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Introduction

Gastric cancer (GC) ranks as the fifth most prevalent cancer
globally, with approximately one million new cases reported
worldwide in 2020.! According to Globocan 2020 data gastric
cancer ranks as the fourth most prevalent cancer in Albania.!! The
predominant histological type is adenocarcinoma (95% of GC
cases) followed by gastrointestinal stromal tumor (GIST), leio-
myoma, lymphoma, and neuroendocrine tumor.?

The primary curative option for GC is surgery. Gastrectomy
with D2 lymphadenectomy is considered the standard surgical
approach for locally advanced GC. The surgical options of ga-
stric cancer are followed by reconstruction techniques achieving
optimal resection margins, pathologic staging, and harvesting an
adequate number of lymph nodes, significantly influence patient
postoperative functional status. Despite notable improvements in
surgical approaches for gastric cancer over recent decades, the
mortality rate associated with this disease remains elevated.

The purpose of this study is to describe our surgery experien-
ce for GC.

Materials and methods

This retrospective analysis was performed on a total of 80 pa-
tients that underwent surgical procedures for gastric cancer (GC)
at the First Service of General Surgery, UHC “Mother Theresa”
in Tirana, Albania between January and December 2019.

The analysis includes demographical characteristics, tumor
staging, and surgical procedures performed, with a particular fo-
cus on patients treated with curative surgical intent. The informa-
tion was deducted from the clinical file of patients.

Preoperative staging procedures included abdominal and pel-
vic computed tomography, upper digestive endoscopy, and labo-
ratory tests.

Patients involved in the study were those who had previously
undergone diagnostic or endoscopic procedures and subsequent-
ly proceeded to resection. The type of gastric resection (total or
subtotal) was based on the tumor’s location, aiming to achieve a
tumor-free proximal margin (RO).

Staging was based on the Eighth Edition of the TNM system
by the American Joint Committee on Cancer/Union for Interna-
tional Cancer Control (AJCC/UICC).?

The surgical approach and the extent of lymphadenectomy
adhered to the guidelines recommended by the Japanese Gastric
Cancer Association 6" Edition.*

Patients with tumors originating outside the stomach or tho-
se undergoing gastric surgical procedures for benign conditions,

such as peptic ulcers or gastrostomy for other reasons were
excluded from this study.

Results

Demographical results are presented in Table 1. The patients in-
cluded in the study hail from various regions of Albania, although
a significant portion originates from the capital city, Tirana. It’s
noteworthy to mention that the majority of the participants are
ethnically Albanian, belonging to the Caucasian ethnic group.

Table 1. Demographics of patients diagnosed with GC

Sex Pts %
Male 60 75%
Female 20 25%
M:F ratio 3:1
Age

Mean age (Range) 63 33-89

The patients were divided into three groups according to the
primary site of the tumor as shown in Table 2.

Table 2. Primary site of tumor

Localization Pts %
Gastric antrum and pylorus 42 52.5%
Gastric corpus 30 37.5%
Cardia 8 10%

Gastric adenocarcinoma, the most frequent histological type
was diagnosed in 63 patients, whereas nonadenocarcinoma pri-
mary gastric tumors were detected in 11 patients in total as pre-
sented in Table 3.

Table 3. Histological types of GC

Histological type Pts %
Adenocarcinoma 63 78.7%
GIST 4 7.6%
Lymphoma 3 5.9%
Signet cell carcinoma 2 3.8%
NET 1 1.9%
Rare variants 1 1.9%
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Of these patients, 91.3% were treated with curative intent, as
shown in Table 4, while 8.7 % underwent palliative surgery as
they were not considered candidable for surgery.

The reasons of inoperability were peritoneal carcinomatosis
(P+), positive peritoneal cytology (CY+), distant lymph node
metastasis (LN+), multiple liver metastasis (H+), distant organs
metastasis (brain, bone, ecc.) and palliative procedures were
done 3 gastrostomies, 3 gastroenteroanastomosis.

Table 4. Curative intent strategies

Surgical procedure Pts %
Total gastrectomy 40 50%
Subtotal gastrectomy 29 36.25%
Polar superior resection 4 5%
Exploratory laparotomy 7 8.75%

Regarding the UICC TNM stage classification, TNM, advan-
ced stage was the most frequent as shown in Table 5. According
to the histopathological findings, 32.5% of the patients are in sta-
ge IIT and 21,2 % stage IV.

Mean number of lymph nodes harvested are 15 (range min
12 — max 35) LN.

Table 5. Staging of patients with gastric adenocarcinoma

Staging Pts %
TNM STAGE

1 7 8.7%

I 29 36,25%
I 26 32,5%
v 17 21,2%

Reconstruction techniques as shown in Table 5 were perfor-
med depending on the type of surgery.

Table 6. Reconstruction techniques performed after surgery

Reconstruction type Pts %
RouxenY 40 50%
Billroth IT 29 36.25%

Gastro-esophageal anastomosis 4 5%

Discussions

Typically, there is a higher incidence of gastric cancer in men
compared to women, as indicated by the demographic data of our
study which is concordant with other studies.> Other studies sug-
gest that the gender disparity is not statistically significant among
individuals below the age of 45.° The difference is observed in
older age groups, reaching its peak in the 65-69 age range, where
the male-to-female ratio is reported to be 3:1. An increase in the
incidence of gastric cancer in women was observed when com-
pared to studies conducted in previous years.’

The most common site was the distal stomach, precisely the
antrum-pyloric region. This distribution aligns with other studies®
and is linked to major risk factors, including H. pylori infection,
smoking habit, and excessive daily intake of salt.

Histopathological findings indicated that most patients were
diagnosed in stage III and IV (more than 50% of the patients).
The patients are in advanced stage when they present in medical
services.

Common surgical procedures included total gastrectomy
with D2 lymphadenectomy, followed by subtotal gastrectomy.
The choice of gastric resection depended on tumor location and
the ability to achieve RO-margin free of tumor. Total gastrectomy
was prevalent in tumors of the stomach’s body, while subtotal
resection was performed in the antrum-pyloric region and polar
superior for cardia region in selected patients.

Lymphadenectomy is now considered standard for treating
gastric cancer and is recommended in various national guidelines
for patients with advanced gastric cancer.® A Cochrane systema-
tic review found that D2 lymphadenectomy led to significantly
better disease-specific survival compared to D1 lymphadenec-
tomy, despite a higher mortality rate in the D2 group. However,
no significant difference was observed in the disease-free inter-
val between the two groups. The Japan Clinical Oncology Group
(JCOQG) trial 9501 revealed that D3 lymphadenectomy, which
includes para-aortic lymph node dissection, resulted in higher
morbidity rates but did not significantly improve overall 5-year
survival or local recurrence compared to D2 lymphadenectomy.
Analysis of the Surveillance, Epidemiology, and End-Results
(SEER) database suggests that removing more than 15 lymph
nodes during gastrectomy for gastric cancer can improve survi-
Val.12’13'14’15

The mean number of lymph nodes harvested in this study
was 15 which follows the NCCN guidelines that recommend
D2 lymphadenectomy or a minimum recovery of 15 lymph no-
des for safety and an average of 29 retrieved lymph nodes for
adequacy.?

The debate over extended resection (D2 resection with sple-
nectomy and distal pancreatectomy) for advanced gastric can-
cer, initially performed by Japanese surgeons, has persisted for
decades. While early reports suggested improved survival, large
prospective randomized controlled trials failed to demonstrate a
significant survival benefit. Patients undergoing splenectomy and
distal pancreatectomy experienced higher morbidity, mortality,
and longer hospital stays. In a study by Otsuji et al., out of 128
patients undergoing total gastrectomy for gastric adenocarcino-
ma, pancreatosplenectomy (PS) and splenectomy (S) were asso-
ciated with higher morbidity and mortality rates, primarily due to
pancreatic fistula occurrence. 6171819

Conclusions

Despite a decrease in gastric cancer incidence across Europe in
the past few decades, it remains a relatively common tumor in
Albania.

In the present study, we reported a broad view of GC surgical
treatment in the Service of First Clinic in Mother Teresa Hospital.

At present, the primary curative treatment for gastric cancer
is surgical resection, in advanced gastric cancer preoperatory ne-
oadjuvant chemotherapy is indicated.

This study provides an indicator of the importance of a pro-
per staging of gastric cancer following the AJCC Staging Sy-
stem which is one of the main factors determining the treatment
type.

The study suggests that gastric surgery with D2 lymphade-
nectomy could be effectively performed in patients with defined
tumor margins and with low operative risk. The positivity to di-
stant metastases could lead to inoperable cases that terminate
with exploratory laparotomy or nutritional jejunostomy.
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