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Abstract: There are plenty of risk factors associated with splenic hilar lymph node metastasis (SHLNM) in patients 
with advanced gastric cancer (AGC). Whereas, their main influencing factors have not reached a consensus yet. The 
aim of the study is to investigate the related clinicopathological factors influencing SHLNM in AGC. A retrospective 
study was performed to investigate 150 patients who underwent D2 curative partial or total gastrectomy for gastric 
carcinoma from January 2007 to November 2012. Clinicopathological factors were analyzed by univariate and mul-
tivariate analysis. A total of 10.7% (16/150) of the patients had SHLNM. The overall ratio of metastatic lymph node 
(positive lymph nodes/lymph nodes harvested) in the splenic hilum was 17.5% (38/217). Univariate analysis results 
showed SHLNM was related with depth of invasion, tumor grade, tumor size, tumor location and Bormann type, with 
significant difference (P<0.05); Multivariate analysis demonstrated that SHLNM was related with depth of invasion 
and tumor size, with significant difference (P<0.05). Consequently, depth of invasion, tumor grade, tumor size, tu-
mor location and Bormann type were associated with SHLNM in AGC, meanwhile depth of invasion and tumor size 
are independent risk factors. Preoperative predicting risk factors of SHLNM greatly benefits making more rational 
surgical scheme of treating AGC. 
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Introduction

Gastric cancer, deriving from gastric mucosal 
epithelial cells, is one of the most common 
malignant tumors. The morbidity of gastric can-
cer in the world is 13.86 per 100000, mean-
while it presents high incidence in China. At 
present, the mortality of gastric cancer is still 
on the rise and it manifests a young trend. 
Hence, gastric cancer is one of the most com-
mon malignant tumors threatening human 
health [1]. Radical excision surgery is still the 
most main way to cure gastric cancer [2, 3]. 
However, postoperative recurrence rate of gas-
tric cancer reaches to from 50% to 70%, which 
seriously affects therapeutic effect [4, 5]. The 
5-year survival rate of advanced gastric cancer 
is only 30-40% [6]. Therefore, early discovery, 
early diagnosis and early efficient treatment 
become very meaningful. 

The main metastatic way is through lymph node 
in advanced gastric cancers [7, 8]. Splenic 
hilum lymph nodes (also called No. 10) distrib-
ute along distal pancreas to splenic vessel, 
which is the second station lymph nodes (D2) 
that is necessarily removed by the curative par-
tial or total gastrectomy for gastric cancer [9, 
10]. Resecting splenic hilar lymph node in cura-
tive surgery easily injure spleen and vascular 
around [11-13]. Obviously, the above increase 
difficulty and risk of surgery in a certain degree 
[14]. Therefore, exploring risk factors associat-
ed with splenic hilar lymph node metastasis 
(SHLNM) of advanced gastric cancer is very sig-
nificant [15]. In the study, a retrospective study 
was performed to investigate 150 patients who 
underwent D2 curative partial or total gastrec-
tomy for the patients with advanced gastric 
cancers, and analyzed the association between 
clinicopathological features and SHLNM.
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Materials and methods 

Patients and specimens

A total of 150 patients who underwent D2 cura-
tive partial or total gastrectomy for gastric car-
cinoma [16] from January 2007 to November 
2012 were enrolled in this study. The patient 
population was composed of 118 males and 
32 females with a median patient age of 57.5 
years (range 37-78). Of the 150 cases, 72 were 
under 70 years age , and 78 were over 80 years 
old; 92 were Han Nationality, 42 were Uyghur 
Nationality and 16 were Kazak Nationality; in 
the Borrmann type, 58 were the type of ulcer-
ative, 66 were mass and 26 were infiltrative; 84 
were well-differentiated and moderately, mean-
while, 66 were poorly differentiated; 25 with 
diffuse infiltration, 56 with middle-superior car-
cinoma and 69 with inferior carcinoma; 49 
were located at the lesser curvature, 45 were 
located at greater curvature and 56 were locat-
ed at both curvatures; 89 were the distance 
from tumor margin to splenic hilum <5 cm, and 
61 were the distance from tumor margin to 
splenic hilum ≥5 cm; in depth of invasion, 78 
were the T2, 49 were the T3 and 23 were the 
T4; 63 with carcinoma cell embolus and 87 
without. 

Selection criterion

Inclusion criteria were as followings: firstly, pre-
operative staging was confirmed by endoscopic 
ultrasound, pathological and computed tomog-
raphy (CT) as the advanced gastric cancers; 
secondly, none of the patients before received 

preoperative chemotherapy and/or radiation 
therapy; thirdly, open surgery could reach D2 
radical standard; fourthly, definite diagnosis 
was confirmed by postoperative pathological 
results as the advanced gastric cancer further; 
finally, splenic hilum lymph node was complete-
ly removed in intraoperative and postoperative-
ly verified metastasis or not. Exclusion criteria 
were as followings: to begin with, clinical data 
of the patients was incomplete and unanalyz-
able; next, combined with other cancers; in 
addition, accompanied with other diseases 
which could induce lymphadenopathy and 
metastasis.

Follow-up assessments

All patients above enrolled in our hospital were 
registrated, and complete personal follow-up 
files of the patients with explicit pathological 
diagnosis were established. After surgery, the 
patients were followed up once every three 
weeks within 6 moths, once every three months 
for two years, and then once every 6 months up 
to death or losing contact. Two follow-up ways 
were used, outpatient or inpatient review and 
telephone follow-up, including postoperative 
chemotherapy, postoperative radiotherapy, 
chemotherapy regimens, therapeutic course 
count, side effects, recurrence and survival 
time. 

Statistical analysis 

All statistical analyses were carried out using 
SPSS for Windows, version 18.0 (SPSS Inc., 
Chicago, IL, United States). Univariate analysis 
was performed using chi-square test and the 
Fisher’s exact test. Multivariate analysis was 
conducted using Logistic regression analysis. 
P<0.05 was considered to indicate a statisti-
cally significant difference.

Results 

Lymph node resection

For the whole 150 patients, the total number of 
lymph node resection was 2658 with the mean 
of 17.7 per patient, of which the positive metas-
tasis ratio was 28.7% (763/2658). A total of 
10.7% (16/150) of the patients had SHLNM of 
AGC. The number of lymph node resection in 
splenic hilum was 217, of which 38 was positive 
metastasis. Skeletonized lymphadenectomy in 

Figure 1. Skeletonized lymphadenectomy in hilus 
lienis during D2 lymphadenectomy for treating AGC 
patients.
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hilus lienis during D2 lymphadenectomy was 
carried out for treating some AGC patients 
(Figure 1).

Univariate analysis results

For all the patients, univariate analysis mani-
fested that SHLNM of AGC was closely associ-
ated with Borrmann type, differentiation 
degree, tumor lengthwise position, tumor later-

ty to reveal clinicopathological features related 
with SHLNM of AGC by excluding plenty of other 
disturbing factors [21]. Some researchers 
reported that the SHLNM rate of AGC was  
9.8%-18.3% [22, 23]. In our study, the SHLNM 
rate of AGC was 10.7%. Zhang [24] revealed 
that SHLNM had the relationship with age, 
tumor location, tumor size, depth of invasion, 
degree of radical surgery and lymphatic metas-
tasis in No. 7, No. 9 and No. 4 sb by analyzing 

Table 1. Univariate analysis results between clinicopathological 
factors and splenic hilar lymph node metastasis (SHLNM)

Parameters n
SHLNM (%)

χ2 P value
Negative Positive

Gender 0.492 0.483 
    Male 118 107 11 (9.3)
    Female 32 27 5 (15.6)
Age (year) 2.013 0.156
    <60 72 67 5 (6.9)
    ≥60 78 67 11 (14.1)
Nationality 0.184 0.668
    Han 92 83 9 (9.9)
    Uyghur 42 37 5 (11.9)
    Kazak 16 14 2 (12.5)
Borrmann type 5.556 0.018 
    Ridgy/Locally Ulcerative 58 57 1 (0.02)
    Infiltrative Ulcerative 66 55 11 (0.17)
    Infiltrative 26 22 4 (0.15)
Differentiation degree 4.453 0.035
    Well/Moderately 84 79 5 (6.0)
    Poorly 66 55 11 (16.7)
Lengthwise position 7.608 0.006
    Suffuse infiltration 25 22 3 (12.0)
    Mid-upper 56 43 13 (23.2)
    Lower 69 69 0
Lateral location 4.586 0.032
    Lesser curvature 49 47 2 (4.1)
    Greater curvature 45 37 8 (17.8)
    Complete cycle 56 50 6 (10.7)
Tumor size (cm) 12.225 0.001 
    <5 89 86 3 (3.4)
    ≥5 61 48 13 (21.3)
Depth of invasion 21.350 0.001
    T2 78 77 1 (1.3)
    T3 49 42 7 (14.3)
    T4 23 15 8 (34.8)
Vascular tumor bolt 3.090 0.079
    Yes 63 53 10 (15.9)
    No 87 81 6 (6.9)

al location, tumor size and 
depth of invasion (P<0.05 for 
all parameters); In other words, 
infiltrative type, poorer differen-
tiation degree, mid-upper, grea- 
ter curvature, the larger size 
and deeper invasion AGC more 
easily occurs SHLNM. SHLNM 
of AGC was not correlated with 
age, gender, nationality and 
vascular tumor bolt (P>0.05 for 
all parameters) (Table 1).

Multivariate analysis results

For these 150 patients, logistic 
regression analysis showed 
that SHLNM of AGC had close 
correlation with tumor size and 
depth of invasion, which sug-
gested that these two parame-
ters should be independent 
risk factors of SHLNM of AGC 
(Table 2). That is to say, the 
larger the tumor size is, the 
higher probability SHLNM will 
occur; the deeper the tumor 
invades, the easier SHLNM 
comes up.

Discussion

Splenic hilar lymph node me- 
tastasis (SHLNM) of AGC sta- 
tus can influence the choice  
of surgical scheme, the judg-
ment of metastasis of its down-
stream lymph node and the 
postoperative living quality [17, 
18]. There are numerous poten-
tial risk factors associated with 
SHLNM of AGC and these 
potential risk factors may inter-
act with each other [19, 20]. 
Therefore, it is of much difficul-
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the clinicopathological features of 590 patients 
with AGC. Furthermore, the features of age, 
tumor size, depth of invasion and lymph node 
metastasis in No. 4 sb were independent risk 
factors in AGC patients with SHLNM. In our 
study, SHLNM of AGC was closely associated 
with Borrmann type, differentiation degree, 
tumor lengthwise position, tumor lateral loca-
tion, tumor size and depth of invasion. 
Multivariate analysis indicated that tumor size 
and depth of invasion were independent risk 
factors of SHLNM of AGC.

To date, the association between differentia-
tion degree and SHLNM still remains controver-
sial, but majority of researchers believe the two 
existed close correlation [25]. Differentiation 
degree had negative correlation with SHLNM of 
AGC [26, 27]. In detail, the poorer differentia-
tion degree was, the lower SHLNM would be. 
Our study showed that the rate of SHLNM in the 
group with well/moderately differentiation (6%) 
was lower than that in the group with poor dif-
ferentiation (16.7%). There were different expla-
nations to this. Xue [28] reported that the gas-
tric cancer cells more with poorer differentiation 
easily produce collagenase type IV that promot-
ed the degradation of basement membrane 
and caused high rate SHLNM of AGC. However, 
Wu [29] explained that the rate of SHLNM was 
correlated with Matrix Metalloproteinase3 
(MMP-3) expression induced by poorer differ-
entiation of AGC. In addition, in the present 
study showed that SHLNM was associated with 
Borrmann type. The SHLNM rate of AGC with 
the ridgy/locally ulcerative, the infiltrative ulcer-
ative and the infiltrative were 2%, 17% and 15% 
respectively. Some other studies reported that 
lymphatic metastasis more easily occurred in 
the infiltrative AGC compared with the local 
AGC, maybe because of tumor differentiation 
degree and growth pattern [30, 31]. Conse- 
quently, for well/moderately differentiation of 

AGC, the lower differentiation should be mainly 
chosen as a standard of removing lymph nodes 
and for poor differentiation of AGC, SHLNM 
should be manly selected as a criterion of 
lymph node resection for maximum benefit of 
AGC patients [32].

It is worth to note that SHLNM may be influ-
enced by tumor location. In recent years, the 
incidence of gastric cancer in the upper third of 
the stomach showed an increasing tendency, 
and clinical symptoms presented late [33-35]. 
In addition, SHLNM easily happened in ad- 
vanced upper third gastric cancer compared 
with some gastric cancers in the other location. 
SHLNM rate of advanced upper third gastric 
cancer ranged from 9.8% to 20.9% [36, 37]. In 
our study, SHLNM rate of mid-upper third gas-
tric cancer was 23.2%, which was higher than 
the lower gastric cancer (0%). The conclusion 
was similar with Ikeguchi’s previous reports 
[38]. What’s more, our study demonstrated that 
the SHLNM rate of AGC locating at the greater 
curvature was 17.8%, higher than that at the 
lesser curvature. Meanwhile, Kusan [39] 
revealed that the SHLNM rate of AGC locating 
at the greater curvature was 17.0%, higher than 
that at the greater curvature (10%). The results 
suggested that SHLNM easily occurs in the gas-
tric cancer at the greater curvature. Obviously, 
tumor location may be a predictor for SHLNM of 
AGC.

As is know to us, depth of invasion and tumor 
size can predict tumor staging in a certain 
degree. Some studies reported that the two 
above were potential factors influencing SHL- 
NM [40, 41]. In our study, the SHLNM rate of 
AGC in tumor size equal or larger than 5 cm was 
21.3%, higher than that in tumor size less than 
5 cm (3.4%). This may be due to the fact that as 
the length of tumor size increase, the contact 
area of cancer cells with gastric submucosal 

Table 2. Multivariate analysis results between clinicopathological factors and splenic hilar lymph 
node metastasis (SHLNM)
Clinicopathological index Regression coefficient Standard error Wald P value OR 95% CI
Depth of invasion*

    T2 6.214 0.045 
    T3 (1) 2.650 1.269 4.360 0.037 14.148 1.177-170.130
    T4 (2) 3.171 1.284 6.094 0.014 23.827 1.922-295.389
Tumor size 2.160 0.860 6.314 0.012 8.674 1.609-46.779
*Depth of invasion is an introduced dummy variable to produce the multivariate analysis. T2 is the internal reference.
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lymphatic vessel will gradually broaden [42], 
which caused higher SHLNM rate of AGC. 
Moreover, our study clarified that the SHLNM 
rate of AGC with staging T2 was 1.3%, much 
lower than that with staging T4 (34.8%). This 
result suggested that with increasing T staging, 
the SHLNM rate of AGC correspondingly would 
rise up, which was consistent with Zhang’ 
report [24]. The reason may be that lymphatic 
capillaries in all layers of gastric wall converge 
into submucosal lymphatic vessels. Once 
tumor cells infiltrate into serous layer, the rate 
of lymph node metastasis will remarkably 
increase [43]. Consequently, the depth of inva-
sion and tumor size of AGC are significant con-
siderable factors to make the surgical scheme 
containing lymphadenectomy of hilus lienis.

In conclusion, there were really some risk fac-
tors associated with SHLNM of AGC, including 
depth of invasion, tumor grade, tumor size, 
tumor location and Bormann type, especially 
depth of invasion and tumor size as indepen-
dent risk factors. Preoperatively forecasting  
the risk factors of SHLNM is very beneficial to 
make more reasonable surgical scheme and 
improve therapeutic effect for the patients with 
AGC [44].

Acknowledgements

This study was supported by the Fundamental 
Research Funds for the Central Universities of 
Central South University (2014zzts067), 
Scientific Research Innovation Fund of Xinjiang 
Medical University (XJC201267) and the 
Natural Science Foundation of Xinjiang Uyghur 
autonomous region (2015211C136). 

Disclosure of conflict of interest

None.

Address correspondence to: Dr. Haijiang Wang, 
Department of Gastrointestinal Surgery, Affiliated 
Tumor Hospital, Xinjiang Medical University, 789 
Suzhou Eeast Street, Urumqi 830011, China. Tel: 
+86-991-7819106; Fax: +86-991-7819106; E-mail: 
wanghaijiang0129@163.com

References

[1] Chen W, Zheng R, Zeng H, Zhang S, He J. An-
nual report on status of cancer in China, 2011. 
Chin J Cancer Res 2015; 27: 2-12.

[2] Hundahl SA. Surgery for gastric cancer: what 
the trials indicate. Surg Oncol Clin N Am 2012; 
21: 79-97.

[3] Li MZ, Deng L, Wang JJ, Xiao LB, Wu WH, Yang 
SB, Li WF. Surgical outcomes and prognostic 
factors of T4 gastric cancer patients without 
distant metastasis. PLoS One 2014; 9: 
e107061.

[4] Jiang L, Yang KH, Guan QL, Zhao P, Chen Y, 
Tian JH. Survival and recurrence free benefits 
with different lymphadenectomy for resectable 
gastric cancer: a meta-analysis. J Surg Oncol 
2013; 107: 807-14.

[5] Chiang CY, Huang KH, Fang WL, Wu CW, Chen 
JH, Lo SS, Hsieh MC, Shen KH, Li AF, Niu DM, 
Chiou SH. Factors associated with recurrence 
within 2 years after curative surgery for gastric 
adenocarcinoma. World J Surg 2011; 35: 
2472-8.

[6] Hayashi Y, Blum MA, Ajani JA. Advanced gastro-
esophageal carcinoma: an update on the cur-
rent therapeutic landscape. Onkologie 2012; 
35: 204-9.

[7] Ma M, Chen S, Zhu BY, Zhao BW, Wang HS, 
Xiang J, Wu XB, Lin YJ, Zhou ZW, Peng JS, Chen 
YB. The clinical significance and risk factors of 
solitary lymph node metastasis in gastric can-
cer. PLoS One 2015; 10: e0114939. 

[8] Liu X, Long Z, Cai H, Huang H, Shi Y, Wang Y. 
Analysis of lymph node metastasis correlation 
with prognosis in patients with T2 gastric can-
cer. PLoS One 2014; 9: e105112.

[9] Chen XL, Yang K, Zhang WH, Chen XZ, Zhang B, 
Chen ZX, Chen JP, Zhou ZG, Hu JK. Metastasis, 
risk factors and prognostic significance of 
splenic hilar lymph nodes in gastricadenocar-
cinoma. PLoS One 2014; 9: e99650.

[10] Zuo CH, Xie H, Liu J, Qiu XX, Lin JG, Hua X, Qin 
A. Characterization of lymph node metastasis 
and its clinical significance in the surgical 
treatment ofgastric cancer. Mol Clin Oncol 
2014; 2: 821-6.

[11] Verlato G, Roviello F, Marchet A, Giacopuzzi S, 
Marrelli D, Nitti D, de Manzoni G. Indexes of 
surgical quality in gastric cancer surgery: expe-
rience of an Italian network. Ann Surg Oncol 
2009; 16: 594-602.

[12] Zhang CH, Zhan WH, He YL, Chen CQ, Huang 
MJ, Cai SR. Spleen preservation in radical sur-
gery for gastric cardia cancer. Ann Surg Oncol 
2007; 14: 1312-9. 

[13] Huang CM, Zhang JR, Zheng CH, Li P, Xie JW, 
Wang JB, Lin JX, Lu J, Chen QY. A 346 case 
analysis for laparoscopic spleen-preserving 
no.10 lymph node dissection for proximal gas-
tric cancer: a single center study. PLoS One 
2014; 9: e108480.

[14] Ji JF, Li ZY. Radical degree of hilus lienis  
lymphadenectomy and splenic injury risk in 
gastric cancer radical surgery. Zhongguo Shi 
Yong Wai Ke Za Zhi 2008; 28: 508-9.

[15] Jin EH, Lee DH, Jung SA, Shim KN, Seo JY, Kim 
N, Shin CM, Yoon H, Jung HC. Clinicopathologic 

mailto:wanghaijiang0129@163.com


Splenic hilar lymph node metastasis in gastric cancer

21363 Int J Clin Exp Med 2015;8(11):21358-21364

factors and molecular markers related to 
lymph node metastasis in early gastric cancer. 
World J Gastroenterol 2015; 21: 571-7. 

[16] Ohno M, Nakamura T, Ajiki T, Horiuchi H, Tabu-
chi Y, Kuroda Y. Procedure for lymph node dis-
section around splenic artery in proximal gas-
tric cancer. Hepatogastroenterology 2003; 50: 
1173-7.

[17] Tang X, Chen Y, Guo L, Zhang J, Wang C. Prog-
nostic significance of metastatic lymph node 
number, ratio and station in gastricneuroendo-
crine carcinoma. J Gastrointest Surg 2015; 19: 
234-41.

[18] Roviello F, Marrelli D, Morgagni P, de Manzoni 
G, Di Leo A, Vindigni C, Saragoni L, Tomezzoli 
A, Kurihara H. Survival benefit of extended D2 
lymphadenectomy in gastric cancer with in-
volvement of second level lymph nodes: a lon-
gitudinal multicenter study. Ann Surg Oncol 
2002; 9: 894-900.

[19] Takatsu Y, Hiki N, Nunobe S, Ohashi M, Honda 
M, Yamaguchi T, Nakajima T, Sano T. Clinico-
pathological features of gastric cancer in 
young patients. Gastric Cancer 2015; [Epub 
ahead of print].

[20] Zhu GL, Sun Z, Wang ZN, Xu YY, Huang BJ, Xu 
Y, Zhu Z, Xu HM. Splenic hilar lymph node me-
tastasis independently predicts poor survival 
for patients with gastriccancers in the upper 
and/or the middle third of the stomach. J Surg 
Oncol 2012; 105: 786-92.

[21] Zhang Y, Zhu Z, Sun Z, Wang Z, Zheng X, Xu H. 
Preoperative predicting score of lymph node 
metastasis for gastric cancer. Tumour Biol 
2014; 35: 10437-42.

[22] Nashimoto A, Yabusaki H, Matsuki A. The sig-
nificance of splenectomy for advanced proxi-
mal gastric cancer. Int J Surg Oncol 2012; 
2012: 301530.

[23] Shin SH, Jung H, Choi SH, An JY, Choi MG, Noh 
JH, Sohn TS, Bae JM, Kim S. Clinical signifi-
cance of splenic hilar lymph node metastasis 
in proximal gastric cancer. Ann Surg Oncol 
2009; 16: 1304-9.

[24] Zhang CH, Wu AW, Li ZY, Zhang LH, Bu ZD, Wu 
XJ, Zong XL, Li SX, Shan F, Ji JF. Analysis of 
splenic hilar lymph node metastasis in ad-
vanced gastric cancer and dissection tech-
niques. Zhonghua Wei Chang Wai Ke Za Zhi 
2011; 14: 589-92.

[25] Zu H, Wang H, Li C, Xue Y. Clinicopathologic 
characteristics and prognostic value of various 
histological types in advanced gastric cancer. 
Int J Clin Exp Pathol 2014; 7: 5692-700.

[26] Li G, Yang BR. Related factors analysis of 
lymph node metastasis of advanced gastric 
cancer. Wei Chang Bing Xue He Gan Bing Xue 
Za Zhi 2007; 16: 147-9.

[27] Niu WX, Pang B, Qin XY, Wang CP. Clinicopatho-
logic analysis of 1034 patients with gastric 

cancer. Zhongguo Pu Wai Ji Chu Yu Lin Chuang 
Za Zhi 2002; 9: 145-7.

[28] Xue JY, Lin YZ, Yin HR, Wang RN, Zhu SZ, Zhu 
ZG. Effect of collagen fiber IV and its enzyme 
on invasion and metastasis of gastric cancer. 
Zhongguo Zhong Liu Lin Chuang 1995; 22: 
241-3. 

[29] Wu ZY, Li JH, Zhan WH, He YL, Wan J. Effect of 
lymph node micrometastases on prognosis of 
gastric carcinoma, World J Gastroenterol 
2007; 13: 4122-5.

[30] Lazăr D, Tăban S, Sporea I, Dema A, Cornianu 
M, Lazăr E, Goldiş A, Vernic C. Gastric cancer: 
correlation between clinicopathological factors 
and survival of Patients (III). Rom J Morphol 
Embryol 2009; 50: 369-79. 

[31] Bouvier AM, Esteve J, Mitry E, Clinard F, Boni-
thon-Kopp C, Faivre J. Trends in gastric cancer 
incidence in a well-defined French population 
by time period and birth Cohort. Eur J Cancer 
Prev 2002; 11: 221-7.

[32] Lee JH, Choi IJ, Han HS, Kim YW, Ryu KW, Yoon 
HM, Eom BW, Kim CG, Lee JY, Cho SJ, Kim YI, 
Nam BH, Kook MC. Risk of Lymph Node Metas-
tasis in Differentiated Type Mucosal Early Gas-
tric Cancer Mixed with Minor Undifferentiated 
Type Histology. Ann Surg Oncol 2015; 22: 
1813-9.

[33] Fang Q, Li W. Clinicopathological characteris-
tics and surgical pattern comparison of upper 
gastric cancer. Lingnan Xian Dai Lin Chuang 
Wai Ke 2010; 10: 326-8.

[34] Zhan WH. Feasibility of palliative resection of 
total gastrectomy. Zhongguo Shi Yong Za Zhi 
2000; 10: 589-90.

[35] Kim JH, Park SS, Kim J, Boo YJ, Kim SJ, Mok YJ, 
Kim CS. Surgical outcomes for gastric cancer 
in the upper third of the stomach. World J Surg 
2006; 30: 1870-6.

[36] Yu W, Choi GS, Chung HY. Randomized clinical 
trial of splenectomy versus splenic preserva-
tion in patients with proximal gastric cancer. Br 
J Surg 2006; 93: 559-63.

[37] Sasada S, Ninomiya M, Nishizaki M, Harano M, 
Ojima Y, Matsukawa H, Aoki H, Shiozaki S, 
Ohno S, Takakura N. Frequency of lymph node 
metastasis to the splenic hilus and effect of 
splenectomy in proximal gastric cancer. Anti-
cancer Res 2009; 29: 3347-51. 

[38] Ikeguchi M, Kaibara N. Lymph node metasta-
sis at the splenic hilum in proximal gastric can-
cer. Am Surg 2004; 70: 645-8.

[39] Kusano T, Shiraishi N, Shiroshita H, Etoh T, Ino-
mata M, Kitano S. Poor prognosis of advanced 
gastric cancer with metastatic suprapancreat-
ic lymph nodes. Ann Surg Oncol 2013; 20: 
2290-5.

[40] Xu CY, Shen JG, Shen JY, Chen WJ, Wang LB. 
Ulcer size as a novel indicator marker is corre-



Splenic hilar lymph node metastasis in gastric cancer

21364 Int J Clin Exp Med 2015;8(11):21358-21364

lated with prognosis of ulcerative gastric can-
cer. Dig Surg 2009; 26: 312-6.

[41] Shida A, Fujioka S, Kawamura M, Takahashi N, 
Ishibashi Y, Nakada K, Mitsumori N, Omura N, 
Yanaga K. Prediction of lymph node metasta-
sis in patients with submucosa-invading early 
gastric cancer. Anticancer Res 2014; 34: 
4471-4.

[42] Hosoda K, Yamashita K, Katada N, Moriya H, 
Mieno H, Sakuramoto S, Kikuchi S, Watanabe 
M. Preoperative tumor size is a critical prog-
nostic factor for patients with Borrmann type III 
gastric cancer. Surg Today 2015; 45: 68-77.

[43] You L, Liu T, Li SL, Sun HQ, Zhao HL, Wang PZ. 
Pathologic factor analysis of perigastric lymph 
node metastasis of gastric cancer. Zhongguo 
Shi Yong Yi Yao 2008; 3: 9-10.

[44] Xu YY, Huang BJ, Sun Z, Lu C, Liu YP. Risk fac-
tors for lymph node metastasis and evaluation 
of reasonable surgery for early gastric cancer. 
World J Gastroenterol 2007; 13: 5133-8.


