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Abstract 
Background: Cancer is a biggest burden of modern society. Gastric cancer is the second leading cause of 

cancer death in the world. The objective of study was to study the clinico pathological features and 

management and outcome of gastric cancer patients admitted to hospital. 

Methodology: A prospective descriptive study was conducted in 50 diagnosed patients of gastric 

adenocarcinoma using pre-designed questionnaire collecting information on demographics, stage and site 

of tumor, clinical history, duration of stay etc. 

Results: There were 50 patients with male to female ratio 2.5: 1 with mean age of 62+/- 7.89 SD. 88% 

patients had tumor at antrum region. 25 (50%) and 28 (56%) patients gave h/o smoking and alcohol 

consumption respectively with 23 (46%) had biopsy positive for H. pylori. Of the gastrectomies, 41 (82%) 

study subjects were managed by curative surgeries. The overall hospital stay in stage II gastric 

adenocarcinoma was 6-8 days and 7-8 days in stage III (p=0.16). 

Conclusion: systematic population screening program of upper gastrointestinal endoscopy should be 

established to detect early cases of gastric cancer show that treatment may be initiated early which has 

impact on survival for this dreaded diseases. 
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Introduction  

Worldwide in 2007, cancer led to the death of 8.2 million people which comprises around 13% 

of all deaths [1]. The main types of cancer leading to overall cancer mortality are solid tumors 

arising from lung, stomach, colorectum, liver, esophagus, breast, cervix and prostate [2]. 

Screening programs might result in increased incidence rates of early stage cancer, but treatment 

of cancers such as colorectal, breast and cervical cancer in an early stage have a high cure rate. 

Gastric cancer is the fourth most common cancer worldwide, and second most common cause of 

cancer death [3]. 

Gastric Cancer remains the fifth most common cancer among males and seventh most common 

cancer among females in India [4]. However, the overall incidence of gastric cancer in India is 

less compared to the worldwide incidence and India falls under the low incidence region 

category for gastric cancer. Reports from the National Cancer Registry Programme (NCRP) 

2010, suggested that the mean age-adjusted rate (AAR) of gastric cancer among urban registries 

in India varied from 3.0 to 13.2, with the highest rate being recorded in Chennai registry [5-7]. 

Gastric cancer has a multi-factorial pathogenesis that can be considered an example of the 

interaction between environmental factors - Helicobacter pylori, a major carcinogenic agent - 

and genetic factors of the host organism, the prognosis of these tumors being dictated by specific 

parameters appreciated with histopathological and immune-histochemical techniques. There are 

differences in morbidity and mortality rates associated with the different extents of GC surgery, 

although they are all commonly denoted as radical resection [8-10]. 

This study has proposed a complete and thorough evaluation of gastric carcinogenesis and 

natural history of these tumors, using conventional histopathological methods, to study the 

clinico pathological features of gastric cancer and extent of gastric cancer surgeries and 

management and outcome of gastric cancer patients admitted to hospital. 
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Materials and Method 

A prospective descriptive study was conducted in 50 patients 

admitted to Department of general surgery, Billroth hospitals, 

Chennai from JULY 2012 to December 2013. 

Patients who came for treatment at Billroth Hospitals for Gastric 

Adenocarcinoma was selected for study, by using convenient 

sampling method. The information obtained included patients 

date of admission, demographics, clinical history, investigations, 

and type of surgery, type of anesthesia, duration of surgery, date 

of discharge and return to work. The patients were further 

enquired and clinically examined. Patients were further 

reviewed on subsequent clinical visit. 

The study population who underwent surgery for gastric 

adenocarcinoma (histopathological proven gastric 

adenocarcinoma) by endoscopic biopsy was included for the 

study. Whereas, patients with gastro intestinal stromal tumor or 

Gastric Lymphoma or Gastric carcinoid’s tumors, patient only 

received palliative chemo radiotherapy without going any forms 

of surgery, patient who was unfit for surgery were excluded 

from study. 

After selection, and after informed consent had been given, 

patients were interviewed by using pre-designed proforma. All 

patients under goes detailed medical history and clinical 

examination. Clinical examination comprises of General 

examination, abdominal examination, Respiratory examination, 

cardiovascular examination and Digital rectal examination.  

Diagnosis of patients based on Upper Gastrointestinal (UGI) 

Endoscopy, biopsy, CT scan, PET scan and assessment for H. 

Pylori. Staging based on TNM Classification system according 

to the AJCC Staging. Approval from Institutional Ethics 

Committee has been taken. 

All categorical data’s were represented by frequency with 

percentage and it was analyzed by using chi-square and Fisher 

exact test. Continuous data were represented by mean (SD) for 

normal data and Median (Range) for abnormal data and it was 

analyzed by using Independent t-test and Mann- Whitney U test. 

All the analysis was done by using SPSS 16.0 version. A P value 

less than 0.05 were considered as significant. 

 

Results 

Fig. 1 depicts that out of 50 subjects, 36 (72%) and 14 (28%) 

were male and female patients respectively. 

Table 1 shows that even though mean age for male patients is 

slightly higher than female patients (62 versus 60, p value 

=0.043), but p value is insignificant (i.e.>.05).There is no 

statistical difference in age distribution. 

 Table 2 illustrates that out of 50 study subjects, 23 (46%) had 

>80 Karnofsky performance status while only 8 (16%) had <40 

status. Most commonly i.e. 44 (88%) patients had tumor at 

antrum region whereas 2, 3 and 1 had tumor at body, cardia and 

diffuse location respectively. 44 (88%) patients were classified 

as stage II carcinoma and 6 (12%) as stage III and no patients 

were in stage I and IV.  

Fig.2. depicts that out of total 50 study subjects, 23 (46%) had 

biopsy positive for H. pylori. Hereditary history was present in 

13 (26%). 25 (50%) participants had a H/o smoking present 

while 28 (56%) patients gave a h/o of alcohol consumption. 13 

(26%) patients had consumed preserved or smoke food.  

Table 3 shows distribution of participants by significant history. 

Amongst these, out of 50 subjects, 20 (40%) had h/o of 

treatement for gastric dueodenal ulcer prior to diagnosis of 

carcinoma. Only 4 (8%) had h/o blood in stool and 10 (20%) 

patients were diagnosed for jaundice. Out of 50 subjects, 23 

(46%) patients had comorbid conditions present which may 

affect the prognosis in carcinoma patients. all the 50 (100%) 

subjects had loss of weight and vomiting.  

Fig 3 shows that 41 (82%) study subjects were managed by 

curative surgeries whereas 9 (18%) by palliative surgeries.  

Table 4 depicts that, the duration of hospital stay for Gastric 

Adenocarcinoma surgery for Stage II ranges from 6-8 days 

(median 7 days) whereas for Stage III it is 7-8 days (median 7.5 

day). The p value is 0.16 which is not significant. The overall 

hospital stay is lesser in gastrectomy surgeries. 

 

 
 

Fig 1: Gender-wise distribution of study population 

 
Table 1: Age wise distribution of participants 

 

 
Variables Median Std Deviation P. Value 

AGE Male 62 7.89 
0.043 

 
Female 60 6.72 

 
Table 2: Characteristics of gastric carcinoma patients. 

 

Characteristics Number % 

Karnofsky Performance Status 

<40 8 16.0% 

40-80 19 38.0% 

>80 23 46.0% 

Total 50 100% 

Location of Tumor 

Antrum 44 88.0% 

Body 2 4.0% 

Cardia 3 6.0% 

Diffuse 1 2.0% 

Total 50 100% 

Stage of Tumor 

I 0 0.0% 

II 44 88.0% 

III 6 12.0% 

IV 0 0.0% 

Total 50 100% 

 

 
 

Fig 2: Distribution of risk factor 
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Table 3: Distribution of subjects by significant history 
 

Characteristics Number % 

H/o Treatement for gastric 

dueodenal ulcer 

Present 20 40 

Absent 30 60 

Total 50 100 

H/o Haematemesis 

Present 0 0 

Absent 50 100 

Total 50 100 

H/o Blood stained stool 

Present 4 8 

Absent 46 92 

Total 50 100 

H/o Jaundice 

Present 10 20 

Absent 40 80 

Total 50 100 

H/o Comorbid illness 

(DM/HTN/Asthma) 

Present 23 46 

Absent 27 54 

Total 50 100 

 

 
 

Fig 3: Distribution of study subjects by type of surgery 

 
Table 4: Duration of hospital stay 

 

 
Variables Median 

Standard  

Deviation 

P. 

Value 

Duration of 

hospital stay 

Stage II 7 1.25 
0.16 

Stage II 7.5 0.5 

 

Discussion 

In the present study, mean age of patients with gastric cancer is 

approximately 60-62 year. Incident of gastric cancer found to be 

2-3 times more frequent in males than females. This could be 

due to differences in lifestyle, including drinking, smoking, or 

increased stress levels in men, which have been linked to the 

early development of gastric cancer. Ahmed A etal11 in his study 

on Management and outcome of gastric carcinoma in Zaria, 

Nigeria found that a male to female ratio of 1.4:1. Their mean 

age was 51±6.3. Ten (5.6%) patients presented with early gastric 

cancer. Forty five (25.1%) patients had additional medical 

diseases including hypertension and diabetes mellitus in 36 and 

15 of them respectively. 116 (64.8%) patients had tumor at 

antral area. whereas 113 (63.1%) in stage III. 

In India, the age range for stomach cancer is 35-55 years in the 

South and 45-55 years in the North. The disease shows a male 

preponderance in almost all countries, with rates two to four 

times higher among males than females [12, 13]. Stomach cancer 

incidence is known to increase with age with the peak incidence 

occurring at 60-80 years. Cases in patients younger than 30 

years are very rare [13, 14]. In India, the age range for stomach 

cancer is 35-55 years in the South and 45-55 years in the North. 

The disease shows a male preponderance in almost all countries, 

with rates two to four times higher among males than females [12, 

13]. Gastric cancer is twice more common in men and its 

incidence increases with age [14-16], having a peak in the sixth 

and seventh decade of life. Hypotheses exist to explain this 

gender effect, as differences in exposure to risk factors are not 

sufficient to explain such a large difference in risk. One 

hypothesis is that women benefit from a protective effect of 

estrogen, which has been explored in animal models, in studies 

of men who have received hormone replacement therapy and of 

women who have received hormone therapy that blocks estrogen 

binding. Data from cancer registries indicate temporal changes 

in the incidence of gastric cancer in Norway (Munoz and Aswall 
[17], 1971) and Japan (Hanai [18] et al., 1982) to be due largely to 

the disappearance of the ‘intestinal’ type of gastric cancer as 

opposed to the diffuse type. Noncardia gastric cancer has a 

male-to-female ratio of approximately 2:1 [19, 20]. Incidence rates 

are significantly higher among blacks and lower socio-economic 

groups, and in developing countries [19]. 

Fig.2. depicts that out of total 50 study subjects, 23 (46%) had 

biopsy positive for H. pylori. Hereditary history was present in 

13 (26%). 25 (50%) participants had a H/o smoking present 

while 28 (56%) patients gave a h/o of alcohol consumption. 13 

(26%) patients had consumed preserved or smoke food.  

Helicobacter pylori infection is now widely recognized as a 

cause of stomach cancer (Replogle [21] et al., 1976; Tanida [22], 

1997). In Correa’s model of gastric carcinogenesis, H pylori 

infection triggers the progressive sequence of gastric lesions 

from chronic gastritis, gastric atrophy, intestinal metaplasia, 

dysplasia, and finally, gastric adenocarcinoma [23]. Countries 

with high gastric cancer rates typically have a high prevalence of 

H pylori infection, and the decline in Hpylori prevalence in 

developed countries parallels the decreasing incidence of gastric 

cancer [24, 25]. 

Many diet studies, including those by Hakama and Saxen [26], 

1967) and Bjelke [27] (1974), suggest that a high intake of 

complex carbohydrates or salty foods may be important risk 

factors or indicators. Several case-control studies have shown 

that a high intake of salt and salt-preserved food was associated 

with gastric cancer risk [28-31] 

The effect of smoking was more pronounced for distal gastric 

cancer, with adjusted rate ratios of 2.0 (95% CI, 1.1-3.7) and 2.1 

(95% CI, 1.2-3.6) for past and current smokers, respectively [32]. 

A positive family history is a significant risk factor, particularly 

with genetic syndromes such as hereditary no polyposis colon 

cancer and Li-Fraumeni syndrome [33-35]. 

The decrease in the incidence of stomach cancer is associated 

with the improving standard of living, which results in changes 

in dietary habits. The current opinion is that adequate intake of 

certain vitamins is likely to decrease the probability of 

contracting stomach cancer. Hirayama36 showed that 

consumption of green-yellow vegetables is associated with a 

decreased risk (1977). (Tulinius, 1978 [37]. Jensen [38] (1982) has 

shown that the decrease in the incidence of stomach cancer 

coincides with an increase in the consumption of fruits and 

vegetables and with a decrease in the consumption of cereals. 

73: Improvement in treatment modality for a gastric cancer 

patient gives good survival rate to the patient; and Decreased in 

post-operative complication rate for the patients who undergoes 

surgery. In our study population, total number of 41 patients 

undergoes curative resection it means that Patients undergoing 

curative surgery shows Histopathological/Microscopic 

Macroscopic aberrations are showing negative in RO resections; 

total number of patients undergoes palliative surgery were 9. It 

means that there histopathology was showing R1 resection 

which means microscopic residual tumor. Hospital stay is one of 

the factors used for assessment of outcome of various surgical 

methods. When compare to open literature studies, in our study 

hospital stay is significantly lower than others studies. Many 
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factors are related to length of hospital stays apart from nature of 

surgery. 

  

Conclusion 

It is found that promotion of early diagnosis of gastric cancer by 

upper gastro intestinal endoscopy improves survival rate. For a 

locally advanced gastric cancer neoadjuvant chemo-radiation 

can be given to achieve RO resection. From the results found 

through this work it is recommended that a systematic 

population screening program of upper gastrointestinal 

endoscopy should be established to detect early cases of gastric 

cancer show that treatment may be initiated early which has 

impact on survival for this dreaded diseases. 
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