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The role of lymphadenctomy in the treatment of gastric cancer

AD,F

Andrzej L. Komorowski

Department of Surgery, College of Medicine, University of Rzeszéw, Poland

A - Research concept and design, B — Collection and/or assembly of data, C — Data analysis and
interpretation, D — Writing the article, E — Critical revision of the article, F — Final approval of the article

Abstract

In this commentary the author discusses the current status and clinical importance of lymphadenec-
tomy performed for the treatment of gastric cancer.
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Introduction

The debate concerning the extent of lymphadenectomy during gastric
cancer surgery has been going on for some 30 years [1]. The definitions of
DI, D2 and D3 have evolved together with the indications for each one
of them. Over time, the data have gradually confirmed one thing: the more
extensive the lymphadenectomy, the better for gastric cancer patients.
Current TNM requires 16 nodes to be resected, and a study by Woo et
al. suggests that 29 or more translates into better survival [2]. In a re-
cent paper Desiderio et al. define “optimal lymphadenectomy” as retrieval
of 30 nodes or more [3]. In fact, at gastric cancer centres of excellence
the median number of nodes retrieved can be as high as 35 [4], which
is indeed reassuring. Unfortunately, the reality — as shown by Desiderio
et al. — is much less optimistic. Almost 50% of patients operated on in
the USA underwent inadequate lymphadenectomy (less than 16 nodes),
while lymphadenectomy was optimal for only 15%. Let us not underes-
timate this data: every second patient underwent an operation that was
not optimal according to current standards of treatment. Not surprisingly,
suboptimal lymphadenectomy reduced the chances of survival. How was
such a disastrous quality of surgery possible in a country famous for rigor-
ous surgical training? An intuitive explanation would be that surgeons are
required to define their lymphadenectomy as D1, D2 or D2+, but rarely
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is this subsequently compared to the number of excised nodes. It is fairly
easy to call an operation D2+. However, if this operation yields less than
16 nodes, something is definitely wrong. Either the surgeon is being eco-
nomical with the truth or s/he does not understand what D2+ means [5].
Data falsification is a serious problem and not easy for the medical and
surgical community to deal with. It is difficult to detect, difficult to prove
and the consequences for those who are guilty of it are quite limited [6].

However, if the problem only lies in the surgical technique — and this
seems to be the most likely explanation for these findings — it should clear-
ly be much easier to correct. Understanding the technical aspects of ade-
quate lymphadenectomy is simply a matter of training. The data point out
that this training might be suboptimal. So maybe it is time to admit that
western training in gastric lymphadenectomy is inferior to what we know
from the Asian surgical community, and we have to work hard to close
this gap.

Desiderio et al. are optimistic, stating that in the last study period the
percentage of patients undergoing optimal lymphadenectomy rose from
15% to 30%. We can agree that this is a good sign, but for 70% of Ameri-
can patients, lymphadenectomy is still less than adequate. We are spending
millions of dollars on the development of new chemotherapeutic agents,
and yet we have a way to improve the survival rate of gastric cancer pa-
tients considerably, simply by performing better quality surgery. Perhaps
the time has come to spend a fraction of those millions on better training
and quality control of lymphadenectomy for gastric cancer.
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