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Introduction
Gastric Cancer (GC), one of the most common malignant tumors, is the third leading cause 

of cancer related deaths worldwide [1]. The treatment of patients with gastric cancer remains a big 
challenge. Surgical resection is still the main treatment modality for it [2]. After gastrectomy, patients 
experienced reduced nutritional intake due to decreased gastric volume and intestinal dysfunction 
as a result of reconstruction of digestive tract, which result in post-gastrectomy syndrome and 
malnutrition [3-6]. Malnutrition after gastrectomy increases the incidence of incision infection [7], 
and significantly and adversely affects overall survival [8]. In addition, middle and low differentiated 
gastric cancer will probably require postoperative adjuvant radiation therapy and chemotherapy at 
1 month. The nutritional status is compounded by the postoperative adjuvant radiation therapy and 
chemotherapy, conversely, Body Weight Loss (BWL) at 1 month after surgery affects compliance 
with adjuvant S-1 chemotherapy and survival of gastric cancer patients [9,10]. Therefore, patient's 
nutrition status at 1 month after operation is particularly important. How to improve the nutritional 
status of patients is the current research focus. As we know, normal diet and Oral Nutrition 
Supplement (ONS) are the main ways of nutrition supply after gastric cancer operation. Doctors and 
nurses always give diet guidance to patients in different ways and methods. However, in practical 
follow-up work, many patients, dietary compliance was low, ignored the importance of diet and 
nutrition, it may have something to do with they don't know true diagnosis. In China, diagnostic 
disclosure was a challenge for physicians who work with gastric cancer patients. Most of doctors 
would not tell the diagnostic disclosure to their patients. Surgeon's preference is to discuss diagnosis 
with patients' families. This situation is similar in many countries [11,12]. Out of concern for patients, 
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Abstract
Background: For patients with middle and low differentiated gastric cancer, will probably require 
postoperative adjuvant radiation therapy and chemotherapy at 1 month, so it is very important to 
improve the nutritional status by adjusting diet as advised by the doctor and nurse. Previous research 
was very little around the influence of diagnostic disclosure on diet compliance. The purpose of our 
study is to explore the relationship between the diagnostic disclosure and diet compliance.

Methods: On the third day after operation, we obtained the general information and diagnostic 
disclosure status from the patients and their families. The diet compliance was evaluated through 
reexamination or telephone follow-up 1 month after operation.

Results: Patients of knowing the diagnosis comprised 29.13% of the study sample. The diagnostic 
disclosure was significantly associated with age and family history. After the multivariate adjustment, 
the disclosure diagnoses is closely related to diet compliance (OR=5.701, 95% CI 2.336-13.915, P ≤ 
0.001).

Conclusion: The disclosure diagnoses was an important influence factor for diet compliance in 
patients with gastric cancer, the results provide important implications for China clinicians 
concerning the practice of diagnostic disclosure of gastric cancer to patients.
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few families will tell the true diagnosis to them. Previous research 
centered around the relationship between diagnostic disclosure and 
depression [13], quality of life [14], pain [15], levels of hope [15], and 
very little around the influence of diagnostic disclosure on nutritional 
status and dietary compliance. The purpose of our study is to explore 
the relationship between the diagnostic disclosure and postoperative 
nutritional status, so as to provide new reference for improvement of 
malnutrition of gastric cancer.

Methods
Statistical methods

By cross-section survey, the patient characteristics of middle 
and low differentiated gastric cancer were collected. In addition, this 
study adopted the prospective cohort study to obtain the outcome 
information of 1 month after radical operation included diet 
compliance, anxiety and depression, etc.

Patients and data collection
Patients undergoing radical gastrectomy, aged 41 to 84 years old, 

were recruited continuously from the Department of Gastric and 
Colorectal Surgery of the First Hospital Affiliated to Jilin University in 
Changchun, China, from November 2020 to January 2021. This study 
complies with the Declaration of Helsinki and was approved by the 
ethical committee of the First Hospital Affiliated to Jilin University, 
included 127 patients with a 1-month follow-up. We finally included 
125 cases in this study after excluding 2 cases that were death.

Inclusion Criteria were as follows: (1) Patients diagnosed by 
pathology or cytology. (2) Underwent radical gastrectomy for gastric 
cancer. (3) >18 years old. (4) Get informed consent from patients' 
families.

Exclusion Criteria were as follows: (1) Cognitive impairment. 
(2) Cannot take food by eating. (3) With severe dysfunction. (4) 
Communication barriers exist.

Research contents
During hospital: Day 3 after operation, the main caregivers 

of patients are given a unified diet education in a fixed classroom, 
the education include: diet guidance of 1 month after operation, 
diet principles, diet precautions, prevention and management of 
complications of diet and methods of oral nutrition supplement, 
at the same time, the main caregivers of patients complete the 
questionnaire, which mainly includes the general information, 
disease-related information and living habits of the patients. 
Researchers pull the main caregivers of patients into Wechat group 
during the course. After the course, the researchers comes to patient 
bedside to give one-to-one again education according to the results 
of the questionnaire survey for patients, what is more, checking 
information of questionnaire, and complete answering questions and 
dispel doubts. All subjects in this study adopted a unified nursing 
guidance program.

After leave hospital: Researchers push diet related health 
guidance in Wechat group every day, and reply the patient's questions, 
when necessary to give at Videophone and Voicephone. The subjects 
will be followed-up after 1 month after operation by videophone and 
Voicephone, Videophone preferred. The follow-up contents mainly 
include: The survival state, health state, readmission, current weight, 
nutritional assessment, diet-related symptoms, diet compliance, 
quality of life, etc.

Research tools
Baseline survey: General information, the questionnaire was 

designed by the researchers themselves, included sex, age, marital 
status, residence, number of children, education level, family 
economic income, medical insurance. Patients' lifestyles included 
activity, diet, drinking, drinking tea, sleep, hypertension history, 
diabetes history, cardiac disease, smoking history, history of alcohol 
intake, digestive system disease history, and family history of gastric 
cancer, hyperlipidemia and Body Mass Index (BMI).

Patient-Generated Subjective Global Assessment, PG-
SGA: Nutritional assessment was undertaken by using the Patient 
Generated Subjective Global Assessment (PG-SGA) [16]. This is the 
only validated and specific tool for a global nutritional assessment in 
oncology and has been used as the standard for nutrition assessment 
in oncology. The scale consists of two parts, a patient-completed 
component and a clinician component. The former consists of four 
parts, which weight loss, nutrition impact symptoms, nutritional 
intake and functional capacity. The later also consists of four parts 
(produces scores for diagnosis, age and metabolic stress, and a 
subjective physical examination assessing fat, muscle stores and fluid 
status). Finally, a global assessment of nutritional status is emerged. 
PG-SGA total scores range from 0 to 49 scores, and the higher score 
indicated the worse nutritional status, with triage recommendations 
as follows: Score 0 to 1 (no malnutrition), score 2 to 3 (suspected or 
mild malnutrition), score 4 to 8 (middle malnutrition), and score ≥ 9 
(severe malnutrition).

Quality of life, QOL: The EORTC QLQ-C30, which is composed 
of the thorough health status, 5 functional scales (physical, cognitive, 
emotional, social and role functioning), and three scales for symptoms 
(fatigue, pain and nausea and vomiting), a scale for general health/
QOL, five items for the evaluation of common symptoms related to 
cancer treatment (dyspnea, loss of appetite, insomnia, constipation 
and diarrhea), and an item for the assessment of the financial impact 
of the disease and treatment. The score of every scale ranges from 0 to 
100, considering that higher scores for functioning and QOL indicate 
better performance, and higher scores for symptoms indicate greater 
intensity of the symptom [17].

The Hospital Anxiety and Depression Scale, HADS: The HADS 
is composed of 14 items (with scores from 0 to 3), divided into seven 
items for evaluation of Anxiety (HADS-A), and seven others for the 
evaluation of Depression (HADS-D). This scale has been validated 
for the Portuguese language and presents good validity and reliability 
levels [18]. The total score ranges from 0 to 21 in each subscale, and 
the higher score indicated the more serious anxiety and depression 
status. According to the literature, the cutting point adopted is a 
score equal to or greater than 8 as indicative of Anxiety (HADS-A), 
and a score equal to or greater than 9 as indicative of Depression 
(HADS-D) [18].

Karnofsky performance status (KPS) functioning scale: The KPS 
is a scale, which allows the evaluation of the functional capacity and 
the ability to perform the activities of daily living of cancer patients. 
The total score ranges from 0 to 100, and is established by means of 
observation by the health professional. Higher scores indicate better 
functioning capacity. This is a widely used functioning scale and its 
psychometric properties have been tested in several contexts [19,20].

Diet related symptom questionnaire: The questionnaire 
was designed by the research team by referring to the patients' 
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participation in the diet management manual and related literature, 
and evaluated by relevant experts. After pre investigation, it was 
further modified and improved. The questionnaire is composed of 12 
items (with scores from 0 to 4), was assessed by likert 5-level scoring 
method, grading is as follows: Score 0 (not at all), score 1 (a little), 
score 2 (some), score 3 (quite), score 4 (very). The total score range 
is 0 to 44, lower scores indicate better status. Cronbach's α coefficient 
of the scale is 0.73.

Diet compliance questionnaire: The questionnaire was designed 
by the researchers themselves. The questionnaire is composed of 8 
items (with scores from 0 to 4), was assessed by likert 5-level scoring 
method, grading is as follows: Score 0 (not at all), score 1 (a little bit of 
fitting), score 2 (some), score 3 (quite), score 4 (very). The total score 
range is 0 to 32, lower scores indicate better compliance. Cronbach's 
α coefficient of the scale is 0.80.

Statistical analysis
All statistical analysis were conducted with SPSS 20.0 (IBM Corp, 

Chicago, IL). Categorical variables were expressed as frequency and 
percentage, and the chi-square test or Fisher's exact test was used 
when necessary. The results of continuous variables were presented 
as means ± Standard Deviations (SDs) and non continuous by 
median. For the comparisons between groups, χ2 and Student t test 
or one-way ANOVA were conducted for categorical and continuous 
variables, respectively. In the multivariate analyses, we used the 
forward selection procedure to adjust for potential clinically relevant 
confounders. Statistical significance was defined as a P value <0.05.

Results
Patients' characteristics

A total of 127 consecutive patients with gastric cancer were 
included in the analysis. Patients aged between 41 to 84 years, with an 
average of 62.56 years (SD=10.12), 57 (44.9%) of the patients were old 
age, and 91 (71.7%) of the patients were males. The incidence rate of 
moderate to severe malnutrition based on PG-SGA score was 87.4%. 
11.8% of the respondents came from city town. There are 14 (11.0%) 
underweight patients, and prevalence rate of having family history of 
gastric cancer was 11.8% in the study. See Table 1 for more Patients' 
characteristics.

The frequencies of diagnostic disclosure and related 
variables

Patients of knowing the diagnosis comprised 29.13% of the 
study sample. We compared patients with versus without diagnostic 
disclosure in bivariate analyses. There were no significant differences 
in gender, residence, marital status, education, family income, BMI, 
hypertension, diabetes, coronary disease, hyperlipidemia, anemia, 
digestive system disease, family history, smoking, alcohol drinking, 
PG-SGA score, pathological differentiation degree and diagnostic 
disclosure between the 2 groups. The diagnostic disclosure was 
significantly associated with age and family history. The incidences 
of diagnostic disclosure were significantly lower with age (Table 2).

Follow-up investigation
Results 127 cases were treated and 127 cases were followed up 

1 month after operation, among which 2 cases suffered die, 7 cases 
read. Moderate to severe malnutrition occurred in 119 cases and 
incidence rate was 95.2%. Afterwards, postoperative diet compliance, 
percentage of weight loss, quality of life, and diet related symptom of 
patients in two groups (knowing the diagnosis group and ignorant of 

Variables N %

Gender

Male 91 71.7

Female 36 28.3

Age (y)

<60 70 55.1

≥ 60 57 44.9

Marital status

Married 118 92.9

Single 9 7.1

Residence

Urban 74 58.3

Rural 53 41.7

Education level

primary school and below 39 30.7

junior secondary 39 30.7

senior and junior college 31 24.4

bachelor degree or above 19 14.2

Family income

≤ 20000 RMB/year 43 33.9

2-50000 RMB/year 47 37.0

5-80000 RMB/year 26 20.5

≥ 80000 RMB/year 11 8.7

BMI

Underweight (<18.5) 14 11.0

Normal weight (18.5-23.9) 66 52.0

Overweight (24.0-27.9) 40 31.5

Obese (≥ 28.0) 7 5.5

Hypertension 30 23.6

Diabetes 12 9.4

Coronary disease 16 12.6

Hyperlipidemia 18 14.2

Anemia 13 10.2

digestive system disease 58 45.7

Family history 15 11.8

Smoking 68 53.5

Alcohol drinking 63 49.61

PG-SGA score

<2 5 3.9

2-3 11 8.7

4-8 50 39.4

≥ 9 61 48.0

Pathological differentiation degree

middle differentiation 49 38.58

low differentiation 78 61.42

diagnostic disclosure

no 90 70.87

yes 37 29.13

Table 1: Demographic characteristics of cancer patients.
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the diagnosis group) were appraised and compared. The mean diet 
compliance score of the 125 complete questionnaires was 20.41 ± 
4.896, percentage of weight loss scores of 5.62 ± 5.806 percent, diet 
related symptom scores of 6.03 ± 4.885, KPS scores of 86.52 ± 6.678 
and quality of life scores of 53.81 ± 6.846 (Table 3).

Influence factors of diagnostic disclosure
Results there was no significant difference in diet related 

symptom, PG-SGA, KPS, total score of quality of life, anxiety and 
depression between the 2 groups. The diet compliance score of the 
knowing the diagnosis group was more significantly than that the 
ignorant of the diagnosis group, and the differences were statically 
significant (P<0.001). The percentage of weight loss was 3.34 ± 6.812% 
and 6.58 ± 5.071% in the knowing the diagnosis group and ignorant 
of the diagnosis group respectively, there was significant difference in 
the comparison of the two groups (P=0.004) (Table 4).

Variables Disclosure (N=36) Non disclosure
(N=89) P value χ2/t value

age 57.94 ± 9.41 64.62 ± 9.65 0.001 -3.528

History family 0.012 8.092

yes 9 6

no 27 83

Table 2: Relationships of diagnostic disclosure to Sociodemographic and clinical 
characteristics of all patients.

Only statistically significant (p<0.05) results are listed

Variables N/mean ± SD %

Patients 'outcomes

Alive 125 98.43

Death 2 1.57

Readmission 7 5.51

Complication 14 11.02

KPS 86.52 ± 6.68

Quality of life 52.85 ± 6.67

Diet related symptom 5.72 ± 4.48

Diet compliance 17.31 ± 4.93

Percentage of weight loss scores 5.62 ± 5.81

PG-SGA score 8.09 ± 4.35

<2 4 3.20

2-3 4 3.20

4-8 79 63.20

≥ 9 40 32.00

Table 3: The follow-up outcome of 127 patients.

Variables Disclosure 
(N=37)

non disclosure 
(N=90)

P 
value

χ2/t 
value

Diet related symptom 6.03 ± 4.89 5.59 ± 4.32 0.618 0.500

PG-SGA 9.00 ± 4.37 7.67 ± 4.32 0.249 1.163

KPS 86.19 ± 6.69 86.67 ± 6.74 0.790 -0.268

Quality of life 53.81 ± 6.85 52.40 ± 6.62 0.436 0.787

HADS-A 7.68 ± 4.08 7.57 ± 4.38 0.897 0.130

HADS-D 6.38 ± 4.41 7.17 ± 4.35 0.894 -0.924
Percentage of weight 
loss scores 3.34 ± 6.81 6.58 ± 5.07 0.004 -2.932

Diet compliance 20.41 ± 4.90 16.03 ± 4.37 <0.001 4.941

Table 4: Follow-up information of disclosure and non disclosure groups.

Variables N diet compliance
Mean ± SD P value F/t value

Gender 0.114 -1.590

Male 89 16.82 ± 4.89

Female 36 18.36 ± 4.95

Age (y) 0.220 -1.234

<60 69 17.75 ± 5.12

≥ 60 56 16.66 ± 4.67

Marital status 0.948 -0.065

Married 117 17.26 ± 4.92

Single 8 17.38 ± 5.48

Residence 0.565 0.577

Urban 73 17.48 ± 4.86

Rural 52 16.96 ± 5.08

Education 0.018 3.470

primary school and below 39 15.79 ± 4.28

junior secondary 38 19.03 ± 5.02

senior and junior college 30 16.40 ± 4.84

bachelor degree or above 18 18.17 ± 5.28

Family income 0.531 0.738

≤ 20000 RMB/year 43 17.00 ± 5.03

2-50000 RMB/year 46 16.74 ± 4.61

5-80000 RMB/year 25 18.04 ± 5.20

≥80000 RMB/year 11 18.73 ± 5.44

BMI 0.853 0.262

Underweight (<18.5) 13 16.69 ± 5.91

Normal weight (18.5-23.9) 66 17.05 ± 4.97

Overweight (24.0-27.9) 39 17.82 ± 4.84

Obese (≥ 28.0) 7 17.29 ± 3.82

Hypertension 29 16.66 ± 3.92 0.451 -0.879

Diabetes 12 18.67 ± 6.30 0.302 1.036

Coronary disease 16 17.25 ± 3.68 0.990 -0.012

Hyperlipidemia 18 16.39 ± 4.67 0.418 -0.812

Anemia 13 17.23 ± 4.25 0.980 -0.026

digestive system disease 57 17.44 ± 4.88 0.719 -0.361

Family history 15 18.60 ± 5.05 0.265 -1.119

Smoking 66 16.32 ± 4.53 0.023 2.305

Alcohol drinking 62 16.40 ± 4.52 0.053 1.956

PG-SGA score 0.075 2.358

<2 5 20.20 ± 7.83

2-3 10 15.80 ± 4.32

4-8 50 18.32 ± 4.88

≥ 9 60 16.38 ± 4.64
Pathological differentiation 
degree 0.398 0.863

middle differentiation 49 15.44 ± 3.13

low differentiation 76 17.36 ± 6.12

diagnostic disclosure <0.001 4.748

no 89 16.03 ± 4.40

yes 36 20.31 ± 4.93

Table 5: Relationships of diet compliance to demographic characteristics.
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Influence factors of diet compliance
We used one-way ANOVA and Student t test to analyze the 

relationship between variables and diet compliance (Table 5). 
Secondly, we analyzed the variables (P ≤ 0.2) in research sample, 
using multivariate linear regression analysis. Divide our patients 
into two groups according to mean of diet compliance (17.26 ± 
4.935). After the multivariate adjustment, the disclosure diagnoses is 
closely related to diet compliance (OR=5.701, 95% CI 2.336-13.915, 
P ≤ 0.001), compared with primary school and below group, junior 
secondary group has better diet compliance (OR=5.860, 95% CI 
2.004-17.140, P=0.001) (Table 6).

Discussion
In the current study, 29.13% of gastric cancer patients were aware 

of their diagnosis during hospitalization. This percentage is similar 
to that found in Zhao's study of gastric cancer patients in Ningxia, 
China [21]. A study have shown that 97% of US physicians reporting 
that they routinely inform patients of their cancer diagnosis [22], 
disclosure of a cancer diagnosis is a common and accepted practice 
in most Western counties. However, our doctors informed always 
diagnosis to patient's families rather than patients themselves. 
Families decide whether or not to disclosure the diagnosis to patients 
according to their physical and psychological state. The differences 
in research results of disclosure could have been owing to differences 
in characteristics, cultural and geographical of recruitment hospitals. 
What we found in the study is the incidence of moderate and severe 
malnutrition in patients with gastric cancer is 87.4%. Chen XY found 
that the proportions of cachexia in patients with gastric cancer were 
54.3% to 87.3%; this result is measured by four different measuring 
tools [23]. Another research which about patients with gastric cancer, 
at baseline, 3 and 12 months, 61%, 62% and 60%, respectively, were 
moderate and severe malnutrition [24]. Malnutrition increased risk 
of surgical site infections of patients with gastric cancer [25], affected 
the prognosis of patients with gastric cancer [26]. Therefore, for 
patients with gastric cancer, nutrition is extremely important. In the 
logistic regression analysis, we found that family history of gastric 
cancer were associated with disclosure diagnoses, the diagnoses of 
patients who were more aged was less likely to have been disclosed. 
This result is consistent with the previous reports [27,28]. It may be 
that the elderly patients have more basic diseases, weaker mental 
endurance. Compared with the elderly, younger patients bear more 
family and social responsibilities, often was able to face the true 
diagnosis, so the family is more willing to tell the true condition. 
Moreover, for the patients who have a family history, their illness 
perception is intense, can easier to think the cancer, so their families 

Variables β Wald aOR 95% CI P value

Education level

primary school and below Reference

junior secondary 1.768 10.429 5.860 2.004-17.140 0.001

senior and junior college 0.569 0.946 1.766 0.562-5.550 0.331

bachelor degree or above 0.715 1.155 2.044 0.555-7.523 0.282

Disclosure diagnoses

no Reference

yes 1.741 16.024 5.701 2.336-13.915 <0.001

Table 6: Factors related to diet compliance from multivariate logistic regression 
models.

The patients were dividing into two groups according to the mean of diet 
compliance

prefer reveal the real disclosure diagnoses. From the follow-up data, 
the mean (± S.D.) of diet compliance in the disclosure group (20.41 
± 4.90) was significantly higher than that of the non disclosure group 
(16.03 ± 4.37); the percentage of weight loss scores was significantly 
positively related to diet compliance. Although similar studies have 
not been found in disclosure diagnoses, our guess is that it's to do 
with the patients in the disclosure group were more careful to disease 
rehabilitation and perhaps. In addition, we found that four variables 
had no significant associations with disclosure diagnoses: Diet related 
symptom, Quality of life, anxiety, and depression. Other studies 
have also found the un correlation between disclosure diagnoses and 
anxiety/depression [21,29]. Lin reported that Taiwanese patients with 
prostate cancer, who were aware of their cancer, were more satisfied 
of their therapy sessions and pain control and had better quality of 
life [30]. Hosaka found that the occurrence of psychiatric disorders 
in patients of disclosure diagnoses was not much different than in 
those who were not informed [31]. In a study from Japan, Horikawa 
showed that, on patients who were not aware of diagnosis and referred 
to psychiatrics, demonstrated a higher level of anxiety, irritability and 
suicidal ideation [32]. Based on above results, it seems that hiding 
diagnosis from patients is unhelpful for their psychology, quality of 
life and some more. On multivariate logistic regression analysis with 
adjusted odds ratio for the associations, the level of education and 
disclosure diagnoses were influence factor for diet compliance. On the 
patients of diet compliance, compared with primary school and below 
group, junior secondary group was better, however interestingly, the 
senior and junior college as well as bachelor degree or above group 
were no difference. Perhaps it was because the patients with high 
education level tend to have critical thinking to accept suggestions, 
they belief they have the ability to acquire disease-related knowledge 
from books, media and other learning materials, so they accept the 
suggestions of medical staff selectively.

Conclusion
The study discover that the disclosure diagnoses was an important 

influence factor for diet compliance in patients with gastric cancer, 
look at it this way, out of protection to patients, non disclosure 
diagnoses, is not necessarily beneficial for patients. Our results 
provide important implications for China clinicians concerning the 
practice of diagnostic disclosure of gastric cancer to patients.

Clinical Implications and Study Limitations
Few researches have been designed to investigate the effect of 

disclosure diagnoses on nutritional status. Our research uncovered 
that disclosure diagnoses during hospitalization was closely correlated 
with diet compliance and weight loss 1 month after surgery. However, 
our study has some limitations. First, the objects of study were drawn 
from two groups (disclosure diagnoses group and no disclosure 
diagnoses), but, what's the extent of disclosure was not expounded 
in detail. Second, total sample size was small; the patients' nutritional 
status and diet compliance 1 month after operation was not further 
extensions. These limitations will be perfected in our later research.

References
1.	 Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. 

Global cancer statistics 2018: GLOBOCAN estimates of incidence and 
mortality worldwide for 36 cancers in 185 countries. CA Cancer J Clin. 
2018;68(6):394-424.

2.	 Kwon KJ, Shim KN, Song EM, Choi JY, Kim SE, Jung HK, et al. 
Clinicopathological characteristics and prognosis of signet ring cell 

https://pubmed.ncbi.nlm.nih.gov/30207593/
https://pubmed.ncbi.nlm.nih.gov/30207593/
https://pubmed.ncbi.nlm.nih.gov/30207593/
https://pubmed.ncbi.nlm.nih.gov/30207593/
https://pubmed.ncbi.nlm.nih.gov/23389081/
https://pubmed.ncbi.nlm.nih.gov/23389081/


Qing Zhang, et al.,

6

Clinics in Surgery - Gastroenterological Surgery

Remedy Publications LLC., | http://clinicsinsurgery.com/ 2022 | Volume 7 | Article 3462

carcinoma of the stomach. Gastric Cancer. 2014;17(1):43-53.

3.	 Davis JL, Ripley RT. Postgastrectomy syndromes and nutritional 
considerations following gastric surgery. Surg Clin North Am. 
2017;97(2):277-93.

4.	 Kim AR, Cho J, Hsu YJ, Choi MG, Noh JH, Sohn TS, et al. Changes 
of quality of life in gastric cancer patients after curative resection: A 
longitudinal cohort study in Korea. Ann Surg. 2012;256(6):1008-13.

5.	 Karanicolas PJ, Graham D, Gonen M, Strong VE, Brennan MF, Coit DG. 
Quality of life after gastrectomy for adenocarcinoma: A prospective cohort 
study. Ann Surg. 2013;257(6):1039-46.

6.	 Takiguchi S, Yamamoto K, Hirao M, Imamura H, Fujita J, Yano M, et 
al. A comparison of postoperative quality of life and dysfunction after 
Billroth I and Roux-en-Y reconstruction following distal gastrectomy for 
gastric cancer: Results from a multi-institutional RCT. Gastric Cancer. 
2012;15(2):198-205.

7.	 Zheng HL, Lu J, Li P, Xie JW, Wang JB, Lin JX, et al. Effects of preoperative 
malnutrition on short- and long-term outcomes of patients with gastric 
cancer: Can we do better? Ann Surg Oncol. 2017;24(11):3376-85.

8.	 Fujiya K, Kawamura T, Omae K, Makuuchi R, Irino T, Tokunaga M, et al. 
Impact of malnutrition after gastrectomy for gastric cancer on long-term 
survival. Ann Surg Oncol. 2018;25(4):974-83.

9.	 Aoyama T, Yoshikawa T, Shirai J, Hayashi T, Yamada T, Tsuchida K, 
et al. Body weight loss after surgery is an independent risk factor for 
continuation of S-1 adjuvant chemotherapy for gastric cancer. Ann Surg 
Oncol. 2013;20(6):2000-6.

10.	Aoyama T, Sato T, Maezawa Y, Kano K, Hayashi T, Yamada T, et al. 
Postoperative weight loss leads to poor survival through poor S-1 efficacy 
in patients with stage II/III gastric cancer. Int J Clin Oncol. 2017;22(3):476-
83.

11.	Aljubran AH. The attitude towards disclosure of bad news to cancer 
patients in Saudi Arabia. Ann Saudi Med. 2010;30(2):141-4.

12.	Beyraghi N, Mottaghipour Y, Mehraban A, Eslamian E, Esfahani F. 
Disclosure of cancer information in Iran: A perspective of patients, family 
members, and health professionals. Iran J Cancer Prev. 2011;4(3):130-4.

13.	Horikawa N, Yamazaki T, Sagawa M, Nagata T. The disclosure of 
information to cancer patients and its relationship to their mental state in 
a consultation-liaison psychiatry setting in Japan. Gen Hosp Psychiatry. 
1999;21(5):368-73.

14.	Montazeri A, Tavoli A, Mohagheghi MA, Roshan R, Tavoli Z. Disclosure 
of cancer diagnosis and quality of life in cancer patients: Should it be the 
same everywhere? BMC Cancer. 2009;9:39.

15.	Lin CC, Tsay HF. Relationships among perceived diagnostic disclosure, 
health locus of control, and levels of hope in Taiwanese cancer patients. 
Psychooncology. 2005;14(5):376-85.

16.	Read JA, Crockett N, Volker DH, MacLennan P, Choy ST, Beale P, et 
al. Nutritional assessment in cancer: Comparing the Mini-Nutritional 
Assessment (MNA) with the scored Patient-Generated Subjective Global 
Assessment (PGSGA). Nutr Cancer. 2005;53(1):51-6.

17.	Paiva CE, Carneseca EC, Barroso EM, de Camargos MG, Alfano AC, 
Rugno FC, et al. Further evaluation of the EORTC QLQ-C30 psychometric 
properties in a large Brazilian cancer patient cohort as a function of their 
educational status. Support Care Cancer. 2014;22(8):2151-60.

18.	Marcolino JA, Mathias LA, Piccinini Filho L, Guaratini AA, Suzuki FM, 
Alli LA. Hospital anxiety and depression scale: A study on the validation 
of the criteria and reliability on preoperative patients. Rev Bras Anestesiol. 
2007;57(1):52-62.

19.	Schag CC, Heinrich RL, Ganz PA. Karnofsky performance status revisited: 
Reliability, validity, and guidelines. J Clin Oncol. 1984;2(3):187-93.

20.	Schaafsma J, Osoba D. The Karnofsky performance status scale re-
examined: A cross-validation with the EORTC-C30. Qual Life Res. 
1994;3(6):413-24.

21.	Cai-ping ZHAO, Wei-xia ZHANG, Jian-qun FANG. Influence of knowing 
about disease on hope level, anxiety and depression of patients with gastric 
cancer. Chinese J Practical Nurs. 2013;29(7):20-3.

22.	Novack DH, Plumer R, Smith RL, Ochitill H, Morrow GR, Bennett JM. 
Changes in physicians' attitudes toward telling the cancer patient. JAMA. 
1979;241(9):897-900.

23.	Chen XY, Zhang XZ, Ma BW, Li B, Zhou DL, Liu ZC, et al. A comparison 
of four common malnutrition risk screening tools for detecting cachexia in 
patients with curable gastric cancer. Nutrition. 2020;70:110498.

24.	Grace EM, Shaw C, Lalji A, Mohammed K, Andreyev HJN, Whelan K. 
Nutritional status, the development and persistence of malnutrition and 
dietary intake in oesophago-gastric cancer: A longitudinal cohort study. J 
Hum Nutr Diet. 2018;31(6):785-92.

25.	Fukuda Y, Yamamoto K, Hirao M, Nishikawa K, Maeda S, Haraguchi N, 
et al. Prevalence of malnutrition among gastric cancer patients undergoing 
gastrectomy and optimal preoperative nutritional support for preventing 
surgical site infections. Ann Surg Oncol. 2015;22:S778-85.

26.	Sachlova M, Majek O, Tucek S. Prognostic value of scores based on 
malnutrition or systemic inflammatory response in patients with 
metastatic or recurrent gastric cancer. Nutr Cancer. 2014;66(8):1362-70.

27.	Kirwan JM, Tincello DG, Lavender T, Kingston RE. How doctors record 
breaking bad news in ovarian cancer. Br J Cancer. 2003;88(6):839-42.

28.	Lin CC, Tsay HF. Relationships among perceived diagnostic disclosure, 
health locus of control, and levels of hope in Taiwanese cancer patients. 
Psychooncology. 2005;14(5):376-85.

29.	YI Liang. Effect of awareness on anxiety, depression and changes of anxiety, 
depression and endocrine hormone before and after chemotherapy in 
patients with cancer. Guangxi Medical University. 2011.

30.	Lin CC. Disclosure of the cancer diagnosis as it relates to the quality of pain 
management among patients with cancer pain in Taiwan. J Pain Symptom 
Manage. 1999;18(5):331-7.

31.	Hosaka T, Awazu H, Fukunishi I, Okuyama T, Wogan J. Disclosure 
of true diagnosis in Japanese cancer patients. Gen Hosp Psychiatry. 
1999;21(3):209-13.

32.	Horikawa N, Yamazaki T, Sagawa M, Nagata T. The disclosure of 
information to cancer patients and its relationship to their mental state in 
a consultation-liaison psychiatry setting in Japan. Gen Hosp Psychiatry. 
1999;21(5):368-73.

https://pubmed.ncbi.nlm.nih.gov/23389081/
https://pubmed.ncbi.nlm.nih.gov/28325187/
https://pubmed.ncbi.nlm.nih.gov/28325187/
https://pubmed.ncbi.nlm.nih.gov/28325187/
https://pubmed.ncbi.nlm.nih.gov/23154395/
https://pubmed.ncbi.nlm.nih.gov/23154395/
https://pubmed.ncbi.nlm.nih.gov/23154395/
https://pubmed.ncbi.nlm.nih.gov/23665970/
https://pubmed.ncbi.nlm.nih.gov/23665970/
https://pubmed.ncbi.nlm.nih.gov/23665970/
https://pubmed.ncbi.nlm.nih.gov/21993852/
https://pubmed.ncbi.nlm.nih.gov/21993852/
https://pubmed.ncbi.nlm.nih.gov/21993852/
https://pubmed.ncbi.nlm.nih.gov/21993852/
https://pubmed.ncbi.nlm.nih.gov/21993852/
https://pubmed.ncbi.nlm.nih.gov/28699132/
https://pubmed.ncbi.nlm.nih.gov/28699132/
https://pubmed.ncbi.nlm.nih.gov/28699132/
https://pubmed.ncbi.nlm.nih.gov/29388124/
https://pubmed.ncbi.nlm.nih.gov/29388124/
https://pubmed.ncbi.nlm.nih.gov/29388124/
https://pubmed.ncbi.nlm.nih.gov/23242818/
https://pubmed.ncbi.nlm.nih.gov/23242818/
https://pubmed.ncbi.nlm.nih.gov/23242818/
https://pubmed.ncbi.nlm.nih.gov/23242818/
https://pubmed.ncbi.nlm.nih.gov/28176023/
https://pubmed.ncbi.nlm.nih.gov/28176023/
https://pubmed.ncbi.nlm.nih.gov/28176023/
https://pubmed.ncbi.nlm.nih.gov/28176023/
https://pubmed.ncbi.nlm.nih.gov/20220264/
https://pubmed.ncbi.nlm.nih.gov/20220264/
https://pubmed.ncbi.nlm.nih.gov/26328052/
https://pubmed.ncbi.nlm.nih.gov/26328052/
https://pubmed.ncbi.nlm.nih.gov/26328052/
https://pubmed.ncbi.nlm.nih.gov/10572779/
https://pubmed.ncbi.nlm.nih.gov/10572779/
https://pubmed.ncbi.nlm.nih.gov/10572779/
https://pubmed.ncbi.nlm.nih.gov/10572779/
https://pubmed.ncbi.nlm.nih.gov/19178719/
https://pubmed.ncbi.nlm.nih.gov/19178719/
https://pubmed.ncbi.nlm.nih.gov/19178719/
https://pubmed.ncbi.nlm.nih.gov/15386760/
https://pubmed.ncbi.nlm.nih.gov/15386760/
https://pubmed.ncbi.nlm.nih.gov/15386760/
https://pubmed.ncbi.nlm.nih.gov/16351506/
https://pubmed.ncbi.nlm.nih.gov/16351506/
https://pubmed.ncbi.nlm.nih.gov/16351506/
https://pubmed.ncbi.nlm.nih.gov/16351506/
https://pubmed.ncbi.nlm.nih.gov/24652051/
https://pubmed.ncbi.nlm.nih.gov/24652051/
https://pubmed.ncbi.nlm.nih.gov/24652051/
https://pubmed.ncbi.nlm.nih.gov/24652051/
https://pubmed.ncbi.nlm.nih.gov/19468618/
https://pubmed.ncbi.nlm.nih.gov/19468618/
https://pubmed.ncbi.nlm.nih.gov/19468618/
https://pubmed.ncbi.nlm.nih.gov/19468618/
https://pubmed.ncbi.nlm.nih.gov/6699671/
https://pubmed.ncbi.nlm.nih.gov/6699671/
https://pubmed.ncbi.nlm.nih.gov/7866359/
https://pubmed.ncbi.nlm.nih.gov/7866359/
https://pubmed.ncbi.nlm.nih.gov/7866359/
https://jamanetwork.com/journals/jama/article-abstract/363733
https://jamanetwork.com/journals/jama/article-abstract/363733
https://jamanetwork.com/journals/jama/article-abstract/363733
https://pubmed.ncbi.nlm.nih.gov/31655470/
https://pubmed.ncbi.nlm.nih.gov/31655470/
https://pubmed.ncbi.nlm.nih.gov/31655470/
https://pubmed.ncbi.nlm.nih.gov/30033545/
https://pubmed.ncbi.nlm.nih.gov/30033545/
https://pubmed.ncbi.nlm.nih.gov/30033545/
https://pubmed.ncbi.nlm.nih.gov/30033545/
https://pubmed.ncbi.nlm.nih.gov/26286199/
https://pubmed.ncbi.nlm.nih.gov/26286199/
https://pubmed.ncbi.nlm.nih.gov/26286199/
https://pubmed.ncbi.nlm.nih.gov/26286199/
https://pubmed.ncbi.nlm.nih.gov/25356861/
https://pubmed.ncbi.nlm.nih.gov/25356861/
https://pubmed.ncbi.nlm.nih.gov/25356861/
https://pubmed.ncbi.nlm.nih.gov/12644819/
https://pubmed.ncbi.nlm.nih.gov/12644819/
https://pubmed.ncbi.nlm.nih.gov/15386760/
https://pubmed.ncbi.nlm.nih.gov/15386760/
https://pubmed.ncbi.nlm.nih.gov/15386760/
https://bmccancer.biomedcentral.com/articles/10.1186/s12885-019-6181-4
https://bmccancer.biomedcentral.com/articles/10.1186/s12885-019-6181-4
https://bmccancer.biomedcentral.com/articles/10.1186/s12885-019-6181-4
https://pubmed.ncbi.nlm.nih.gov/10584456/
https://pubmed.ncbi.nlm.nih.gov/10584456/
https://pubmed.ncbi.nlm.nih.gov/10584456/
https://pubmed.ncbi.nlm.nih.gov/10378114/
https://pubmed.ncbi.nlm.nih.gov/10378114/
https://pubmed.ncbi.nlm.nih.gov/10378114/
https://pubmed.ncbi.nlm.nih.gov/10572779/
https://pubmed.ncbi.nlm.nih.gov/10572779/
https://pubmed.ncbi.nlm.nih.gov/10572779/
https://pubmed.ncbi.nlm.nih.gov/10572779/

	Title
	Abstract
	Introduction
	Methods
	Statistical methods
	Patients and data collection
	Research contents
	Research tools
	Statistical analysis

	Results
	Patients' characteristics
	The frequencies of diagnostic disclosure and related variables
	Follow-up investigation
	Influence factors of diagnostic disclosure
	Influence factors of diet compliance

	Discussion
	Conclusion
	Clinical Implications and Study Limitations
	References
	Table 1
	Table 2
	Table 3
	Table 4
	Table 5
	Table 6

