ORIGINAL ARTICLE NEPAL MED COLL J 2019; 21(3): 199-203

GASTRIC CANCER IN NEPAL A LOCALLY ADVANGED DISEASE
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ABSTRACT

The goal of this study is to describe the distribution of gastric cancer by age, gender, duration of
symptoms, nutritional status and staging of the disease based on operative findings and correlation
between the data. This was an observational study. The study was conducted at Department of Surgery,
Nepal Medical College Teaching Hospital from December 2012 to December 2017. All patients who
were admitted to the department with a diagnosis of stomach cancer and underwent palliative or
curative intent procedure were reviewed and analyzed. Out of the 80 patients, 51(63.7%) were male
and 29 (36.3%) patients were female. The disease was commonest in the 6th and 7th decades of
life. Majority of the patients were of Tibetoburmese (Mongolian) origin with 44 (55%). Majority of
patients, 60 (75%) patients had long duration of illness of more than 6 months. Most of the patients
had albumin level less than 3gm/dl. Gastric carcinoma is a male predominant malignancy usually
of old age and commonly observed in the Tibeto-Burman group of people. Overwhelming majority
diagnosed at an advanced stage and had poor prognosis.
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INTRODUCTION

Gastric cancer remains the fourth most common
type of cancer and is the second leading cause
of cancer-related death worldwide.! The
incidence of stomach cancer is increasing in
Nepal and it is one of the commonest cancers in
the Nepalese population. Dried, smoked, salted
foods and alcohol are considered as higher risk
factors for gastric cancer in Nepal. There is a
growth of stomach cancer in Nepal in certain
populations, more commonly afflicted are the
lower socioeconomic classes due to increase in
incidence of Helicobacter pylori bacteria in these
group of people.?

Due to the difficult landscapes, lower literacy rate
and difficult access to health centers, people with
stomach cancer usually have advanced disease
at presentation. The incidence rate in men is
double that of women and incidence increases
with age.>* Even within the same geographic
region certain ethnic groups have significantly
higher risk of disease.® According to the present
data from Nepal, it is the 5 commonest cancer
including both genders, 3rd in males and 6th in
females.* Endoscopic biopsy is widely regarded
as the most sensitive and specific diagnostic tool
for gastric cancer.’ Currently, the only potentially
curative treatment for gastric cancer is surgery
with adequate lymph node dissection.

MATERIALS AND METHODS

Study was conducted at Department of Surgery,
Nepal Medical College Teaching Hospital from
December 2012 to December 2017. All patients
who were admitted to the department with a
diagnosis of stomach cancer and underwent
palliative or curative intent procedure were
reviewed and analyzed. The goal of this study
was to describe the distribution of cancer by age,
gender, duration of symptoms, nutritional status
and staging of the disease based on preoperative
investigations, operative findings and correlation
between the data.

Patient’s data was prospectively kept. The
parameters analyzed were age, gender, location,
gross and microscopic types. Cases excluded from
the study were (a) Tumors with extensive areas of
necrosis and no viable or normal looking tissues
(b) Cases where the site of biopsy is unclear,
not mentioned by endoscopist or could not be
identified histologically (c) Other types of gastric
malignancies (e.g., lymphoma, gastrointestinal
stromal tumor etc). The data collected was
analyzed using recent SPSS 16™ version.

RESULTS

In our study, 80 patients were included. Out of the
80 patients, 51(63.7%) were male and 29 (36.3%)
patients were female. The age ranged from 30 to 80
years, more among the 6th and 7th decades of life.
Majority of the patients were of Tibetoburmese
(Mongolian) origin with 44 (55%) patients out
of 80 cases. Others were Caucasians in 16 (20%)
cases, 12 (15%) were Newars, 8(10%) were of
ethnic Terai origin (Fig. 1). Once careful history
and examination was done, hematological, biopsy
and imaging studies were sent. Hemoglobin
ranges from 7.5 to 14 mg/dl.

Out of 80 patients, 60 (75 %) patients had long
duration of illness with duration of symptoms
more than 6 months. 14 (17.5%) patients had
symptoms for 3 to 6 months and only 6 (7.5%)
patients presented early with less than 3 months
of symptoms. The albumin level ranged from 2 to
4.1. Most of the patients had albumin level less
than 3gm/dl suggesting poor nutritional status of
the patient and long duration of disease (Table 1).

Table 1: Albumin level

Albumin range Frequency

<3 gm/dl 51 (63.7%)
>3 gm/dl 29 (36.2%)
Total 80

Ethnic population

- Tibeto-Burmese 55% (44)
- Brahmins/Chhettris 20% (16)
. Newars 15% (12)

[[] Ethnic Terai 10% (8)

Fig. 1: Ethnic distribution
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Forty six of the patients presented with advanced
metastatic or unresectable disease where as
32 patients had locally advanced disease and
only 2 patients had early disease (Table 4). The
distribution of the different stages of disease
amongst male and female is shown in fig. 3.

Table 2: Stage of cancer

Stage of cancer Frequency
Early cancer 2 (2.5%)
Locally advanced cancer 32 (40%)

Unresectable metastatic cancer 46 (57.5%)
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Fig. 2: Type of surgery

Curative intent surgery included D2 gastrectomy
(radical resection of the stomach along with
adequate lymph node dissection) which was
done in 38 (47.5%) cases. Most of the patients
(42 or 52.5%) underwent palliative gastrectomy,
gastrojejunostomy or a feeding jejunostomy. In
all the cases histopathological specimen were
sent (Fig. 2).

Elderly male patients presented with advanced
disease as compared to female and younger
patients butit wasnt statistically significant. There
was significant morbidity in a total of sixteen
patients, wound infection was the most common
complication followed by urinary tract infection
and pneumonia. Radiology guided drainage
procedure was required in two patients. Three
patients underwent a redolaparotomy (3.8%) one
was for postoperative hemorrhage and the other
two were for a duodenal blowout. See table 3.
There were 3 mortalities (3.8%). One was a patient
who underwent a palliative gastrojejunostomy
but subsequently developed burst abdomen
and pneumonia. The other two were for D2
gastrectomies. One was for a duodenal blowout
and died of sepsis and its complications.The third
was for postoperative bleed, on relaparotomy
clots and collection were present in the lesser sac
but no definitive bleeder.

Surgery remains the mainstay of curative
treatment of resectable gastric cancer and
complete resection of a gastric tumor with
resection of adjacent lymph node is the only
chance for a cure.'®'” As majority of the patients
presented with advanced disease, we were
unable to perform definitive surgery in them;
only palliation was done.

In conclusion, gastric carcinoma is a male
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Fig. 3: Distribution of the different stages of
disease amongst male and female

Table 3: Morbidity

Morbidity n
Superficial wound infection 13
Pneumonia 9
Urinary tract infection 8
Burst abdomen 5
Intrabdominal abcess/ collection 4

DISCUSSION

Cancer health disparities are differences in the
incidence, prevalence, mortality and burden of
cancer and related adverse health conditions that
exist among specific population groups.

Such disparities related to race and ethnicities
are well described and are major public health
concerns. Cancer incidence and death rates vary
considerably among selected racial and ethnic
groups.®® For example it was more prevalent in
ethnic Mongolian race in our study. Prevalence
of metastatic deposits and late presentation of the
disease was also highest in the same population
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Table 4: Distribution of different stages of disease in various age groups

Final Stage
Age range P value
8 8 Early cancer Locally advanced Advanced cancer
cancer
<=40 years 0 4
40-50 years 0 4 6
50-60 years 0 6 20 0.106
60-70 years 2 14 16
>70 years 0 4 4
group. Such disparities are seen even in the predominant malignancy usually of old age

western studies. For example in a study conducted
by Merchant SJ et al disparities in gastric cancer
shows clear disparities between hispanics, asian
and white communities in descending order.®
Ethnicity and race also had effects in overall
survival. In study done by Kim et al in 2010,”
on Gastric cancer among white, black, Hispanic
and Asian population, Asians had highest overall
survival. Asian race independently predicted
improved survival for surgical patients.®

Among different studies conducted in Nepal
fifty percent of patients belonged to Brahmin
and Chhetris (Hill) followed by Janajatis (Hill)
35% and Newars 11%, both of whom belonged
to the Janajatis and amongst them it was more
frequently observed in the Gurung and Sherpa
community.>1°

The incidence of gastric cancer is known to
increase with age with the peak incidence
occurring at 60-80 years.!! In a study done in
Nepal more than half of the patients (55.7%) were
in age group of 50-70 years with the mean age
of 59.6 years and male to female ratio of 2:1.12
Similar finding was observed in other study which
showed 80.5% patients of more than 45 years and
male to female ratio was 1.97:1.1* Our study also
showed similar results with 72.5 % patients more
than 50 patients and male to female ratio of 1.7:1.

Most patients were from rural areas. Most
patients belong to the hilly region which makes
health care access difficult and practice of
traditional medicine also limits their accessibility
to health care facilities.'* As their beliefs on
witchcraft and reliance on traditional faith healer
for treatment is quite strong among all the ethnic
communities, visit to a health facility becomes
inevitable only when problem gets worse or
unbearable,’s delaying diagnosis and cause for
late presentation. So, poverty, difficult access and
beliefin traditional medicine all contribute to late
present.1415

and commonly observed in the Tibeto-Burman
group of people. It is usually diagnosed at an
advanced stage and has poor prognosis. Thus,
early detection is the key to improve the survival
of gastric cancer patient.
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