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Abstract

Postgastrectomy quality of life (QoL) is affected by various symptoms, and compared with the preoperative baseline QoL, is typically impaired for the first 6 mo after surgery. Thereafter, improvement to a stable QoL is observed at approximately 12 mo postoperatively. We consider the digestive tract reconstruction pattern to be a determining factor in postgastrectomy QoL among gastric cancer patients, and believe it requires further discussion. Proximal gastrectomy is associated with the worst postoperative QoL among gastrectomy procedures and should be performed cautiously. The trend of better QoL provided by the pouch procedure of total gastrectomy requires further robust support. Whether the use of Billroth-Ⅰ gastroduodenostomy or Roux-en-Y gastrojejunostomy for distal gastrectomy is optimal remains controversial, but Roux-en-Y gastrojejunostomy is likely to be preferable.
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TO THE EDITOR

Gastric cancer is the fourth most common malignancy worldwide, and surgery remains the only established curative treatment for this disease in the resectable stages[1,2]. With the development of standard surgery for gastric cancer, gastrointestinal surgeons have recently not only paid attention to how to “cure” the patients, but also have taken an increased interest in how to “care” for patients and improve quality of life (QoL). According to our experiences, postgastrectomy QoL is affected by various symptoms, such as reflux, dyspepsia, and pain. Compared with preoperative baseline QoL, postgastrectomy QoL is generally impaired within the first 6 mo postoperatively. However, by approximately 12 mo, QoL improves to a stable level. Recently, Karanicolas et al[3] reported a cohort series and concluded that most postgastrectomy symptoms were resolved within 6 mo postoperatively. According to the Oxford 2011 level of evidence for treatment benefits, the study by Karanicolas et al provided level 3 evidence[4]. Similarly, other studies have also reported that 6 mo postgastrectomy might be the turning point of recovery in QoL (Oxford 2011 level 4 for treatment benefits)[5,6]. We consider the digestive tract reconstruction pattern to be a prognostic indicator of postgastrectomy QoL among gastric cancer patients, and we therefore believe that this warrants further discussion.

First, the extent of resection and the reconstruction pattern for upper-third gastric cancer, i.e., proximal gastrectomy with esophagogastrostomy or total gastrectomy with esophagojejunostomy, has been frequently discussed. The treatment guidelines of the Japanese Gastric Cancer Association have defined proximal gastrectomy as a modified surgical procedure for early (cT1) upper gastric cancer in cases in which at least half of the stomach can be preserved[7]. This requirement must be met for the sake of both oncologic and QoL outcomes. A meta-analysis has reported the disadvantages of proximal gastrectomy; total gastrectomy achieved a lower recurrence rate (Peto OR = 0.53, P = 0.004), whereas proximal gastrectomy was associated with higher morbidity (OR = 0.11, P < 0.00001) with respect to reflux esophagitis (OR = 0.04, P < 0.00001) and anastomotic stenosis (OR = 0.14, P < 0.00001) (Oxford 2011 level 1- for treatment harms)[8]. Therefore, advanced upper-third disease is ineligible for proximal gastrectomy.

Additionally, total gastrectomy appears to be overtreatment for early upper gastric cancer, although long-term persistent or moderate-to-severe gastroesophageal reflux is often observed in cases of proximal gastrectomy for these early diseases. This is challenging for gastric cancer surgeons when considering and choosing the appropriate method of proximal gastrectomy. To improve postgastrectomy QoL, it is possible that some modified reconstruction procedures can be used as alternative approaches, such as interposition of the jejunum with or without a pouch and double tract reconstruction. These surgical approaches are designed to reduce reflux. Whether these modified reconstruction patterns should be used in general practice is unclear. Opinions and experience are likely to be diverse among surgeons, and indeed, there is no robust evidence to support their use.

In cases of total gastrectomy for upper and middle gastric cancer, reflux appears to be less common, but the limited intake volume and abandoned duodenal passage may impair postgastrectomy QoL. The modified reconstruction patterns concern Roux-en-Y esophagojejunostomy with a pouch, jejunal interposition with or without a pouch, and double tract reconstruction. Several small-sized studies have reported benefits of these modified reconstruction patterns, and a meta-analysis has also emphasized improved QoL following the use of pouch reconstruction methods (Oxford 2011 level 1- for treatment benefits)[9,10]. Before surgery, the possible QoL and symptoms following each procedure should be discussed with patients. Indeed, these outcomes should be the focus of future research.

Second, the reconstruction pattern used in distal gastrectomy is also controversial due to the consideration of postgastrectomy QoL. In a cohort study, only Billroth-Ⅱ reconstruction was performed in distal gastrectomy[3]. Billroth-Ⅱ gastrojejunostomy is currently considered to be associated with bile reflux, biliary gastritis, and even the risk of remnant stomach cancer, which could therefore influence postgastrectomy QoL. Thus, two other common approaches, Billroth-Ⅰ gastroduodenostomy and Roux-en-Y gastrojejunostomy, have been preferred by growing numbers of surgeons. The Japanese National Cancer Center Hospital reported a shift from performing a majority of Billroth-I gastroduodenostomy procedures to Roux-en-Y gastrojejunostomy in 1997, whereas Billroth-Ⅱ gastrojejunostomy is no longer performed[11]. A recent randomized controlled trial compared these three reconstruction patterns and concluded that Roux-en-Y gastrojejunostomy was superior to Billroth-Ⅰ and Billroth-Ⅱ with Braun anastomosis in terms of the frequency of bile reflux (Oxford 2011 level 2 for treatment harms)[12]. However, both this study and another multicenter trial also suggested that the postoperative QoL assessment was comparable between Roux-en-Y gastrojejunostomy and Billroth-Ⅰ procedures (Oxford 2011 level 2+ for treatment benefits)[12,13]. We must now consider whether Billroth-Ⅱ gastrojejunostomy is out of date in clinical practice.

Moreover, the QoL questionnaires (C30 and STO22) from the European Organization for Research and Treatment (EORTC) are commonly accepted tools used to quantitatively evaluate postgastrectomy QoL among gastric cancer patients. Compared with many similar studies, using the minimal important difference calculation and adjustments for several clinical confounders should be considered as an improved methodology to facilitate the correct interpretation of results and avoid their misunderstanding or misleading presentation[3]. However, we believe that one confounder continues to be underestimated or ignored, namely, the laparoscopic procedure. Laparoscopic gastric cancer surgery has gradually become more and more popular in the world, especially for early gastric cancer[14]. A case-control study compared the QoL of laparoscopy-assisted vs open distal gastrectomy for cancer using EORTC questionnaires and had a mean follow-up duration of 20.8 ± 8.9 mo. The results showed that the laparoscopic procedure trended toward better performance regarding reflux and body image at this time point; moreover, it was the same in the stratum for Billroth-Ⅱ reconstruction (Oxford 2011 level 4 for treatment benefits)[15]. Therefore, laparoscopic procedures should be considered potential confounders and should be better adjusted for within QoL analyses.

REFERENCES

1
Chen XZ, Jiang K, Hu JK, Zhang B, Gou HF, Yang K, Chen ZX, Chen JP. Cost-effectiveness analysis of chemotherapy for advanced gastric cancer in China. World J Gastroenterol 2008; 14: 2715-2722 [PMID: 18461656]

2
Chen XZ, Yang K, Liu J, Chen XL, Hu JK. Neoadjuvant plus adjuvant chemotherapy benefits overall survival of locally advanced gastric cancer. World J Gastroenterol 2011; 17: 4542-4544 [PMID: 22110287 DOI: 10.3748/wjg.v17.i40.4542]

3
Karanicolas PJ, Graham D, Gönen M, Strong VE, Brennan MF, Coit DG. Quality of life after gastrectomy for adenocarcinoma: a prospective cohort study. Ann Surg 2013; 257: 1039-1046 [PMID: 23665970 DOI: 10.1097/SLA.0b013e31828c4a19]

4
OCEBM Levels of Evidence Working Group. “The Oxford 2011 Levels of Evidence”. Oxford Centre for Evidence-Based Medicine. 2011. Available from: URL: http://www.cebm.net/index.aspx?o=5653

5
Zieren HU, Jacobi CA, Zieren J, Müller JM. Quality of life following resection of oesophageal carcinoma. Br J Surg 1996; 83: 1772-1775 [PMID: 9038566 DOI: 10.1002/bjs.1800831235]

6
Barbour AP, Lagergren P, Hughes R, Alderson D, Barham CP, Blazeby JM. Health-related quality of life among patients with adenocarcinoma of the gastro-oesophageal junction treated by gastrectomy or oesophagectomy. Br J Surg 2008; 95: 80-84 [PMID: 17849373 DOI: 10.1002/bjs.5912]

7
Japanese Gastric Cancer Association. Japanese gastric cancer treatment guidelines 2010 (ver. 3). Gastric Cancer 2011; 14: 113-123 [PMID: 21573742 DOI: 10.1007/s10120-011-0042-4]

8
Wen L, Chen XZ, Wu B, Chen XL, Wang L, Yang K, Zhang B, Chen ZX, Chen JP, Zhou ZG, Li CM, Hu JK. Total vs. proximal gastrectomy for proximal gastric cancer: a systematic review and meta-analysis. Hepatogastroenterology 2012; 59: 633-640 [PMID: 22328267]

9
Fein M, Fuchs KH, Thalheimer A, Freys SM, Heimbucher J, Thiede A. Long-term benefits of Roux-en-Y pouch reconstruction after total gastrectomy: a randomized trial. Ann Surg 2008; 247: 759-765 [PMID: 18438112 DOI: 10.1097/SLA.0b013e318167748c]

10
Gertler R, Rosenberg R, Feith M, Schuster T, Friess H. Pouch vs. no pouch following total gastrectomy: meta-analysis and systematic review. Am J Gastroenterol 2009; 104: 2838-2851 [PMID: 19672251 DOI: 10.1038/ajg.2009.456]

11
Nunobe S, Okaro A, Sasako M, Saka M, Fukagawa T, Katai H, Sano T. Billroth 1 versus Roux-en-Y reconstructions: a quality-of-life survey at 5 years. Int J Clin Oncol 2007; 12: 433-439 [PMID: 18071862 DOI: 10.1007/s10147-007-0706-6]

12
Lee MS, Ahn SH, Lee JH, Park do J, Lee HJ, Kim HH, Yang HK, Kim N, Lee WW. What is the best reconstruction method after distal gastrectomy for gastric cancer? Surg Endosc 2012; 26: 1539-1547 [PMID: 22179454 DOI: 10.1007/s00464-011-2064-8]

13
Takiguchi S, Yamamoto K, Hirao M, Imamura H, Fujita J, Yano M, Kobayashi K, Kimura Y, Kurokawa Y, Mori M, Doki Y. A comparison of postoperative quality of life and dysfunction after Billroth I and Roux-en-Y reconstruction following distal gastrectomy for gastric cancer: results from a multi-institutional RCT. Gastric Cancer 2012; 15: 198-205 [PMID: 21993852 DOI: 10.1007/s10120-011-0098-1]

14
Chen XZ, Hu JK, Yang K, Wang L, Lu QC. Short-term evaluation of laparoscopy-assisted distal gastrectomy for predictive early gastric cancer: a meta-analysis of randomized controlled trials. Surg Laparosc Endosc Percutan Tech 2009; 19: 277-284 [PMID: 19692873 DOI: 10.1097/SLE.0b013e3181b080d3]

15
Liu J, Yang K, Chen XZ, Dai B, Zhang B, Chen ZX, Chen JP, Zhou ZG, Hu JK. Quality of life following laparoscopic-assisted distal gastrectomy for gastric cancer. Hepatogastroenterology 2012; 59: 2207-2212 [PMID: 22282128]

P- Reviewer: Sgourakis G    S- Editor: Cui XM    L- Editor: Cant MR    E- Editor: Zhang DN

�








