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Table 1. Clinicopathologic features of patients who underwent
operations for gastric cancer

Group 1 Group 11
Factors (n=8ri) (n=1,(1;17) P value
Age (SD) 54.1 (12.1) 56.7 (12.1) 0.07
Sex 0.001
Male 41 (50.6%) 702 (69.0%)
Female 40 (49.4%) 315 (31.0%)
Tumor size (SD) 11.7 (4.1) 58 (2.7) 0.000
Depth 0.000
T2 123 (14.8%) 606 (59.6%)
T3 54 (66.7%) 359 (35.3%)
T4 15 (18.5%) 52 (5.1%)
Lymph node metastasis* 0.000
NO 10 (12.3%) 287 (28.3%)
N1 23 (28.4%) 341 (33.5%)
N2 18 (22.2%) 230 (22.6%)
N3 30 37.1%) 159 (15.6%)
Lauren 0.000
Intestinal 3 (3.7%) 329 (32.4%)
Diffuse 66 (81.5%) 486 (47.8%)
Mixed 5 (6.2%) 158 (15.57%)
Unknown 7 (8.6%) 44 (4.3%)
Histology 0.000
Differentiated 7 (8.6%) 407 (40.0%)
Undifferentiated 74 91.4%) 610 (60.0%)
Type of resection 0.000
Total 61 (75.3%) 266 (26.2%)
Partial 20 (24.7%) 751 (73.8%)
Curability 0.000
Curative 43 (53.1%) 837 (82.3%)
Palliative 38 (46.9%) 180 (17.7%)
Peritoneal metastasis 0.000
PO 60 (74.1%) 943 (92.7%)
P1~P2 21 (25.9%) 74 (7.3%)

*5th AICC classification.
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Table 2. Univariate analysis of Prognostic factors in Borrmann
type 1V Gastric cancer

Variables Survival 95% CI P value
(mo)*

Lymph node dissection
D2~D3 22 1.224~3.295 0.006
D0O~D1 9

Histology
Differentiated 17 0.173~3.426 0.265
Undifferentiated 19

Serosal invasion
T2 19 0.305~1.237 0.172
T3~4 17

Lymph node metastasis
NO~1 27 0.217~0.634 0.000
N2~3 13

Peritoneal metastasis
No 22 0.298~0.774 0.003
Yes 11

Curability
Curative 26 0.242~0.617 0.000
Palliative 11

*median survival,



Table 3. Multivariate analysis of prognostic factors in Borr-
mann type IV gastric cancer

Covariate Relative risk 95% CI P value

Lymph node dissection
D2-D3 1 0.596~2.317 0.641
D0-D1 1.175

Lymph node metastasis
NO-N1 i 1.123~4.069 0.010
N2-N3 2.222

Peritoneal metastasis
No 1 0.380~1.694 0.563
Yes 1.247

Curability
Curative 1 0.861~3.362 0.126
Palliative 1.701
1.0 1

P<0.05
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Fig. 1. Survival curves of the patients after curative resection on
both groups.
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Table 4. Recurrence patterns* following curative resection in
both groups

Patterns of Group 1 Group I

recutrence (n=29) (n=294) P value
Peritoneal 27 (93.1%) 164 (55.8%)
Lymph node 7 (241%) 104 (35.3%)
Hematogenous 7 (24.1%) 114 (38.8%) <0.05
Local (stump & 2 (6.9%) 40 (13.6%)
anastomosis)
Other sites 1 (3.4%) 13 (4.4%)

*percentages are calculated from the total number of sites in each
area.
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Fig. 2. Survival curves of the patients with Group I (A) and Group II (B) gastric carcinoma who were treated with RO resection. 5-year

overall survival after curative surgery.
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Clinicopathologic Characteristics of and Prognosis for Patients with a Borrmann Type IV
Gastric Carcinoma

Taeg Hyun Kim, M.D., Kyo Young Song, M.D., Seung Nam Kim, M.D. and Cho Hyun Park, M.D.

Department of Surgery, College of Medicine, The Catholic University of Korea, Seoul, Korea

Purpose: The prognosis for patients with a Borrmann type IV gastric cancer is extremely poor despite an
aggressive surgical approach. We evaluated the clinicopathological features for Borrmann type IV cancers to find
treatment strategy.

Materials and Methods: The 1098 patients with advanced gastric cancer who underwent surgical resection
between 1990 and 2001 were analyzed. These patients were divided into two groups: 81 patients with a
Borrmann type IV carcinoma, and 1017 patients with all other types of gastric carcinomas.

Results: Patients with a Borrmann type IV carcinoma were younger than those with other types, and female
was prevalent (p=0.000). Of the patients with a Borrmann type IV gastric carcinoma, 68 patients (84%) were
classified as stage Il or IV at the initial diagnosis. The histologic type was commonly undifferentiated and
serosal infiltration; nodal involvement and lymphatic invasion were more frequent in patients with a Borrmann
type IV than in those with other types of cancer. Multivariate analysis confirmed that the extent of lymph node
metastasis was a negative prognostic factor for Bormann type IV gastric carcinomas. The curability for a
Borrmann type IV carcinoma was only 53.1%, and peritoneal dissemination rate was 25.9%. The predominant
pattern of recurrence for a Borrmann type IV gastric carcinoma was peritoneal dissemination, and it was signif-
icantly different with other types (93.1% vs 55.8%, P<0.05). The 5-year survival rate of patients with a Borr-
mann type IV gastric carcinoma was significantly lower than those of patients with other types of cancer, even
though a curative resection had been accomplished (26% vs 63%, p<0.005). The 5-year survival rates of
patients with a Borrmann type IV carcinoma following a curative resection were 44.9%, 24%, and 0% for stages
I, 1l and 1V, respectively (p<0.05).

Conclusion: Because the prognosis for patients of a Borrmann type IV gastric cancer is extremely poor despite
a curative resection, preoperative andfor intraperitoneal chemotherapy should be considered. And diagnostic lapa-
roscopy and peritoneal cytology may be used to play an important role in accurate staging workup. (J Korean
Gastric Cancer Assoc 2006;6:97-102)
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