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INTRODUCTION

Cancer treatment situation intumor hospitalsin China
hasits own unique characteristicswhich are not found
in other parts of the world. Because of the huge
popul ation and high incidence rates of esophageal and
stomach cancer!*®, the number of cancer patients
waiting for admission is inconceivably large. It is
estimated that thereareabout 1.6-2.0 million new cases
per year in China. In 1999, the Hebel Tumor Hospital
had 6884 carcinoma patients hospitalized, among them
therewere 1035 esophageal cancer and 1057 stomach
cancer patients. Because of thefinancial problem and
most peasants have not joined the medical care
insurance plan. Therefore, they are not benefited by
theideal treatment regimen after being diagnosed with
TNM staging.

Hebel Tumor Hospital was established in 1958 to
provide medical careto cancer patientsin the central
and southern parts of Hebei Province. It has 621 beds.
The southern part of Hebel Provincearound Chixianis
adjacent to Linxian of Henan Province, both Chixian
and Linxian counties have the highest incidencerates
of esophageal cancer which are 135/100 000. Besides,
stomach carcinoma is another major cancer in this
region.

With aview to standardizethetherapy of esophagus
and stomach cancer, the authors reviewed the
national and international standard treatment and
recent progress in thisfield, and the therapeutic
modalitiesgiveninthishospital from 1981t0 1997,
and hope this analysis may benefit the
development of standardized therapy for the
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abovetwo malignances in clinical management.

MATERIALS AND METHODS

A database was constructed for esophageal and stomach
cancer patientswho had been hospitaizedinHebel 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
Malignancesin China by Ministry of Health of China
and Manual of Clinical Oncology by UICC, and recent
advancesinthesefieldsso astofind out themost rational
suggestions for esophagea and gastric cancer.

RESULTS AND DISCUSSION
Esophageal carcinoma
Asseenin Table 1, surgery and radiotherapy are two
major optionsfor esophageal cancer. Only 2.76% of the
patientsweretreated by chemotherapy alone, and even
fewer caseshad 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®. Preor postoperativeradiotherapy inaddition
to surgery could reduce tumor recurrence and
metastasis”®. Either surgery or radiotherapy aoneis
not satisfactory because of the high rate of recurrence
and metastasig®¥. The rationale for preoperative
radiotherapy includes cytoreduction, improved
resectability andreduced chanceof margind dissemination
of tumor during the surgica procedure¥. Therefore,
preoperativeradiotherapy isespecialy beneficid topatients
with middle or |ate stage esophageal cancer!2.
Postoperative radiotherapy had been proved to
be useful in reducing recurrence and metastasisi*.
Recent trials showed that although the 5-year survival
rate of esophageal cancer wasstill poor, it had improved
somewhat from 3% 30 years ago to 10%-15% today!3.
[twasreported that multimodality approachescombining
surgery, radiotherapy, and chemotherapy had resulted
in 5-year survival rate of 40%-75% for advanced stage
patients with a complete histological response to



Wang SJ], et al. Esophageal and stomach cancer therapy

81

preoperative chemotherapy!*¥. These results suggest
that further improvement in multimodality treatment
regimens may allow asignificant increasein survival

period for esophageal carcinoma patientsin the future
[15]

Preoperative chemotherapy has been shown in
nonrandomized trials to have similar side effects and
mortality rate with surgery aone. Furthermore, phase
two trials have suggested higher survival rates for
combination of preoperative chemotherapy and surgery
than that seenin surgery alone*®. Another randomized
study of 113 patientswith esophageal carcinomafound
that preoperative Cisplatin and 5-Fu given concurrently
with 40 Gy of radiation significantly improved 3-year
survival rate (32% vs 6%)1*7. Criticism of the study
included poor preoperative staging and small samplesize
(113 patients). However, thistria offered hope that
multimodality trestment regimensmay ultimately prove
beneficia inimproving the overall survival periodin
esophageal cancer.

Asseenin Table1, athough thecured andimproved
rate on discharge was highest in patients treated by
surgery + radiotherapy, the percentage wasonly 3.58%,
far less than those with surgery alone (48.93%) or
radiotherapy alone (32.87%). The percentage of
multimodality treatment regimens wasonly 4.32%, this
was because in the past, we adopted the policy of
elimination of symptomsrather than eradication of the
disease. Therefore, in the future, we should focus our
attention on the multimodality treatment regimensand
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

Stomach cancer

Cured &
% improved(%)

Esopageal cancer

Cured &
n % improved(%) n

Treatment modality

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 91.67 117 148 84.67
Surgery+radiotherapy 343 3.58 95.04 260 329 9383
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 53.20 307 389 8371
Total 9570 100.00 88.46 7896 100.00 84.04

Gastric carcinoma

Asseenin Table 1, surgery remainsthe first choice
as curative treatment for patients with gastric
cancer, especially at the early stages!’®?%. Early
intraepithelial gastric cancer without nodal metastasis
by surgery alone canyield a5-year survival rate as
high as 90%-95%. These early carcinomas may also
be treated by endoscopic resection or endoscopic
mucosectomy!?-24, Gastric cancer survival isclearly
stage dependent and issignificantly affected by lymph
node involvement!®®!, The 5-year survival rate for
patientswith early gastric carcinoma after treatment

approaches 90% but only less than 5% for cancer that
involves the serosal®®. The better survival statistics
among Japanese are mainly due to greater frequency
of early gastric cancer. Early detection of gastric
carcinomardiesupon advanced development of X-ray
and endoscopies? ¥, and al so upon massive screening
inhighrisk populations.

Although surgery hasbeen provento bethe curative
therapy for early gastric cancer, unfortunately, only 10%
are early cancers?. Infact, locoregional recurrenceis
also common even after curative resection®31,
therefore adjuvant chemo and radiotherapies are
absolutely necessary334,

Currently, preoperative chemotherapy and
intraoperative radiotherapy are used as adjuvant
therapies.

The operative morbidity of gastrectomy ishigh. It
frequently precludespatientsfrom enteringintoadjuvant
therapy in atimely manner. Therefore, many studies
areinvestigating the use of preoperativetherapy. Wilke
et al™® 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 asecond laparotomy, and 15
were without clinical evidence of local extension.
Kelsen et al’® reported 56 patients who underwent
preoperative therapy with FAMTX combined with
postoper ativeintraperitoneal 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 chemotherapy and
surgical resection, the median survival period was 31
months. Lowy et al® 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™.

The largest experience with intraoperative
radiotherapy (IORT) came from Japan, where it had
been studied for over 20 years. Abe et al’®* performed
aprospectiverandomizedtria of IORT inover 200 gadtric
cancer patients, andamoresignificant surviva advantage
was found for patients treated with IORT and surgery
over thosetreated by surgery aone. This5-year survival
advantage was seen in patientswith 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 survivorsin stage four were
thosewho received |ORT. Thisstudy suggeststhat 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 Criteriafor Common Malignancesin China
for early gastric carcinomas with no nodal metastasis,
no adjuvant therapy is necessary following curative
resection depending on whether the diseaseisrestricted
to the mucosa or submucosa, but if there is nodal
metastasis, adjuvant chemotherapy shouldbeconsidered.
For stage two and/or stage three progressive gastric
cancer patients, preoperative radiotherapy ishelpful to
improve resectability. Postoperative chemotherapy
should be considered for al 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 patientswho are
undergoing curative resection*”,

Asseenin Table 1, the percent of surgery alone
for treatment of gastric cancer is 67.48%, surgery plus
chemotherapy and surgery plusradiotherapy account for
only 1.44% and 3.29% respectively. Congideringonly 10%
of gastric cancer patientsdiagnosed in hospitasare early
cancer and may betreated by surgery done, dl other patients
present with advanced disease should be treated by
multimoddlity regimenssuchaspreoperativechemathergpy,
pre, intraor postoperativeradiotherapy etc.

CONCLUSIONS

Theadvent of multimodality treatment isintroducedinthe
last decade. Pre-operationa chemotherapy can eliminate
micro-metastasis and post-operationa radiotherapy can
kill theresidud cancer cdlls, thereforeinthefuturesurgica
resection with preoperational chemotherapy and
postoperationa radiotherapy should be considered to
achieve better resultsand longer-surviva periods.
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