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Successful Distal Gastrectomy for Gastric Cancer
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Abstract. Extended lymph node dissection in patients with
gastric cancer with liver cirrhosis can lead to severe
morbidity and mortality, especially in those with Child-Pugh
class B or C cirrhosis. We, herein, report a case of advanced
gastric cancer with alcoholic liver cirrhosis that was
successfully treated by surgery. A 58-year-old male patient
was diagnosed with gastric cancer with alcoholic liver
cirrhosis Child-Pugh class B. A red blood cell transfusion
was performed to treat cancer-related hemorrhage; however,
the patient’s hemoglobin level did not improve and distal
gastrectomy with D1 lymph node dissection was
subsequently performed to prevent further bleeding. He was
able to leave the hospital at postoperative day 16 without
severe complication. Patients with liver cirrhosis can
undergo distal gastrectomy with D1 lymph nodes dissection
even in those with Child-Pugh class B.

Gastric cancer is one of the most commonly diagnosed
tumors worldwide (1). In Japan, the gastric cancer treatment
guidelines recommend gastrectomy with D2 lymph node
dissection (2); however, extended lymph node dissection in
patients with gastric cancer with liver cirrhosis (LC) can lead
to severe postoperative complications (3-5). Thus, because
LC is a major complication and terminal stage of hepatitis,
the appropriate surgical strategy in patients with gastric
cancer with LC remains controversial.
Several studies have examined the surgical risks in such
patients (6, 7); however, such investigations have involved
very few cases of cancer with alcoholic LC. We herein
present a case of advanced gastric cancer with alcoholic LC
that was successfully treated by surgery.
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Case Report

A 58-year-old male patient with LC due to long-term intake
of alcohol (230 g per day) was referred to the Kochi Medical
School Hospital for the treatment of gastric cancer. He had
been suffering from appetite loss and leg edema for 5
months.
On admission, he had signs of anemia, ascites, and leg
edema. Blood examination revealed decreased hemoglobin
(5.3 g/dl; normal range=13.7-16.8 g/dl), increased total
bilirubin (1.8 mg/dl; normal range=0.4-1.5 mg/dl), low
albumin (2.1 g/dl; normal range=4.1-5.1 g/dl), and increased
creatinine (1.25 mg/dl; normal range=0.65-1.07 mg/dl). His
prothrombin time was 52.1% (normal range=70-130%). The
staging of LC was class B, according to the Child-Pugh
classification. Indocyanine green (ICG) retention rate at
15 min was 53.5%, and esophagogastroduodenoscopy
revealed a type 2 tumor with hemorrhage in the lower third
of the stomach (Figure 1). Enhanced computed tomographic
(CT) imaging demonstrated irregularity in the liver surface,
shunting from the splenic vein to the left renal vein,
increased thickness of the pylorus wall, and lymph node
swelling (Figure 2). The clinical diagnosis of gastric cancer
was cT4aN1M0 stage IIIA (according to the Japanese
classification system).
A red blood cell transfusion was performed; however, the
level of hemoglobin did not improve and distal gastrectomy
with D1 lymphadenectomy and Billroth-I reconstruction
were performed to prevent further bleeding of the tumor.
Severe liver cirrhosis was also confirmed (Figure 3), with a
small amount of ascites and hemorrhage due to portal
hypertension also apparent. There were no findings of liver
metastasis or peritoneal dissemination. The operative time
was 240 min, and the amount of blood loss was 460 ml.
Histopathology of the tumor revealed carcinoma with
enteroblastic differentiation (pT3N2M0, stage IIIA).
The patient suffered from ascites for 1 week following
surgery, but his general condition was improved during that
time by treatment with diuretics and fresh-frozen plasma.
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Figure 1. Upper gastrointestinal endoscopy showed type 2 advanced
gastric cancer in the greater curvature of the lower gastric body.

Figure 3. Liver cirrhosis was recognized during surgery.

Discussion

Figure 2. Enhanced computed tomographic findings. a: Irregular liver
surface and enlarged left liver lobe. b, c: Thickening of the gastric wall
in the lower gastric body with lymph node swelling (arrow). d: Shunting
from the splenic vein to the left renal vein due to portal hypertension
(arrowhead).

Furosemide was used from postoperative day 3 as diuretic,
and fresh frozen plasma was injected at 4 units per day from
postoperative day 1 to 4. The patient left the hospital on
postoperative day 16.
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It is well known that abdominal surgery in patients with
gastric cancer with LC is associated with high perioperative
mortality, reportedly 10-85% (8-10). LC is a chronic
degenerative process that occurs in a variety of diseases.
Patients with LC are also at greater risk of portal
hypertension, esophageal or gastric varices, and
coagulopathy, with such complications leading to more blood
loss, longer operations, and higher surgical risk of
complications such as massive ascites.
According to previous reports, alcohol consumption of 30
g or more per day can induce alcoholic LC (11, 12). The
present patient consumed approximately 230 g of alcohol per
day over a period of time, and consequently developed
severe cirrhosis as Child-Pugh class B. His pre-surgery
alcohol abstinence interval was only 1 month, which was not
sufficient to allow an improvement in his liver dysfunction.
Despite the high risk of adverse effects, little is known
about suitable surgical methods for patients with gastric
cancer with LC. According to one retrospective study, D2
lymph node dissection should be avoided in patients with
Child-Pugh class B cirrhosis, based on the fact that three out
of four patients with grade B cirrhosis who underwent D2
lymph node dissection developed massive ascites
postoperatively (6). Another study reported that D2 lymph
node dissection produced no improvement in survival length
over D1 lymph node dissection for patients with Child-Pugh
class B (7). In contrast, another retrospective study reported
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that extended lymph node dissection is safe for those with
Child-Pugh class A cirrhosis (13). Together these findings
suggest that extended, lymph node dissection should be
avoided in patients with Child-Pugh class B cirrhosis.
In the present case, we performed distal gastrectomy to
prevent bleeding from gastric cancer, with only a DI lymph
node dissection performed to prevent postoperative liver
dysfunction. During the perioperative period, fresh-frozen
plasma and a diuretic were used to prevent intractable
ascites. Malnutrition is also a potential clinical problem in
patients with alcoholic LC (14), and because this patient
lacked a proper diet including proteins and vitamins, we also
administered an elemental diet including branched-chain
amino acids from admission to maintain a good
postoperative nutritional status. These findings indicate that
appropriate and intensive postoperative management, such as
an elementary diet and diuretics, is important to achieve
satisfactory outcomes for patients with patients with LC who
undergo surgery for gastric cancer.

Conclusion

We report a case of successful surgery with D1 lymph node
dissection for gastric cancer with Child-Pugh class B
alcoholic LC. D1 lymph node dissection is adequate for
patients with Child-Pugh class B to prevent perioperative
complications.
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