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World map showing estimated 2008 male age-standardized (world) incidence rates per 100,000 by country for gastric cancer. (From Ferlay J, Shin
HR, Bray F, et al. GLOBOCAN 2008 v2.0, Cancer Incidence and Mortality Worldwide: IARC CancerBase No. 10 [Internet]. Lyon (France):
International

Agency for Research on Cancer; 2010. Available at: http://globocan.iarc.fr. Accessed January 7, 2013.)



Age—standardized rate per 100 000, all ages
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Age—standardized rate per 100 000, all ages
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Age-standardized (World) incidence and mortality rates in selected populations, 1978-2010. (A) male; (B) female. (Data from Curado MP,
Edwards B, Shin HR, et al. Cancer incidence in five continents, vol. IX. Lyon (France): IARC; 2007. IARC Scientific Publications No 160. Updated with

more recent data from cancer registries where available; and the World Health Organization. WHO mortality database. Available at: http://www.
dep.iarc.fr/WHOdb/WHOdb.htm. Accessed January 8, 2013.)
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BACKGROUND

Gastric surgical resection m==) curative
East &€ West

Gold standard in GC staging

Alternative to conventional OG
Indication in AGC?



Long-term follow-up survival
Adequacy of lymphadenectomy
Technical challenges

Learning curve

Quality of life
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Laparoscopic Versus Open Subtotal Gastrectomy for Distal
Castric Cancer

Five-Year Results of a Rondomized Prospective Trial

Cristiano (G5 Huscher, 34D, FACE ¥ dodreg Adimpoli, A5 T, 408 1 Siovanng Seargind, AdD *
Angres Sonsomegrl, A4 D F Adgssimiliano 0¥ Pacoly, 440 % dehille Recher, 440 ¥ gng Cecilio Ponpano, 440

AnnSurg 2005;241: 232—237
5-year clinical outcomes of LA and OG
total of 5g patients - 2g patients (OG), 30 patients (LG).

The mean number of resected lymph nodes was 33.4 in the OG group and
30.0inthe LG
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Disease-free survival rates of LG and OG patients.
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Laparoscopic versus open gastrectomy
for gastric cancer: Long-term
oncologic results

JuHee Lee, MI},* Chang Min Lee, MI},* Sang-Yong Son, MD,* Sang Hoon Ahn, MD,»
Do Joong Park, MDY, PhIV>" and Hymg-Ho Kim, MD, PhId>" Gueongyi do, Sowth RKovea
Surgery 2014;155:154-64.
Compare the long-term outcomes of LG with open gastrectomy (OG) for
the treatment of gastric cancer.
May 2003 and December 2009
1,874 patients, 816 were treated with OG and 1,058 with LG
The number of harvested lymph nodes was similar between the two
Groups
No difference in the recurrence-free survival between the 2 groups
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Number of retrieved lymph nodes according to tumor progression,
operative procedure, and extent of lymphadenectomy
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Morbidity and mortality after laparoscopic gastrectomy
for advanced gastric cancer: results of a phase Il clinical trial

Ju-Hee Lee * Sang-Yong Son + Chang Min Lee «
Sang Hoon Ahn + Do Joong Park + Hyunz-Ho Kim

Becelvwed: 11 Movember 2012 fAccepted: 16 Fanuary 2013 Published online: 13 Febmary 2013
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Surg Endosc (2013) 27:2877—2885

Feasibility of LG in AGC and evaluation of morbidity and mortality

157 patients,20—-8o years of age, cT2No—cT4aN2, ASA =3 or less

LG with D2 lymphadenectomy was safe and technically feasible for the
treatment of AGC, with acceptable rate of morbidity and mortality(11.5%
and 0.6%, respectively);
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Laparoscopic Versus Open Distal Gastrectomy for Gastric Cancer

A Meta-Analysis of Randomized Controlled Trials and High-Quality
Monrgndomized Studies

Edugrdo F Vifine la, MD ¢ Mithat Gonen, FRD T Mooy F Brennan, D¢ Daniel & Coi, MWD, *
and Fiviagn E Srong, i

AnnSurg 2012;255:446—456

25 studies were includedin the analyses, 6 RCTs and 19 NRCTs

3055 patients (1658 LDG, 1397 ODG).

LDG was associated with longer operative times, lower overall

complications, medical complications, minor surgical complications,
estimated blood loss, and hospital stay.

Mortality and major complications were similar.
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World Jowrrmal of Gastroenterology 1555 1007-9327
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. 2 2005 The WG Press and Elsevier Inc. All rights reserved.
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Learning curve of laparoscopy-assisted distal gastrectomy
with systemic lymphadenectomy for early gastric cancer

Min-Chan Kim, Ghap-Joong Jung, Hyung-Ho Kim

World J Gastroenterol 2005

9o consecutive patients with EGC underwent LADG

Between April 2003 and November 2004

5o cases of LADG with systemic lymphadenectomy for early gastric
cancer is required to achieve optimum profi ciency.
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RarvmorarzED CONTROLLED TRIALS

Improved Quality of Life Outcomes After
Laparoscopy-Assisted Distal Gastrectomy for Early
Gastric Cancer

Resufts of a Prospective Randomized Clinical Triaf

Fowng Woo Kim, A4, PR *F Fong Hae Bain, MDD, PRD T Towng Ho Twun, MDD, FhlF
Brung Ho Mawm, FPhDE Dae Hywm K, MDD, PROE IT Ju CThel D, FPRDL*F
and Jas-Aloon Bas, MDD, Ph*FEF

July of 2003 to November of 2009

164 patients with ECG

Randomly assigned either to LADG or ODG

Complete the European Organization for Research and
Treatment of Cancer QLQ-C3o0 and QLQ-STO22
questionnaires
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OBJECTIVE

Laparoscopic Gastrectomy for Gastric Cancer Treatment:

Report of an Initial Experience

The purpose of the present study is to validate the safety and

feasibility of laparoscopic gastrectomy for gastric cancer in an initial

experience, provided by acceptable short-term outcomes.



PATIENTS AND METHODS

Between july 2012 and August 2014, 20 patients underwent
LTG, LSG or LPG with perigastric or more advanced
lymphadenectomy performed by the same surgical team.
Preoperative workup consisted of endoscopy with biopsy
proven adenocarcinoma and CT scan, EUSG was performed in
two patients. We used the clinical pathologic staging according
to AJCC

The indications were tumor confined to the serosa with a N1 or
lower N classification on pre-op examination

We used LSG with D2 lymphadenectomy for tumors of the
lower third of the stomach and LTG with D2 lymphadenectomy
for tumors of the middle and upper third of the stomach



SURGICAL PROCEDURE
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Operating room setup for laparoscopic gastric resection.

Trocar placement for laparoscopic gastric resection.



Lymph node station numbers as defined by the Japanese Gastric Cancer Association. (From Japanese Gastric Cancer
Association: Japanese Classification of Gastric Carcinoma, 2nd English edition. Gastric Cancer 1:10-24, 1998.)
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RESULTS
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RESULTS

Table 2 — Surgical data
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CONCLUSION

LG for GC is feasible ,safe, it has acceptable short-term
oncologic outcomes, operative time and surgical
complications

Evidence shows that LG is not inferior to OG for neither EGC
nor for AGC regarding oncologic safety

Invasion of adjacent organs and hard metastatic lymph
nodes are limitations for the method

Before establishing LG with D2 lymphadenectomy as a
standard procedure for AGC, first multicenter RCTs are
required.



LIMITATIONS

Small sample size
No comparative analysis with open surgery

No differentiated analysis between EGC and
AGC patients
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