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= Abstract =
A Clinical Study for Prognostic Factors of Gastric Carcinoma

So0o Yeong Jeong, M.D., Chung Hwan Choi, M.D,, Koo Jeong Kang, M.D.
Yong Ki Park, M.D. and Chang Rock Choi, M.D.

Department of General Surgery, St. Benedict Hospital, Busan, Korea

The medical records of 210 patients with pathologically proved adenocarcinoma of resected
stomach at St. Benedict Hospital in Busan, over 6 years from January 1986 to December
1991, were reviewed. The cumulative 5 year survival rates for various categories were ob-
tained by statistical life survival analysis program of personal computer(SPSS).

The overall cumulative 5 vear survival rate was 38.4%, and the cumurative survival rate
for various categories were 39.0% in male, 37.0% in female for 5 year, 50.0% in below 30
years, 55.9% in 4th decade, 35.7% in 6th decade, 36.5% in 7th decade, 28.6% n above 70
years for 5 year and 35.7% in 5th decade for 3 year, 96.2% in TNM stage 1, 50.0% 1n stage
1I, 31.4% in stage Il for 5 year, and 11.4% in stage W for 2 year, 37.9% in antrum, 64.1%
in body for 5 year, 16.7% in cardia & fundus for 2 year, 96.4% in T1, 51.0% in T2, 15.1% in
T3 for 5 year and 7.9% in T4 for 4 year, 60.0% in Borrmann type I for 2 year, 17.2% in
type II, 22.8% in type Il for 5 year and 33.3% in type W for 2 year, 76.3% in NO, 31.2% in
N2 for 5 year, 13.6% in N2 for 3 year and 11.5% in N3 for 4 year, 47.5% in moderately
differentiated type, 11.2% in poorly differentiated type and 45.5% in signet ring cell type for
5 year.

Multivariate analysis of variables were done by means of multiple linear regression(Coxre
gression) analysis. By this multivariate analysis, TNM stage(p=0.0000), depth of invasion(p
=0.0032), nodal status(p=0.0089) were statistically valuable as prognostic factors. Other
variables were somewhat valuable as prognostic factors in univariate analysis but not in
multivariate analysis{Cox-regression). (Korean J Gastroenterol 1994 | 26 : 424-431)
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1986%3 18 19%-E] 1991 124 31d7k=] B4
A5 Hlel d auke gjMek ) 21048 o4t
o& ofgd, AH, Foke] 9], el W w9 &
b ¥ = wlejgrd BF, TNM 474 2556 o
T AE7)7bel kel B, arabsbrh(Table 1), 4
1> 20thell A T0u7b Ao} B-ZE Ho|v] A wig
10 owbde] 1336, ool 7745 1.73:12] xhyu|E
Boiow w42 50ch, 40 of, 60te) #o 2, o4
off 2loj]i= 60c, 50t, 40tho] =0 & vho} 406
A o607 =]7E Hate] 81.0% 2 =b=shede). Soko]
YA B9 ARTYE 35Esta RkERg 358
gto] ARzl v} Abe] Hoe@ 98 35Esle] 4t
(@), (M), 3H(A)E Jrede o A 210415 &%
1424 (67.6%)% 714 wotes Falyeqhre
3399 (15.7%), F3<} 204(9.50%) 2] Zoleir}. =
71glere A 210¢] % 504(23.3%)% Hslglow

kel

zlaejete 76.7% 24 Borrmann's type IM7} 45.6
%, type 11 38.1%, type NV 10.6%, type 1 5.6
%2 ToR wokch 2719l 50« F Pz Ae] A
o7} gl 4l 71 4741(94.0%), N1 = Ao RAo]
E ol o7k 191(2.0%), N2 JZ AT Hol&
Hol= o7} 24)(4.0% )2 50e2) 7] $le}2 34
(6.0%)el+ 9 4] e HolE B} Foko)
YeEw A9es dgsla7x 4499 d7) 23.8%,
TRSE ANUR A7} 17.2%, Bebatae AwEk o
7 6.6% 24 g WS e o7k 47.6% o9
ow] ute] g7}t 52.4% o)} F9 Ysha 3
o) RAE WY ek 290} 724, N1ZE A
Wkl Al7b 33e, N2 724, N334 A 9st
A" A7} 33} 2ARH WEEAE nLay
oF (well differentiated tubular adenocarcinoma)e)

10.0%, %55 39} (moderately differentiated
tubular adenocarcinoma)e] 37.1%, #¥-3}%9}

(poorly differentiated tubular adenocarcinoma)®|
20.9%,
26.7%, 44 #Es}(mucinous carcinoma)o] 3.3
%, 75’3 AZs}t (papillary carcinoma)e] 1.9% %
t}. TNM stageoll 2jgh E-5M vl 2 4= stage V
7} 46.7%, stage 1 22.4%, 21.4%,
stage 11 9.5% 2} Fo]gic}.

T PHogs folAdAE 781%, AHHAE
9.1% 2 HAEL 87.2%c|om o] $ THH A
Z 64.7%, 2AH HAE 22.5%0]0 P egalA A
olsle] 2 ZA4Folvt /MET sy A= 12.9%

g4 £ o} (signet ring cell carcinoma)e]

stage Il

Table 1. Variables and Categories

Variable 1 2 3 4 5 6
Sex male female
Age <30 30-39 40-49 50-59 60-69 >70
Gross type 1 11 1 Y
TNM stage stage | stage Il stage Il stage IV
lLocation upper 1/3 mid 1/3 lower 1/3
Tumur T1 T2 T3 T4
Node NO N1 N2 N3
Depth of invasion mucosa submucosa muscle subserosa serosa
Histology tuteular signet ring mucinous papillary
I 1 ]
vx!ell mO([Jerate pdor

(Gross type : Borrmann's type)
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o| 2] Acturial Life Table methodol] 2% 53
& 38.4%°)1 2" (Fig. 1) ¥ Al gt}
Izt 39.0%, o3} 37.0% e FAIReR A
ek (Fig. 2). dgd¥ s 304jvlut 50.0%, 30—
394 55.9%, 40-494} 32.6%, 50-594 35.7%, 60—
694 36.5%, 70-79 4] 28.6 % 2 v}eluit} (Fig. 3).
TNM stage 2% stage I 96.2%, stage II 50.0
%, stage 1l 31.4%, stage V& 230 QBEEo] 114
%2 viebdch(Fig. 4). F<ke] Al mepal=
AR 37.9%, A 64.1%, FEF & A=

d gEEo] 16.7% 2 vepgr}(Fig. 5). TNM -5
2] Tumor($l¥ H-&5)e wbetAe TLT2, T3¢
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Fig. 1. Overall survival rate.
overall survival=38.4%

7 -‘I ;-—;:
i |
- I B oy

Fig. 2. Survival rate according to the sex p=0.64
5-year survival rate : Male 39.0%(n=73),
Female 37.0% (n=37)

12 - » - [ 2
months

Fig. 3. Survival rate according to the age p=0.0018
5-year survival rate :
<30 group(n=2) 50.0%
30-39 group(n=12) 55.9%
40-49 group(n=24) 32.6%, in 3-year survi-
val rate
50-59 group(n=32) 35.7%
60-69 group(n=233) 36.5%
>70 group(n=7) 28.6%
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Fig. 4. Survival rate according to TNM stage
p=0.06
5-vear survival rate ;
stage I 96.2%(n=29),
stage II 50.0%(n=10)
stage Ill 31.4%(n=232),
stage vV 11.4%(n=39), in 2-year survival
rate
o8
Moo
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Fig. 5. Survival rate according to the location
p=0.50
5-vear survival rate :
cardia & fundus 16.7(n=6), in 2-vear sur-
vival rate
body 64.1% (n=12)
antrum 37.9%(n=92)
79 7+ 96.4%, 51.0%, 15.1% oo T4elj4 4
W AEEo] 7.9% = vJehtoo(Fig. 6), o|F ’d“ﬂ‘
Pe) A9 59 BEES 100% 0w Boshe,
TR A Eol M= 42k 90.9%, 50.0% it ’E}‘i}?‘}’t‘:
£9) Agolxl= 1 AEgo] 25.0%, Aete YWy
A5+ 59 A% o] 13.7% 2 Jehdoh(Fig. 7).

Borrmann type o] ole}s=

o] 60.0%, type II, Il 54

type T4 23 A&

yzEo| 2+z} 17.2

A26Y 335 1994—

18

v T4
‘T

Fig. 6. Survival rate according to the tumor
p=0.30
T1 96.4% (n=31), T2 51.0% (n=15)
T315.1%(n=21), T4 7.9% (n=21),
In 4-year survival rate

=
| =

Fig. 7. Survival rate according to the depth of inva-
sion p=0.32
5-year survival rate :
mucosa 100% (n=20), submucosa 90.9% (n
=11), muscle 50.0% (n=11), subserosa 25.
0% (n=4), in l-year survival rate
serosa 13.7% (n=58)

%, 22.8% %7 type Nolj&i= 2d AM&EFo] 33.3%
9} (Fig. 8). Holol] wz}rl= NO 76.3%,
N1 31.2%, N2ell-+= 31 YEFo] 13.6%, N3oll4
=49 AEE o] 115% dri(Fig. 9). 23| w
2he T5E 239k 47.5%, M ¥} 11.2%,

BAZSY 455% dow] elAs 2Axah Aol
H on)E £ F gl gl (Fig. 10). Cox—Re-
gression & o]83le] multiple linear regres-
g AT fo)5FE 95%el4 TNM ¥ 7], £

H=zd

SlO ':-;
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Fig. 8. Survival rate according to the Borrmann’s
type (p=0.31).
5-year survival rate :
type I 60.0%(n=5), in 2-year survival
rate, type II 17.2%(n=33), type Ul 22.8%
(n=38), type V 33.3%(n=3), in 2-year
survival rate

¥ node groupd{+)
© node group 2(4)

12 24 k) @ o0 T2

Fig. 9. Survival rate according to the node involve-
ment (p=0.91).
5-year survival rate |
NO 76.3% (n=42), N1 31.2% (n=19)
N2 13.6% (n=136), in 3—year survival rate
N3 11.5% (n=13), in 4—vear survival rate

ool AFE(T), A HolFo| ofnjles AF-Uzt
2 viebytch(Table 2).

i &
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Fig. 10. Survival rate according to the histology.
p=0.30

5-year survival rate :

well differentiated tubular adenoca 36.5%
(n=7), moderately differentiated tubular
adenoca 47.5%(n=48), poorly differen-
uated tubular adenoca 11.2%(n=20), sig-
net ring cell ca. 45.5% (n=231)

Table 2. Results of Multivariate Analysis by Cox-

regression

Variable Chi-square df Significance

TNM stage 21.3860 1 L0000

Tumor 8.6972 1 0032

Node 6.8493 1 0039
tu] gjobghali= 28.2% 3 kol Aol AR
A7t & WSS Blok Crefh Al A
Bo] djA o2 Fastar glew alie] AS 1960
A% =Y¥E| ‘Mass screening survey & #7]2|9}9)
k7ol xedsled Hubxdal 5 WSHES &AL 1YL
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e A% FEe) o Al Uy AL w
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7ol ApAdojct.
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ol 5} HEgo| e %%h’& e ojglep.”
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FE457E A7|fEol ofvlg F7] Zakstalch. TNM
bﬂﬂ”-% R 1718 Af 96.5% 2 Z7)¢iel
Foll &abo] ohE Hatell Ao} w|sgh ARE ¥ol
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