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ABSTRACT
Gastric cancer (GC) remains a significant health 
burden in Latin America, marked by notable regional 
disparities in incidence, diagnosis, and treatment. This 
review highlights the multifaceted challenges and 
variations across different countries within the region. 
High-incidence countries like Peru and Chile contrast 
sharply with lower-incidence nations such as Caribbean 
countries, reflecting differences in Helicobacter 
pylori prevalence, dietary habits, and genetic factors. 
Diagnostic challenges are pronounced in some areas, 
where the availability of endoscopy, trained healthcare 
professionals, and advanced diagnostic tools is 
limited, leading to delayed diagnoses and advanced-
stage presentations.

Treatment options also reveal significant disparities. 
For localized and resectable locally advanced 

tumors, potentially curative gastrectomy with D2 
lymphadenectomy is the cornerstone, yet it is offered 
mainly in high-volume urban centers. For metastatic 
disease, standard chemotherapy is the primary 
treatment modality, while access to innovative 
therapies such as immunotherapy and Claudin 
inhibitors remains scarce. This lack of advanced 
treatments limits the prognosis for many patients. 
The overall 5-year survival rate in Latin America 
remains low, emphasizing the need for tailored public 
health interventions to address these disparities.

This review includes an overview of the epidemiology, 
clinical presentation, treatment, and survival of 
gastric cancer in Latin America, emphasizing the 
need for improved diagnostic and therapeutic 
resources. It aims to highlight the urgent necessity 
for tailored public health interventions to reduce 
the burden of gastric cancer and improve patient 
outcomes across the continent.

Gastric Cancer
in Latin America

Article

Authors: Jorge Humberto Hernández-Félix .  Fidel David Huitzil-Meléndez .  Emilio 
Conde Flores  Mónica . Isabel Meneses-Medina

Affiliation:   Departamento de Hematología y Oncología, Instituto Nacional de 
Ciencias Médicas y Nutrición Salvador Zubirán, Mexico City, Mexico / Departamento 
de Medicina Interna, Instituto Nacional de Ciencias Médicas y Nutrición Salvador 
Zubirán, Mexico City, Mexico

*Jorge Humberto Hernández-Félix and Mónica Isabel Meneses-Medina contributed 
equally to this work.

Corresponding Author:  monica.menesesm@incmnsz.mx

Published: November 17, 2025



3

INTRODUCTION

Gastric cancer represents the fifth most common 
malignancy and the third leading cause of cancer-
related deaths worldwide, with approximately 1 
million new cases and 660,175 deaths estimated in 
2022 according to the Global Cancer Observatory¹,².

In Latin America (LATAM), this disease poses a 
significant challenge, accounting for a considerable 
share of the global burden, due to factors such as the 
high prevalence of Helicobacter pylori (H. pylori) and 
disparities in healthcare systems³. The region has 
significant geographic and socioeconomic variations 
that influence the risk of developing the disease and 
opportunities for early detection.

This review shares the differences in the 
epidemiology, risk factors, diagnostic methods, and 
real-world treatment data of gastric cancer in LATAM.

METHODOLOGY
We conducted a structured, non-systematic search 
of PubMed/MEDLINE; the ASCO and ESMO abstract 
libraries; SciELO; and regional/non-indexed sources 
(e.g., LILACS, national cancer registries, Ministry 
of Health reports, and institutional repositories). 
We included all peer-reviewed articles and 
conference abstracts reporting data on incidence, 
sociodemographic and clinical-pathological 
characteristics, as well as information on treatment 
strategies and oncological outcomes of patients from 
any LATAM country. As this is a narrative review, we 
did not perform duplicate independent screening or 
formal risk-of-bias scoring.

EPIDEMIOLOGY 
IN LATIN AMERICA
Gastric cancer has a high incidence in LATAM, being 
the fifth most common malignancy with 74,257 
new cases per year and ranking as one of the 
leading causes of cancer-related deaths in several 
countries in the region. Additionally, it accounts for 
approximately 57,895 annual deaths in LATAM, with 
an incidence-to-mortality ratio exceeding 70%, 
indicating predominantly late-stage diagnoses¹,².

Incidence and mortality vary strikingly across Latin 
America, shaped by geography, socioeconomic 
conditions, and the uneven reach of health services 
(Figures 1 and 2). Outside the traditional Asian 
hotspots, Japan, Mongolia, and Korea, Peru and Chile 
have one of the highest incidence rates worldwide, 
with age-standardized incidences of 14.3 and 14.2 
per 100,000 and mortality close behind at 11.1 per 
100,000. Costa Rica, Colombia, Ecuador, Haiti, and 
Guatemala follow, each logging 10-14 cases per 
100,000. Mexico and Argentina report lower figures 
(≈ 6 to 7 per 100,000), yet their incidence-to-mortality 
ratios remain unfavorable, a sign that most tumors 
are still caught late.

The Caribbean presents a contrasting picture. 
Islands such as Trinidad and Tobago and Puerto 
Rico record fewer than five cases per 100,000. 
Part of the explanation lies in biology: Helicobacter 
pylori exposure is both less common and acquired 
later (Puerto Rico’s seroprevalence is just 33%, like 
mainland USA⁴. The rest is methodological: only 12 of 
30 Caribbean states maintain cancer registries, and 

Legend: Taken from Cancer Today / International Agency for Research on Cancer / World 
Health Organization / Data version: Globocan 2022 (version 1.1) – 08.02.2024².

Figure 1. Incidence of Gastric Cancer in Latin America (Age-Standardized Rate per 
100,000, Both sexes, in 2022)



4

just four meet international quality standards, covering 
barely 14% of the region’s population⁵. Mortality rates 
have a similar pattern to incidence across all LATAM 
countries².

In addition to the differences that exist between 
countries, there are variations in epidemiology within 
each country. It is reported that the highest rates of 
gastric cancer are observed in rural areas such as 
the Andes or rural regions of Mexico and Central 
America, where the prevalence of H. pylori can be as 
high as 80%³. The unequal access to healthcare in 
these areas further contributes to the high mortality 
rates of gastric cancer.

EPIDEMIOLOGY 
RISK FACTORS
Helicobacter pylori Infection

H. pylori infection is the primary risk factor, with an 
estimated regional prevalence of 65-80% based 
on recent epidemiological studies. In rural areas of 
countries such as Peru, Bolivia, and Mexico, this 
prevalence can reach 85-90%³,⁶,⁷.

CagA-positive H. pylori strains are associated 
with increased gastric cancer risk due to their 
ability to induce DNA double-stranded breaks and 
compromise DNA repair mechanisms, leading to 
genomic instability⁸. CagA-positive strains are 
particularly prevalent in Chile and Costa Rica (>70% 

of asymptomatic subjects), correlating with their 
high gastric cancer rates⁹.

Across LATAM, the prevalence of H. pylori infection 
is exacerbated by factors such as limited access to 
clean water and sanitation. Different studies indicate 
a strong association between low socioeconomic 
status and higher infection rates³.

Dietary Factors

High salt intake has been consistently associated 
with an increased risk of gastric cancer¹⁰. Adults in 
most Latin American countries exceed the 5g WHO 
sodium limit¹¹, averaging about 8 g/day in Mexico 
and Argentina¹²,¹³, 9.3g in Brazil¹⁴, 9.4g in Chile, and 
nearly 12 g in Colombia¹⁵. Conversely, in Brazil and 
Mexico, lower consumption of antioxidant-rich fruits 
and vegetables in rural and low-income communities 
exacerbates the disease risk¹⁶,¹⁷,¹⁸.

Genetic and Hereditary Factors

Hereditary risk factors for gastric cancer are primarily 
associated with specific genetic syndromes. The 
most well-characterized hereditary syndrome is 
Hereditary Diffuse Gastric Cancer (HDGC), caused 
by germline mutations in the CDH1 gene, and less 
commonly in the CTNNA1 gene. Another hereditary 
syndrome is Gastric Adenocarcinoma and Proximal 
Polyposis of the Stomach (GAPPS), which is 
linked to germline mutations in promoter 1B of the 
APC gene. Gastric cancer is also a component 

Legend: Taken from Cancer Today / International Agency for Research on Cancer / World 
Health Organization / Data version: Globocan 2022 (version 1.1) – 08.02.2024².

Figure 2. Mortality of Gastric Cancer in Latin America (Age-Standardized Rate per 
100,000, Both sexes, in 2022)
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of other hereditary cancer syndromes, including 
Lynch syndrome, Familial Adenomatous Polyposis, 
MUTYH-associated polyposis, Peutz-Jeghers 
syndrome, Juvenile Polyposis syndrome, Li-Fraumeni 
syndrome, Cowden syndrome, and Hereditary Breast 
and Ovarian Cancer syndrome¹⁹.

Hereditary diffuse gastric cancer, associated with 
CDH1 gene mutations, is rare, but a high prevalence 
of germline variants has been reported in Mexican 
and Hispanic/Latino populations. Wang et al. found 
germline CDH1 variants in 16% cases, a four-fold 
enrichment over the non-Latino series and the 
highest rate reported for any ethnic group to date. 
Complementing these germline findings, Bustos-
Carpinteyro et al. showed that Mexican diffuse and 
mixed tumours frequently silence CDH1 somatically: 
promoter hyper-methylation was present in 64%-
67% of cases and loss of heterozygosity in 13%. 
Together, these studies indicate that both inherited 
and acquired inactivation of CDH1 is a characteristic 
molecular hallmark of gastric cancers arising in 
Hispanic/Latino populations²⁰,²¹.

Studies in Brazil, Costa Rica, Mexico, and Colombia 
have identified genetic polymorphisms linked to 
an increased risk of gastric cancer in individuals 
with a family history, particularly in high-incidence 
areas²². The following germline risk variants were 
associated with an increased risk of developing 
somatic gastric cancer: IL-4, IL-8, TNF-α, PTGS2, 
NFKB1, RAF1, KRAS, and MAPK1 in the  Brazilian, IL-
10 in the Chilean, IL-10 in the Colombian, EGFR and 
ERRB2 in the Mexican, TCF7L2 and Chr8q24 in the 
Venezuelan population²³.

Other Factors

Smoking is a well-established risk factor for gastric 
cancer. Current smokers have a relative risk (RR) of 
1.53 compared to never smokers, and former smokers 
have an RR of 1.30. The CARMELA study found that 
Santiago, Chile, had the highest smoking prevalence 
at 45.4%²⁴.

Heavy alcohol consumption is also associated with 
an increased risk of gastric cancer. More than 4 
drinks a day is associated with an Odds ratio (OR) 
of 1.26 compared to abstainers. The higher rates of 
alcohol consumption of LATAM countries are found in 
countries like Argentina, Brazil, and Ecuador²⁵.

Limited Access to Healthcare

Besides the “classic” risk factors mentioned above, 
the healthcare infrastructure in LATAM often lacks the 
resources and capacity to effectively manage and treat 
H. pylori infections and screen for hereditary cases. 
This is compounded by limited access to healthcare 
services and a shortage of healthcare professionals, 
which can delay diagnosis and treatment²⁶.

RISK FACTORS
Demographics

Gastric cancer often presents at a younger age in 
Hispanic populations compared to non-Hispanic 
populations. A significant proportion of cases 
occur before the age of 40, with studies reporting 
a frequency of 15% in Mexico and 13% in Colombia 
for patients diagnosed under 40 years old²⁷,²⁸,²⁹,³⁰. 
A cohort study encompassing countries in LATAM 
and Europe (EU) between 2018 and 2019 found that 
the median age at diagnosis was notably younger in 
LATAM (63 years) compared to Europe (70 years). 
A slight male predominance is observed, consistent 
with findings in other regions. A high proportion of 
LATAM patients are diagnosed at advanced stages. 
In Colombia, 55% of cases were diagnosed in stage 
IV³¹. In Mexico, this figure was 72%³²,³³. Across 
LATAM, stage IV diagnoses account for 44.8% of 
cases³⁴, and in Chile, 56.1% of patients present with 
advanced disease³⁵.

Regarding histological subtypes based on Lauren’s 
classification, the diffuse subtype was significantly 
more frequent in LATAM (44.9%) compared to EU 
populations (21.3%)³⁴. In a Mexican cohort, the 
diffuse subtype predominated in 55.2%, followed 
by intestinal in 28.2%, and undifferentiated in 
6%. Among diffuse cases, 72% exhibited signet-
ring cells³⁶. Signet-ring-cell prevalence shows 
striking geographic heterogeneity. In Mexico, large 
contemporary series place the frequency at the upper 
end of the global spectrum: signet-ring morphology 
was documented in 68.9% of 956 stage-IV patients 
treated at a national referral center³⁷. Across Latin 
America, the LEGACY study found a signet-ring 
component in 38% of cases, significantly higher than 
the 27% reported in parallel European cohorts³⁸. 
Outside the region, the proportion falls: population-
based U.S. estimates range from 8% to 30%³⁹, while 
long-running Japanese surgical series record only ≈ 
3-4%⁴⁰. These data underline how Latin-American 
patients carry a disproportionately high burden of 
signet-ring-cell gastric cancer.

Symptoms

In its early stages, gastric cancer symptoms are often 
nonspecific and may be mistaken for acid peptic 
disease. Unfortunately, the presence of symptoms in 
gastric cancer is frequently associated with advanced 
disease. Common symptoms at diagnosis include 
abdominal pain, weight loss, early satiety, nausea, 
vomiting, dyspepsia, and gastrointestinal bleeding, 
frequently reported in emergency settings. In Mexico, 
98% of patients presented with symptoms at diagnosis, 
with 72.6% already in stage IV³². Similarly, in Colombia, 
the most frequent symptoms were dyspepsia (60.6%), 
weight loss (43.6%), and abdominal pain (41.7%)³⁰. 
Dysphagia emerged as the predominant symptom in 
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Table 1. Clinical and demographic characteristics ad diagnosis of patients with gastric can-
cer among different countries of Latin America

the EU and LATAM cohorts, affecting 42.4% of patients. 
The Gastro Esophageal Junction (GEJ) was the primary 
tumor site associated with dysphagia, occurring in 
66.7% of cases³⁴.

Diagnosis and Clinical Staging

Endoscopy is the most commonly used method for 
obtaining a histopathological diagnosis. While for 

staging, computed tomography (CT) is the most 
frequently employed method in LATAM. Additionally, 
6.9% of LATAM patients underwent PET/CT imaging, 
and 68.2% underwent endoscopic ultrasound (EUS) 
staging³⁴.
Delays in diagnosis and treatment initiation are 
common in LATAM. For instance, at a reference center 
in Mexico, the median time from symptom onset to 
histopathological diagnosis was 4.21 months (IQR 
2.25–8.48), and the time from symptom onset to the 
initiation of oncological treatment of 5.28 months (IQR 
2.86–9.52)³². In a high-risk population of Chile, this time 
was reported of more than 3 months³⁵.

The most common metastatic sites in LATAM include 
the peritoneum, liver, retroperitoneum, ovaries, 
and lungs, reflecting the aggressive biology of this 
disease³⁴,⁴¹. In the Mexican population, metastases 
frequently involve the peritoneum (76.1%), non-regional 
lymph nodes (38.9%), liver (22.8%), lung (26.7%), 
bones (9.4%), and ovaries in female patients (12.8%). 
At diagnosis, morbidity associated with peritoneal 
disease is present in up to 30% of patients. Peritoneal 
disease is associated with reduced treatment rates 
and poorer prognosis. Additionally, primary tumor-
related morbidity is observed in 68% of patients, with 
obstruction symptoms in 56%, and bleeding in 27%⁴¹.

Molecular Biomarkers in the Latin American 
Population

Current clinical practice guidelines for the treatment 
of gastric cancer recommend immunohistochemistry 
(IHC) and/or molecular testing for HER2/ERB2 

status, microsatellite instability (MSI) or mismatch 
repair (MMR) status, PD-L1 (programmed Death-
ligand 1) expression, and CLDN (Claudin) 18.2, as 
these biomarkers influence the clinical management 
of advanced gastric cancer. Additional molecular 
alterations with potential targeted therapies 
include high tumor mutational burden (TMB-H), 
NTRK gene fusions, RET gene fusions, and BRAF 
V600E mutations. The availability of biomarker 
testing continues to grow, defining new treatment 
strategies⁴⁵.

Access to biomarker testing remains a challenge 
in LATAM, hindered by availability, cost, and the 
specialized training required by pathologists. In many 
LATAM countries, biomarker testing is sponsored by 
the pharmaceutical industry. Limited data is available 
regarding the molecular biomarker status of gastric 
cancer in LATAM populations.

MSI-high or deficiency in MMR (dMMR) is one 
of the best predictive biomarkers of response 
to immune checkpoint blockade (ICB)⁴⁵. MSI/
dMMR has been reported in LATAM patients with 
gastric cancer at a frequency ranging from 5% to 
20.9%⁴⁶,⁴⁷,⁴⁸,⁴⁹,⁵⁰,⁵¹,⁵². The highest frequency 
(20.9%) was reported in the Brazilian population in a 
cohort of patients exclusively with resectable gastric 
cancer⁴⁷. Outside Latin America, the proportion of 
dMMR/MSI-high gastric cancers shows marked 
geographic variation. Western European cohorts 
report rates around 12%, but figures climb to ≈ 24% in 
an Italian high-risk region⁵³,⁵⁴, whereas population-
based studies from North America average 9-10%⁵⁵. 

Abbreviations: IQR: Interquartile range. NR: Not Reported. NA: Not Available. Unk: 
Unknown. SD: Standard Deviation.
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In East Asia, prevalence is generally lower, about 8–11 
% in Korea and China⁵⁴,⁵⁶ and only 3-5 % in Japanese 
series restricted to advanced disease, while Middle-
Eastern data (Iran) are near 7%⁵⁶. These contrasts 
highlight both true biological heterogeneity and the 
influence of stage distribution and testing algorithms, 
reinforcing the need for region-specific screening 
strategies when considering immunotherapy or 
adjuvant-therapy de-escalation in dMMR/MSI-H 
disease.

Epstein-Barr Virus (EBV) associated gastric cancer 
is a distinct molecular subtype with a favorable 
prognosis⁵⁷. Additionally, it has been reported as 
a predictive biomarker of response to ICB⁵⁸,⁵⁹. 
In the LATAM population, EBV positivity among 
patients with gastric cancer has been reported in 
7 to 22%⁴⁶,⁵²,⁶⁰,⁶¹,⁶²,⁶³,⁶⁴,⁶⁵,⁶⁶. However, the 
traditional method to detect EBV (EBV-encoded RNA 
“EBER” in situ hybridization, ISH) could cause false-
positive/false-negative results, and better methods 
(next-generation sequencing, NGS) to detect EBV-
associated gastric cancer are recommended⁵⁸.

HER/ERB2 overexpression in the LATAM population 
has been reported with less frequency compared 
to other populations⁴⁵. The lowest frequency 
was reported in a cohort of Mexican patients 
(3.7%), followed by a Colombian cohort (5%)⁴⁸,⁶⁷. 
The overexpression of HER2 among LATAM 
patients with gastric cancer is between 3.7-
15.8%⁴²,⁴⁸,⁵²,⁶⁷,⁶⁸,⁶⁹,⁷⁰,⁷¹,⁷²,⁷³,⁷⁴. Outside Latin 
America, HER2-positive gastric cancer accounts for 
around one-fifth of cases in Western series (~20% in 

Europe/USA)⁷⁵, rises slightly in Japan to ~21%⁷⁶, but 
is less frequent across East Asia, averaging 10-12% in 
China⁷⁷,⁷⁸. HER2 status is an important biomarker in 
gastric cancer as it has therapeutic implications, with 
available targeted therapy that improves prognosis in 
this group of patients⁴⁵.

PD-L1 positivity expression by IHC is also used as 
a predictive biomarker of response to ICB⁷⁹,⁸⁰. 
However, in advanced gastric cancer, different score 
systems have been adopted to predict response 
to ICB, and there is no consensus regarding the 
assessment criteria of PD-L1 staining and the 
best PD-L1 score predictive system⁸¹. Information 
regarding PD-L1 expression in LATAM patients with 
gastric cancer is scarce. In a cohort of patients 
with gastric cancer in Argentina, PD-L1 was positive 
in tumor cells and in infiltrating immune cells in 
28%⁴⁶. In Brazilian patients with advanced gastric 
cancer, the Combined Positive Score (CPS) PD-L1 1 
was present in 15.8% of patients, while the Tumor 
Proportion Score (TPS) PD-L1 1 in 12%⁸². According 
to the Force1 study, in Chilean patients with gastric 
cancer, the frequency of CPS PD-L1 10 is 28.9%⁵². 
In Colombia, the CPS PD-L1 1 was positive in 30.6%, 
and 5 in 22.7% of patients with advanced gastric 
cancer⁴⁸. Large international series show that PD-L1 
positivity (CPS ≥ 1) runs around 40-65% of gastric 
cancers worldwide, with Western and East-Asian 
cohorts occupying similar parts of that range, so 
LATAM reported prevalences are indeed lower than 
those reported elsewhere⁸³.

Across Brazil, Mexico, and Chile, biomarker 

Table 2. Frequency of different molecular biomarkers in patients with gastric cancer from 
LATAM countries

Abbreviations: CPS: Combined Positive Score. dMMR: deficiency in Mismatch Repair. ERB2: Erythroblastic Oncogene B. EVB: 
Epstein-Barr Virus. HER2: Human Epidermal Growth Factor Receptor 2. Mb: Megabase. MSI: Microsatellite Instability. Mut: 

Mutations. NA: Not Available. PD-L1: Programmed Death Ligand 1. TMB: Tumor Mutational Burden.

Molecular Biomarker Frequency
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distributions differ in clinically meaningful ways 
(e.g., higher dMMR in Brazil’s resected cohort; higher 
HER2 in Chile). PD-L1 estimates vary widely owing 
to CPS/TPS scoring, antibody platforms, tumor 
stage, and sampling. These differences, together 
with heterogeneous access to testing and therapies 
across public systems, shape country-level eligibility 
for targeted and IO-based regimens. Relevant 
information on molecular biomarkers in patients with 
gastric cancer from LATAM countries is summarized 
in Table 2.

Prognosis

Survival outcomes for patients with gastric cancer 
in LATAM are generally poor. In México, data from a 
retrospective series at a reference center report an 
estimated 5-year OS of 85% for stage I, 58% for stage 
II, 18% for stage III, and 3% for stage IV³². In Chile, the 
5-year survival rate for advanced gastric cancer is 
only 12.3%³⁵. In Colombia, according to an analysis of 
a national cancer registry, the 3-year survival rate for 
patients with gastric cancer, independent of clinical 
stage, is 36.8% (95% CI: 35.5-38.1). With better survival 
for those diagnosed at early stages (I-II) 58.1% (95% 
CI: 54.5-61.5), compared with those at advanced stages 
25.1% (95% CI: 23.4-26.9; p<0.001)³¹.

Across Latin America, the overall 5-year survival rate 
for gastric cancer is approximately 7%³⁴. This poor 
survival probably reflects the aggressiveness of the 
disease. Patients with gastric cancer in LATAM present 
more frequently with poor prognosis histology (more 
diffuse compared to intestinal subtype), more signet 
ring cell component, and more peritoneal disease 
with morbidity that commonly precludes treatment 
(see clinical characteristics of LATAM population in 
table1)³⁰,³².

In Northeastern Brazil, younger patients with distal 
gastric cancer often present with aggressive, 
diffuse, and poorly differentiated tumors, frequently 
at advanced stages. This aggressive presentation 
contributes to poor survival outcomes, largely due to 
late diagnosis rather than age alone⁸⁴. Similarly, in rural 
Western Honduras, late-stage presentation with pyloric 
obstruction is common. Survival rates in this region are 
exceptionally low, with a median survival time of just 
4.8 months, highlighting the impact of limited access to 
treatment and late-stage diagnosis⁸⁵.

Despite these statistics, a declining trend in gastric 
cancer mortality has been observed over the past 25 
years in some countries. Díaz et al. show that age-
standardized gastric-cancer mortality in Chile fell from 
28.5 to 15.0 per 100,000 in men and 11.0 to 5.5 in women, 
while Argentina dropped from 24.8 to 15.5 (men) and 8.6 
to 6.0 (women) between 1990 and 2015, roughly a 30–
50% reduction. This improvement is likely attributed to 
enhanced healthcare systems and the implementation 
of early detection strategies⁸⁶.

Standard Treatment and 
Real-world Data in Latin 
America
As in other regions of the world, the standard treatment 
for gastric cancer in LATAM requires a comprehensive 
approach that involves surgery, chemotherapy, 
radiotherapy, targeted therapy, and immunotherapy, 
tailored to clinical stage and molecular subtype. 
However, access to optimal treatment in LATAM is 
heterogeneous and challenging. In many countries, 
healthcare services are centralized, leading to long 
waiting times for referrals to specialized oncology 
services. Additionally, access to innovative therapies, 
such as targeted therapy and immunotherapy, remains 
limited in the public healthcare systems.

Treatment in the Early Stages

Surgery is the cornerstone of treatment for early-
stage gastric cancer. Many countries in LATAM have 
established specialized surgical centers to improve 
outcomes, including reduced morbidity and mortality 
and better oncological results. These centers often aim 
to perform D2 lymphadenectomy, with some offering 
minimally invasive approaches, such as laparoscopy, 
and, less frequently, robotic surgery. Argentina, Brazil, 
Chile, Colombia, Mexico, and Peru have specialized 
public reference centers. Unfortunately, despite these 
advancements, surgical management of gastric cancer 
is still performed by general surgeons in some regions of 
LATAM, highlighting disparities in access to specialized 
care⁸⁷.

For resectable locally advanced disease, both 
perioperative and adjuvant chemotherapy approaches 
are commonly employed in specialized centers. 
The perioperative FLOT chemotherapy regimen has 
gained traction in recent years for pMMR tumors⁸⁸,⁸⁹. 
According to Freile et al, surgery was performed 
with curative intent in 48.9% of patients in a LATAM 
cohort, while 12% underwent surgery for palliative 
purposes. Systemic treatment with curative intent was 
initiated in 46.4% of patients. Additionally, neoadjuvant 
chemoradiotherapy was administered to 67% of 
patients with stage III GEJ cancer³⁴.

Recently, perioperative immunotherapy has been 
added to clinical practice guidelines recommendations 
for patients with locally advanced gastric cancer and 
MSI/dMMR⁴⁵. However, there is currently no real-world 
data on the use of perioperative immunotherapy for 
locally advanced gastric cancer with dMMR in LATAM, 
nor information regarding its approval for regulatory 
agencies, likely indicating its use only in clinical trials.

Treatment in advanced disease

For advanced gastric cancer, chemotherapy remains 
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the mainstay of treatment in LATAM. Common first-line 
regimens include doublet or triplet therapies based on a 
platinum-fluoropyrimidine backbone, with the addition 
of a third drug in selected cases. In the past, epirubicin 
was added as the third drug⁴²; more recently, docetaxel 
is preferred. According to Freile, B. et al, chemotherapy 
regimens FLOT, FOLFOX, and CAPOX were used in 
84.8% of patients with gastric cancer in LATAM³⁴.

However, delayed access to health services results in 
many patients being unable to receive treatment. For 
example, a Mexican retrospective series reported that 
less than half of the patients with advanced gastric 
cancer received systemic first-line chemotherapy⁹⁰. 
Additionally, only 14.4% of patients in LATAM received 
second-line treatment, and 3% received a third-line 
option³⁴. Paclitaxel and irinotecan are common second 
and third-line options used.

In recent years, the addition of immunotherapy 
to chemotherapy has been recommended for the 
treatment of patients with advanced gastric cancer, as 
it improves survival of patients⁴⁵,⁸⁰,⁸⁴. The addition of 
either nivolumab or pembrolizumab has been approved 
by different health regulatory agencies using different 
CPS PD-L1 cut-off points⁴⁵. Most of the LATAM 
countries approved the use of nivolumab for those with 
a CPS PD-L1 expression of 5, with some exceptions. 
In Mexico, nivolumab is approved for all patients 
with advanced gastric cancer regardless of PD-L1 
expression. Nevertheless, even though immunotherapy 
is approved, it does not translate into availability in all 
public institutions of LATAM, as it was reported on a 
real-world data registry where immunotherapy was 
only accessible in 12% of patients³⁴.

For patients with dMMR/MSI tumors, clinical guidelines 
recommend immunotherapy as the first-line treatment, 
independent of PD-L1 status. Different drugs and 
regimens are recommended: dostarlimab, nivolumab, 
pembrolizumab, nivolumab plus ipilimumab, or the 
combination of chemotherapy with either nivolumab 
or pembrolizumab⁴⁵. The phase 3 clinical trial 
CheckMate-649 showed an unprecedented advantage 
for the combination of ipilimumab plus nivolumab in 
patients with dMMR/MSI advanced gastric cancer, 
with a mOS Not Reached compared to 10 months 
with chemotherapy alone (HR 0.28, 95% CI 0.02-
0.92)⁹¹. Other reports have confirmed the advantage of 
immunotherapy over chemotherapy alone, or combined 
with chemotherapy, for this population⁹². The use of 
immunotherapy for this indication is not approved by the 
health regulatory agencies of most countries in LATAM.
In patients with advanced gastric cancer and HER2 
overexpression, clinical guidelines recommend the use 
of chemotherapy combined with the anti-HER2 therapy 
trastuzumab⁴⁵. The addition of trastuzumab showed an 
improvement in OS in the TOGA trial⁹³. Combining anti-
HER2-targeted therapy with immunotherapy is a novel 

approach for this population and is also recommended 
in clinical guidelines⁴⁵. The KEYNOTE-811 showed 
an improvement in objective response, progression-
free survival (PFS), and OS with the combination of 
chemotherapy, trastuzumab, and pembrolizumab in 
patients with HER2-positive and CPS PD-L1 ≥1⁹⁴. There 
is no real-world data regarding the efficacy of combining 
chemotherapy, trastuzumab, and immunotherapy in 
LATAM. Yet, trastuzumab is available in most of the 
public institutions of the region. Pembrolizumab added 
to chemotherapy and trastuzumab is approved in some 
countries of LATAM (Ex, Mexico, Colombia).

New targeted therapies are emerging for the treatment 
of advanced gastric cancer. Claudin (CLDN) 18.2 and 
FGFR (Fibroblast Growth Factor Receptor) are new 
biomarkers with target drugs that have shown positive 
results in clinical trials. Zolbetuximab, a chimeric IgG1 
antibody targeting CLDN18.2, showed significant PFS 
and OS benefit when combined with chemotherapy in 
the SPOTLIGHT and GLOW trials for CLDN18.2-positive, 
HER2-negative, previously untreated locally advanced 
unresectable or metastatic gastric adenocarcinoma 
patients⁹⁵,⁹⁶. Zolbetuximab is now recommended in 
clinical practice guidelines; however, approvals are 
still pending across LATAM, and the drug is not yet 
available⁴⁵.

Bemarituzumab, a monoclonal antibody targeting 
FGFR2b, demonstrated improved PFS and OS in the 
phase II FIGHT trial when combined with chemotherapy 
in the first-line setting, particularly in patients with 
FGFR2b overexpression (IHC score 2+ or 3+ in ≥10% 
of tumor cells)⁹7. FORTITUTE-101 is an ongoing phase 
3 clinical trial that is evaluating the combination of 
bemarituzumab plus chemotherapy or placebo in the 
first-line setting of patients with advanced gastric 
cancer and overexpression of FGFR2b. The recruitment 
was completed, and the results are pending. The trial 
included patients from different LATAM countries: 
Argentina, Brazil, Chile, Colombia, Mexico, and Peru 
(NCT05052801). Bemarituzumab for advanced gastric 
cancer is not yet approved in any country.

Regarding antiangiogenic therapy, Ramucirumab 
showed limited efficacy as monotherapy (REGARD) 
but improved OS modestly when combined with 
paclitaxel in the RAINBOW phase 3 trial, establishing it 
as a second-line standard treatment⁴⁵,⁹⁸,⁹⁹. However, 
Ramucirumab is not approved across all LATAM 
countries (i.e., Mexico), and where it is approved is not 
always available in public institutions.

Finally, even though clinical trials are strongly 
recommended by international guidelines, they are 
not commonly available in LATAM, and only a small 
proportion of our patients (1.1%) are enrolled³⁴, reflecting 
significant gaps in research infrastructure and access.
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Challenges and Availability 
in Latin America
Gastric cancer in LATAM demonstrates significant 
regional disparities, reflecting the heterogeneity in 
socioeconomic status, healthcare access, dietary 
habits, and environmental factors across the continent. 
These disparities influence the incidence, age at 
diagnosis, histological subtypes, diagnostic practices, 
and survival outcomes observed in different countries 
and regions.

Challenges and Availability of Diagnostic Tools

One of the key challenges in addressing gastric cancer 
in LATAM is the limited availability of diagnostic tools, 
particularly in rural and underserved areas. Endoscopy, 
a critical tool for the early detection and diagnosis of 
gastric cancer, is not uniformly accessible across the 
region. Human resource shortages further compound the 
problem. The number of gastroenterologists and trained 
endoscopic technicians is disproportionately low in rural 
and low-income areas. For instance, some regions report 
only a handful of specialists serving entire provinces, 
forcing patients to travel long distances to access care. This 
lack of trained professionals not only delays diagnosis but 
also compromises the quality of care provided, particularly 
in complex cases requiring advanced techniques such as 
endoscopic ultrasound (EUS) for staging¹⁰⁰.

Absence of Advanced Treatments

The limited availability of advanced treatments such 
as chemotherapy, immunotherapy, and novel targeted 
therapies further exacerbates the disparities in gastric 
cancer outcomes. In many low- and middle-income 
countries in LATAM, standard chemotherapy regimens 
are often the only treatment option available. Access to 
immunotherapy agents, such as checkpoint inhibitors 
targeting PD-1/PD-L1, remains restricted due to high 
costs and limited healthcare budgets¹⁰¹,¹⁰². As a result, 
patients who could potentially benefit from these 
innovative treatments are left with suboptimal options.

Emerging therapies, such as Claudin inhibitors, which 
show promise in treating specific subtypes of gastric 
cancer, are virtually nonexistent in the region. These 
therapies, currently in clinical trials or early adoption 
stages in high-income countries, are years away from 
being accessible to LATAM populations. The lack of 
infrastructure for clinical trials and the high cost of 
importing these therapies create significant barriers to 
their introduction¹⁰³,¹⁰⁴,¹⁰⁵. Consequently, patients are 
unable to access timely, cutting-edge treatments that 
could improve survival and quality of life.

Challenges and Availability 
Ongoing Clinical Trials in 
LATAM
Some of the ongoing clinical trials in the region LATAM 
are presented in Table 3.

Table 3. Ongoing clinical trials in LATAM evaluating systemic therapies for gastric and 
gastroesophageal junction cancers
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Conclusion
Gastric cancer in Latin America (LATAM) is 
characterized by marked heterogeneity in incidence, 
stage at diagnosis, biomarker distributions (HER2, 
MSI/dMMR, EBV, PD-L1), and access to diagnostics 
and therapies. These differences shape eligibility for 
biomarker-directed and immuno-oncology regimens 
and contribute to persistently poor outcomes in many 
settings, even as some countries show encouraging 
mortality declines. Closing diagnostic and treatment 
gaps is an urgent public-health and health-systems 
priority, with steps available now that can improve care 
while building regional capacity.

For policymakers and public health, the most immediate 
opportunities are to implement targeted H. pylori test-
and-treat strategies in high-risk subregions; to subsidize 
and standardize a core biomarker panel (HER2 by IHC/
ISH, MSI/dMMR, PD-L1 using CPS, and CLDN18.2) with 
centralized quality assurance; to invest in endoscopy/
EUS, pathology (including reflex biomarker workflows), 
and referral pathways that shorten time to diagnosis; 
and to create evidence-based access pathways for 
immunotherapy and targeted agents through health-
technology assessment and, where appropriate, risk-
sharing agreements.

For clinicians and health systems, delivering guideline-
concordant perioperative care, harmonizing pathology 
and biomarker reporting (specimen adequacy, HER2 
algorithms, MSI methods, PD-L1 CPS), and re-testing 
when clinically indicated can immediately raise the 
standard of care. Early referral to multidisciplinary GI 
teams and clinical-trial centers, paired with patient 
navigation to reduce loss-to-follow-up, should be 
routine elements of care pathways, alongside timely 
nutritional and palliative support.

For researchers and trial networks, expanding population-
based registries that capture stage, biomarkers, 
treatments, and outcomes with harmonized data 
dictionaries will enable cross-country comparisons and 
quality improvement. Increasing LATAM participation in 
practice-shaping trials, including pragmatic designs and 
biomarker-enriched neoadjuvant and adjuvant studies, 
and developing regional basket and umbrella platforms 
are practical ways to accelerate evidence generation. 
Implementation science, health-economics evaluations 
of H. pylori programs and endoscopy access, and real-
world studies of immunotherapy and targeted strategies 
are equally essential to guide policy and practice.

With coordinated action across policy, clinical care, and 
research, LATAM can achieve earlier diagnosis, broader 
biomarker-driven treatment, and tangible survival gains, 
narrowing global disparities in gastric cancer outcomes.
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