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Abstract
Background Brain metastases represent a severe complication in many gastrointestinal malignancies especially those aris-
ing from the upper gastrointestinal tract, including cancer of the esophagus, gastroesophageal junction, and stomach (GEC). 
However, there is little knowledge about the onset or potential risk factors for brain metastases (BRMs) in upper gastroin-
testinal cancers resulting in a lack of screening guidelines for BRMs.
Methods We analyzed 827 patients from our cancer registry suffering from gastroesophageal cancer (GEC) and treated at 
the University Medical Center Göttingen between January 2013 and December 2019 for the presence of BRMs.
Results From 827 patients with GEC we found 54 patients with BRMs, resulting in an incidence of 6.5%. BRMs are more 
frequent in male patients (90.74% vs 9.26%, p = 0.0051) and in adenocarcinomas (90.74% vs 9.26%, p = 0.0117). Mean 
duration for the onset of BRMs from initial cancer diagnoses was 20.9 months in limited disease (curative approach) and 
9.3 months in advanced disease (palliative approach) (p = 0.0026). However, early detection of BRMs is a prognostic factor 
since patients with successful resection of BRMs have a better prognosis compared to those with unresectable BRMs (5.93 
vs 2.07 months, p = 0.0091).
Conclusion In this single-center retrospective study, brain metastases (BRMs) occur with a high frequency (6.5%) in gas-
troesophageal cancer (GEC), significantly more often in male patients and adenocarcinomas. Since survival of these patients 
considerably correlates with successful BRMs resection, our observations propose further prospective trails to validate our 
hypothesis and ultimately the implementation of routine screening procedures to detect asymptomatic brain metastases.
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Introduction

Gastroesophageal cancer (GEC) comprises epithelial 
malignancies of the esophagus, the gastroesophageal junc-
tion and the stomach. In the esophagus, carcinomas can 
emerge as either squamous cell carcinoma or adenocarci-
noma (Sievert type I cancer), whereas carcinomas from the 

gastroesophageal junction (Sievert type II and III cancer) 
and the stomach are mostly adenocarcinomas. Due to its 
high incidence [1, 2] and poor prognosis, GEC represents 
one of the major challenges in gastrointestinal oncology [3]. 
Despite of major achievements in diagnostics, patients are 
often diagnosed at advanced stages (locally irresectable or 
metastatic disease) when curative surgery is no longer an 
option. One major reason for the poor prognosis of GEC 
is the early onset of distant metastases, which are mostly 
located in the liver, lungs, bones, and in the peritoneum [4]. 
Due to the metastatic pattern, imaging in tumor surveillance 
or therapy monitoring usually focuses on these four organs 
in particular.

In patients with advanced GEC (locally irresectable or 
metastatic disease), systemic chemotherapy usually repre-
sents the treatment of choice. Older but still widely used 
therapeutic regimes demonstrate mediocre antitumor activity 
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with increased toxicity and corresponding short patient sur-
vival of approximately 12 months [5]. A platinum-based 
doublet chemotherapy with 5-fluorouracil/folinic acid or 
even a triplet chemotherapy with the further addition of doc-
etaxel are frequently used first-line regimens in advanced 
GEC [6, 7]. Even after failure of platin-based first-line chem-
otherapy, patients often have an acceptable health status that 
allows for second-line or third-line treatment. Higher lines 
of therapy usually include vascular endothelial growth fac-
tor receptor (VEGFR) inhibition as an important therapeutic 
strategy [8]. However, recent studies have investigated to 
potential role of immune checkpoint inhibitors in treatment 
of advanced GECs in different treatment lines, creating even 
more treatment possibilities for patients with advanced GEC 
[9].

The combination of more effective chemotherapy pro-
tocols, including immune checkpoint inhibitors, prolongs 
patient survival and reduces tumor cell burden in major tar-
get organs for distant metastases. However, the more effec-
tive systemic treatment results in a higher incidence of new 
tumor-associated complications, such as long-term toxicity 
or the occurrence of metastases in organs where classical 
systemic treatment is less effective.

This includes above all the human brain, and more than 
70,000 new cases of brain metastases were diagnosed in the 
United States in 2007 [10]. The vast majority of intracerebral 
metastases result from melanomas and adenocarcinomas of 
the breast and lung [10], where routine cerebral MRI imag-
ing is highly recommended due to the high incidence of 
brain metastases in approximately 30% at the time of initial 
diagnosis [11]. However, this makes lung carcinoma rather 
exceptional and brain metastases (BRM) are usually diag-
nosed in advanced stages of malignant diseases when cer-
ebral imaging is initiated due to new onset of neurological 
symptoms. Importantly, however, treatment options are then 
often limited and prognosis of patients is poor especially 
when resection or stereotactic radiation is no longer possi-
ble [11, 12]. Early detection of brain metastases is therefore 
of great clinical relevance for their effective treatment. In 
GEC, our understanding of both the incidence and clinical 
relevance of brain metastases is very limited [13, 14]. So far, 
only few retrospective analyses have been published includ-
ing data from the Surveillance, Epidemiology, and End 
Results (SEER) program. A low incidence of brain metas-
tases with 1.7% of patients with esophageal cancer and 0.6% 
of patients with gastric cancer within the last 25 years is 
reported [15, 16]. These reports are usually lacking relevant 
details of brain metastases, such as timeframe of onset or 
treatment strategies.

In the present work, we analyzed the cancer registry 
program of the Goettingen Comprehensive Cancer Center 
(G-CCC) for detection of brain metastases in patients with 
carcinomas of the upper gastrointestinal tract.

Materials and methods

We screened the database of the Comprehensive Cancer 
Center at the University Medical Center Goettingen (Goe-
ttingen, Germany) for patients with ICD-10 diagnosis of 
C15.x and C16.x between 2013 and 2019. After applying 
the exclusion criteria (primary diagnosis before 2008, insuf-
ficient data, and other malignancies of the esophagus and 
stomach like lymphomas or gastrointestinal stroma tumors), 
we identified 827 patients with either squamous cell car-
cinoma or adenocarcinoma of the esophagus or adenocar-
cinoma of the gastroesophageal junction and the stomach 
that were treated between January 2013 and December 2019 
(Fig. 1). Unless patients described symptoms possibly relat-
ing to BRMs, brain imaging was not routinely performed at 
the time of diagnosis or during the course of disease.

Treatment and follow‑up strategy

Patients were treated in accordance with the current Ger-
man and European guidelines [17–20]. All patients were dis-
cussed in certified tumor boards of the Comprehensive Can-
cer Center (CCC). After reviewing all findings and reports, 
an interdisciplinary team of experts composed of experts 
from gastroenterology, medical oncology, thoracic and 
visceral surgery, radiation oncology, radiology and pathol-
ogy, defined a treatment strategy for each patient according 
to national and international treatment recommendations. 
Patients were followed at 3- to 12-month intervals for up to 
5 years during or after treatment. Cerebral imaging by CT 
or MRI scan was performed only in patients with suspected 
brain metastases indicated by neurological symptoms. Brain 
metastases were assumed when a distinct mass was identi-
fied by imaging or was determined by histological analysis 
of biopsy or resection. Treatment strategies for brain metas-
tases were discussed at a multidisciplinary tumor board and 
defined by experts in neurosurgery and radiooncology. For 
all patients, we collected data for gender, histology and ini-
tial tumor stadium to determine significant risk factors for 
the development of cerebral metastases (Table 1).

Statistics

We used descriptive statistics by frequency (%) to summa-
rize patient characteristics. We conducted t tests (Fisher’s 
exact test) to evaluate the significance of two different 
groups. A p-value of p < 0.05 was interpreted as a significant 
difference between two groups. The relative risk (RR) was 
calculated with the Koopman asymptotic score. The over-
all survival was determined as time from initial diagnosis 
to death caused by any cause. Furthermore, we displayed 
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overall survival by Kaplan–Meier-curves. We used Log-rank 
(Mantel–Cox) tests to determine significance of survival 
curves. For all statistical analyses and graphic illustrations, 
we utilized either Graphpad Prism 9.1 (GraphPad Software, 
Inc., San Diego, CA) or R (R Core Team, Version 4.0.4).

Results

We identified 827 patients for further evaluation of this ret-
rospective study (Fig. 1). All patients with neurological or 
other symptoms suspicious for brain metastases (BRMs) 
received either cMRI or cCT (n = 109 patients), respec-
tively. In 54 patients (49.5%) cerebral imaging confirmed 
BRMs (Fig. 2B). In total, the incidence for BRMs was 6.5% 
(Fig. 2A).

The vast majority of GEC patients developing BRMs 
were male (90.7%, p = 0.005, RR: 3.251, 95% CI 
1.365–7.863) and the median age at diagnosis of BRMs 
was 63.8 years (45.1–84.8 years). In patients develop-
ing BRMs, the most frequent histology was adenocarci-
noma (87.5%, p = 0.01, RR: 2.883, 95% CI 1.213–6.971) 
(Table 1).

Furthermore, the primary tumor locations among patients 
with BRMs was evenly distributed between esophageal 
and stomach (Table  2). The HER2 status was positive 
(+ + or +  + +) in 18.5% and negative (− or +) in 37.03% of 
patients with BRMs and missing in 44.44% of patients.

All patients with brain metastases received a platinum 
based and 5-fluorouracil containing chemotherapy or chemo-
radiation in neoadjuvant, perioperative or palliative settings 
(Table 2).

Moreover, we correlated the incidence of BRMs with pri-
mary tumor stages at time of diagnosis, dividing the patient 
cohort into those with limited (potentially resectable), and 
advanced (irresectable and/or metastatic) GEC. The data 
is illustrated in Fig. 2. Of note, the incidence of BRMs in 
limited GEC was 5.2% (30 of 547 patients) and in advanced 
GEC was 9.8% (24 of 221 patients) respectively (Fig. 2C, 
D). Of 54 GEC patients with BRMs, at the initial diagnosis, 
20 patients had a limited disease (44.4%) and 34 patients 

patients identified through database
research (n = 1175)

patients included in data analysis (n = 827)

no cerebral imaging, 
no suspicion of

BRMs
(n = 718)

cerebral imaging, no
BRMs

(n = 55)

cerebral imaging
with BRMs

(n = 54)

patients excluded from data analysis (n = 348)

70.0 % 30.0 %

86.6 % 6.6 % 6.5 %

Fig. 1  Flow chart of data selection. Flow chart demonstrating data 
base analysis and selection of patients with brain metastases (BRMs) 
resulting from gastroesophageal cancer. Primary inclusion criteria 
were a corresponding ICD-10 diagnosis (C15.x or C16.x) and hospi-
tal contact between 2013 and 2019. Exclusion criteria were a primary 

diagnosis before 2008 (insufficient data availability), history of other 
malignancies, other pathologies (GIST, lymphomas, gastric meta-
plasia, intestinal metaplasia), endoscopically removed tumors and 
patients with insufficient data and initial diagnosis after 2008

Table 1  Clinical characteristics of analyzed patient collective. 
Patients without suspicion for brain metastases comprises both 
patients who had cerebral imaging without diagnosis of possible 
metastases and patients who did not have any cerebral imaging due to 
missing clinical signs

Patients 
with 
brain 
metas-
tases in 
cerebral 
imaging

Patients 
withouth 
suspicion 
for brain 
metasta-
ses

Significance

Gender p = 0.0051
 Male 49 572
 Female 5 201

Strategy at initial diagnosis p = 0.0201
 Limited disease (resectable) 30 551
 Advanced disease (non-resect-

able)
24 222

Histology p = 0.0117
 Adenocarcinoma 49 590
 Squamous cell carcinoma 5 183
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already had an advanced disease (55.6%) (Fig. 2E). The 
incidence of BRMs was significantly higher during disease 
progression in patients with advanced GEC at initial diag-
nosis (p = 0.0201) (Table 1).

Interestingly, after curative resection of the primary 
tumor, BRMs are frequently the only site of metastases 
(16 of 26, 61.5%, Table 2). To avoid any bias as a uni-
versity hospital with referral of more severe cases with 
higher frequency of BRMs we evaluated the number of 
patients referred to our institution due to BRMs for the 
first time. We found only in a small proportion of patients 
(n = 9, 16.7% in all patients and n = 5, 19.2% in those 
with resected tumors) a first time referral due to BRMs 
(Table 2).

Among all patients with BRMs, 11 patients (20.4%) had 
BRMs at initial diagnosis while in the majority of patients 
(n = 43, 79.6%) BRMs were detected in the later course 
of the disease due to newly developed symptoms raising 
suspicion for BRMs (Table 2).

This illustrates that BRMs usually appear in the 
later course of the disease. In our patient cohort, the 
median time from disease onset to diagnosis of BRMs 
was 18.02 months. Moreover, in patients with primarily 
resected tumors (limited disease) the time from diagnosis 
to appearance of BRMs was 20.85 months and in those 
patients with non-resectable tumors (advanced disease) 
9.27 months, respectively (p = 0.0026, Fig. 3A).

Usually, the onset of BRMs represents a sign of poor 
prognosis. The median survival after the diagnosis of brain 
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Fig. 2  Incidence of brain metastases (BRMs). A Incidence of BRMs 
in patients with cancer of the stomach and esophagus (GEC). 828 
patient data files were screened resulting in with 54 patients (6.6%) 
with BRMs and 774 (93.4%) without BRMs. B Incidence of BRMs 
in cerebral imaging with previous clinical signs (n = 54). The column 
no BRMs (despite cCT/cMRI) includes patients without BRMs in cer-
ebral imaging with clinical suspicion for brain metastases (n = 55). 
Clinical signs for brain metastases included symptoms like headache, 
dizziness or focal neurological symptoms. All other patients had no 

clinical signs and therefore no cCT/cMRI performed. C Incidence of 
BRMs in patients with initially advanced disease stadium (n = 245 
patients, BRMs in n = 24 patients, no BRMs in n = 221 patients). D 
Incidence of BRMs in patients with initially limited disease stadium 
(n = 577 patients, BRMs in n = 30 patients, no BRMs in n = 547 
patients). E All patients with BRMs (n = 54) divided into whether 
there initial disease stadium was limited (n = 20, 44.4%) or advanced 
(n = 34, 55.6%)
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Table 2  Clinical characteristics 
of patients with brain 
metastases

Her2 human epidermal growth factor receptor 2; FLOT 5-fluorouracil, leucovorin, oxaliplatin, docetaxel; 
CROSS radiation (41, 4 Gy) plus carboplatin and paclitaxel; CF cisplatin, 5-fluorouracil; EOX epirubicin, 
oxaliplatin and capecitabine; ECF epirubicin, cisplatin and 5-fluouracil; BRM brain metastases; UMG Uni-
versity Medical Center Göttingen

Number of patients Percent (%)

Gender (%)
 Male 49 90.7
 Female 5 9.3

Strategy at initial diagnosis
 Limited disease (resectable) 30 55.6
 Advanced disease (non-resectable) 24 44.4

Histology
 Adenocarcinoma 50 91.1
 Squamous cell carcinoma 5 8.9

Her2-status
 Her2 pos 10 18.5
 Her2 neg 20 37.0
 Missing 24 44.4

Primary tumor localisation
 Eosophageal 11 20.4
 Gastroesophageal junction 27 50.1
 Siewert type I 11 20.4
 Siewert type II 13 24.1
 Siewert type III 3 5.6
 Stomach 13 24.1
 Overlapping 3 5.6

Initial chemotherapy
 FLOT 11 32.4
 CROSS 9 26.5
 CF 1 2.9
 EOX 4 11.8
 ECF 1 2.9
 Upfront surgery 3 8.8

Treatment approach
 Upfront surgery 3 5.6
 After neoadjuvant treatment 23 42.6
 No surgery due to progress 3 5.6
 Palliative 23 42.6
 Missing 2 3.7

Cerebral metastasis at initial diagnosis
 Yes 11 20.4
 No 43 79.6

BRMs as only site of metastasis (only initially resected)
 Yes 16 61.5
 No 10 38.5

First contact to UMG with BRMs (only initially resected)
 Yes 5 19.2
 No 21 80.7

First contact to UMG with BRMs (all patients)
 Yes 9 16.7
 No 45 83.3
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metastases was 3.07 months (Fig. 4A). There was no sig-
nificant difference between primarily resected and non-
resectable patients (3.185 months vs. 2.33 months, p = 0.64, 
Fig. 4A). However, correlating the survival after diagnosis 
of BRMs with the possibility of removal of BRMs with 
brain surgery, there is a significant difference between these 
groups. A significantly longer survival in patients with pos-
sible and successful brain surgery was shown (5.93 months 
vs. 2.07 months, p = 0.023, Fig. 4B), with two patients still 
being alive after successful brain surgery at the time of 
publication.

The median survival of patients with BRMs in both lim-
ited GEC and advanced GEC was 16.73 months. In detail, in 
patients with limited GEC (primarily resected tumors), the 
median survival after initial diagnosis was 27.37 months and 
in patients with advanced GEC only 10.3 months (p = 0.029, 
Fig. 3B).

Discussion

The present study represents one of the largest cohort analy-
sis aiming at the occurrence of brain metastases (BRM) in 
carcinomas of the esophagus and stomach (GEC). In this 
type of cancer, we found an incidence of BRMs of 6.52%. 
This incidence is slightly higher than in other similar studies 
with incidences ranging from 1.7% to 3.9% for esophageal 
and gastric carcinomas, respectively, and up to 5.9% for 
carcinomas of the gastroesophageal junction [13, 14, 16, 
21]. Interestingly, our work showed a significantly increased 
risk of developing brain metastases in male patients (RR: 
3.251, 95% CI 1.365–7.863). This gender specific increased 
incidence was similarly described in a collective of Ameri-
can patients (BRM in men in 3.2%, compared to 1.7% in 
women) [12], although this data only looked at synchronous 
metastases, whereas our data showed that BRM are a late 
event of disease progression and usually not present at initial 
diagnosis.

Furthermore, our analysis shows a significantly higher 
risk of developing brain metastases in patients with 

Fig. 3  Appearance of brain 
metastases. A Appear-
ance of brain metastases 
in all patients (black line, 
median = 18.02 months) or 
patients with limited GEC (red 
line, median = 20.85 months) 
and advanced GEC (red 
line, median = 9.27 months) 
from the timepoint of initial 
tumor diagnosis. B Survival 
of all patients (black line, 
median = 16.73 months) 
or patients with primar-
ily limited GEC (red line, 
median = 27.7 months) and 
primarily advanced GEC (green 
line, median = 10.3 months)
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adenocarcinoma compared to squamous cell carcinoma (RR: 
2.883, 95% CI 1.213–6.971). These finding are consistent 
with other studies, where an incidence of brain metastases in 
squamous cell carcinomas was less frequent (1.2–1.6%) than 
in adenocarcinomas, where an incidence of up to 5.9% was 
reported [14, 22, 23]. Interestingly, the increased incidence 
of brain metastases in adenocarcinomas does not occur only 
in GECs. In lung tumors, an incidence of brain metastases 
was described in 14.4% of adenocarcinomas but only in 5.3% 
of squamous cell carcinomas [11]. The reason why adeno-
carcinomas seem to have a higher likelihood of developing 
brain metastases is still debated. One paper demonstrated 
that metastatic cells from breast and lung adenocarcinomas 
produce neuroserpin and serpin, inhibitors of plasminogen 

activators, to circumvent apoptosis by astrocytes when cross-
ing the blood–brain-barrier [24]. This phenomenon might 
explain why our data suggests a significantly higher inci-
dence of BRMs in adenocarcinomas of the upper GI tract.

However, another study found a significant overlap in the 
genetic profile of adenocarcinomas and squamous cell carci-
nomas [25], indicating that the molecular changes promoting 
brain metastases in adenocarcinomas might be of epigenetic 
nature.

Furthermore, a different study suggests that the HER2 
expression, naturally only present in adenocarcinomas, 
increases the risk for brain metastases [26]. Unfortunately, 
due to missing data on HER2 expression, we could analyze 
this correlation in our work.

However, there seems to be a correlation between the 
duration of tumor disease and the occurrence of brain metas-
tases. In our cohort, the vast majority of brain metastases did 
not appear at the time of tumor diagnosis, even if metastases 
were already present in other organs. Thus, on average, it 
takes more than 9 months for metastases to be diagnosed in 
the brain with the help of cerebral imaging. As brain metas-
tases usually develop slowly and need to have a certain size 
or location for them to cause neurological symptoms, the 
incidence we found in our data might be lower than the real 
incidence of brain metastases as cerebral imaging is only 
performed when symptoms occur. Prospective studies with 
routine brain imaging (MRI) have to be conducted to evalu-
ate this question further.

We demonstrated that brain metastases frequently occur 
in patients who received perioperative chemotherapy or 
preoperative radiochemotherapy with initial curative intent. 
In these patients, however, the latency to the appearance 
of brain metastases is significantly longer, approaching 
21 months. The most interesting questions arises when 
looking at patients who had curative surgery and developed 
isolated brain metastases during aftercare. To our knowl-
edge, despite a case report, there are no studies or reviews 
explaining this phenomenon [27]. Possibly, cancer cells in 
these patients have already spread to the brain at the time 
of neoadjuvant chemotherapy and are not reached by stand-
ard chemotherapy agents. Consequently, this hypothesis has 
to be further investigated in clinical studies and could be 
underlined with routine MR imaging at initial diagnosis and 
during aftercare after successful resection.

At last, our data shows that early detection of brain 
metastases possibly leads to a longer survival if the brain 
metastases are still resectable. Our data shows a significantly 
prolonged median survival if brain surgery is possible (5.9 
vs 2.1 months) and successfully performed. In summary, 
a routine cerebral imaging, both at initial diagnoses and at 
regular time points following initial diagnosis, could identify 
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more asymptomatic brain metastases and therefore may pro-
long overall survival significantly.

Conclusions

Our results point to a more specified implementation of cer-
ebral imaging into routine monitoring of gastroesophageal 
cancer. Concisely with other studies, the brain is a frequent 
site of metastases in these tumors, especially in men and in 
adenocarcinomas. A routine cerebral MR imaging at initial 
diagnosis, 12–18 months after initial diagnosis in a curative 
situation and 6 months in a palliative situation, could iden-
tify asymptomatic brain metastases and improve treatment 
strategies in these patients.

Acknowledgements We thank Ines Kolle for excellent assistance in 
data collection.

Funding Open Access funding enabled and organized by Projekt 
DEAL.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Global Burden of Disease Cancer Collaboration. Global, regional, 
and national cancer incidence, mortality, years of life lost, years 
lived with disability, and disability-adjusted life-years for 32 can-
cer groups, 1990 to 2015: a systematic analysis for the global 
burden of disease study. JAMA Oncol. 2017;3(4):524–48. https:// 
doi. org/ 10. 1001/ jamao ncol. 2016. 5688.

 2. Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal 
A. Global cancer statistics 2018: GLOBOCAN estimates of inci-
dence and mortality worldwide for 36 cancers in 185 countries. 
CA Cancer J Clin. 2018;68(6):394–424. https:// doi. org/ 10. 3322/ 
caac. 21492.

 3. Petrelli F. Prognostic value of diffuse versus intestinal histotype 
in patients with gastric cancer: a systematic review and meta-
analysis. J Gastrointest Oncol. 2017;8(1):148–63. https:// doi. org/ 
10. 21037/ jgo. 2017. 01. 10.

 4. Riihimäki M, Hemminki A, Sundquist K, Sundquist J, Hemminki 
K. Metastatic spread in patients with gastric cancer. Oncotarget. 
2016;7(32):52307–16. https:// doi. org/ 10. 18632/ oncot arget. 10740.

 5. Sexton RE, Alhallak MN, Diab M, Azmi AS. Gastric cancer: a 
comprehensive review of current and future treatment strategies. 
Cancer Metastasis Rev 2020;39(4):1179–1203. https:// doi. org/ 10. 
1007/ s10555- 020- 09925-3.

 6. Yamada Y. Phase III study comparing triplet chemotherapy with 
S-1 and cisplatin plus docetaxel versus doublet chemotherapy with 
S-1 and cisplatin for advanced gastric cancer (JCOG1013). JCO. 
2018;36(15 suppl):4009. https:// doi. org/ 10. 1200/ JCO. 2018. 36. 
15_ suppl. 4009.

 7. Muro K. Pan-Asian adapted ESMO clinical practice guidelines for 
the management of patients with metastatic oesophageal cancer: a 
JSMO–ESMO initiative endorsed by CSCO, KSMO, MOS, SSO 
and TOS. Ann Oncol. 2019;30(1):34–43. https:// doi. org/ 10. 1093/ 
annonc/ mdy498.

 8. Wilke H. Ramucirumab plus paclitaxel versus placebo plus 
paclitaxel in patients with previously treated advanced gas-
tric or gastro-oesophageal junction adenocarcinoma (RAIN-
BOW): a double-blind, randomised phase 3 trial. Lancet Oncol. 
2014;15(11):1224–35. https:// doi. org/ 10. 1016/ S1470- 2045(14) 
70420-6.

 9. Smyth EC, Gambardella V, Cervantes A, Fleitas T. Checkpoint 
inhibitors for gastroesophageal cancers: dissecting heterogeneity 
to better understand their role in first-line and adjuvant therapy. 
Ann Oncol. 2021;32(5):590–9. https:// doi. org/ 10. 1016/j. annonc. 
2021. 02. 004.

 10. Davis FG, Dolecek TA, McCarthy BJ, Villano JL. Toward deter-
mining the lifetime occurrence of metastatic brain tumors esti-
mated from 2007 United States cancer incidence data. Neuro 
Oncol. 2012;14(9):1171–7. https:// doi. org/ 10. 1093/ neuonc/ 
nos152.

 11. Cagney DN. Incidence and prognosis of patients with brain metas-
tases at diagnosis of systemic malignancy: a population-based 
study. Neuro Oncol. 2017;19(11):1511–21. https:// doi. org/ 10. 
1093/ neuonc/ nox077.

 12. Singh R. Epidemiology of synchronous brain metastases. Neu-
rooncol Adv. 2020;2(1):vdaa041. https:// doi. org/ 10. 1093/ noajnl/ 
vdaa0 41.

 13. Welch G. Incidence of brain metastasis from esophageal cancer. 
Dis Esophagus. 2017;30(9):1–6. https:// doi. org/ 10. 1093/ dote/ 
dox071.

 14. Harada K. Brain metastases in patients with upper gastrointesti-
nal cancer is associated with proximally located adenocarcinoma 
and lymph node metastases. Gastric Cancer. 2020;23(5):904–12. 
https:// doi. org/ 10. 1007/ s10120- 020- 01075-3.

 15. Kothari N. Outcomes in patients with brain metastasis from esoph-
ageal carcinoma. J Gastrointest Oncol. 2016;7(4):562–9. https:// 
doi. org/ 10. 21037/ jgo. 2016. 03. 12.

 16. Wadhwa R. Incidence of brain metastases after trimodality therapy 
in patients with esophageal or gastroesophageal cancer: implica-
tions for screening and surveillance. Oncology. 2013;85(4):204–7. 
https:// doi. org/ 10. 1159/ 00035 4736.

 17. Mönig S. S3-Leitlinie Magenkarzinom-Diagnostik und Thera-
pie der Adenokarzinome des Magens und ösophagogastralen 
Übergangs: Version 20–August 2019. AWMF-Registernummer: 
032/009OL. Chirurg. 2020;91(1):37–40. https:// doi. org/ 10. 1007/ 
s00104- 020- 01112-y.

 18. Porschen K. S3-Leitlinie - Diagnostik und Therapie der Plattene-
pithelkarzinome und Adenokarzinome des Ösophagus: Langver-
sion 2.0 - Dezember 2018 AWMF-Registernummer: 021/023OL. 
Z Gastroenterol. 2019;57(03):336–418. https:// doi. org/ 10. 
1055/a- 0833- 5712.

 19. Lordick F, Mariette C, Haustermans K, Obermannová R, Arnold 
D. Oesophageal cancer: ESMO clinical practice guidelines for 
diagnosis, treatment and follow-up. Ann Oncol. 2016;27:50–7. 
https:// doi. org/ 10. 1093/ annonc/ mdw329.

 20. Smyth EC, Verheij M, Allum W, Cunningham D, Cervantes A, 
Arnold D. Gastric cancer: ESMO clinical practice guidelines for 
diagnosis, treatment and follow-up. Ann Oncol. 2016;27:38–49. 
https:// doi. org/ 10. 1093/ annonc/ mdw350.

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1001/jamaoncol.2016.5688
https://doi.org/10.1001/jamaoncol.2016.5688
https://doi.org/10.3322/caac.21492
https://doi.org/10.3322/caac.21492
https://doi.org/10.21037/jgo.2017.01.10
https://doi.org/10.21037/jgo.2017.01.10
https://doi.org/10.18632/oncotarget.10740
https://doi.org/10.1007/s10555-020-09925-3
https://doi.org/10.1007/s10555-020-09925-3
https://doi.org/10.1200/JCO.2018.36.15_suppl.4009
https://doi.org/10.1200/JCO.2018.36.15_suppl.4009
https://doi.org/10.1093/annonc/mdy498
https://doi.org/10.1093/annonc/mdy498
https://doi.org/10.1016/S1470-2045(14)70420-6
https://doi.org/10.1016/S1470-2045(14)70420-6
https://doi.org/10.1016/j.annonc.2021.02.004
https://doi.org/10.1016/j.annonc.2021.02.004
https://doi.org/10.1093/neuonc/nos152
https://doi.org/10.1093/neuonc/nos152
https://doi.org/10.1093/neuonc/nox077
https://doi.org/10.1093/neuonc/nox077
https://doi.org/10.1093/noajnl/vdaa041
https://doi.org/10.1093/noajnl/vdaa041
https://doi.org/10.1093/dote/dox071
https://doi.org/10.1093/dote/dox071
https://doi.org/10.1007/s10120-020-01075-3
https://doi.org/10.21037/jgo.2016.03.12
https://doi.org/10.21037/jgo.2016.03.12
https://doi.org/10.1159/000354736
https://doi.org/10.1007/s00104-020-01112-y
https://doi.org/10.1007/s00104-020-01112-y
https://doi.org/10.1055/a-0833-5712
https://doi.org/10.1055/a-0833-5712
https://doi.org/10.1093/annonc/mdw329
https://doi.org/10.1093/annonc/mdw350


169Brain metastases in gastroesophageal cancers—an underestimated complication  

1 3

 21. Weinberg JS, Suki D, Hanbali F, Cohen ZR, Lenzi R, Sawaya 
R. Metastasis of esophageal carcinoma to the brain. Cancer. 
2003;98(9):1925–33. https:// doi. org/ 10. 1002/ cncr. 11737.

 22. Ogawa K. Brain metastases from esophageal carcinoma: natural 
history, prognostic factors, and outcome. Cancer. 2002;94(3):759–
64. https:// doi. org/ 10. 1002/ cncr. 10271.

 23. Song Z, Lin B, Shao L, Zhang Y. Brain metastases from esoph-
ageal cancer: clinical review of 26 cases. World Neurosurg. 
2014;81(1):131–5. https:// doi. org/ 10. 1016/j. wneu. 2013. 02. 058.

 24. Valiente M. Serpins promote cancer cell survival and vascular 
co-option in brain metastasis. Cell. 2014;156(5):1002–16. https:// 
doi. org/ 10. 1016/j. cell. 2014. 01. 040.

 25. Fidler IJ. The biology of brain metastasis: challenges for therapy. 
Cancer J. 2015;21(4):284–93. https:// doi. org/ 10. 1097/ PPO. 00000 
00000 000126.

 26. Limon D. Brain metastasis in gastroesophageal adenocarcinoma 
and HER2 status. J Neurooncol. 2018;138(2):315–20. https:// doi. 
org/ 10. 1007/ s11060- 018- 2798-4.

 27. Karamchandani MM, Ganti T, Jaiswal S, Wu JK, Saif MW. A rare 
occurrence of isolated brain metastases from gastric cancer. Case 
Rep Med. 2019;2019:1–5. https:// doi. org/ 10. 1155/ 2019/ 80754 21.

Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1002/cncr.11737
https://doi.org/10.1002/cncr.10271
https://doi.org/10.1016/j.wneu.2013.02.058
https://doi.org/10.1016/j.cell.2014.01.040
https://doi.org/10.1016/j.cell.2014.01.040
https://doi.org/10.1097/PPO.0000000000000126
https://doi.org/10.1097/PPO.0000000000000126
https://doi.org/10.1007/s11060-018-2798-4
https://doi.org/10.1007/s11060-018-2798-4
https://doi.org/10.1155/2019/8075421

	Brain metastases in gastroesophageal cancers—an underestimated complication
	Abstract
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Materials and methods
	Treatment and follow-up strategy
	Statistics

	Results
	Discussion
	Conclusions
	Acknowledgements 
	References




