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INTRODUCTION
Cancer treatment situation in tumor hospitals in China
has its own unique characteristics which are not found
in other parts of the world. Because of the huge
population and high incidence rates of esophageal and
stomach cancer[1-5], the number of cancer patients
waiting for admission is inconceivably large. It is
estimated that there are about 1.6-2.0 million new cases
per year in China. In 1999, the Hebei Tumor Hospital
had 6884 carcinoma patients hospitalized, among them
there were 1035 esophageal cancer  and 1057  stomach
cancer patients. Because of the financial problem and
most peasants have not joined the medical care
insurance plan. Therefore, they are not benefited by
the ideal treatment regimen after being diagnosed with
TNM staging.
        Hebei Tumor Hospital was established in 1958 to
provide medical care to cancer patients in the central
and southern parts of Hebei Province. It has 621 beds.
The southern part of Hebei Province around Chixian is
adjacent to Linxian of Henan Province, both Chixian
and Linxian counties have  the highest incidence rates
of esophageal cancer which are 135/100 000. Besides,
stomach carcinoma is another major cancer in this
region.
         With a view to standardize the therapy of esophagus
and stomach cancer, the authors reviewed the
national and international standard treatment and
recent progress in this field, and the therapeutic
modalities given in this hospital from 1981 to 1997,
a n d  h o p e  t h i s  a n a l y s i s  m a y  b e n e f i t  t h e
development of standardized therapy for the

above two malignances  in clinical management.

MATERIALS AND METHODS
A database was constructed for esophageal and stomach
cancer patients who had been hospitalized in Hebei Tumor
Hospital from 1981 to 1997 by the Foxprow database
management techniques. Each hospitalized patient had
his or her own  record in the dataset. Percentages of
therapeutic modalities as surgery, radiotherapy,
chemotherapy, separate or in combination were
calculated by the programs written in the Foxprow
language. Finally, the results were analyzed according
to Diagnosis and Treatment Criteria for Common
Malignances in China by Ministry of Health  of  China
and Manual of Clinical Oncology by UICC, and recent
advances in these fields so as to find out the most rational
suggestions  for esophageal  and gastric cancer.

RESULTS AND DISCUSSION
Esophageal carcinoma
As seen in Table 1, surgery and radiotherapy are two
major options for esophageal cancer. Only 2.76% of the
patients were treated by chemotherapy alone, and even
fewer cases had been treated by multimodality treatment
regimens such as surgery + radiotherapy, surgery +
chemotherapy, chemoradiotherapy, and surgery +
chemoradio-therapy. Radiotherapy as a preoperative
option is eligible for esophageal cancer of various
locations[6]. Preor postoperative radiotherapy in addition
to surgery  could reduce tumor recurrence and
metastasis[7,8]. Either surgery or radiotherapy alone is
not satisfactory because of the high rate of recurrence
and metastasis[9,10]. The rationale for preoperative
radiotherapy includes  cytoreduction, improved
resectability and reduced chance of marginal dissemination
of tumor during the surgical procedure[11]. Therefore,
preoperative radiotherapy is especially beneficial to patients
with middle or late stage esophageal cancer[12].
          Postoperative radiotherapy had been proved to
be useful in reducing recurrence and metastasis[11].
Recent trials showed that although the 5-year survival
rate of esophageal cancer was still poor, it had improved
somewhat from 3% 30 years ago to 10%-15% today[13].
It was reported that multimodality approaches combining
surgery, radiotherapy, and chemotherapy had resulted
in 5-year survival rate of 40%-75% for advanced stage
patients with a complete histological response to

Dr. Shi Jie Wang, graduated from Hebei Medical University in 1973,
Professor of Cancer Surgery, President of Hebei Tumor Hospital (Fourth
Affiliated Hospital of Hebei Medical University) and Hebei Cancer
Institute, having 27 papers published.
Supported by the Hebei Provincial Scientific Commission, No.
97276162D
Correspondence to:  Dr.Shi Jie Wang, Hebei Tumor Hospital, 5
Jiankanglu, Shijiazhuang 050011, Hebei Province, China
Received 2000-07-12     Accepted 2000-07-26



preoperative chemotherapy[14]. These results suggest
that further improvement in multimodality treatment
regimens may allow a significant increase in survival
period for esophageal carcinoma patients in the future
[15].
        Preoperative chemotherapy has been shown in
nonrandomized trials to have similar side effects and
mortality rate with surgery alone. Furthermore, phase
two trials have suggested higher survival rates for
combination of preoperative chemotherapy and surgery
than that seen in surgery alone[16]. Another randomized
study of 113 patients with esophageal carcinoma found
that preoperative Cisplatin and 5-Fu given concurrently
with 40 Gy of radiation significantly improved 3-year
survival rate (32% vs 6%)[17]. Criticism  of the study
included poor preoperative staging and small sample size
(113 patients). However, this trial offered hope that
multimodality treatment regimens may ultimately prove
beneficial in improving the overall survival period in
esophageal cancer.
         As seen in Table 1, although the cured and improved
rate on discharge  was highest in patients treated by
surgery + radiotherapy, the percentage  was only 3.58%,
far less than those with surgery alone (48.93%) or
radiotherapy alone (32.87%). The percentage of
multimodality treatment regimens  was only 4.32%, this
was because in the past, we adopted the policy of
elimination of symptoms rather than eradication of the
disease. Therefore, in the future, we should focus our
attention on the multimodality treatment regimens and
to search for the most eligible combinations.

Table 1  Treatment modalities of esophageal and stomach
cancer patients from 1981 to 1997 in Hebei Tumor Hospital

                                                                    Esopageal cancer                      Stomach cancer

Treatment modality                                                      Cured &                                    Cured &
                                                           n                %     improved(%)       n              %   improved(%)

Surgery 4683 48.93 92.70 5328 67.48      59.51

Radiotherapy 3146 32.87 93.01 1758 22.26      56.66

Chemotherapy   264   2.76 91.67   117   1.48      84.67

Surgery+radiotherapy   343   3.58 95.04   260   3.29      93.83

Surgery+chemotherapy     41   0.43   114   1.44      88.60

Chemo-radiotherapy     24   0.25 87.50       8                87.50

Surgery+radio+chemotherapy       5       4                75.00

Other therapy 1064 11.12 53.20   307   3.89      83.71

Total 9570 100.00 88.46 7896 100.00    84.04

Gastric carcinoma
As seen in Table 1, surgery remains the first choice
as curative treatment for patients with gastric
cancer, especially at the early stages[18-20]. Early
intraepithelial gastric cancer without nodal metastasis
by surgery alone can yield a 5-year survival rate as
high as 90%-95%. These early carcinomas may also
be treated by endoscopic resection or endoscopic
mucosectomy[21-24]. Gastric cancer survival is clearly
stage dependent and is significantly affected by lymph
node involvement[25]. The 5-year survival rate for
patients with early gastric carcinoma after treatment

approaches 90% but only less than 5% for cancer that
involves the serosa[26]. The better survival statistics
among Japanese are mainly due  to greater frequency
of early gastric cancer. Early detection of gastric
carcinoma relies upon  advanced  development of X-ray
and endoscopies[27,28], and also upon massive screening
in high risk populations.
        Although surgery has been proven to be the curative
therapy for early gastric cancer, unfortunately,  only 10%
are early cancers[29]. In fact, locoregional recurrence is
also common even after curative resection[30,31],
therefore adjuvant chemo and radiotherapies  are
absolutely necessary[32-34].
       Currently, preoperative chemotherapy and
intraoperative radiotherapy are used as adjuvant
therapies.  
        The operative morbidity of gastrectomy is high. It
frequently precludes patients from entering into adjuvant
therapy in a timely manner. Therefore, many studies
are investigating the use of preoperative therapy. Wilke
et al[35] described 34 patients who were demonstrated
at laparotomy to have locally advanced unresectable
cancer, these patients received two to five cycles of
etoposide, doxorubicin, and cisplatin (EAP), 70%
responders  were offered a second laparotomy, and 15
were without clinical evidence of local extension.
Kelsen et al[36] reported 56 patients who underwent
preoperative therapy with FAMTX combined with
postoper ative intraperitoneal 5-FU and Cisplatin, among
whom 34 patients received a potentially curative
resection. For the entire group, the median survival
period  was 15 months; however, for those who
underwent the above preoperation chemothe rapy  and
surgical resection, the median survival  period was 31
months. Lowy et al[37] reported 24 patients who
responded to similar- therapy,  84%  had a 5-year
disease-free survival, while 30% of those who did not
respond had a 5-year disease-free survival. These
studies suggest an appealing  potential benefit of
preoperative chemotherapy by inducing positive
response in some patients[38].  
       The largest experience with intraoperative
radiotherapy (IORT) came from Japan,  where it had
been studied for over 20 years. Abe et al[39] performed
a prospective randomized trial of IORT in over 200  gastric
cancer patients, and a more significant survival advantage
was found for patients treated with IORT and surgery
over those treated by surgery alone. This 5-year survival
advantage was seen in patients with stage two (84% vs
62%) and stage three  (62% vs 37%). Patients with
stage one  disease received no benefit from IORT. In
addition, the only 5-year survivors in stage four were
those who received IORT. This study suggests that IORT
may be  able to control locoregional recurrence after
resection, which alone  is often a major cause of
treatment failure.  
        According to the criteria for gastric cancer
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therapy modality planning of the Diagnosis and
Treatment Criteria for Common Malignances in China
for early gastric carcinomas with no nodal metastasis,
no adjuvant therapy is necessary following curative
resection depending on whether the disease is restricted
to the mucosa or submucosa, but if there is nodal
metastasis, adjuvant chemotherapy should be considered.
For stage two and/or stage three progressive gastric
cancer patients, preoperative radiotherapy is helpful to
improve resectability. Postoperative chemotherapy
should be considered for all progressive gastric cancer
patients whether they have undergone curative or
noncurative resection, and whether there is nodal
metastasis or not. Intraoperative radiotherapy  should
be applied for stage two or stage three patients who are
undergoing curative resection[40].  
        As seen in Table 1, the percent of surgery alone
for treatment of gastric cancer is 67.48%, surgery plus
chemotherapy and surgery plus radiotherapy account for
only 1.44% and 3.29% respectively. Considering only 10%
of gastric cancer patients diagnosed in hospitals are early
cancer and may be treated by surgery alone, all other patients
present with advanced disease should be treated by
multimodality regimens such as preoperative chemotherapy,
pre,  intra or postoperative radiotherapy etc.

CONCLUSIONS
The advent of multimodality treatment is introduced in the
last decade. Pre-operational chemotherapy can eliminate
micro-metastasis and post-operational radiotherapy can
kill the residual cancer cells, therefore in the future surgical
resection with preoperational chemotherapy and
postoperational radiotherapy  should be considered to
achieve better results and longer-survival periods.
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