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● Multidisciplinary evaluation
● Nutrition consult as clinically 

indicated
● History and physical
● CBC with differential and complete 

metabolic panel
● CT chest, abdomen and pelvis with 

oral and IV contrast
● Esophagogastroduodenoscopy 

(EGD) and biopsy
● FDG PET/CT scan (if clinically 

indicated)
● Endoscopic ultrasound (optional)
● H. pylori test, treat if positive
● Microsatellite instability (MSI) 

status
● HER2-neu evaluation by 
   immunohistochemistry (IHC)1 and 

PD-L1 in patients with advanced, 
metastatic non-localized cancer 

● Additional biomarkers as clinically 
indicated 

● Lifestyle risk assessment2

● Referral to genetic counseling as 
clinically indicated3 

●  Referral for genetic testing (if 
diffuse histology)

  ● Discuss Goal Concordant Care 
    (GCC) with patient or if clinically 
    indicated, with Patient 
    Representative4

INITIAL EVALUATION CLINICAL 
STAGE
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Note: Consider Clinical Trials as treatment options for eligible patients. Consider referral to a Comprehensive Cancer Center.

cTis or 
cT1a

● Chemoradiation7 (45 Gy) or 
● Perioperative chemotherapy7

ADDITIONAL 
EVALUATION

● Endoscopic resection or 
● Surgery 

Endoscopic resection 

Medically fit5and 
potentially resectable 
(consider laparoscopy 

staging)

● Surgery or  
● Perioperative chemotherapy7 or 

  ● For MSI-high tumors, consider neoadjuvant 
    or perioperative immunotherapy   

cT1b, M0, cT2 or 
greater

or 
N+, but M0

● Chemoradiation7 (45 Gy) or 
  ● Supportive care including Nutrition 
    Services as clinically indicated

POST LAPAROSCOPY 
STAGING

PRIMARY TREATMENT

1 Consider HER2-neu evaluation initially by IHC and if IHC score 2+, follow-up with FISH test
2 See Physical Activity, Nutrition, Obesity Screening and Management, and Tobacco Cessation 
  Treatment algorithms; ongoing reassessment of lifestyle risks should be a part of routine 
  clinical practice
3 See the Genetic Counseling algorithm for additional information
4 GCC should be initiated by the Primary Oncologist. If Primary Oncologist is unavailable, 
  Primary Team/Attending Physician to initiate GCC discussion and notify Primary Oncologist. 
  Patients, or if clinically indicated, the Patient Representative should be informed of 
  therapeutic and/or palliative options. GCC discussion should be consistent, timely, and 
  re-evaluated as clinically indicated. The Advance Care Planning (ACP) note should be used 
  to document GCC discussion. Refer to GCC home page (for internal use only).

M0

M0

● CT chest, 
abdomen and 
pelvis with oral 
and IV contrast 
(if clinically 
indicated)

● FDG PET/CT 
scan (if clinically 
indicated)

● CBC with 
differential and 
complete 
metabolic panel

● Systemic therapy7 or 
● Clinical trial or 
● Supportive care including Nutrition Services  
   as clinically indicated

Consult to Palliative/Supportive Care 

 
Stage IV 

(M1)

 

M0, 
Any N

Yes

5 Medically fit implies low risk (< 5% chance of mortality) for major surgery
6 Unfavorable histologic features include: poorly differentiated or diffuse type (compared 
  to intestinal) histology
7 Discuss fertility preservation options as indicated prior to chemotherapy. 
  See Fertility Preservation Prior to Cancer Treatment algorithm. 
8 M0 unresectable refers to an unresectable T4 primary
9 Medically fit patients with positive cytology in the peritoneal fluid (but no macroscopic 
  cancer) may be re-assessed for surgery after prolonged systemic therapy and 
  chemoradiationKPS = Karnofsky Performance Status  

ECOG = Eastern Cooperative Oncology Group

POST-PRIMARY 
TREATMENT 
ASSESSMENT
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No See Page 2 

Not medically fit5,8,9

Medically fit5?
Yes

No

Unfavorable
histology6?

SurgeryYes

No

KPS score ≥ 60% 
or ECOG performance

score ≤ 2?

Medically fit5 and 
unresectable8,9 

(consider laparoscopy 
staging)

https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/risk-reduction-physical-activity-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/screening-obesity-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/risk-reduction-tobacco-cessation-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/risk-reduction-tobacco-cessation-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/clinical-management/clin-management-genetic-counseling-web-algorithm.pdf
https://mdandersonorg.sharepoint.com/sites/Home/SitePages/Goals-of-Care.aspx
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/clinical-management/clin-management-fertility-preservation-web-algorithm.pdf
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Observe as clinically indicated

● Observe or 
● Chemotherapy1 if received
   pre-operatively 

ADDITIONAL MANAGEMENT 

pTis or 
pT1, N0

pT2, N0

pT3, 
pT4 (any 

N) or 
Any pT, 

N+

● Discuss GCC with patient or if 
   clinically indicated, with Patient 
   Representative2

● Chemoradiation1 (45 Gy)

● Chemoradiation1 (45 Gy) or
● Treatment based on KPS or ECOG performance score

No cancer 
at resected 
margins

Microscopic 
residual 
cancer

Macroscopic residual 
cancer or M1B

Stage IV (M1)

33

Restaging as clinically indicated
● CT chest, abdomen and pelvis
   with oral and IV contrast
● FDG PET/CT 
● Endoscopy 
● CBC with differential and 
   metabolic panel
● Patients with subtotal or total 
   gastrectomy:
  ○ 25-OH vitamin D3

  ○ Monitor for B12 and iron
      deficiency
  ○ Nutrition Services consult
  ○ Assess for postgastrectomy

      syndromes
  ○ Annual bone mineral density

      with DXA

See Box A on this page 
and continue 
surveillance every 
4-6 months for 4 years4

 

KPS score ≥ 60% 
or 

ECOG performance
score ≤ 2?

NED

Clinical 
evidence 

of 
recurrent 
disease

● Discuss GCC with 
   patient or if clinically 
   indicated, with Patient 
   Representative2

● Chemotherapy1 or
● Clinical trial or 
● Surgery if appropriate 

for  limited or localized 
disease 

● Consult to Supportive 
care including Nutrition 
Services as clinically 
indicated

● Discuss GCC with 
   patient or if clinically 
   indicated, with Patient 
   Representative2

● Consult to Palliative/
   Supportive Care as
   clinically indicated

SURGICAL OUTCOMES / 
CLINICAL PATHOLOGIC 

FINDINGS

● Chemoradiation1 (45 Gy)
● Chemotherapy1 if received 
   pre-operatively

A

1 Discuss fertility preservation options as indicated prior to chemotherapy. See Fertility Preservation Prior to Cancer Treatment algorithm.
2 GCC should be initiated by the Primary Oncologist. If Primary Oncologist is unavailable, Primary Team/Attending Physician to initiate GCC discussion and notify Primary Oncologist. Patients, or if clinically indicated, the Patient 
  Representative should be informed of therapeutic and/or palliative options. GCC discussion should be consistent, timely, and re-evaluated as clinically indicated. The Advance Care Planning (ACP) note should be used to document 
  GCC discussion. Refer to GCC home page (for internal use only).
3 25-hydroxyvitamin D, also known as 25-hydroxycholecalciferol, calcidiol or abbreviated as 25-OH Vitamin D, the main vitamin D metabolite circulating in plasma
4 For patients who are 4 years post-treatment and NED, refer to Survivorship – Gastric Cancer algorithm

FOLLOW UP / SURVEILLANCE RECURRENCE
Note: Consider Clinical Trials as treatment options for eligible patients. Consider referral to a Comprehensive Cancer Center.
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ECF = epirubicin, cisplatin and fluorouracil DXA = Dual-energy X-ray Absorptiometry NED = no evidence of disease

No

Yes
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https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/clinical-management/clin-management-fertility-preservation-web-algorithm.pdf
https://mdandersonorg.sharepoint.com/sites/Home/SitePages/Goals-of-Care.aspx
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/survivorship/survivorship-gastric-web-algorithm.pdf


Copyright 2024 The University of Texas MD Anderson Cancer Center

SUGGESTED READINGS

PRINCIPLES OF MULTIDISCIPLINARY TEAM APPROACH FOR GASTROESOPHAGEAL CANCERS

Macdonald, J. S., Smalley, S. R., Benedetti, J., Hundahl, S. A., Estes, N. C., Stemmermann, G. N., … Martenson, J. A. (2001). Chemoradiotherapy after surgery compared with surgery 
alone for adenocarcinoma of the stomach or gastroesophageal junction. The New England Journal of Medicine, 345(10), 725-730. doi:10.1056/NEJMoa010187

PRINCIPLES OF GASTRIC CANCER SURGERY
 

Ikoma, N., Kim, B., Elting, L. S., Shih, Y. C. T., Badgwell, B. D., & Mansfield, P. (2019). Trends in volume – outcome relationship in gastrectomies in Texas. Annals of Surgical 
Oncology, 26(9), 2694-2702. doi:10.1245/s10434-019-07446-0

Ito, H., Clancy, T. E., Osteen, R. T., Swanson, R. S., Bueno, R., Sugarbaker, D. J., …Whang, E. E. (2004). Adenocarcinoma of the gastric cardia: What is the optimal surgical approach? 
Journal of the American College of Surgeons, 199(6), 880-886. doi:10.1016/j.jamcollsurg.2004.08.015

Schwarz, R. E., & Smith, D. D. (2007). Clinical impact of lymphadenectomy extent in resectable gastric cancer of advanced stage. Annals of Surgical Oncology, 14(2), 317-328. 
doi:10.1245/s10434-006-9218-2

PRINCIPLES OF SYSTEMIC THERAPY FOR GASTRIC OR GASTROESOPHAGEAL JUNCTION ADENOCARCINOMA
 

Ajani, J. A., Winter, K., Okawara, G. S., Donohue, J. H., Pisters, P. W. T., Crane, C. H., … Rich, T. A. (2006). Phase II trial of preoperative chemoradiation in patients with localized 
gastric adenocarcinoma (RTOG 9904): Quality of combined modality therapy and pathologic response. Journal of Clinical Oncology, 24(24), 3953-3958. doi:10.1200/
JCO.2006.06.4840

Al-Batran, S., Hartmann, J. T., Hofheinz, R., Homann, N., Rethwisch, V., Probst, S., … Jäger, E. (2008). Biweekly fluorouracil, leucovorin, oxaliplatin, and docetaxel (FLOT) for patients 
with metastatic adenocarcinoma of the stomach or esophagogastric junction: A phase II trial of the arbeitsgemeinschaft internistische onkologie. Annals of Oncology, 19(11), 1882-
1887. doi:10.1093/annonc/mdn403

Al-Batran, S., Hartmann, J. T., Probst, S., Schmalenberg, H., Hollerbach, S., Hofheinz, R., … Arbeitsgemeinschaft Internistische Onkologie. (2008). Phase III trial in metastatic 
gastroesophageal adenocarcinoma with fluorouracil, leucovorin plus either oxaliplatin or cisplatin: A study of the arbeitsgemeinschaft internistische onkologie. Journal of Clinical 
Oncology, 26(9), 1435-1442. doi:10.1200/JCO.2007.13.9378

Al-Batran, S. E., Homann, N., Pauligk, C., Goetze, T. O., Meiler, J., Kasper, S., … FLOT4-AIO Investigators. (2019). Perioperative chemotherapy with fluorouracil plus leucovorin, 
oxaliplatin, and docetaxel versus fluorouracil or capecitabine plus cisplatin and epirubicin for locally advanced, resectable gastric or gastro-oesophageal junction adenocarcinoma 
(FLOT4): A randomised, phase 2/3 trial. The Lancet, 393(10184), 1948-1957. doi:10.1016/S0140-6736(18)32557-1

Continued on next page
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