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Purpose
The aim of this study was to investigate the impact of a distal subtotal gastrectomy on the
quality of life (QoL).

Materials and Methods

The QoL data of 126 patients were obtained on their 5th annual follow-up visit after a curative
distal subtotal gastrectomy for gastric cancer (Group A). The QoL data of 130 age- and
gender-adjusted healthy population were obtained from the individuals who visited the
health screening center for a medical check-up (Group B). There were 42 women and 84
men in the study group and their mean age was 56.0+11.1 years. QoL was assessed using
the Korean versions of the European Organization for Research and Treatment of Cancer
(EORTC) QoL Questionnaire Core 30 (QLQ-C30) and QLA-ST022.

Results

The EORTC QLQ-C30 global health status and QoL scores of Group A and Group B were
63.9+22.7 and 61.3+22.1, respectively (p=0.361). Group A revealed a better score for emotional
functioning (84.116.1 and 75.24:21.4, respectively; p < 0.001), cognitive functioning (82.0+:16.4
and 75.0+21.4, respectively; p=0.004) and fatigue (27.7+20.8 and 33.8+23.2, respectively;
p=0.028). However, Group A revealed a worse score for nausea and vomiting (14.8+20.0 and
10.2+16.0, respectively; p=0.042), financial difficulties (14.8422.9 and 7.1+16.1, respectively,
p=0.002), reflux (16.7+17.7 and 10.1:17.0, respectively; p=0.003), eating restrictions (13.6+15.2
and 6.6+10.2, respectively; p <0.001) and body image (23.3+25.4 and 16.2+24.6, respectively;
p=0.023).

Conclusion
The QoL of long-term survivors after a distal subtotal gastrectomy is still influenced by the
surgery itself even though they are considered to be free of disease.
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Introduction

There have been many attempts to evaluate the QoL of patients with
breast cancer (4), lung cancer (5) or rectal cancer (6). The instrument
developed by Spitzer et al. (7), which measures the QoL of cancer

The number of long-term survivors after surgical resection for
gastric cancer has been increasing as a result of early detection and the
improved surgical techniques. Although survivors may be rendered
free of disease by surgery, they may suffer from post-operative
symptoms and functional losses. Thus, it is imperative to give more
attention to the post-surgical quality of life (QoL) of the patients with
gastric cancer (1-3).
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patients in general, and the instrument developed by Troidl et al. (8),
which measures the QoL of patients following gastric resection, have
often been used to evaluate the QoL of patients with gastric cancer.
Korenaga et al. (9) have developed their own sets of questions to
evaluate the QoL of post-gastrectomy patients. Generic QoL instru-
ments designed in the form of questionnaires have recently been de-
veloped, and these include the Functional Assessment of Cancer

Copyright (©) 2010 by Korean Cancer Association



Therapy-General (FACT-G) by the Functional Assessment of Chronic
Illness Therapy QoL group and the European Organization for Re-
search and Treatment of Cancer (EORTC) Quality of Life
Questionnaire Core 30 (QLQ-C30) by the EORTC QoL group
(10,11). The instruments from these groups are significant because
they have additional site-specific modules in addition to the core
questionnaires. For example, the EORTC QoL group has developed a
gastric cancer specific module, the EORTC QLQ-STO22 (12,13). The
EORTC QLQ-C30 has been translated into Korean and its validity has
been demonstrated (14). In addition, the EORTC QLQ-STO22 has
also been translated into Korean and some attempts have been made to
assess the QoL of gastric cancer patients in Korea (15,16).

There have been attempts to evaluate the post-surgical QoL of long-
term survivors from gastric cancer. However, most of them compared
the QoL of gastric cancer patients by the surgical approach only. For
example, they compared QoL by different levels of lymph node
dissections or by different techniques (17-19). Few studies have
examined the QoL of long-term survivors from gastric cancer using the
EORTC QLQ-C30 and QLQ-STO22.

The aim of this study was to investigate the impact of a distal
subtotal gastrectomy on the QoL of patients 5 years after surgery when
they were generally considered to be free of disease, and to compare
the outcomes with that of an age- and gender-adjusted healthy
population using the Korean versions of the EORTC QLQ-C30 and
QLQ-STO22.

Materials and Methods

The QoL data were obtained from patients, who agreed to
participate in the study, on their 5th annual follow-up visit between
January 2008 and March 2009 after they had previously undergone a
curative distal subtotal gastrectomy for gastric adenocarcinoma at
Kyungpook National University Hospital. Patients were excluded if
they had any significant past medical histories or any signs of
recurrence, and a patient with renal cell carcinoma who underwent a
right nephrectomy, and a patient with ovarian cancer who underwent a
total hysterectomy and bilateral salpingo-oophorectomy were ex-
cluded. A total of 126 patients were eligible for inclusion in the study
group. The QoL data of 130 healthy population were obtained from in-
dividuals who visited our health screening center for an annual medical
check-up. Those individuals with significant past medical histories or
abnormal test results which required further medical treatment were
excluded.

There were 42 women and 84 men in the long-term survivor group
and their mean age was 56.0+11.1 years. The staging definition was in
accordance with the sixth edition of the International Union Against
Cancer (UICC) classification. One hundred eleven patients (88.1%)
had stage I disease, 10 patients (7.9%) had stage II disease and 5
patients (4.0%) had stage III disease. Continuity of the digestive tract
was reconstructed by performing stapled Billroth I gastroduodenos-

Seung Soo Lee, et al_QoL of Long-Term Survivors

tomy. D2 or more extended lymphadenectomy was performed. There
were 44 women and 86 men in the healthy population with a mean age
of 55.9+10.6 years. There was no significant statistical difference
between the long-term survivors and the healthy population for gender
(p=0.931; chi-square test) and age (p=0.950; Student’s t-test).

The QoL was assessed using the Korean versions of the EORTC
QLQ-C30 and QLQ-STO22 provided by the EORTC QoL group. The
EORTC QLQ-C30 consists of 30 items and the EORTC QLQ-STO22
consists of 22 items. The QoL assessment was based on the answers to
all 52 items, as completed by the responders themselves.

The EORTC QLQ-C30 is composed of 15 scales, including the
global health status and QoL, five functional scales (physical, role,
cognitive, emotional and social) and nine symptom scales and single
items (fatigue, nausea and vomiting, pain, dyspnea, insomnia, appetite
loss, constipation, diarrhea and financial difficulties). The EORTC
QLQ-STO22 is composed of nine scales, including dysphagia, pain,
reflux, eating restrictions, anxiety, dry mouth, taste, body image and
hair loss. The raw scores of each scale were linearly transformed into
scores from 0 to 100 in accordance with the EORTC QLQ-C30
Scoring Manual and the Scoring procedure for the EORTC-STO22.
From the EORTC QLQ-C30, a high score for the global health status
and QoL represents high QoL, and a high score for a functional scale
represents high QoL. A high score for a symptom scale or a single item
represents poor QoL. A high score for a scale from the EORTC QLQ-
STO22 represents poor QoL.

The QoL of the long-term survivors after a distal subtotal
gastrectomy for gastric cancer was compared to that of the age- and
gender-adjusted healthy population. Student’s t-test was used to
compare between the groups. A p-value of less than 0.05 was
considered statistically significant.

Results

For the EORTC QLQ-C30, the global health status and QoL scores
of the long-term survivors and healthy population were 63.9+22.7 and
61.3+22.1, respectively, but the difference did not reach the statistical
significance (p=0.361). Among the functional scales, the long-term
survivors had better scores for emotional (p <0.001) and cognitive
functioning (p=0.004). Among the symptom scales and single items,
the long-term survivors had a better score for fatigue (p=0.028) and
worse scores for nausea and vomiting (p=0.042) and financial
difficulties (p=0.002) than did the healthy population (Table 1).

For the EORTC QLQ-STO22, the long-term survivors had worse
scores for reflux (p=0.003), eating restrictions (p<0.001) and body
image (p=0.023) than the healthy population. The long-term survivors
showed a trend to have a worse score for dysphagia, but the difference
did not reach statistical significance (p=0.098). The long-term
survivors had a better score than the healthy population for hair loss
(p=0.001) (Table 2).
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Table 1. Comparison of the QoL* between the long-term survivors and the healthy population, as measured by the Korean version of the

EORTC QLQ-C30"
Long-term survivors Healthy population p-value
Global health status/QoL* 63.9+22.7 (126) 61.3+22.1 (126) 0.361
Functional scales
Physical functioning 84.9+14.9 (126) 82.6+14.5 (129) 0.210
Role functioning 87.7+17.7 (126) 86.5+18.8 (130) 0.612
Emotional functioning 84.1+16.1 (126) 75.2+21.4 (130) <0.001°
Cognitive functioning 82.0+16.4 (126) 75.0+21.4 (130) 0.004°
Social functioning 80.5+17.9 (126) 89.4+16.5 (129) 0.621
Symptom scales/items
Fatigue 27.7£20.8 (125) 33.8423.2 (130) 0.028°
Nausea and vomiting 14.8420.0 (125) 10.2£16.0 (128) 0.042°
Pain 10.3£18.0 (126) 13.4+17.6 (129) 0.163
Dyspnea 12.3+21.0 (125) 14.2421.6 (129) 0467
Insomnia 15.6+£25.5 (120) 18.2425.7 (128) 0413
Appetite loss 13.3£21.6 (125) 11.5+20.3 (125) 0.482
Constipation 15.8423.2 (122) 16.9+25.0 (130) 0.724
Diarrhea 26.7424.7 (125) 22.2+16.0 (126) 0.166
Financial difficulties 14.8422.9 (126) 7.1%16.1 (127) 0.002°

Values in parentheses are numbers of responders. *quality of life, "European Organization for Research and Treatment of Cancer Quality of Life Questionnaire Core 30, a higher
score represents a better outcome, ‘statistically significant, 'a higher score represents a worse outcome.

Table 2. Comparison of the QoL* between the long-term survivors and the healthy population, as measured by the Korean version of the

EORTC QLQ-STO22"

Long-term survivors Healthy population p-value
Dysphagia 9.7412.2 (126) 7.5+9.1 (130) 0.098
Pain 16.6£14.9 (126) 14.3£17.7 (130) 0.270
Reflux 16.7£17.7 (126) 10.1£17.0 (130) 0.003°
Eating restrictions 13.6£15.2 (125) 6.6£10.2 (130) <0.001°
Anxiety 26.1+19.6 (126) 25.4+20.6 (130) 0.775
Dry mouth 21.0425.0 (124) 22.7+25.3 (129) 0.576
Taste 6.7£14.7 (125) 7.5+16.3 (129) 0.671
Body image 23.34£25.4 (126) 16.2+24.6 (130) 0.023"
Hair loss 24.7421.1 (50) 44.0+£34.3 (56) 0.001"

Values in parentheses are the numbers of responders. *quality of life, ' Buropean Organization for Research and Treatment of Cancer Quality of Life Questionnaire , *a higher score

represents a worse outcome, ‘statistically significant.

Discussion

Cancer patients may have poor QoL due to the disease itself before
surgery. After surgery, they may still suffer from poor QoL due to
oncologic problems and the consequences of surgery. Our main
concern was whether these patients would have poor QoL after their
oncological problems were solved.

There have been several studies that have investigated the post-
surgical QoL of patients with gastric cancer. However, many of these
studies investigated the QoL of patients with unresolved oncological
problems (20-22). The QoL of long-term survivors has also been

132 CANCER RESEARCHAND TREATMENT

investigated, but most of these studies examined the impact of
procedural differences on the QoL of patients who underwent surgery
for gastric cancer (18-20).

Korenaga et al. (9) assessed the QoL of long-term survivors after
surgery for gastric cancer. Their instrument examined such parameters
as the consistency of food, volume of food, appetite and the changes in
the body weight and performance status of patients 1 to 3 years, 3 to 6
years, 6 to 10 years and more than 10 years after surgery. The majority
of patients had a diet of normal consistency, but the study revealed a
decreased food volume intake and appetite loss in more than half the
patients. In addition, the majority of patients experienced weight loss,
but their performance status showed gradual improvement.



Tyrvdinen et al. (23) studied the QoL of long-term survivors of
gastric cancer between 6 and 19 years (median: 9 years) after a total
gastrectomy, and they compared their QoL with that of a healthy
population. The short form (SF) 36 and the 15 dimensional (D) health
surveys were used to assess QoL. The SF36 did not show QoL
differences between the two groups. While the 15D did not show QoL
differences between the two groups in general, the post-gastrectomy
patients had poorer QoL for sleeping, distress and bladder and bowel
function. It was concluded that patients following a total gastrectomy
did just as well as the healthy population, except in the above-men-
tioned sub-dimensions.

We utilized the EORTC QLQ-C30 and QLQ-STO22 to measure
the QoL of long-term survivors of gastric cancer 5 years after a distal
subtotal gastrectomy, and we compared their QoL with that of a
healthy population. Even though there was no statistically significant
difference in the global health status and QoL between the two groups,
the study did indicate QoL deterioration as related to upper gastro-
intestinal symptoms such as nausea and vomiting, reflux and eating re-
strictions in the long-term survivors. Other than the upper gastro-
intestinal symptoms, financial difficulties and a poor body image had
an impact on the QoL of the long-term survivors, although they were
considered to be free of disease at the time of follow-up.

Other than the extent of resection, this study differs from the study of
Tyrvidinen et al. for the length of the post-surgical period. The time that
elapsed after surgery was much shorter in our study.

Another difference is the instruments used to assess QoL. The SF 36
consists of 8 dimensions: physical functioning, role limitation due to
physical problems, bodily pain, general health, vitality, social
functioning, role limitations due to emotional problems, and mental
health. The 15D consists of 16 categories, 15 dimensions (mobility,
vision, hearing, breathing, sleeping, eating, speech, eliminating, usual
activities, mental function, discomfort and symptoms, depression,
distress, vitality and sexual activity) and a total score. The SF 36 and
the 15D are similar to the generic QoL instrument, the EORTC QLQ-
C30. When QoL is assessed with specifically using the site-specific
module, that is, the EORTC QLQ-STO22, it revealed deterioration of
the QoL in certain sub-dimensions that remained undetected by the
generic QoL instruments.

The QoL of the healthy population was worse than that of the long-
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term survivors for emotional functioning, cognitive functioning and
fatigue. We hypothesized that these outcomes had been confounded by
the anxieties experienced by the healthy population as they awaited the
outcomes of their annual medical check-up.

The healthy population had better QoL for financial difficulties. This
could be related to the fact that the QoL data of the healthy population
were assessed from people who underwent health screening on their
own expense. It is unlikely that people with financial difficulties would
visit the health screening center.

The scale for hair loss is often used to assess the QoL as related to
chemotherapy or radiotherapy for various types of cancer (24,25). The
scale for hair loss from the EORTC QLQ-STO22 sheds light on how a
history of gastric cancer affects the survivors long after surgery
although they were considered to be free of disease. We compared the
scale for hair loss between the long-term survivors and the healthy
population, and this sub-dimension revealed poorer QoL in the healthy
population than in the cancer survivors. The numbers of responders to
this item from the long-term survivors and the healthy population were
relatively small at 50 and 56, respectively, because the number of
eligible participants who were experiencing hair loss was small.
However, the number was large enough to allow statistical analysis,
and it appears that hair loss did not have as much of an impact on the
QoL of long-term survivors as it did on the healthy population. The
former cancer patients appeared to pay less attention to their hair as
long as they remain free of disease following cancer surgery. It seems
that the QoL of long-term survivors is less influenced by personal
matters compared with that of the healthy population.

Conclusion

Disparity in the QoL between long-term survivors after curative
surgery for gastric cancer and healthy population does exist 5 years
after surgery, especially in relation to upper gastrointestinal symptoms
such as nausea and vomiting, reflux, and eating restrictions.

The QoL of long-term survivors of gastric cancer after a distal
subtotal gastrectomy is still influenced by the surgery itself even
though they are considered to be free of disease.
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