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Gastric Cancer Survival by Stage 
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Adjuvant Chemotherapyy 

Survie globale 5 ans 

71,7% vs 61,1% 

HR=0,68 [0,52-0,87] 

XELOX n=520 

Observation n=515 



Survie globale 55,3% vs 49,6% 

•17 trials 

• n=3838 

GASTRIC Group                           
(Global Advanced/Adjuvant 

Stomach Tumor Research 

International Collaboration) 

CT R0 
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Adjuvant radio-chemotherapy in gastric 

cancer: INT 0116 

 

– Long standing effect 

– Robust treatment effect in subset 
analysis with an exception for diffuse 
histology 

BUT 

– 54% of patients with insufficient surgery 
(<D1) 

– Grade 3/4 toxicity 41%/32%! 

– 33% of inadequate RxTTT planning 
(corrected by central review) 

Smalley JS, JCO May 14th  2012, ahead of print 
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Lee J et al. JCO 2012;30:268-273 

The ARTIST trial: adjuvant XP ± RxTTT 

All patients 

N+ patients 

458 patients 

60% stage IB –II 

 

DFS significant in N+ 

patients 
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Adjuvant treatment in gastric cancer: 

The reality! 

      CONTROL 

SURGERY 

      ADJUVANT TREATMENT 

 

R 

- Delayed surgical recovery 

- Poor food intake 

- Dumping syndrome etc. 

- Poor performance status 

- Treatment refusal 

   (~50%?) 

BUT: 

frequent poor patient tolerance with 

 - Retreatment delays 

 - Dose reductions 

 - Early termination 

=> Adjuvant TTT for fit patients only! 



NEOADJUVANT CHEMOTHERAPY : 

ADVANTAGES 

• Better safety of chemotherapy before post-op 
morbidity 

 

• Downstaging / Downsizing and improving of R0 
resection 

 

• To treat micrometastatic disease before surgery 

 

• To evaluate chemosensitivity 

  



144 patients 

ADK gastric/ 

cardia 

Loc advanced 

T3-T4 Nx 

5-FU 2000 mg/m²/24H/week 

AF 500 mg/m²/2H/week 

+ CDDP 50 mg/m²/2 week 

(D1=D48) 

SURGERY 

X 2 SURGERY 

Primary endpoint : 

Overall Survival (360 pts needed : 17 -> 24 months) 

Early stop of accrual 

C Schuhmacher et al., ASCO 2009, A 4510 

Neoadjuvant chemotherapy in gastric 
cancer 
EORTC Phase III trial (Schumacher et al, JCO 2010) 

R 



Median follow up : 4,4 years 

Results 

Neoadjuvant chemotherapy in gastric cancer 
EORTC Phase III trial (Schumacher et al, JCO 2010) 

CT + Surg Surg p 

R0 resection (%) 81,9 66,7 0,036 
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Overall Logrank test p = 0.466 

Difference of only 3% 
after 2 years 
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MAGIC : 
Design 

 

MAGIC                             
(Medical Research Council 
Adjuvant Gastric Infusional 

Chemotherapy) 

FNCLCC -FFCD 9703: Design 
 

Ychou et al. J Clin Oncol 2011 

Cunningham et al. NEJM 2006 

R 

N = 250 

N = 253 

ECF X 3 ECF X 3 

Surgery  

Surgery 

R 

N = 113 

N = 111 

FP* x 2 

Surgery  

Surgery FP* x 4 

* FP = 5FU : 800 mg/m² CI x 5 Days   -CDDP : 100 mg/m² D1 or D2 1 h 

219 (88%) 

240 (95%) 

109 (96%) 

110 (99%) 



                 MAGIC FNCLCC-FFCD 

ECF             

n=250 

S        

n=253 

FP            

n=113 

S            

n=111 

Median  Age 

(y) (range) 

62  

(29-85) 

62  

(23-81) 

63  

 (36-75) 

63  

(38-75) 

Sex: M (%) 82 % 76 % 85 % 82 % 

WHO status 

0/1 

68/32 68/32 74/26 75/25 

Stomach  74 % 74 % 25 % 24 % 

LOG / Junction 26 % 26 % 75 %  76 % 

Tumor size 

(cm) 

5 5 4  4 

Characteristics of patients 



MAGIC FNCLCC-FFCD 

OS ECF Surgery FP Surgery 

5-years 

HR (p) 

36% 23% 38 % 24 % 

Overall survival 

HR = 0,75; IC 95 %, [0,60-0,93] 

P=0,009 

0,75 (p=0,009) 0,69 (p=0,002) 



OesoGastric Junction 
Adenocarcinomas 
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Siewert JR, Dis Esophagus 1996;9:173-82  

TNM classification of malignant tumours. UICC 7e édition 2009. Sobin LH and Wittekind C ed New York: Wiley-Liss 2002 



Preoperative chemo(radio)therapy versus primary 

surgery for gastroesophageal adenocarcinoma: 

Systematic review with meta-analysis combining 

individual patient and aggregate data 
U. Ronellenfitsch et al., EJC 2013 

• 14 trials, 2422 pts  

• 8 trials (1049 pts, 43.3%) with individual data 

• Preop chemo associated with longer OS: 

– HR = 0.81, 95% CI 0.73-0.89, P<0.0001  

– 5y OS: 23% versus 32% 

• Larger benefit for GE jonction and for 

ChemoRadiotherapy but NS  

• Longer DFS, Higher R0 resection, downstaging 

• No more post operative complications 

 



Cross Trial: Surgery vs ChemoRadio + Surgery  
 

• N=368, œsophagus and OGJ 

• ADK (75%), SCC (23%) 

 

• RT 41,4 Gy,  

• Weekly CT CarboP-Taxol 

 

• postOp mortality: 6% idem 

• R0: 92% vs 69% 

 

• Decrease risk of death 
34%, in favor of preOp 
ChemoRadio 

Van Hagen, NEJM 2012 

AA, DIU eso 2015 



EU VIEW: CONCLUSIONS 

• Aduvant chemotherapy or adjuvant 
chemoradiotherapy are options 

– Limited to selected patients 

– Nutritional status is an issue 

• Neoadjuvant chemotherapy alone: no positive 
Phase III trial 

• Perioperative chemotherapy is a standard with 2 
positive phase III trials 

• For OGJ tumors: pre-operative chemoradiotherapy 
can be preferred to peri-operative chemotherapy 

 
  




