chemotherapy, was not predictive for improving survival
after gastrectomy (P = 0.433). In addition, curability and
nodal dissection were not significant factors. Therefore,
when patients with P1/P2 undergo resection, extent of
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Table 4 Univariate analysis
of clinicopathological and
treatment-related factors of
gastric carcinoma patients with
P1/P2 carcinomatosis

Variable Patients (n) Median survival Survival rate (%) p
(months)
1 year 3 year
Total 47 18 66.0 21.7
Macroscopic type
Non-type 4 35 21 65.7 34.3 0.173
Type 4 12 15 66.7 8.3
T
Non-T4 41 23 70.7 29.3 0.459
T4 6 10 333 16.7
N
<N3 35 18 68.6 28.6 0.612
>N3 12 15 583 25.0
Other distant metastasis
- 45 18 64.4 289 0.886
+ 2 26 100.0 0.0
Pathological confirmation of peritoneal dissemination
- 5 32 100.0 40.0 0.142
+ 42 15 61.9 26.2
cy '
CYO 32 25 71.9 31.3 0.197
CY1 11 11 45.5 213
Tumor differentiation
Well/moderately 11 33 100.0 45.5 0.048
Poorly 36 13 55.6 22.2
Lymph node dissection
>D2 29 18 58.6 27.6 0.883
<D2 18 18 77.8 278
Operative procedure
Nontotal gastrectomy 19 18 63.2 31.6 0.830
Total gastrectomy 28 18 67.9 25.0
Curative potential of gastric resection
B 27 21 66.7 333 0.402
C 20 15 65.0 20.0
Neoadjuvant chemotherapy
— 44 18 68.2 29.6 0.306
+ 3 10 333 0.0
Adjuvant chemotherapy
- 23 15 60.9 30.4 0.467
+ 24 25 70.8 25.0
Chemotherapy (including perioperative and postrecurrent)
— 11 13 54.6 27.3 0.433
+ 36 23 69.4 27.8

dissection and curability should not be taken into consid-
eration. Well/moderately differentiated gastric cancer
patients with P1 or P2 had a median survival of 25 months,
a 3-year survival of 45.5%, and a 5-year survival of 27.3%.
These results emphasize that patients in this setting should
be considered for better surgical indication.
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The median survival time of patients in the P3 group was
9 months. The SPRITS trial by Koizumi et al. [12] showed
a median survival time of about 13 months in patients
treated with S-1 plus cisplatin for unresectable or recurrent
advanced gastric cancer. It is difficult to determine the
benefits of tumor reduction surgery in such patients.
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Strategy of Treatment for Gastric Cancer with Peritoneal Metastasis: Hiromi Tanemura, Hiroo Oshita, Makoto Yamada,
Tsuneaki Hatoh, Takahito Adachi and Kouji Matsui (Dept. of Surgery, Gifu Municipal Hospital)
Summary

In advanced gastric cancer with peritoneal metastasis, adjuvant chemotherapy after primary tumor resection showed con-
siderably poor prognosis with a median survival time of only 232 days. So, we changed the strategy that we start systemic
chemotherapy at the earliest opportunity without resecting the primary tumor for gastric cancer patients who were diagnosed
peritoneal metastasis by laparotomy or staging laparoscopy. Eleven cases of gastric cancer with peritoneal metastasis were
administered systemic chemotherapy first including S-1+paclitaxel (PTX). The regimen of chemotherapy of two weeks ad-
ministration of S-1 (80 mg/m?/day) followed by one week rest and injections of PTX (50 mg/m?) at day 1and 8 for 21 days
as one course. Five of eleven cases were performed S-1-+PTX as the first-line, the other six cases as the second-line. In some
cases, this therapy led to transient responses. Ultimately, most of them showed progressive disease. However, two of eleven
cases showed a complete response in the peritoneal metastasis and could receive radical operation for gastric cancer. Both
patients were still alive without any relapse at the time of this report. The median survival time of eleven cases of gastric cancer
with peritoneal metastasis performed the systemic chemotherapy first with this regimen was 464 days. The survival was
considerably prolonged (p=0.0500), compared to 232 days in postoperative cases. Key words: Gastric cancer, Peritoneal
metastasis, S-1, Paclitaxel (Received May 12, 2009/Accepted Jul. 29, 2009)
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Fig.1 Comparison of survival with peritoneal meta-
stasis (P1+CY1) of gastric cancer between
preemptive chemotherapy group and postop-
erative adjuvant chemotherapy group
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Extensive dissemination to nsverse
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Fig.2 Clinical course of case 1 (64 y.o. male)
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Peritoneal metastatic nodules in the
mesenterium were found.(—)

Peritoneal metastatic nodules in the
mesenterium were disappeared.

Fig.3 Clinical course of case 2 (75 y.o. female)
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Therapeutic Outcome and Prognosis in S-1+CDDP Chemotherapy for Advanced Gastric Cancer—Postoperative
Histopathological Assessment: Hiromi Tanemura™’, Hiroo Oshita*!, Makoto Yamada*’, Tsuneaki Hatoh*!, Takahito
Adachi*!, Koji Matsui*', Eiichi Tomita*?, Akihiko Sugiyama*? and Tetsuya Yamada™*® (*!Dept. of Surgery, **Dept. of
Gastroenterology, **Dept. of Clinical Pathology, Gifu Municipal Hospital)
Summary

The efficacy and prognosis with neoadjuvant chemotherapy (NAC) for advanced gastric cancer were assessed by histopa-
thological examination of resected tumors. The subjects consisted of cases (=75y.0.) having type 4/large type 3 (diameter=
8cm) gastric cancer curable by resection based on preoperative imaging diagnostics. The NAC regimen consisted of oral S-1
at 80-120 mg/body on Days 1-21 and CDDP at 60 mg/m? on Day 8. After two courses, gastrectomy with D2 or more extend-
ed lymph node dissection was performed. Based on histopathological effect grading of resected tumors, patients were classi-
fied into responder (grade 2 or above) or nonresponder (grade 1b or below) and analyzed for TS and OPRT gene expres-
sions and prognosis. There were 5 responders and 6 nonresponders. High OPRT expression was mainly associated with res-
ponders. On the other hand, high TS expression with low OPRT expression was more frequently associated with nonrespond-
ers. At a median follow-up of more than 56 months -(minimum follow-up, 54 months; maximum follow-up, 60 months), the
4-year overall survival was 36.4%. Compared to nonresponders, responders showed a longer survival (p=0.0864) and
relapse-free period (p=0.0414). [Conclusion] These results suggest that NAC with S-14CDDP is promising against re-
sectable advanced gastric cancer; however, its true value will only emerge after completion of the ongoing phase II study of
NAC plus surgery and postoperative chemotherapy for resectable large type 3/type 4 advanced gastric cancer (JCOGO0501).
Key words: Neoadjuvant chemotherapy, Prognosis, TS/OPRT (Received May 28, 2009/Accepted Aug. 5, 2009)
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Type of . ... |Histological | Relapse |Survival "

No. gastric cancer Mode of operation |Stage|Curability ostinatici fre?dsur;ial (days) Prognosis

iays.
1 large 3 distal gastrectomy+D3| IV B 1,802 1,802 alive
2 large 3 total gastrectomy+D3 | 1A A 1,719 1,719 alive
3 large 3 total gastrectomy+D3 | IB A 1,639 1,639 alive
4 large 3 total gastrectomy+D2 | IB A 869 1,185 died
5 4 total gastrectomy+D2 | TA A 331 419 died
6 large 3 total gastrectomy+D3 )i A Grade 0 1, 649 1,649 alive
7 4 total gastrectomy+D2 1B | C(PM¥) Grade la 211 1,173 died
8 large 3 total gastrectomy+D3 | IMA B Grade la 269 911 died
9 4 total gastrectomy+D2 | IV c(cYl) Grade la 289 385 died
10 4 total gastrectomy-+D2 J\" c(P1) Grade 1b 122 336 died
11 large 3 distal gastrectomy+D2| IB A Grade la 107 298 died
Responsge rate 5/11 O Grade 3
Responder

). B Grade 2

& Grade 1b

’ OGrade 1a
: M Grade 0

Three of five cases were
estimated histologically
as down staged case.

Fig.1 Cases of neoadjuvant chemotherapy using S-1and CDDP against type 4/
large type 3 advanced gastric cancer
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LNBIERENFRE L, Fi 75 ®ELT, performance
status (PS) 0~1 2 &ML L7z, 11 BIBEHIh, h
5 DFERIZH L S-1 80~120 mg/body % 21 HE AR
5. S-1F#% 8 HHIZ CDDP 60 mg/m*%##%5 L7z, 1
SEROKREEZET2I—ZADS-1+CDDP 2170720 &
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BEITHIZ e L, BESALRNWI SO ba—VE
kL, EbHICFEMET) PO ERECEET ST
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N5 T THRIEMBIRE AT R d 272

AT R AR 0 % FARL AR SR 52 AF Grade 2 BLE %
responder, Grade 0~1b % non-responder & L, res-
ponder, non-responder 3l ® overall survival, relapse
free survival 122 T Kaplan-Meir #EICTRE L, &7
OB F A ZEERE R logrank test I2TITo 720 &
B, responder & non-responder & D5FAEWFEHIRFNE
RHBT 5 BT, BRI OB ERMBTHEICT

SREERSRIE LTz 10 A2 W TRIEMRE
ByYefa 312 £ ) thymidine synthetase (TS), orotate
phosphoribosyl transferase (OPRT) D€ %47 > 720

I #& =R

1. EFOAR (Fig.1)

WH 11 EFAONIRRRTIZ 48 441, KB 3E 7 H]
THolze 11 BIH 2HIIFHEETH o/, 1HIT 1 I —
AR THROEGESH CHE L HEINZOELICFH
L, fo 18id 1 23— R BIZ grade 3 DEHRAIRE TH
FERDSHB L5 11 H B THH, 22— ZAHIX S,
CDDP # W &#% 5 L7224 15 H B T grade 3 D E#AIR
AHBELPIE, FOBRFHR L7z, UEORR, BHRTE
1% 9/11 (81.8%) THho72o NACD1, 2I—A% &
T grade 3 DEIERAAS 3 Bl (2 BT EBAIR/TH#, 1
i B IMERRKA) ICHER L7z, FiiRiZE LW +D3 4
B, B4f+D25 6, WMMYIER+D3, WY+
D2 B FNEN 1 BITH o720 BAFTR Stage T A 2 4,
IB4f, T 161, MAL1Bl, NV3BITHolz. RIBE
A6%l, B2#l, C3HITHo7z, RIEEC DEHI,
PM (+), P1, CY1 &4 1 BIFOTH o7z REECT
1% second-line & LT 2 #IZ paclitaxel (PTX) % Hu LM<
L7z b kAT bz NAC O R EARZE R RF
EH Grade 2 @ responder (X 5 B, Gradela 4 #1,
Grade 0, 1b 2% 4 1 BITdH o720 WAL 5 A
7-23hEI12 5/11 (46%) THo72. I b 3 FNTHRRFER
iR 5 down stage R SNIERTHo72% %
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High TS expression with low OPRT expression
was more frequently
associated with nonresponders.

senn
. ~

i | High OPRT expression was
PO mainly
: associated with responders.

TS: thymidine synthetase

..’. OPRT: orotate phosphoribosyl transferase

o

LJ

@
W

Fig.2 Molecular biological profiles of NAC responders and nonresponders:

TS and OPRT expressions
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Fig.3 Overall survival in the cases of neoadjuvant
chemotherapy for advanced gastric cancer
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Fig.4 Relapse free survival in the cases of neoadjuvant
chemotherapy for advanced gastric cancer
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Fig. 5 Histopathological assessment for the efficacy
of and prognosis with NAC for advanced gas-
tric cancer (Comparison of overall survival
between responders and nonresponders)
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Fig. 6 Histopathological assessment for the efficacy of
and prognosis with NAC for advanced gastric
cancer (Comparison of relapse free survival
between responders and nonresponders)
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* A case of gastric cancer with duodenal invasion with
which S-1/cisplatin neoadjuvant chemotherapy lead
to curative operation )
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