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August 17, 1997 3. Alkan S, Kardner DS, Newman MA, Cohen P. Regression of salivary
. gland MALT lymphoma after treatment fételicobacter pyloriLancet
To the Editor: 1996; 348:268-269.
Talamini and coIIeaguésreviewed their 27-year experience 4. Matsumoto T, lida M, Shimizu M. Regression of mucosa-associated
of 120 patients with adenocarcinoma of the ampulla of Vater. Iymp_h0|d-t|ssue lymphoma of rectum after eradicatiorHelicobacter
Lo . . L. pylori. Lancet 1997; 350:115-116.
Despite improvements in care, 5-year survival for this dlseasg

. o . Raderer M, Wrba F, Kornek G, et al. Association betwideticobacter
remains less than 40%. Talamini and colleagues and others SUChpylori infection and pancreatic cancer. Oncology 1998 55:16-19.

as commentator Dr. M. Brennan agree that new approaches fgr simonian A, Elfant A, Saniour P, et al. Pancreatic cancer is associated with
the disease are needed. If the cause or causes of adenocarciexposure tdHelicobacter pylori Gastroenterology 1996; 110:A593.

noma of the ampulla of Vater are found, then it might be

possible to prevent some cases. Here | proposeHk#tobac-

ter pylori—the curved gram-negative bacterium which is now

known to cause virtually all cases of duodenal ulcer and the December 10, 1998
majority of gastric ulcers, and which may possibly be an agentg the Editor:

in gastric adenocarcinoma and MALT lymphomas throughout

the length of the gastrointestinal trict—may be a cause, or
one necessary ingredient, in the pathogenesis of many cases
adenocarcinoma of the ampulla of Vater.

Interestingly, two studi€s® have noted a statistically signif-
icant association betweed. pylori infection and adenocarci-
noma of the pancreas. In one stutig5% of 92 patients with
adenocarcinoma of the pancreas wefte pylori-seropositive,
while only 45% of 27 controls and 35 patients with colorectal
cancer were seropositive § 0.019). In the other study69%

We have read with great interest the paper written by Siewert et

L concerning the prognostic factors in gastric cancer. The study
prospectively shows that in a large patient population, D2 extended
lymphadenectomy can improve survival in gastric cancer patients
without affecting the incidence of postoperative complications.
Moreover the so-called phenomenon of “stage migration” has been
satisfactorily assessed. However, two methodologic aspects of the
study should be further stressed.

First, the authors state that “the technique of lymph node dis-
. ! : ; section was performed according to the recommendations of the
of 26 patients with pancreatic cancer seen serially wdre  jpgGE  en blocresection of the stomach with lymph node

pylori-seropositive, but only 39% of 39 matched controls<{(p  gissection of compartments | and Il was recommended as the

0.05). Furthermore, the proximity of the ampulla of Vater to theprocedure of choice. Compartment | comprises all lymph nodes

duodenum might not be incidental in the pathogenesis of canceliong the major and minor curvature of the stomaiod, (lymph
of the ampulla. node stations 1-6 in those undergoing a total gastrectomy and
Patient material from the study of Talamini et al might still belymph node stations 3—6 in those undergoing a subtotal gastrec-
extant to test forH. pylori. It might be possible to organize a tomy). Compartment Il comprises lymph node stations 7 to 12 in
prospective study of patients with adenocarcinoma of the Ampullghe Japanese classification.” According to the Japanese rules, for
of Vater using the high sensitivity and specificity ELISA serumtumor located at proximal and middle third of the stomach, lymph
antibody test available fdtl. pylori, and compare the incidence of nodes along the splenic artery (n.11) and at the splenic hilus (n.10)
seropositivity to that of appropriate controls. Of course, correlatiomelong to the compartment Il and therefore must be dissected to
is not causation. However, an association betwepylori in-  obtain a complete D2 lymphadenectomy. It is well known that to
fection and adenocarcinoma of the ampulla of Vater would bechieve such a dissection, it is necessary to perform a concomitant
interesting. IfH. pylori is a cause of adenocarcinoma of thesplenectomy> However, if we look at the data, the overall
ampulla of Vater, then eradication &f. pylori (long before any splenectomy rate reported in the paper was 492 cases, whereas the
cancer begins to develop) would be a useful prophylactic stepumber of tumors located at proximal, middle or entire stomach

against this disease. undergoing extended lymph node dissection was 836. Therefore,
even we assume that all the splenectomized patients belong to the
ERrIC LEWIN ALTSCHULER, MD, PHD extended lymph node dissection group, at least 41% of patients did
University of California at San Diego ot undergo a complete D2 dissection, thus leading to a possible
School of Medicine misunderstanding of the results.
Brain and Perception Laboratory Second, the cutoff of 25 nodes could not be really effective in
La Jolla, California differentiating the extent of lymphadenectomy; in actual fact, the

mean number of dissected perigastric (n.3, 4), pericardial (n.1, 2),

and supra- and infrapiloric nodes (n.5, 6) in patients undergoing

total gastrectomy at our Institute during the last year is 36.3

12.8° Therefore, even a D1 lymphadenectomy can lead to a quite

1. Talamini MA, Moesinger RC, Pitt HA, et al. Adenocarcinoma of the argeé number of dissected nodes. D2 lymphadenectomy can be
ampulla of Vater. Ann Surg 1997; 225:590—600. defined as complete only if all the stations of the second compart-

2. Walsh JH, Peterson WL. The treatmentisflicobacter pylorinfection ~ ment, according to tumor location, have been dissected; the abso-
in the management of peptic ulcer disease. N Engl J Med 1993ute number of dissected nodes is the result and not the limit of
333:984-991. dissection.
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Despite these two methodologic criticisms, however, the authorén this investigation that in compartments | and II, from the anatomic
should be congratulated because they have definitively demorpoint of view, about 27 lymph nodes can be expected. According to
strated that extended lymphadenectomy in gastric cancer can likese anatomic results, we have decided to accept only more than 25
safely and efficaciously performed even by Western surgeons iexcised lymph nodes from the anatomic compartments | and Il as a

Western patients. D2 lymphadenectomy. This definition has meanwhile been accepted
by the UICC as good clinical practice. In comparison to the British
F. PaceLL, MD and Dutch trials, this is a more objective and reproducible definition
G. B. DoGLIETTO, MD of D2 lymphadenectomy.
P. CaprINO, MD In conclusion, the number of 25 lymph nodes as precondition
Department of Digestive Surgery for the acceptance as a D2 lymphadenectomy is not a cutoff
Catholic University School of Medicine ~ point under prognostic aspects but an anatomically given num-
Rome, ltaly ber. In our experience, this is the best way to define a D2
lymphadenectomy.
References JorG RUDIGER SEEWERT, MD

1. Siewert JR, Btcher K, Stein HJ, Roder JD, and the German Gastric Chlrurglsche Kl_lmk _L,md _l_DO“k"mk
Carcinoma Study Group. Relevant prognostic factors in gastric cancer: Technlsche UniversitaMiinchen
ten-year results of the German Gastric Cancer Study. Ann Surg 1998; Munich, Germany
228:449-461.

2. Japanese Research Committee for Gastric Cancer. The general rules for
gastric cancer study in surgery and pathology. Jpn J Surg 1981, 11References
127-138.

3. Pacelli F, Doglietto GB, Bellantone R, et al. Extensive versus limited1- Adachi Y, Oshiro T, Mori M, Maehara Y, Sugimachi K. Prediction of
lymph node dissection for stomach cancer: comparative study of 320 early and late recurrence after curative resection for gastric carcinoma.
patients. Br J Surg 1993; 80:1152—1156. Cancer 1996; 77:2445-2448.

4. Noguchi Y, Miyazaki I. Prognostic significance and surgical manage-2- Lange J, Siewert JR. Lymphadenektomie: Indikation—Technik—Aus-
ment of lymph node metastasis in gastric cancer. Br J Surg 1996: dehnung—Dokumentation. Langenbecks Arch Chir 1987; 372:587—

83:156-161. 592. . o
5. Pacelli F, Doglietto GB, Alfieri S, et al. Avoiding pancreatic necrosis 3- Adachi Y, Kamakura T, Mori M, Maehara Y, Sugimachi K. Role of

following pancreas-preserving D3 lymphadenectomy for gastric cancer. lymph node dissection and splenectomy in node-positive gastric carci-
Br J Surg 1998; 85:125-126. noma. Surgery 1994; 116:837—841.

6. Pacelli F, Doglietto GB, Alfieri S, et al. Surgery is an independent4- Bonenkamp JJ, Hermans J, Sasako M, van de Velde CJ. Extended

prognostic factor in both curable and far advanced gastric cancer. World [ymph-node dissection for gastric cancer. Dutch Gastric Cancer Group.
J Surg (in press). N Engl J Med 1999; 340:908-914.

5. Wagner P, Ramaswamy A, "Behoff J, Schmitz-Moormann P, Roth-
mund M. Lymph node counts in the upper abdomen: anatomical basis

) for lymphadenectomy in gastric cancer. Br J Surg 1991; 78:825-827.
April 6, 1999

Author’s Reply:

We have enjoyed the letter from Pacelli et al very much and April 15, 1999
thank the editors for the opportunity to reply. Two questions aris .
from this letter: To the Editor

Is a splenectomy necessary to achieve a complete D2 lymphad- We were intrigued by the study by Roder et ah the use of
enectomy? According to our own results, the results of Adachi eplastic stents for the external drainage of the pancreatic duct at the
alin 1996" and the experience of the National Cancer Center, théime of pancreaticoduodenectomy.
answer is clearly: no. lis possible to do a D2 lymphadenectomy  Although the development of a pancreatic fistula remains a
without splenectomy. According to an analysis of our own data, significant clinical problem after pancreaticoduodenectomy, the
we were able to excise in standard total gastrectomy withoutncidence of this complication from major centers has significantly
splenectomy a mean of 262 1.9 lymph nodes. With a splenec- decreased in publications within the last decade. Even so, a trial of
tomy, the number of excised lymph nodes was a mean of 29.2 stent would still appear to have some merit. The trial design was,
2.3. A higher number of lymph nodes could only be achieved if ahowever, flawed in that it was nonrandomized. Three different
left-side pancreatectomy was performed in addition to the splemethods of pancreatic reconstruction were used and the indications
nectomy (39.5+ 3.6 lymph nodes). Very similar numbers were for stenting were not defined. Because four different surgeons took
published by Adachi in 1992, part in the study, and their individual use of stents was not defined,

In conclusion, splenectomy is not necessary for a complete D2ny difference in results could be explained simply by differences
lymphadenectomy. In contrast, the splenectomy should be avoideid case selection for stenting by individual surgeons or indeed by
whenever possible. The splenectomy was the most important ristheir dexterity. The overall results clearly indicated a significantly
factor for postoperative complications in the Dutch tfial. higher pancreatic fistula rate in patients without stents than in those

The second question refers to the cutoff point of 25 lymph nodeswith stents. Fistulae resulted in significant morbidity and mortality,
The problem in all of the published trials is the unclear definition of and increased hospital stay. Although the authors emphasize that
a D2 lymphadenectomy. We have decided to do this according to ththis shows clear benefit to stenting, the pancreatic fistula rate is
anatomical results published by WagRérwas clearly demonstrated considerably higher than that reported from major centers. Indeed,
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it would only be within the stented group that the pancreatic fistulaAuthors’ Reply:
;?;itilﬁgglm”ar to that reported in contemporary series without We appreciate the opportunity to reply to the letter by Drs.

TP . . . o . Davidson, Agarwal, and Khan on our paper.
No justification or discussion regarding this high fistula rate in . .
. . As noted by the authors, our study was indeed not a randomized
the nonstented group is provided. The authors appear to have

. . . . trial but a prospective evaluation of various reconstruction tech-
overlooked one obvious alternative to the techniques described,. - . . .

. Y niques for pancreatointestinal anastomosis after partial pancre-
namely that of an isolated Roux loop pancreaticojejunostomy

; . . . . atoduodenectomy at our institution. Although there were a number
despite the report of this technique by Kingsnorth being reference : . .
. . - . - of potentially confounding parameters with respect to the tech-
in the discussion. Kingsnorth reported a low morbidity and mor-

Lo L s ) ique used for reconstruction and the number of surgeons involved
tality with a Roux loop pancreatojejunal anastomosis in a series 0]

52 patients with no pancreatic fistulRén absence of pancreatic in the study, the results of our analysis clearly showed a significant

fistula with this technique has more recently been reported b};eductlon of the prevalence of pancreatic leaks only in the stented

Papadimitrou and colleaguds patient group irrespective of the other parameters. The rate of
Our experience of the isollated Roux-en-Y pancreaticojejunaPancreaﬂC fistulas observed in the nonstented patient group is well

anastomosis involves 41 consecutive patients undergoing pancr@’-’th'n the range r.ep.orted from a number of .other experienced
atoduodenectomy over the last 6 years for both benign and ma”gqenters and very similar to the rate of pancreatic leaks observed at
nant disease (13 periampullary cancer, 17 pancreatic cancer, qur institution before the initiation of the prospective study. This
chronic pancreatitis, 5 neuroendocrine tumors). The average ad’éas extensively discussed in the man.uscrlpt. .
was 59.7 years (range 29—83 years). There were no pancreatic Due to the very favorable results with stented pancreaticojeju-

fistulae and only one death (pancreatic leak rate, 0%: mortality"©StomY in our study, this technique is now routinely employed for

2.4%). r_econstruction _after_partial pancreatoduodenectqmy at our institu-
We feel the study by Roder and colleagues is fundamentally'o" py all participating surgeons. The re_sults Wlth the procedgre

flawed by the unacceptably high pancreatic fistula rate in the?Ptained after completion of the prospective study in 1997 confirm

nonstented group. An improved technique should be employe&he data shown in the manuscripé., in a total of an additional 42

before a randomized prospective trial could be justified. partial pancreatoduodenectomies with stented pancreaticojejunos-
tomy, the leakage rate was only 4.7%. Despite the well-realized

Brian R. Davipson, MD, FRCS shortcomings of our prospective study, this observation underlines

ANIL AGARWAL, MS, MCH that at last in our hands a stented pancreaticojejunostomy results in
AsbaaL KHan, MS, FRCS a very low pancreatic fistula rate and a consequently low morbidity

and mortality of the procedure.

Nevertheless, we realize that there are numerous techniques for
performing the pancreaticojejunostomy, including the well-known
technique of an isolated Roux loop pancreaticojejunostomy, with
some very favorable results reported by individual authors. As
with many other technical modifications, the enthusiastic results
reported by some, however, often cannot be reproduced by others.
1. Roder JD, Stein HJ, Bmher KA, Busch R, Heidecke C-D, Siewert JR. Furthermore, there is obviously no need to change a technique if

Stented versus nonstented pancreaticojejunostomy after pancré@ne has a zero complication rate with it. Our experience shows that

atoduodenectomy: a prospective study. Ann Surg 1999; 229:41-48. for those who do see anastomotic fistula after pancreaticojejunos-
2. Lillemoe KD. Current management of pancreatic carcinoma. Ann Surgomy, the use of a pancreatic duct-stent may be an easy way to

1995; 221:133-148. reduce the prevalence of this serious complication.
3. Kingsnorth AN. Safety and function of isolated Roux loop pancreati-

cojejunostomy after Whipple pancreaticoduodenectomy. Ann R Coll .
Surg Engl 1994; 76:175-179. JOrRGEN D. Roper, MD

4. Papadimitriou JD, Fotopoulos AC, Smyrniotis B, Prahalias AA, Kosto- HU?ERT_‘J' S"E'N'_ MD o
panagiotou G, Papadimitriou LJ. Subtotal pancreatoduodenectomy: use Chirurgische Klinik und Poliklinik
of a defunctionalized loop for pancreatic stump drainage. Arch Surg University of Munich
1999; 134:135-1309. Munich, Germany
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