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Study No. D2 Morbidity 
D2         D1    

Mortality
D2       D1           

5 / 10 -YS  
D2        D1

43%  10% 47%
35%

46% 33%13%

Dutch, 
1999
2004

331
(711)

25% 4% 45%
30%

MRC,1999 200
(400)

28% 6% 35%

(Bonenkamp et al, 1999/ 2004) and (Cushieri et  al, 1999)
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g29 in europe 2 major RCT were performed , the british medical research council and the duch gastric cancer group.
gold, 3/28/2008
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Surgery Alone
(54%: D0)

Surgery + Adj
ChRT

12 months36 monthsMedian 
survival

19 months30 monthsDFS
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Surgery AloneNA (3 x ECF) + 
Surgery+(3xECF)

23%36%5 year 
survival

20 months24 monthsMedian 
survival

70%80%Resectabilit
y 
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Clinical/  objective Radiological criteria
(80% resectability) and 17% positive 
retroperitoneal margin

stage

Resectable
No encasement of SMA, Celiac axis, Patent 
SMPV confluence
No extra pancreatic disease.

I

Locally Advanced
Arterial encasement or venous occlusion.
No extra pancreatic disease.

II

MetastaticIII
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