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Gastric cancer and surgical workload

Sedgwick DM, Akoh JA, Macintyre IMC. (Gastro-
intestinal Unit and Surgical Review Office, Western
General Hospital, Edinburgh EH4 2XU, Scotland.) Gastric
cancer in Scotland: Changing epidemiology, unchanging
workload. Br MedJ 1991;302:1305-7.

SUMMARY
The authors analysed the national incidence statistics for
gastric cancer from the Scottish Cancer Registry for the period
1978-87, the deaths from gastric cancer recorded by the Regis-
trar General from Scotland for 1978-87 and patients who had an
operation for gastric cancer from 1979 to 1988 as recorded in the
Lothian surgical audit data. (The Lothian Health Board Surgical
Audit Scheme records details of all operations since 1977.)
The results show a 9% decrease in the standardized incidence of
gastric cancer but a 25% decrease in mortality from gastric
cancer. The surgical audit figures showed that the workload for
gastric cancer had remained essentially unchanged with a total

'of 81 operations (67 'resections' and 14 'other', operations)
in 1979, and 94 operations (58 'resections' and 36 'other'
operations) in 1988. The authors conclude that 'gastric cancer
should not be regarded as a disease in decline' , and that resource
allocation should be determined by incidence and workload
rather than mortality figures.

COMMENT
Gastric cancer is an interesting disease. Its aetiology
has been extensively and intensively researched. The
incidence rates vary considerably between countries:
studies conducted in the seventies yielded incidence rates
per 100000 for males of 88 in Japan, 34 for Japanese in
Hawaii, 22.1 for the UK and 11 for the USA.! For females
the rates were 42,15.1,10.1 and 5.1 respectively. People
who migrate from countries with a high incidence of
gastric cancer, such as Japan, to countries with a low
incidence, such as the USA, continue at a higher risk.
However, the incidence decreases in subsequent genera-
tions providing evidence for environmental and dietary
factors.? Regional variations also occur-for example, in
Britain the incidence rates are 30% higher in Wales than
in England. Mortality rates per 100000 population mirror
the incidence rates: 51.7:31.6 (males:females) for Japan,
28:19.1 for the UK and 8:3.3 for the USA.

Exogenous factors associated with gastric cancer
include geographical variations (with some suggestions of
differences being due to the nitrate content of drinking
water), acidic soil, air pollution (limited evidence), socio-
economic status, occupation, smoking and a diet with a
high salt content. Endogenous factors associated with
gastric cancer include male sex, age, blood group A,
intestinal metaplasia and a positive family history. There
has been a sustained decline in incidence and mortality
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rates throughout the world (including Japan) over the
past few decades. This has been attributed to an increase
in living standards, and a decreased intake of salted food
because of an increased use of refrigerators. 3,4

It is in this context that this paper should be read and
one group' has already challenged the authors that it is not
possible to argue on the basis of ten year mortality and
incidence data that the incidence of gastric cancer is not
declining. Indeed, the evidence shows a worldwide
decrease in gastric cancer over a long period. Although
the authors' interpretation of their data may be wrong,
they make a valid point about incidence data and work-
load being used to determine resource allocation. It is
possible for the incidence of a disease to either remain
stable or increase and mortality to decrease due to
improved treatment or to other factors. Workload can
be independent of incidence-for example, as surgical
management improves or becomes more intensive. For
gastric cancer, there is little evidence that surgical and
medical management have contributed to the decrease in
mortality. A more critical look at incidence, mortality and
workload is needed including a detailed review of how
the Lothian surgeons divide their operations beyond
the simple 'resections' and 'other operations'. The
management of patients should, of course, consider
outcome measures including complications following
surgery and survival.

The workload of all National Health Service doctors
will come under increasing scrutiny as the recent changes
to develop an 'internal market' for the service take root.
A part of those changes embody the philosophy that
'resources will go to those who show they can use them
effectively'. Whether the authors of this paper like it or
not, their workload is likely to be reviewed more closely
than it has hitherto been. Ability to demonstrate the
burden that gastric cancer presents and providing a
detailed audit of gastric cancer-related work should place
surgeons in a better position to argue for increased
resources.
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