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Dear Editor:
Multiorgan resection associated with total gastrectomy has been 

accepted in cases of T4 gastric adenocarcinomas when a R0 resection 
could be completed [1-3]. These procedures are very complex and 
have high morbidity and mortality rates. Therefore, in cases of 
Gastric Outlet Obstruction (GOO) in gastric adenocarcinomas 
stage IV patients, endoscopic stents are perhaps a more appropriate 
therapeutic choice [4,5].

Intraluminal stents are extremely useful for bypassing tumors 
of the antropyloric region with GOO. However, in rare situations of 
scirrhous gastric adenocarcinomas with narrowing of long segments 
of the gastric lumen, those devices have a low rate of success.

We presented the case of a 65 year old male smoker who was 
treated with FOLFOX (folinic acid, fluorouracil and oxaliplatin) 
during a 2 month period due to a large T4 gastric tumor. After a 
lack of improvement with this therapeutic approach, a palliative 
procedure was considered to ameliorate vomiting in this patient. 
The post chemotherapy CT scan (Figure 1) disclosed a scirrhous type 
gastric cancer affecting the entire organ, pancreas, liver, and splenic 
hilum, with a partial splenic infarction. There was local lymph nodes 
enlargement without signs of peritoneal carcinomatosis. A barium 
swallow confirmed a long narrowing of the gastric lumen. Thus, 
gastric stenting was judged not to be useful in this particular case, 
and laparotomy was offered to the patient. After preoperative total 
parenteral nutrition for 14 days, the serum albumin level was 3.2 g/
dL.

During laparotomy, carcinomatosis with a peritoneal 
carcinomatosis index (PCI)=11 was discovered. Total gastrectomy 
with en-bloc distal pancreato splenectomy and partial II-III 
segmentectomy was carried out. The patient experienced intra-
abdominal bleeding on the second postoperative day was treated 
conservatively and was discharged on the fifteenth postoperative 
day with an excellent oral intake. Forty five days after the surgical 
procedure, he started a second-line of chemotherapy with paclitaxel.
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This case illustrates the difficulty in treating a patient with a stage 
IV gastric cancer with GOO [6]. There are some factors that increase 
the rate of complications in patients with multiorgan resection 
associated a gastrectomy in T4 gastric adenocarcinomas, such as age > 
70 years, serum albumin level < 3 g/dL, peritoneal dissemination, and 
resection of two or more additional organs [2,3]. Our patient had two 
independent poor prognostic factors that were confirmed during the 
operation. Other surgical technical solutions were evaluated during 
the procedure, but total gastrectomy was deemed the only solution 
that permitted us to connect the distal esophagus with the small 
bowel. Histopathological results confirmed a poorly differentiated 
T4 adenocarcinoma with direct liver, pancreatic, and splenic artery 
invasion.

The first step of our approach was successful because the 
patient could eat again and recover his active life. The second step is 
controversial: could it offered any improved outlook for survival, and 
if so, for how long?

The impact of postoperative chemotherapy is very important in 
these cases [7,8], but the histological type and the previous failure 
with first-line chemotherapy were negative prognostic factors in 
our patient. However, there are other chemotherapy schemes which 
could offer benefits and should be used as a second-line treatment [9]. 
In 2006, Saidi and colleagues found a significant difference in mean 
survival time (16.3 months versus 5.9 months) among stage IV gastric 
cancer patients who underwent chemotherapy with or without gastric 
resection [10]. P 

P 

L 
S 

Figure 1: Post-chemotherapy abdominal CT scan disclosed a scirrhous 
gastric cancer (s) with invasion of liver (L) and pancreas (P).
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In summary, aggressive multiorgan resections are usually 
contraindicated in stage IV gastric adenocarcinomas but should be 
considered in specific situations. 
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