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Abstract: Background and Objectives: Small bowel adenocarcinomas (SBAs) are rare tumors of the
gastrointestinal system. Lymph node metastasis in patients with curatively resected SBAs is associated
with poor prognosis. In this study, we determined the prognostic utility of the number of removed
lymph nodes and the metastatic lymph node ratio (the N ratio). Materials and Methods: The data of
97 patients who underwent curative SBA resection in nine hospitals of Turkey were retrospectively
evaluated. Univariate and multivariate analyses of potentially prognostic factors including the N
ratio and the numbers of regional lymph nodes removed were evaluated. Results: Univariate analysis
showed that perineural and vascular invasion, metastatic lymph nodes, advanced TNM stage, and a
high N ratio were significant predictors of poor survival. Multivariate analysis revealed that the N
ratio was a significant independent predictor of disease-specific survival (DSS). The group with the
lowest N ratio exhibited the longest disease-free survival (DFS) and DSS; these decreased significantly
as the N ratio increased (both, p < 0.001). There was no significant difference in either DFS or DSS
between groups with low and high numbers of dissected lymph nodes (i.e., <13 and ≥13) (both,
p = 0.075). Conclusions: We found that the N ratio was independently prognostic of DSS in patients
with radically resected SBAs. The N ratio is a convenient and accurate measure of the severity of
lymph node metastasis.

Keywords: lymph node metastasis; metastatic lymph node ratio; prognosis; small bowel adenocarcinoma

1. Introduction

Malignant tumors of the small intestine are infrequent. Only approximately 3% of all
gastrointestinal tumors originate in the small intestine despite its large surface area and
length [1]. The mean age at diagnosis is between 50 and 70 years, and incidence is similar
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between men and women [2]. Adenocarcinomas, one of the four most common histological
tumor types, are responsible for approximately 30–40% of all small bowel tumors [3]; the
other most common tumor types are neuroendocrine tumors, lymphomas, and sarcomas.
Small bowel adenocarcinomas (SBAs) most commonly arise in the duodenum (57–65%) and
decrease in frequency more distally [4]. Given the nonspecificity of symptoms, such tumors
are diagnosed at more advanced stages than colorectal cancers; 60% of patients are of stage
3–4 at diagnosis, compromising prognosis [5,6]. For most malignancies, surgical resection
is the principal primary treatment for local (stage I–III) SBAs. Dissection of the primary
tumor with en bloc lymph node removal is the favored surgical approach [7,8]. Lymph node
metastasis status is very important in prognostic terms [9–11]. The pathological lymph
node (pN) classification is prognostic and therefore used as a simple method for accurate
staging [12]. The number of lymph nodes that must be removed for pN classification
remains controversial. Extensive dissection may increase the number of metastatic nodes
and thus stage migration. Two analyses indicated that at least five lymph nodes should be
removed from patients with duodenal tumors and nine from those with ileal and jejunal
tumors [13,14]. In a report that evaluated both duodenal and jejonoileal tumors, eight
lymph nodes were considered sufficient [10,11]. However, other data suggest that the
evaluation of more lymph nodes may better predict the survival of SBA patients [15].

Data on adequate numbers of lymph nodes predict survival, as does the ratio of
metastatic lymph nodes to the number of lymph nodes evaluated (the N ratio) [10,11,13,14,16].
Thus, both the total number of removed lymph nodes and the number of metastatic nodes
predict the prognosis of SBA patients [10]. The N ratio is independently prognostic, with
low N ratios predicting better survival [10,13]. We evaluated the prognostic significance of
the number of lymph nodes removed from, and the N ratio of, SBA patients who underwent
radical resection. We also determined the effects of various clinicopathological features on
disease-free survival (DFS) and disease-specific survival (DSS), and identified potentially
prognostic factors.

2. Patients and Methods

Between May 2001 and August 2020, data on 143 patients with adenocarcinomas of
the duodenum, ileum, and jejunum treated in nine Turkish hospitals were retrospectively
reviewed. Radically resected SBA patients of histologically confirmed R0 status (no residual
microscopic or macroscopic tumors) and who survived for at least 3 months postoperatively
were included. Patients of advanced stage and with secondary malignancies other than
SBA were excluded. A total of 97 patients met the inclusion criteria. From patient files,
we obtained age at diagnosis; gender; Eastern Cooperative Oncology Group (ECOG)
performance score; resection type; tumor location; histopathological features and grade;
lymphatic, vascular, and perineural invasion status; pathological T stage (pT); any lymph
node involvement; TNM stage; resection margin; recurrence status; and survival. Staging
followed the recommendations of the 2017 (8th edition) American Joint Committee on
Cancer; we evaluated the clinical, radiological, and pathological findings at diagnosis [12].

2.1. Resected Lymph Node Number Cutoff

Receiver operating curve analysis yielded a cutoff of 13.40, which was very close to
the median value (13) after outliers were trimmed. Thus, patients were divided into two
groups, with <13 and ≥13 resected lymph nodes, respectively.

2.2. N Ratio Cutoff Values

The N ratio cutoff was based on a series of cutpoint analyses that employed Cox
regression to maximize the chi-squared likelihood value. The maximum value was 0.28,
which was the median after the trimming of outliers. Patients were divided into groups
with N ratio (i.e., number of lymph node metastases divided by the number of removed
lymph nodes) values of 0.00, 0.02–0.28, or >0.28; these were termed N ratio groups 0, 1, and
2, respectively.
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3. Statistical Analyses

All statistical analyses were performed using MedCalc Software v19.7.2 (Ostend,
Belgium; https://www.medcalc.org; (accessed on 1 January 2021)) and IBM SPSS Statistics
for Windows v28.0 (Armonk, New York, NY, USA). The Shapiro–Wilk test was used to
explore the normality of continuous variables. Descriptive statistics included means with
standard deviations, and medians with ranges. Categorical variables are expressed as
frequencies (n) with percentages (%). The Mann–Whitney U-test and Kruskal–Wallis test
were used to compare non-normally distributed variables of two and more than two
groups, respectively. The Bonferroni-adjusted Mann–Whitney U-test was used for post hoc
comparisons. DSS and DFS analyses were performed using the Kaplan–Meier method.
Median survival times were compared using the log-rank test. A Cox regression model
was used for multivariate evaluation of factors affecting DSS. Statistical significance was
determined at a level of p < 0.05.

4. Results

Data on 97 patients (41 female, 56 male) with radically resected SBAs were retro-
spectively analyzed. The median age at diagnosis was 58 years (range, 21–81 years);
55 (56.7%) were younger than 60 years. The most common tumor site was the duodenum
(n = 57; 58.8%), and the tumor frequency decreased distally (jejunum: n = 24, 24.7%; ileum:
n = 16, 16.5%). All patients with ileal and jejunal tumors underwent segmental resection;
31 patients with duodenal tumors underwent segmental resection, while the remaining
26 underwent pancreaticoduodenectomy. Most patients were of stage pT3 (n = 60; 61.9%).
In terms of the pN classification based on lymph node metastases, 33 (34%) patients were
pN0, 29 (29.9%) pN1, and 35 (36.1%) pN2; most (n = 64; 66%) were of TNM stage 3. The
median number of dissected lymph nodes was 13 (range, 2–45) and the median number
of lymph node metastases was 2 (range, 0–17). N ratio groups 0, 1, and 2 included 33
(34%), 29 (29.9%), and 33 (36.1%) patients, respectively. The N ratio correlated significantly
with both the pN classification and TNM stage, and was significantly higher in patients
exhibiting perineural and/or vascular invasion. Correlations between the N ratio and
clinicopathological features are shown in Table 1.

Table 1. The relation between the N ratio and clinicopathological characteristics.

Variable Med (IQR) p

Gender 0.800 1

Female n = 41 16.6 (0–43.5)

Male n = 56 8.3 (0–38.2)

Age at diagnosis (in categories) 0.476 1

<60 n = 55 8.3 (0–38.4)

≥60 n = 42 13.7 (0–42.1)

Histopathology NA

Adenocarcinoma n = 87 8.3 (0–38.9)

Signet ring cell n = 7 33.3 (0–42.8)

Mucinous n = 3 25 (na)

Tumor Differentiation 0.686 2

Well differentiated n = 21 11.1 (0–45.1)

Moderately differentiated n = 56 7.7 (0.34.4)

Poorly differentiated n = 14 32.4 (6.1–62.3)

https://www.medcalc.org
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Table 1. Cont.

Variable Med (IQR) p

TNM Stage <0.001 2

Stage I n = 8 0 (0–0)

Stage II n = 25 0 (0–0)

Stage III n = 64 32.4 (8.8–46.5)

pN Stage <0.001 2

pN0 n = 33 0 (0–0)

pN1 n = 29 8.3 (6.9–18.2)

pN2 n = 35 44 (37.5–62.5)

pT Stage 0.119 2

1 n = 2 0 (0–0)

2 n = 10 0 (0–23.6)

3 n = 60 8.9 (0–44.1)

4 n = 25 16.6 (0–42.7)

Vascular Invasion <0.001 1

(−) n = 43 0 (0–0)

(+) n = 53 36.3 (8.7–47)

Perineural Invasion <0.001 1

(−) n = 39 0 (0–8.3)

(+) n = 58 33.3 (7.6–46.2)

Lymph nodes Invasion <0.001 1

(−) n = 33 0 (0–0)

(+) n = 64 32.4 (8.8–46.5)

Category of resected lymph nodes 0.432 1

<13 n = 46 17.4 (0–46.6)

≥13 n = 51 7.7 (0–38.4)
1 Mann–Whitney u test, 2 Kruskal–Wallis test.

The median follow-up time was 53 (range, 6–205) months; 54 (55.6%) patients died.
The number of SBA-related deaths was 46 (47.4%). The 3- and 5-year DFS rates were 67.6
and 49.4% and the DSS rates were 75.8% and 59.5, respectively. By the TNM stage, the
5-year DFS rates of stage I, II, and III patients were 100%, 74.3%, and 31.8% and the 5-year
DSS rates were 100%, 77.8%, and 47.2%, respectively. The median DFS and DSS were not
attained by patients of stages I and II; the median DFS and DSS were lower in stage III
patients; thus, 40 (standard error (SE), 8.5; 95% confidence interval (CI), 23.4–58.3) and 52
(SE, 7.8; 95% CI, 37.6–67.5) months, respectively. This difference was significant in terms of
both DFS and DSS (both, p < 0.001). The DSS curve is shown in Figure 1.
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Figure 1. The survival curves of DSS according to TNM stage.

According to the pN classification, the 5-year DFS rates were 80.5, 60.9, and 8.8% and
the 5-year DSS rates were 83.2, 84.5, and 17.7% for the pN0, 1, and 2 groups, respectively.
The median DFS and DSS were not attained by pN0 or pN1 patients and were lower in
pN2 patients, at 18 (SE, 6.4; 95% CI, 13.3–23.2) and 31 (SE, 6.2; 95% CI, 28.6–52.9) months,
respectively. The differences were significant in terms of both DFS and DSS (both, p < 0.001).
The DSS curve is shown in Figure 2. The 5-year DFS rates of N ratio groups 0, 1, and 2 were
80.5%, 72%, and 2.8%; the 5-year DSS rates were 95.7%, 83.2%, and 13.9%, respectively. The
median DFS and DSS were attained by N ratio groups 0 and 1; median DFS and DSS were
lower in N ratio group 2, at 18 (SE, 3.5; 95% CI, 17–31) and 30 (SE, 3.8; 95% CI, 96.3–132.9)
months, respectively. This difference was significant in terms of both DFS and DSS (both,
p < 0.001). The DSS curve is shown in Figure 3.

Figure 2. The survival curves of DSS according to pN stage.



Medicina 2023, 59, 1472 6 of 11

Figure 3. The survival curves of DSS according to N ratio categorization.

More than half of all patients (52.4%) underwent dissection of ≥13 lymph nodes. In
those for whom <13 and ≥13 lymph nodes were dissected, the 5-year DFS rates were 42.4%
and 55.7% and the 5-year DSS rates were 47.7% and 70.6%, respectively. The median DFS
and DSS were not attained in the latter group and were 42 (SE, 13.5; 95% CI, 74.2–127.1) and
60 (SE, 7.6; 95% CI, 45.1–74.9) months, respectively, in the former group (both, p = 0.075).
The DSS curve is shown in Figure 4. Although the numerical survival was better in the
latter group, there was no significant between-group difference in terms of DFS or DSS.

Figure 4. The survival curves of DSS according to removed lymph node categorization.

In terms of primary tumor resection, 31 patients with duodenal tumors underwent
segmental resection, and 26 underwent pancreoticoduodenectomy. The median numbers
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of lymph nodes removed during these operations were 12 and 13, respectively, which were
not significantly different (p = 0.602). In the latter and former patients, the 5-year DFS rates
were 46.1% and 42.7% and the 5-year DSS rates were 58.7% and 60%, respectively (p = 0.760
and p = 0.660, respectively), with no significant difference.

The univariate analysis of clinicopathological factors showed that vascular and per-
ineural invasion, N stage, TNM stage at diagnosis, and the N ratio significantly affected DSS.
The N ratio was closely associated with DSS after radical SBA resection (Table 2). Signifi-
cant variables (p < 0.05) according to univariate analysis were included in the multivariate
model. The N ratio, TNM stage, and N stage were closely associated. Therefore, we used
a Cox proportional hazard model to perform multivariate analysis. The results revealed
that the N ratio (chi-squared, 12.8; p < 0.001; hazard ratio (HR), 9.75; 95% CI, 2.72–34.82)
and perineural invasion (chi-squared, 7.53; p = 0.006; HR, 4.21; 95% CI, 1.50–11.78) were
independently prognostic (Table 3).

Table 2. Univariate analysis according to clinicopathological factors and disease-specific survival.

Factor No. of
Patients (%)

Median DSS
Time (Months) 95% CI p

All 97 68 25–111 -

Gender 0.145

Male 41 (42.3) 125.2 101.6–148.8

Female 56 (57.7) 78.3 60.5–96.3

Age (year) 0.883

<60 55 (56.7) 69 22.4–115.6

≥60 42 (43.3) 68 -

Tumor Location 0.667

Duodenum 57 (58.8) 109.4 86.7–132.2

Jejenum 24 (24.7) 98.8 75.3–122.2

Ileum 16 (16.5) 91.0 59.9–122.2

Surgery Type 0.998

Segmental resection 71 (73.2) 69 23.6–114.4

Pancreaticoduodenectomy 26 (26.8) 67 -

Histopathology NA

Adenocarcinoma 87 (89.7) 68 25.5–110.5

Signet ring cell 7 (7.2) 47 21.3–72.7

Mucinous 3 (3.1) - -

Tumor Differentiation 0.331

Well differentiated 21 (23.1) 78.4 54–102.9

Moderately differentiated 56 (61.5) 128 103.7–152.3

Poorly differentiated 14 (15.4) 86 52.6–119.4

Vascular Invasion <0.001

Present 53 (55.2) 72.0 51.7–92.3

Absent 43 (44.8) 128.5 115.3–141.7

Perineural Invasion <0.001

Present 58 (59.8) 67.1 52.1–82

Absent 39 (40.2) 175.0 153.2–197
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Table 2. Cont.

Factor No. of
Patients (%)

Median DSS
Time (Months) 95% CI p

pT Stage 0.133

1 2 (2.1) 85 85–85

2 10 (10.3) 115.2 83.6–146.9

3 60 (61.9) 116.4 93.2–139.6

4 25 (25.8) 70.4 45.5–95.3

pN Stage <0.001

pN0 33 (34) 170.9 146.4–195.4

pN1 29 (29.9) 109.2 84.4–133.9

pN2 35 (36.1) 40.8 28.6–52.9

TNM Stage <0.001

Stage I 8 (8.2) 148 148–148

Stage II 25 (25.8) 157.9 125.2–190.6

Stage III 64 (66) 71.5 56.1–86.9

N Ratio <0.001

N ratio 0 (0.00) 33 (34) 170.8 146.3–195.4

N ratio 1 (0.02–0.28) 29 (29.9) 127.7 104.1–151.2

N ratio 2 (>0.28) 35 (36.1) 35.1 27.6–42.6

Resected lymph nodes 0.075

<13 46 (47.4) 60 45.1–74.9

≥13 51 (52.6) 103 -

Table 3. Multivariate analyses of association among covariates and DSS.

Factors Wald p HR 95% CI

Vascular invasion 0.103 0.748 0.812 0.23–2.89

Perineural Invasion 7.534 0.006 4.21 1.50–11.78

N ratio 27.54 <0.001

0.00 vs. 0.02–0.28 0.381 0.537 0.664 0.18–2.44

0.00 vs. >0.28 12.28 <0.001 9.75 2.72–34.82

5. Discussion

The primary treatment for local SBA is surgical resection and en bloc lymph node
removal. Regional lymph nodes at risk of metastasis must be removed [3,17]. In patients
lacking distant metastases, regional lymph node metastasis is an important predictor of
oncological outcomes [11,18,19]. Lymph node metastasis is a major consideration when a
clinician chooses adjuvant chemotherapy to improve prognosis. In patients with colorectal
and gastric cancers, the numbers of lymph nodes that should be removed to improve
prognosis and ensure accurate staging are well-defined [20–23]; this is not the case for SBAs.
Approximately half of our patients (52.4%) underwent dissection of ≥13 lymph nodes. The
5-year DSS rate was numerically better in this group than in the group for whom fewer
nodes were removed (47.7% vs. 70.6%); however, statistical significance was not attained
(p = 0.075), perhaps due to the small sample size.

In a retrospective analysis of 1091 non-metastatic SBA patients whose information
was entered into the Surveillance, Epidemiology, and Results (SEER) database from 2004 to
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2011, the removal of at least nine lymph nodes was associated with better overall survival
and cancer-specific survival [14]. Similarly, a retrospective analysis of 1991 SBA patients
whose information was entered into the SEER registry from 1998 to 2007 showed that the
removal of at least eight lymph nodes improved both stage I/II and stage III cancer-specific
survival [11]. One study found that the evaluation of more lymph nodes might better
predict the survival of SBA patients [15].

No prospective study has yet explored the relationship between the surgical technique
used and the number of lymph nodes removed; all data are retrospective [7,24,25]. The
type of resection usually depends on the location of the primary tumor. Although segmen-
tal resection is the mainstay, pancreotiduodenectomy may be required by patients with
duodenal tumors. In our study, there were 57 such patients, of whom 26 underwent pan-
creotidoduodenectomy and 31 underwent segmental resection. All patients with SBAs in
the ileum and jejunum underwent segmental resection. There was no significant between-
technique difference in terms of either the number of lymph nodes removed or the DSS.
Similarly, a meta-analysis of 6438 duodenal cancer patients reported that both techniques
allowed adequate lymph node dissection when tumors lay in the distal duodenum; overall
survival did not differ significantly [24]. Two retrospective analyses came to the same
conclusions [25,26]. Limited resection reduces morbidity and postoperative fistulation [26]
and may therefore be appropriate for selected patients with tumors in duodenal segments
3–4, although further studies are required.

The number of involved lymph nodes is a very important predictor of prognosis in
SBA patients. Regardless of T stage, lymph node involvement affects survival outcomes.
In our study, the best DSS rate was that of the pN0 group, and the worst that of the pN2
(≥3 lymph node metastases) group. In a retrospective analysis, patients with lymph node
involvement were divided into those with <3 and ≥3 metastatic nodes. Cancer-specific
survival was better in the former patients [11], which is consistent with our results. Indeed,
in the 2017 (8th edition) American Joint Committee on Cancer, stage 3 tumors were classified
by the number of involved lymph nodes (IIIA < 3; IIIB ≥ 3 lymph nodes) [12].

Several analyses and retrospective studies of SBA patients whose data are in the SEER
database have sought associations between the numbers of lymph nodes removed and a
low N ratio on survival after surgery [10,11,13,14,16]. The N ratio assesses both the total
number of lymph nodes removed and the number of involved nodes on the same scale
when predicting prognosis. However, no consensus N ratio cutoff for SBA patients has
emerged. We found inverse relationships between the N ratio and both DFS and DSS. The
best DFS and DSS rates were those of the N ratio 0 group (0.00) and the worst were those
of the N ratio 2 group (>0.28); the difference was significant. Multivariate analysis also
revealed that the N ratio was independently prognostic of DSS.

Similarly, in a retrospective analysis of SBA patients (n = 1991) whose information was
entered into the SEER database from 1998 to 2005, the survival of stage III SBA patients
with N ratios of 0.02–0.20, 0.21–0.50, or 0.52–1 were stratified; survival decreased as the N
ratio increased. The survival of the N ratio 0.52–1 group was significantly poorer than those
of the other two groups [11]. In a retrospective analysis of 2772 SBA patients registered
in the SEER database between 1988 and 2010, survival decreased as the N ratio increased,
and the poorest median survival (16 months) was that of a group with N ratio > 0.4 [13].
Another study published in 2022 year was used an N ratio cutoff of 0.4, and found that the
N ratio, the number of lymph nodes resected, and the number of positive lymph nodes
enhanced prognostic accuracy [27].

Unfortunately, no consensus N ratio cutoff has yet emerged; all data are based on ret-
rospective analyses. SBA is heterogeneous in terms of the tumor location, optimal surgical
technique, grade, and stage. The risk of recurrence is high, especially in patients lacking
metastases but exhibiting lymph node involvement (stage III). Adjuvant chemotherapy im-
proves prognosis. No prospective study has yet evaluated whether adjuvant chemotherapy
improves survival after SBA removal; again, all data were retrospectively derived. Clini-
cians who choose adjuvant treatments consider the few retrospective studies on SBAs and
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prospective studies on colorectal adenocarcinomas [6,16,28–30]. A better understanding of
the factors predicting prognosis, especially of stage III SBAs, might identify patients that
would particularly benefit from adjuvant treatment. More aggressive adjuvant treatments
may be appropriate for patients at high risk of recurrence.

Our work had certain limitations. Any retrospective evaluation is associated with a
risk of selection bias. Although we combined the experience of multiple Turkish institutions,
given the rarity of SBAs, our moderate sample size is another limitation of our study.

6. Conclusions

We found that the N ratio was independently prognostic of DSS in patients with
radically resected SBAs. Such patients require appropriate lymphadenectomy. Further
prospective studies are required to explore the prospective utility of the N ratio as a
prognostic factor.

Author Contributions: Conceptualization, D.A.; methodology, D.A., U.K. and M.O.; software, D.A.,
G.U.E. and M.A.S.; validation, M.E.Y. and B.B.O.; formal analysis, D.A., A.B. and M.G.; investigation,
U.K. and M.O.; resources, D.A., U.K. and M.A.S.; data curation, D.A., U.K., M.O., M.A.S. and M.E.Y.;
writing—original draft preparation, D.A. and U.K.; writing—review and editing, D.A., U.K., M.O.,
G.U.E., M.A.S., M.E.Y., B.B.O., A.B. and M.G.; visualization, D.A. and M.E.Y.; supervision, M.G.;
project administration, B.B.O. and A.B. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: No prospective studies with human participants or animals
were performed by any of the authors for this article. All procedures performed in studies involving
human participants were in accordance with the ethical standards of the institutional and/or national
research committee and with the 1964 Helsinki Declaration and its later amendments or comparable
ethical standards.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare that they have no conflict of interest.

References
1. Siegel, R.L.; Miller, K.D.; Fuchs, H.E.; Jemal, A. Cancer statistics, 2022. CA Cancer J. 2022, 72, 7–33. [CrossRef]
2. Aparicio, T.; Pachev, A.; Laurent-Puig, P.; Svrcek, M. Epidemiology, Risk Factors and Diagnosis of Small Bowel Adenocarcinoma.

Cancers 2022, 14, 2268. [CrossRef] [PubMed]
3. Bilimoria, K.Y.; Bentrem, D.J.; Wayne, J.D.; Ko, C.Y.M.; Bennett, C.L.; Talamonti, M.S. Small bowel cancer in the United States:

Changes in epidemiology, treatment, and survival over the last 20 years. Ann. Surg. 2009, 249, 63–71. [CrossRef] [PubMed]
4. Aparicio, T.; Henriques, J.; Manfredi, S.; Tougeron, D.; Bouché, O.; Pezet, D.; Piessen, G.; Coriat, R.; Zaanan, A.; Legoux, J.-L.; et al.

Small bowel adenocarcinoma: Results from a nationwide prospective ARCAD-NADEGE cohort study of 347 patients. Int. J.
Cancer 2020, 147, 967–977. [CrossRef] [PubMed]

5. Dabaja, B.S.; Suki, D.; Pro, B.; Bonnen, M.; Ajani, J. Adenocarcinoma of the small bowel: Presentation, prognostic factors, and
outcome of 217 patients. Cancer 2004, 101, 518–526. [CrossRef] [PubMed]

6. Aydin, D.; Sendur, M.A.; Kefeli, U.; Unal, O.U.; Tastekin, D.; Akyol, M.; Tanrikulu, E.; Ciltas, A.; Ustaalioglu, B.B.; Uysal, M.; et al.
Evaluation of Prognostic Factors and Adjuvant Chemotherapy in Patients with Small Bowel Adenocarcinoma Who Underwent
Curative Resection. Clin. Color. Cancer 2016, 16, 220–227. [CrossRef] [PubMed]

7. Zhang, S.; Yuan, W.; Zhang, J.; Chen, Y.; Zheng, C.; Ma, J.; Jiang, Q.; Zhao, Y.; Xu, Q.; Wang, C. Clinicopathological features,
surgical treatments, and survival outcomes of patients with small bowel adenocarcinoma. Medicine 2017, 96, e7713. [CrossRef]

8. Hashimoto, D.; Arima, K.; Chikamoto, A.; Taki, K.; Inoue, R.; Kaida, T.; Higashi, T.; Imai, K.; Beppu, T.; Baba, H. Limited Resection
of the Duodenum for Nonampullary Duodenal Tumors, with Review of the Literature. Am. Surg. 2016, 82, 1126–1132. [CrossRef]

9. Locher, C.; Batumona, B.; Afchain, P.; Carrère, N.; Samalin, E.; Cellier, C.; Aparicio, T.; Becouarn, Y.; Bedenne, L.; Michel, P.; et al.
Small bowel adenocarcinoma: French intergroup clinical practice guidelines for diagnosis, treatments and follow-up (SNFGE,
FFCD, GERCOR, UNICANCER, SFCD, SFED, SFRO). Dig. Liver Dis. 2018, 50, 15–19. [CrossRef]

10. Overman, M.J.; Hu, C.-Y.; Kopetz, S.; Abbruzzese, J.L.; Wolff, R.A.; Chang, G.J. A Population-Based Comparison of Adeno-
carcinoma of the Large and Small Intestine: Insights Into a Rare Disease. Ann. Surg. Oncol. 2011, 19, 1439–1445. [CrossRef]
[PubMed]

11. Overman, M.J.; Hu, C.-Y.; Wolff, R.A.; Chang, G.J. Prognostic value of lymph node evaluation in small bowel adenocarcinoma:
Analysis of the surveillance, epidemiology, and end results database. Cancer 2010, 116, 5374–5382. [CrossRef]

https://doi.org/10.3322/caac.21708
https://doi.org/10.3390/cancers14092268
https://www.ncbi.nlm.nih.gov/pubmed/35565398
https://doi.org/10.1097/SLA.0b013e31818e4641
https://www.ncbi.nlm.nih.gov/pubmed/19106677
https://doi.org/10.1002/ijc.32860
https://www.ncbi.nlm.nih.gov/pubmed/31912484
https://doi.org/10.1002/cncr.20404
https://www.ncbi.nlm.nih.gov/pubmed/15274064
https://doi.org/10.1016/j.clcc.2016.08.002
https://www.ncbi.nlm.nih.gov/pubmed/27670893
https://doi.org/10.1097/MD.0000000000007713
https://doi.org/10.1177/000313481608201131
https://doi.org/10.1016/j.dld.2017.09.123
https://doi.org/10.1245/s10434-011-2173-6
https://www.ncbi.nlm.nih.gov/pubmed/22187121
https://doi.org/10.1002/cncr.25324


Medicina 2023, 59, 1472 11 of 11

12. Amin, M.B.; Greene, F.L.; Edge, S.B.; Compton, C.C.; Gershenwald, J.E.; Brookland, R.K.; Meyer, L.; Gress, D.M.; Byrd, D.R.;
Winchester, D.P. The Eighth Edition AJCC Cancer Staging Manual: Continuing to build a bridge from a population-based to a
more "personalized" approach to cancer staging. CA Cancer J. Clin. 2017, 67, 93–99. [CrossRef] [PubMed]

13. Tran, T.B.; Qadan, M.; Dua, M.M.; Norton, J.A.; Poultsides, G.A.; Visser, B.C. Prognostic relevance of lymph node ratio and total
lymph node count for small bowel adenocarcinoma. Surgery 2015, 158, 486–493. [CrossRef]

14. Wilhelm, A.; Müller, S.A.; Steffen, T.; Schmied, B.M.; Beutner, U.; Warschkow, R. Patients with Adenocarcinoma of the Small
Intestine with 9 or More Regional Lymph Nodes Retrieved Have a Higher Rate of Positive Lymph Nodes and Improved Survival.
J. Gastrointest. Surg. 2015, 20, 401–410. [CrossRef]

15. Wu, S.; Chen, J.-N.; Zhang, Q.-W.; Tang, C.-T.; Zhang, X.-T.; Tang, M.-Y.; Li, X.-B.; Ge, Z.-Z. A New Metastatic Lymph Node
Classification-based Survival Predicting Model in Patients With Small Bowel Adenocarcinoma: A Derivation and Validation
Study. Ebiomedicine 2018, 32, 134–141. [CrossRef] [PubMed]

16. Halfdanarson, T.R.; McWilliams, R.R.; Donohue, J.H.; Quevedo, J.F. A single-institution experience with 491 cases of small bowel
adenocarcinoma. Am. J. Surg. 2010, 199, 797–803. [CrossRef]

17. Hatzaras, I.; Palesty, J.A.; Abir, F.; Sullivan, P.; Kozol, R.A.; Dudrick, S.J.; Longo, W.E. Small-bowel tumors: Epidemiologic and
clinical characteristics of 1260 cases from the connecticut tumor registry. Arch. Surg. 2007, 142, 229–235. [CrossRef] [PubMed]

18. Wu, T.-J.; Yeh, C.-N.; Chao, T.-C.; Jan, Y.-Y.; Chen, M.-F. Prognostic Factors of Primary Small Bowel Adenocarcinoma: Univariate
and Multivariate Analysis. World J. Surg. 2006, 30, 391–398 discussion 399. [CrossRef]

19. Brücher, B.; Stein, H.J.; Roder, J.D.; Busch, R.; Fink, U.; Werner, M.; Siewert, J.R. New aspects of prognostic factors in adenocarci-
nomas of the small bowel. Hepato-Gastroenterology 2001, 48, 727–732.

20. Schwarz, R.E.; Smith, D.D. Clinical impact of lymphadenectomy extent in resectable gastric cancer of advanced stage. Ann. Surg.
Oncol. 2006, 14, 317–328. [CrossRef]

21. Songun, I.; Putter, H.; Kranenbarg, E.M.-K.; Sasako, M.; van de Velde, C.J. Surgical treatment of gastric cancer: 15-year follow-up
results of the randomised nationwide Dutch D1D2 trial. Lancet Oncol. 2010, 11, 439–449. [CrossRef]

22. Lykke, J.; Roikjaer, O.; Jess, P.; The Danish Colorectal Cancer Group. The relation between lymph node status and survival in
Stage I-III colon cancer: Results from a prospective nationwide cohort study. Color. Dis. 2012, 15, 559–565. [CrossRef]

23. Bilimoria, K.Y.; Palis, B.; Stewart, A.K.; Bentrem, D.J.; Freel, A.C.; Sigurdson, E.R.; Talamonti, M.S.; Ko, C.Y. Impact of Tumor
Location on Nodal Evaluation for Colon Cancer. Dis. Colon Rectum 2008, 51, 154–161. [CrossRef]

24. Meijer, L.L.; Alberga, A.J.; de Bakker, J.K.; van der Vliet, H.J.; Le Large, T.Y.S.; van Grieken, N.C.T.; de Vries, R.; Daams, F.;
Zonderhuis, B.M.; Kazemier, G. Outcomes and Treatment Options for Duodenal Adenocarcinoma: A Systematic Review and
Meta-Analysis. Ann. Surg. Oncol. 2018, 25, 2681–2692. [CrossRef]

25. Cloyd, J.M.; Norton, J.A.; Visser, B.C.; Poultsides, G.A. Does the Extent of Resection Impact Survival for Duodenal Adenocarci-
noma? Analysis of 1,611 Cases. Ann. Surg. Oncol. 2014, 22, 573–580. [CrossRef] [PubMed]

26. Burasakarn, P.; Yamamoto, M.; Nunobe, S.N.S.; Kanaji, S.K.S.; Eguchi, H.E.H.; Okada, K.O.K.-I.; Fujii, T.F.T.; Nagakawa,
Y.N.Y.; Kanetaka, K.K.K.; Yamashita, H.Y.H.; et al. Limited resection vs. pancreaticoduodenectomy for primary duodenal
adenocarcinoma: A systematic review and meta-analysis. Int. J. Clin. Oncol. 2021, 26, 450–460. [CrossRef] [PubMed]

27. Batra, A.; Kong, S.; Hannouf, M.B.; Cheung, W.Y. A Population-Based Study to Evaluate the Associations of Nodal Stage, Lymph
Node Ratio and Log Odds of Positive Lymph Nodes with Survival in Patients with Small Bowel Adenocarcinoma. Curr. Oncol.
2022, 29, 1298–1308. [CrossRef] [PubMed]

28. Ecker, B.L.; McMillan, M.T.; Datta, J.; Mamtani, R.; Giantonio, B.J.; Dempsey, D.T.; Fraker, D.L.; Drebin, J.A.; Karakousis, G.C.;
Roses, R.E. Efficacy of adjuvant chemotherapy for small bowel adenocarcinoma: A propensity score-matched analysis. Cancer
2015, 122, 693–701. [CrossRef]

29. Ye, X.; Zhang, G.; Chen, H.; Li, Y. Correction: Meta-analysis of postoperative adjuvant therapy for small bowel adenocarcinoma.
PLoS ONE 2018, 13, e0207816. [CrossRef]

30. André, T.; Boni, C.; Navarro, M.; Tabernero, J.; Hickish, T.; Topham, C.; Bonetti, A.; Clingan, P.; Bridgewater, J.; Rivera, F.; et al.
Improved Overall Survival With Oxaliplatin, Fluorouracil, and Leucovorin As Adjuvant Treatment in Stage II or III Colon Cancer
in the MOSAIC Trial. J. Clin. Oncol. 2009, 27, 3109–3116. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3322/caac.21388
https://www.ncbi.nlm.nih.gov/pubmed/28094848
https://doi.org/10.1016/j.surg.2015.03.048
https://doi.org/10.1007/s11605-015-2994-x
https://doi.org/10.1016/j.ebiom.2018.05.022
https://www.ncbi.nlm.nih.gov/pubmed/29908920
https://doi.org/10.1016/j.amjsurg.2009.05.037
https://doi.org/10.1001/archsurg.142.3.229
https://www.ncbi.nlm.nih.gov/pubmed/17372046
https://doi.org/10.1007/s00268-005-7898-6
https://doi.org/10.1245/s10434-006-9218-2
https://doi.org/10.1016/S1470-2045(10)70070-X
https://doi.org/10.1111/codi.12059
https://doi.org/10.1007/s10350-007-9114-2
https://doi.org/10.1245/s10434-018-6567-6
https://doi.org/10.1245/s10434-014-4020-z
https://www.ncbi.nlm.nih.gov/pubmed/25160736
https://doi.org/10.1007/s10147-020-01840-5
https://www.ncbi.nlm.nih.gov/pubmed/33386555
https://doi.org/10.3390/curroncol29030110
https://www.ncbi.nlm.nih.gov/pubmed/35323310
https://doi.org/10.1002/cncr.29840
https://doi.org/10.1371/journal.pone.0209868
https://doi.org/10.1200/JCO.2008.20.6771

	Introduction 
	Patients and Methods 
	Resected Lymph Node Number Cutoff 
	N Ratio Cutoff Values 

	Statistical Analyses 
	Results 
	Discussion 
	Conclusions 
	References

