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A INTRODUCCION

Estimated age-standardized incidence rates (World) in 2020, World, both sexes, all ages (excl. NMSC)
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Estimated age-standardized incidence rates (World) in 2020, st_?_mac:h, both sexes, all ages
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Datos epidemiologicos - Ecuador

Estimated number of new cases in 2020, Ecuador, both sexes, all ages
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=== Mortalidad por cancer - Ecuador

Estimated number of deaths in 2020, Ecuador, both sexes, all ages

Other cancers
& 659 (44%4)

Data sawrge; Gebegan 2020
Graph production; Global Cancer
Observatony (e poeian v

Liver
880 (5.8%)

Stomach
2 00T (13.3%)

Colorectum
1 283 (B.5%)

Prostate
1 272 (B.4%)
Lung
1 069 (7.1%)
Breast
1 056 (7%%)
Leukaemia
897 (5.9%)

Total : 15 123




soca INCidencia por estadio clinico-
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Datos tomados del Registro Nacional de Tumores —"Fabian Corral Cordero”, Solca Nucleo de Quito- 2019
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e Opciones quirurgicas

 Laparoscopia de estadiaje

» Resecciones endoscopicas
« Reseccidon mucosa y submucosa

» Gastrectomia total o subtotal
* Abierta
« Laparoscopica
* Robotica
* Cirugias Paliativas
» Resectivas

 Derivativas
* Via de alimentacion

Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Ad e n o carcin o m a Gastric cancer Gastrectomy
Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 97(2), 295-316. https://doi.org/10.1016/j.suc.2016.11.006
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Laparoscopia de estadiaje

« Aproximadamente 30% de « Estadiaje Inicial de todo
pacientes presentan paciente considerado
carcinomatosis al diagnostico  resecable excepto en T1.
(estadio: IV). « Cambio de manejo en

« Sensibilidad : aproximadamente 60% de

+ TAC: 28% , PET: 35% - pacientes que se creia
LAPAROSCOPIA: 90- 100% enfermedad MO por TAC,
PET o RM.

* Procedimiento previo a
reseccion.

Hoshi, H. (2020). Management of Gastric Ad enocarcinomaforG e neralSurgeons. Surgical Clinics of NA, 100(3), 523-534.
https://doi.org/10.1016/j.suc.2020.02.004







504 RESECCIONES ENDOSCOPICAS

* La reseccion mucosa Yy reseccion submucosa estan indicadas vv‘
en enfermedad Tla NO, que cumplan los siguientes criterios: 4

Box 1
Standard criteria for endoscopic resection of gastric cancer

Intramucosal lesion
Well-differentiated intestinal type (vs diffuse type)

Less than 2 cm in size

No evidence of neoplastic ulcer

No evidence of lymphovascular involvement

Negative margins (deep and horizontal)

Ngamruengphong, S. (2017).EndoscopicManagementof Early GastricAdenocarcinomaandPreinvasiveGastr
icLesions, 97,371-385. https://doi.org/10.1016/j.5uc.2016.11.010
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Fig. 4. Early gastric adenocarcinoma ESD. (A) Marking. (B) Mucosal circumferential incision.
(C, D) Submucosal dissection. Submucosal layer beneath the lesion (star and arrow) and mus-
cle layer (triangle) are clearly seen. (E) ESD mucosal defect. (F) Resected specimen.

Ngamruengphong, S. (2017).EndoscopicManagementof Early GastricAdenocarcinomaandPreinvasiveGastr
icLesions, 97,371-385. https://doi.org/10.1016/j.suc.2016.11.010
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Resecciones quirurgicas

 Enfermedad T1b,NO: e Reseccion R O:
gastrectomia de primera - Margenes adecuados : 3 cm
Instancia tumores bien diferenciados, 5

, cm tumores pobremente
 Enfermedad T2 o mas o N1: diferenciadosp.
neoadyuvancia y posterior « Congelacion transquirurgica

gastrectomia de bordes.

« Tumores t4b pueden requerir
reseccion de otros organos.

 Diseccion linfatica adecuada:
minimo 16 ganglios
cosechados

Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Ad e n o carcin o m a Gastric cancer Gastrectomy
Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 97(2), 295-316. https://doi.org/10.1016/j.suc.2016.11.006
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Left
gastric artery

* INDICACIONES:

« Tumor que involucra la parte proximal o
todo el estbmago.

e Tumores con células en anillo de sello —
patron difuso.

« Pacientes con cancer gastrico
hereditario difuso (mutacion CDH1) —
patron multifocal.

Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Je noc am (CF.

Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 97(2), 295-316. http /1Q
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CRITERIOS DE
IRRESECABILIDAD:

 Enfermedad que infiltra a la
raiz del mesenterio o
compromiso de los ganglios
linfaticos para-aorticos.

 Invasion de estructuras
vasculares mayores (excepto
vasos esplénicos)

« Metastasis a distancia o

carcinomatosis peritoneal '
Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Adeffocarcin

Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 97(2), 295-316. https://d
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Fig. 1. The anterior layer of the mesocolon is sharply dissected from the mesocolonic vessels
in an avascular plane. (From Fischer JE, editor. Fischer's mastery of surgery, 6th edition. Phil-
adelphia: Lippincott Williams & Wilkins; with permission.)

Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Ad e no carcin o m a Gastric cancer Gastrectomy
Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 97(2), 295-316. https://doi.org/10.1016/j.suc.2016.11.006
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Fig. 2. The right gastroepiploic vessels should be ligated close to their origin. (From Fischer
JE, editor. Fischer’s mastery of surgery, 6th edition. Philadelphia: Lippincott Williams & Wil-
kins; with permission.)

Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Ad e no carcin o m a Gastric cancer Gastrectomy
Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 97(2), 295-316. https://doi.org/10.1016/j.suc.2016.11.006
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Fig. 4. Mobilization of esophageal hiatus by dividing the peritoneal reflection from the
diaphragm and dissection of the paracardial lymph nodes.
Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Ad e no carcin o m a Gastric cancer Gastrectomy
Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 97(2), 295-316. https://doi.org/10.1016/j.suc.2016.11.006
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Fig. 5. Completed Roux-en-Y reconstruction after total gastrectomy.
Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Ad e no carcin o m a Gastric cancer Gastrectomy
Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 97(2), 295-316. https://doi.org/10.1016/j.suc.2016.11.006
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Fig. 6. Hand-sewn end-to-side esophagojejunostomy. (From Fischer JE, editor. Fischer’s
mastery of surgery, 6th edition. Philadelphia: Lippincott Williams & Wilkins; with
permission.)

5 %
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Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Ad e no carcin o m a Gastric cancer Gastrectomy
Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 97(2), 295-316. https://doi.org/10.1016/j.suc.2016.11.006
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Fig. 8. The Hunt-Lawrence J pouch is felt to increase the capacity of the functional reservoir
after a total gastrectomy.
Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Ad e no carcin o m a Gastric cancer Gastrectomy
Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 97(2), 295-316. https://doi.org/10.1016/j.suc.2016.11.006

40-50 cm




&E&%&ﬁ, Gastrectomia subtotal _

* INDICACIONES Cardia

 Tumores del cuerpo y antro C{

* No recomendada en tumores con celulas en
anillo de sello

 No recomendada en pacientes con cancer <
gastrico difuso hereditario.

Makris, E. A. (2017). Surgical Considerations in the Man!ement of i

Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA,

»

<

VR 4

Noncardia

'~
gicancer Gastrecto
/j.suc.2016.11.006
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Fig. 9. Division of the proximal stomach for a distal gastrectomy with the stapler (A) or
bowel clamps (B). The staple line may be imbricated for added strength (C).

Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Ad e no carcin o m a Gastric cancer Gastrectomy
Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 97(2), 295-316. https://doi.org/10.1016/j.suc.2016.11.006
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Gholami, S., Cassidy, M. R., & Strong, V. E. (2016). M inim' urgic stric Resection.
NA. https://doi.org/10.1016/j.suc.2016.11.003
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Reconstruccion
Bilroth II

Gholami, S., Cassidy, M. R., & Strong, V. E. (2016). M inimallyInvasiveSurgic

NA. https://doi.org/10.1016/j.suc.2016.11.003

Fig. 11. (A) Retrocolic construction of the Billroth Il gastrojejunostomy. The afferent limb is
relatively short in this case. (B) Antecolic Billroth Il gastrojejunostomy. The afferent limb is
significantly longer than that in A. (From Lo SK. ERCP in surgically altered anatomy. In: Baron
TH, editor. ERCP, 2nd edition. Philadelphia: Elsevier Saunders. p. 273; with permission.
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Fig. 12. Reconstruction by a retrocolic, Roux-en-Y gastrojejunostomy. (A) The jejunum is
divided with the GIA stapler approximately 20 cm distal to the ligament of Treitz. (B) A ret-
rocolic, end-to-side Roux-en-Y gastrojejunostomy is created with a Roux limb at least 40 cm
in length.

Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Ad e no carcin o m a Gastric cancer Gastrectomy
Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 97(2), 295-316. https://doi.org/10.1016/j.suc.2016.11.006
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& soLca Diseccion linfatica

DO0: no ganglios
D1:1-7

D2: D1+ 8-12a
D3: D2 + 12p-16

Malibari, N., Hickeson, M., & Lisbona, R. (2015). PET/éomputed T raph ndStagingof ricCanc
e rs. Positron Emission Tomography. https://doi.org/10.1016/j.cp .0
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;. :

* Diseccion de un minimo de 16 ganglios — Reseccion optima.

« Diseccion D1 o0 menos:
 Infraestimar el estadiaje
« Mayor tasa de recidiva
* Peor pronostico

 Actualmente las disecciones D2 son el estandar internacional
del tratamiento quirurgico del cancer gastrico.

;'.i""\f?\.\
Makris, E. A. (2017). Surgical Considerations in the Man!ment of \ » Gast igicancer Gastrecto
|

Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 6/j.suc.2016.11.006
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Table 1
Recent randomized clinical trials of laparoscopic versus open gastrectomy for the treatment of gastric cancer
Operative Number of
Number  Time Lymph Nodes
Study, Year Eligibility Procedure  LND Extent of Patients Less Blood Loss Less Retrieved Hospital Stay Morbidity Mortality
Kitano et al,® T LADGODG NR 14N4 oDG LADG Equivalent Equivalent Equivalent Equivalent
2002
Fujii et al,** T LADGODG NR 1010 oDG Equivalent MR NR Equivalent Equivalent
2003
Hayashi et al,** cT1 LADGODG NR 1414 oDG Equivalent Equivalent LADG MR Equivalent
2005
Huscher et al,® cT1-4 NO-2 TLGDVODG D1, D2 30729 Equivalent TLGD Equivalent TLGD Equivalent Eguivalent
2005
Lee et al,” 2005 cT1 LADGODG D2 2423 ODG Equivalent Equivalent Equivalent LADG MR
Kim et al,* 2008 cT1 NO-1 LADG/ODG D1, D2 82582 0DG LADG 0DG LADG NR MNR
Kim et al.* 2010 cT1-2N0-1  LADG/ODG D1, D2 179/163 0oDG LADG MR NR Equivalent Equivalent
Cai et al,>” 2011 cT2-3 LAD/OG D2 49147 0G Equivalent Equivalent Equivalent Equivalent NR
Sakuramoto et al,*® €T1 LADGODG D 3132 oDG LADG Equivalent Equivalent Equivalent NR
2013
Takiguchi et al, cTNMI LADG/ODG D1, D2 2020 oDG LADG Equivalent LADG NR MR
2013
Aoyama et al, ™ cTNMI LADG/AODG D1, D2 1313 oDG LADG Equivalent NR Equivalent Equivalent
2014

Abbreviations: DG, Distal gastrectomy; LADG, Laparoscopy-assisted distal gastrectomy; LAG, Laparoscopy-assisted gastrectomy; LN, Lymph node; LND, Lymph node
dissection; ODG, Open distal gastrectomy; OG, Open gastrectomy; PG, Proximal gastrectomy; TG, Total gastrectomy; TLDG, Totally laparoscopic distal gastrectomy.
From Son T, Hyung W). Laparoscopic gastric cancer surgery: current evidence and future perspectives. World J Gastroenterol 2016;22(2):731; with permission.

Gholami, S., Cassidy, M. R., & Strong, V. E. (2016). M inind@y T n vas . urgic ‘0 Gastric Resection. 5‘C1inics of

NA. https://doi.org/10.1016/j.suc.2016.11.003
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Table 1
Recent randomized clinical trials of laparoscopic versus open gastrectomy for the treatment of gastric cancer
I

Gastrecotmia Laparoscdpica tiene resultados oncoldgicos equivalentes a la cirugia abierta y
ofrece las ventajas de la laparoscopia como son:

* Menor dolor posoperatorio

* Menor sangrado tranquirurgico
 Mejor resultado estético

* Estancia hospitalaria mas corta
* Retorno mas rapido al trabajo

—

Sakuramoto et al,*® €T1 LADGODG D 3132 oDG LADG Equivalent Equivalent Equivalent NR

2013

Takiguchi et al, cTNMI LADG/AODG D1, D2 2020 oDG LADG Equivalent LADG NR MR

2013
Aoyama et al, ™ cTNMI LADG/AODG D1, D2 1313 oDG LADG Equivalent NR Equivalent Equivalent
2014

Abbreviations: DG, Distal gastrectomy; LADG, Laparoscopy-assisted distal gastrectomy; LAG, Laparoscopy-assisted gastrectomy; LN, Lymph node; LND, Lymph node
dissection; ODG, Open distal gastrectomy; OG, Open gastrectomy; PG, Proximal gastrectomy; TG, Total gastrectomy; TLDG, Totally laparoscopic distal gastrectomy.
From Son T, Hyung W). Laparoscopic gastric cancer surgery: current evidence and future perspectives. World J Gastroenterol 2016;22(2):731; with permission.

Gholami, S., Cassidy, M. R., & Strong, V. E. (2016). M inind@1J T n vas ' urgic

E'0. Gastric Resection. 5‘0"”"55 of

NA. https://doi.org/10.1016/j.suc.2016.11.003







SOLCA

») NUCLEO DE QUITO

Gastrectomia
Robotica

« Estancia hospitalaria mas corta
« Menos sangrado transgx
« Mayor tiempo operatorio

» Resultados oncologicos equivalentes

Gholami, S., Cassidy, M. R., & Strong, V. E. (2016). M inimallyInvasiveSurgicalApp
t o Gastric Resection. Surgical Clinics of NA. https://doi.org/10.1016/j.suc.2016.11.003
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22255 Cirugia Paliativa

- La cirugia es el ultimo recurso,
pero tiene un rol en : L
» Obstruccion o hemorragia -
Incontrolable
’ I.\IO e,S necesaria la diseccion FOELNGE 2 Rouison Y ghsircanbirbaiisiomanis
linfatica.

 En pacientes con obstruccion del
vaciamiento gastrico se puede
realizar una gastroyeyunostomia.

 La gastrostomia de descargay
yeyunostomia de alimentacion
puede ser una opcion.

Palliative Management of Gastric and Esophageal Cancer
Alison L. Halpern, MD, Martin D. McCarter, MD* ,surgical clinics, 2019
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Table 1 —'

Postgastrectomy syndromes
° Fuga Syndrome First-line Therapy Second-line Therapy
an astomc')tica Dumping Dietary modifications Roux-en-Y gastrojejunostomy
: Small gastric remnant  Dietary modifications Jejunal pouch®
* _Hemorra_lgla Postvagotomy Dietary modification Antiperistaltic jejunal segment
intraluminal diarrhea v
o Hemorragia Delayed F]ES‘I’.FIIZ . Prokinetic medication Cnmpletu:_:n gastrectomy,
- . emptying/gastric conversion to Roux-en-Y
Intraperitoneal atony
e |leo Afferent loop Address obstruction based on Roux-en-Y gastrojejunostomy ‘
. syndrome cause ‘
° QbStI’_U CcCion Efferent loop Assess obstruction based on cause  None
Intestinal syndrome )
- - Roux stasis Completion gastrectomy, Roux-en- Feeding jejunostomy
* _Comp_llcamones Y gastrojejunostomy
infecciosas Bile reflux gastritis Atternpt medical therapy (eq, Roux-en-Y gastrojejunostomy; ‘
A

cholestyramine) Braun enteroenterostomy;
jejunal interposition
Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Ad e no carcin o m a Gastric cancer Gastrectomy Reconstruction Lymphadenectomy Margins. Surgical Clini

97(2), 295-316. https://doi.org/10.1016/j.suc.2016.11.006



 SOLCA Complicaciones

Indicadores de posibles complicaciones:
* Fuga - e Taquicardia
anastomotica .
H : * Fiebre
riemaorragia * Hipotension
intraluminal . .
_ * Respuesta inflamatoria
’ Hemorr.ag'a * Drenajes: pus, sangre, quilo, alimentos
Intraperitoneal
* Dolor exagerado
* lleo
* Obstruccion
intestinal e Solicitar:
« Complicaciones * Laboratorio- BH, PCR, PCT
Infecciosas * Imagen: ecografia, transtito intestinal, TAC
contrastada.

Makris, E. A. (2017). Surgical Considerations in the Management of Gastric Ade nocarcinom a Gastric cancer Gastrectomy
Reconstruction Lymphadenectomy Margins. Surgical Clinics of NA, 97(2), 295-316. https://doi.org/10.1016/j.suc.2016.11.006




3 soieh Manejo posquirdrgico - ERAS

« Educacion preop. * Manejo de la nausea posgx.
 Nutricidn preop. * Dieta posqgx
* Profilaxis antibiotica y  Hidratacion
antitrombotica » Uso de sondas y drenajes
* Protocolo anestesico » Rehabilitacion respiratoria
* Manejo del dolor « Criterios de alta




2 SOLCA

NUCLEO DE QUITO

Gracias por su
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