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.ABSTRACT

‘Background/Aims: Prox1mal gastrectomy has been
widely accepted as a standard operation for early
stage gastric cancer.located in the upper third of the
stomach. Therefore, cancer of the distal gastric rem-
nant is now ‘increasing. The aims of this study were

nant-cancer after proximal and distal gastrectomy.
Methodology' ‘Data on a consecutive series of 809
cases of gastrectomy performed for early gastric can-
cer from 1991 to 2003 in Shikoku Cancer Center
~were -analyzed retrospectively with respect to the
‘incidence of gastric. remnant cancer.

patlents and prommal gastrectomy in 47 patlents

“to clarify and compare the incidences of gastric rem-

‘Results: We -performed distal gastrectomy in -624

during the study period. After those operations, the
gastric remnants of 457 cases and 33 cases, respec-
tively, were surveyed ‘periodically by endoscopic
examination at our hospital. Among those surveyed
cases, 10 patients (2.2%) and 3 patients (9.1%) were
diagnosed as having gastric remnant cancer, respec- -
tively. The gastric remnant cancer-free survival after
proximal gastrectomy was 51g'ruﬁcantly lower than
that after distal gastrectomy.

Conclusions: Because of the higher incidence of
gastric remnant cancer after proximal gastrectomy,
it is more important to survey the gastric remnant
after proximal gastrectomy periodically by postoper-
ative endoscopic examination. :

INTRODUCTION

The frequency of cancers in the upper third of the
stomach has been increasing (1-3). For early upper
third gastric cancer, proximal gastrectomy (PG) can
be performed safely with an excellent cure rate (4-7).

Total gastrectomy
or local resection

N=138

Follow up (-)
N=167

FIGURE 1 The schema of this study. A consecutive series of 809 cases of gastrectomy for
histologically confirmed early gastric cancer from 1991 to 2003 was retrospectively analyzed.
Values in parentheses are %. *, Patients who underwent periedic endoscopic examinations at
our hospital with a follow-up time of more than one year after gastrectomy (See Methodology).
“, Patients who were diagnosed as having gastric remnant cancer by endoscopic examinations.
*, Endoscopic Mucosal Resection.
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Therefore, PG has been widely accepted as a standard
operation for such cases. However, performing PG
with preservation of the lower half of the stomach may
cause remnant gastric cancers because the preserved
part has a higher incidence of primary gastric cancer
and metachronous multiple gastric cancer than the
other part (2,4,8-10). Although it has been reported
that the incidence of gastric remnant cancer after par-
tial gastrectomy for early gastric cancer is from 0.6 to
2.9% (11-13), none of the previous studies showed the
incidences after PG and distal gastrectomy (DG) sepa-
rately. To clarify the incidences after PG and DG and
to determine whether the incidence after PG is higher
than after DG, we retrospectively analyzed a consecu-
tive series of 809 cases of gastrectomy for histological-
ly confirmed early gastric cancer. The ultimate pur-
pose of this study is to develop surveillance programs
for patients who have undergone PG for early gastric
cancer in order to detect such lesions at an early stage.

METHODOLOGY

Early gastric cancer, defined as that invading the
mucosal or submucosal layer regardless of lymph node
metastasis, was classified according to the Japanese
Classification of Gastric Carcinoma (14). We defined
gastric remnant cancers as metachronous multiple
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gastric cancers in the gastric remnant in this study.
DG was carried out in patients with early gastric can-
cer located in the middle or lower part of the stomach.
From two-thirds to four-fifths of the distal stomach
was resected in DG depending on the location of the
gastric cancer. On the other hand, PG was carried out
in patients with early gastric cancer located in the
upper third of the stomach. Usually one-half of the
proximal stomach was resected in PG.

A retrospective review of our database spanning
from 1991 to 2003 and containing a consecutive series
of 809 cases of gastrectomy for histologically con-
firmed early gastric cancer in Shikoku Cancer Center
identified 624 (77%) patients who underwent DG and
47 (5.8%) patients who underwent PG (Figure 1).
After their operations, the patients were recommend-
ed to undergo surveillance endoscopic examinations at
short intervals - annually if possible and every three
years at the longest. Among the above-described
patients, 457 (73%) and 33 (70%) patients, respective-
ly, underwent such endoscopic examinations at our
hospital with a follow-up time of more than one year
after gastrectomy and were included in this study.

For all of the surveillance endoscopic examina-
tions, careful observation was made of the mucosa of
the gastric remnant. Any suspicious lesions were biop-
sied and examined histologically. The initial and sec-
ondary cancers were investigated to exclude recurrent
lesions. New lesions in the gastric remnant were
defined using the following criteria: first, that curative
surgery of the initial cancers had been carried out,
with adequate surgical margins (10mm or more); sec-
ond, that the invasion by the secondary cancers was
larger -on the mucosal side than on the serosal side,
which was confirmed by histological examinations of
the resected specimen; third, that the secondary can-
cers were found distant from the site of the anastomo-
sis or the suture line. Any cancers in the gastric rem-
nant detected by endoscopic examinations less than
one year after gastrectomy were considered as one of
synchronous multiple gastric cancers that had not
been detected at the first operation and excluded from
this study. There were three excluded cases after DG
and one excluded case after PG that were possibly
recurrent tumors or synchronous multiple cancers.

The StatView program version 5 (SAS Institute,
Inc., Cary, North Carolina, USA) was used for all sta-
tistical analysis. The chi-squared test was used to com-
pare frequencies, and the Mann-Whitney U test was
used to compare ages and follow-up intervals. The can-
cer-free survival in the gastric remnant was calculated
by the Kaplan-Meier method and analyzed by the log-
rank test. p<0.05 was considered statistically signifi-
cant.

RESULTS

A retrospective review of our database spanning
from 1991 to 2003 and containing a consecutive series
of 809 cases of gastrectomy for histologically con-
firmed early gastric cancer in Shikoku Cancer Center
identified 624 (77%) patients who underwent DG and

Medizn follow up time: 51 months

Cumntative presalenee sate wf gtk conn ane 196

- —
40 60 80 100
Months

<
2

FIGURE 2 Kaplan-Meier estimates of the cumulative prevalence

of gastric remnant cancer after partial gastrectomy. The cumulative
4-year prevalence was estimated as 2.4% and the 8-year prevalence rate
as 5.4%.

DG (n=457) PG (n=33) p-value™

Sex Male 297 (65) 26 (79) NS
Female 160 (35) 7 (21)

Age (years) Mean (SD) 61 (11) 64 (11) NS

Depth Mucosal 251 (55) 11 (33) <0.05

: Submucosal 206 (45) 22 (67)

LN metastasis Negative 407 (89) 27 (82) NS
Positive 50 (11) 6 (18)

LN dissection® D0/1 76 (17) 13 (39) <0.001
D2 378 (83) 20 (61)

Histology Differentiated 253 (55) 25 (76) <0.05
Undifferentiated 196 (45) 8 (24)

Location Upper 14 (3) 33 (100) <0.001
Middle 258 (56) 0 (0)
Lower 183 (41) 0 (0)

Follow-up time Range 12-155 12-150 <0.01

(months)"™ Median - 55 31

Values in parentheses are % unless indicated otherwise.”D0: No dissection or
incomplete dissection of the first echelon of the nodes, D1: Dissection Of all
the first echelon nodes, D2: Dissection of all the second echelon nodes.

**The period from the first operation to the last surveillance endoscopic
éxamination. ""NS: Not significant.

47 (5.8%) patients who underwent PG (Figure 1).
Among those patients, 457 patients (follow-up rate:
73%) and 33 patients (follow-up rate: 70%), respec-
tively, underwent periodic endoscopic examinations at
our hospital with a follow-up time of more than one
year after gastrectomy. We found no significant differ-
ence in the follow-up rate between the two groups.
The clinicopathological characteristics of the ini-
tial gastric cancer of the followed up cases are shown
in Table 1. There were significantly more patients
who underwent gastrectomy with D2 lymph node dis-

- section in the DG group than in the PG group

(p<0.001). It was proven on histological examination
that the PG group included significantly more
patients with cancer invasion to the submucosal layer
(p<0.05) and with the differentiated type of gastric
cancer than the DG group (p<0.05). The median fol-
low-up time from the first gastrectomy to the last post-
operative surveillance endoscopic examination was 55
months (range 12-155 months) in the DG group and
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FIGURE 3 Cancer-free survival in the gastric remnant after distal
gastrectomy (DG) vs. proximal gastrectomy (PG) for early gastric cancer
by the Kaplan-Meier method. Four-year cancer-free survival rates in the
gastric remnant were 86% after PG and 98% after DG by the log-rank test
(p<0.001).

31 months (range 12-150 months) in the PG group.
There was a significant difference in the follow-up
time between the two groups (p<0.01).

Among the surveyed cases, 10 patients (2.2%) in
the DG group and 3 patients (9.1%) in the PG group
were diagnosed as having gastric remnant cancer and
needed additional treatment. The incidence of gastric
remnant cancer after partial gastrectomy (DG + PG)
for early gastric cancer was 2.6%. Gastric remnant
cancers were detected in all 13 patients within 8 years
of the initial operation. Figure 2 shows Kaplan-Meier

Initial gastric cancer DG (n=10) PG (n=3) p-value

Sex Male 9 (90) 2(67) NS
Female 1(10) 1(33) ,

Age (years) Mean (SD) 65 (6) 66 (11) NS

Depth Mucosal 2 (20) 0 (0) NS
Submucosal 8 (80) 3 (100)

LN metastasis Negative 8(80) 3 (100) NS
Positive 2 (20) 0(0)

LN dissection D0/1 3 (30) 1(33) NS
D2 7 (70) 2 (67)

Histology Differentiated 7 (70) 1(33) NS
Undifferentiated 3 (30) 267

Location Upper 0(0) 3(100) <0.01
Middle 5 (50) 0(0)
Lower 5 (50) 0 (0)

Gastric remnant cancer

-pT pT1 8 (80) 3 (100) NS

pT2 or T3 2 (20) 0 (0) :

Histology Differentiated 8 (80) 267 NS
Undifferentiated 2 (20) 1(33)

Location Upper 5 (50) 0 (0) NS
Middle 5 (50) 2 (67)
Lower 0 (0) 1(33)

Surveillance ~ Range 15-90 25-51 NS

interval Median ) 42 41

(months)*

Values in parentheses are % unless indicated otherwise. " The period from the
first operation to the detection of the gastric remnant cancer. " NS: Not sig-

nificant.
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estimates of the cumulative prevalence rate of gastric
remnant cancer after partial gastrectomy. The cumu-
lative 4-year prevalence was estimated as 2.4% and
the 8-year prevalence rate as 5.4%.

The clinicopathological characteristics of the ini-
tial cancer and the gastric remnant cancer in the
patients who had the gastric remnant cancer are
shown in Table 2. The median interval from the first
gastrectomy to the detection of the gastric remnant
cancer was 42 months (range 15-90 months) in the DG
group and 41 months (range 25-51 months) in the PG
group. There were two cases of gastric remnant cancer
invading the muscularis propria after DG, while all
gastric remnant cancers after PG showed invasion of
the mucosal or submucosal layer. The treatments for
the gastric remnant cancer after DG consisted of total
gastrectomy in four cases and endoscopic mucosal
resection in six cases (Figure 1). On the other hand,
for gastric remnant cancer after PG, one case was
treated by total gastrectomy and two cases were treat-
ed by endoscopic mucosal resection. The cancer-free 4-
year survival rate in the gastric remnant after DG was
98%, whereas that after PG was 86%. There was a sig-
nificant difference in the gastric remnant cancer-free
survival between the two groups by the log-rank test
(p<0.001, Figure 3).

DISCUSSION

Our results show that the incidence of gastric rem-
nant cancer was 2.2% after DG and 9.1% after PG, and
the incidence after PG is significantly higher than
after DG by the log-rank test. Previous studies had
shown that the incidences of gastric remnant cancer
after partial gastrectomy (DG + PG) for early gastric

~ cancer was from 0.6 to 2.9% (11-13), that is almost the

same as our result (2.6%). To our knowledge, this is
the-first report that shows the distal gastric remnant
develops metachronous multiple gastric cancers more
than the proximal gastric remnant after the partial
gastrectomy for early gastric cancer. There is the same
trend in incidence of metachronous multiple gastric
cancers in the whole stomach. We have recently
reported that the proportion of metachronous multi-
ple gastric cancers in the upper, middle, and lower
third of the stomach was about 17%, 33%, and 50%,
respectively, during whole stomach endoscopic sur-
veillance of 143 patients who had undergone endo-

- scopic mucosal resection for primary early gastric can-

cer (8). )

We think there are two possible explanations for
the higher incidence of gastric remnant cancer after
PG than after DG. One is the difference in the pre-

- served mucosal area in the gastric remnant after PG

and DG. From two-thirds to four-fifths of the distal
stomach was resected in DG depending on the location
of the gastric cancer. On the other hand, one-half of
the proximal stomach was resected in PG. Therefore,
the mucosal area in the gastric remnant should be
larger after PG than after DG. The larger mucosal
area may be associated with the higher incidence after
PG. The other possible explanation is the difference in
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the incidence of the primary gastric cancer in the
upper, middle, and lower third of the stomach. It has
been proved that the proportion of the incidence of
gastric cancer in the upper, middle, and lower third of
the stomach is about 20%, 40%, and 40%, respectively
(2). Therefore, the potentially higher incidence of gas-
tric cancer in the lower half-gastric remnant may be
associated with the higher incidence of the gastric
remnant cancer after PG.

There may be some criticism concerning two
issues in this study when comparing the incidences
between the two groups. One is the difference in fol-
low up-time between the DG and PG group. The medi-
an follow-up time was 55 months in the DG group and
31 months in the PG group (p<0.01). This is because
PG became a standard operation for early upper third
gastric cancer more recently than did DG. Although
there was a significant difference between the two
groups, we think there will be no change in our con-
clusion. Because, the longer the follow up-time, the
more likely one is to detect gastric remnant cancer in
the PG group. Consequently, the difference in the inci-
dence between the PG group and the DG group will be
bigger and more significant. The other issue is the dif-
ference in the number of patients enrolled in this
study between the DG group (457 patients) and the
PG group (33 patients). This big difference was prob-
ably caused by the lower incidence of primary gastric
cancer in the upper third of the stomach and the
restricted indication of PG (2,4). Although our study
showed a significant difference in the gastric remnant
cancer-free survival between the two groups by the
log-rank test (p<0.001), our conclusion may be a little
unconvincing because of the relatively small number
of patients and events in the PG group. More patients
and a longer follow-up period may be needed in the PG
group to make confident assertions.

Our result showed that all 13 metachronous mul-
tiple gastric cancers were detected within 8 years of
the initial operation. Most of these cancers are
thought to derive from de novo cancers, but some may
represent lesions that were missed at the time of diag-
nosis of the primary early gastric cancer. The sec-
ondary metachronous gastric cancer is usually devel-
oped within 10 years after the primary surgery (13).
The following are considered to be possible causes or
reasons for the gastric remnant cancers after gastrec-
tomy for gastric cancer, although they are still contro-
versial. (1) It has been reported that not only duo-
denogastric ‘reflux but denervation of the gastric
mucosa, which accompany lymph node dissection,
enhanced the gastric mucosal changes and promoted
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Risk Factors For Anastomotic Leakage After Laparoscopically Assisted Anterior Resection in Patients with
Rectal Cancer: Yamagishi $*!, Fujii S*!, Momiyama M*!, Nagano Y*!, Ota M*2, Ichikawa Y*2, Kunisaki C*!, Ike H*!,
Ohki S*2 and Shimada H*? (*!Yokohama City University Medical Center, Gastroenterological Center, *2Department of
Gastroenterological Surgery, Yokohama City University Graduate School of Medicine, Yokohama, Japan)

Background: Anastomotic leakage is the most severe complication following rectal resection. The aim of this study
was to evaluate risk factors of clinical anastomotic leakage after laparoscopically assisted anterior resection for rectal
cancers.

Methods: A total of 65 consecutive operations involving anastomosis of the rectum performed from 1997 to 2006 were
reviewed. The associations between clinical anastomotic leakage and 12 patient-, tumor-, surgical-, and device-related
variables were studied by univariate and multivariate analysis. Result: The anastomotic leakage was seen in 12.3% (8 of
65). Univariate analysis showed that men (p=0.046) and a new dividing device (p=0.046) were significant factors of
anastomotic leakage. The new dividing device remained significant after multivariate analysis (OR 7.00, p-value=
0.036) . In the former period, the new dividing device was the risk factor of anastomotic leakage, but not in the latter
period. This study also revealed that multi-stapling was not a risk factor for anastomotic leakage.

Conclusion: In the laparoscopic surgery, because there are many types and use frequencies of the device, it is im-
portant to be well informed of the characteristic and safe directions, and to use an accustomed device.

Key words: Anastomotic leakage, Laparoscopically assisted surgery, Rectal cancer
Jon J Cancer Clin 53(2): 131~136, 2007
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#& 1 Patient characteristics

No. cases (n=65)

Gender

Male : Female 44 : 21
Age 64.1+9.3
Location

RS/Ra/Rb 38/17/10
Disease

Carcinoma 59

Carcinoid 6
Stage

0 6

I 40

II 5

II1a 9

IIIb 4
Anastomotic leakage

with/without 8(12.3%) /57

EEMML Dr. SPSS-1 #H\ /-,

6. ® R

RERE 85 F 7 % R fT L 7= 65 Bl O L #LEBAL 1T RS
5384, Ras 176, Rb 2 10 BT, BEF4L
GHRIT 123% (8/65) Th-7/o (R1). 84
REECD > LBEBFMICTALILP %5 Ui
Bt 481 (50%) TH-7-.

BT 1: BE&TLB (n=8) &, REXLH
(n=57) ODREEEMITIC L H5HETIZ, BER
£iIBHICE< (p=0.046), EEVESRKOK
AT AEME —EURE%  CICBAER
£BLHEH LA (p=0.046) (F2). BATL
IZX3 5 LEBMNT TR LR T L LTE
HEIN/icDid, FHERERYEESKOB A —%
VIR &% : CTH - 7= (0dds ratio 7.00, p-
value=0.036) (%k3).

B®eT 2 BB —EYEMRARICI OV T
FHICHEN TS, FRBBORTD461% 3
PICEBGICRBAT L2 RD (R L3I
SRFHICHR). MESTYRNT 3L, U,
REDBICBEORELBMBETIC T 74 ¥—L
TW/eDT, 774 ¥ —DFIZi3 Tension Free
TOT e L. COBERYBEL, F0O%H0O

133(45)

% 2 Results of univariate analysis of possible
risk factors for anastomotic leakage

Cases Cases
with without 1
leakage leakage P Value

(n=8) (n=57)

Gender

Male : Female 8:0 36 :21 0.046
Age (260) 6 39 >0.999
DM 1 5 0.561
PNI (<45) 0 6 >0.999
Location

RS/Ra/Rb 4/2/2 34/15/8 0.717
Surgeon

A/B/C/D 6/2/0/0 38/8/5/6 0.539
IMA divided 7 40 0.427
Operation time 6 40 >0.999
(2240 min)
Blood loss 2 13 >0.999
(z200 mi)-
Dividing device

A/B/C 4/1/3 42/6/9 0.046
Circular stapler

A/B 7/1 50/7 >0.999
Distance from AV 5 20 0.243
(<70 mm)

DM, diabetes mellitus; PNI, Prognostic Nutritional
Index; IMA, inferior mesenteric artery; AV, anal
verge.

#F 3 Odds ratio for statistically significant vari-
ables after multivariate analysis

Variable Odds ratio (95% CI*)  p-Value
Dividing 0.113
Device
B/A 14.0 (0.69~283.78) 0.086
C/A 7.00(1.14~42.97) 0.036

A:BTREREESE, B: A CLAORAR,
C:HBMABEmE—EOMEAE, 95% CI*: 95%

Confidence interval

5HICHRATE ERDES -7 (RA). £
T, BAMABME - ESESA S CEBIR L.
EHID > bRETLE A LA IASEEND
BBIE G 44 B &, % h LARED# HAEE B 21 Filic
BME 5, BATLHLFRATLELILER
HLZ. WMEATORN T, BER, %R
BT & % \C B SR B C BN I e T — 35
REBHBT LBATLRBRET L L CRIRE
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BOBIK #53% - 25 200762 A

% 4 Complication in Curved cutter cases

. reope Anastomotic Anasto Site .

Gender AGE  Location Corgpli‘gtion leakag(:et from AV (cm) Time PI:I;,::
M 65 RS Obesity (BMI 31) — 70 220 20
M 58 RS Obesity (BMI 31) Major Leak 70 266 50
M 67 Rb DM Minor Leak 40 273 300
M 73 RS Obesity (BMI 28) Minor Leak 80 225 40
M 76 RS Gastric ulcer — 100 220 5
M 62 RS - 90 240 15
M 55 RS — 160 237 5
M 59 RS DM — 140 246 50
F 82 Rb — 25 243 150

DM, diabetes mellitus; AV, anal verge.

7= (0dds ratio 40.5, p value=0.007). L& L,
BWEFAOKRF TIE, ERVEBESBRITEIRZ O
7, B L/-EREFIIEN T2 .
et 3 - M—OERTHGRESS (BFEE
HV) BERALIESIOKRI T, ke TrE
BT 48 B7%) KRD, BEBYEBEOEDSE
WERESH S 3EL EDFESIE 36 (75%) 72
o7z —7, BEREZEH Uik - EFAD S
L 3B LA LA 1361 (31%) T, WX
EIEA LEAICHERET L& L TV
B, MAEMCRIBFERZZIRDE» o1 (p=
0.114).

. B

FEEREFROMREETLOEHRIT 7.3
~12% L HESIND, FERETFHTORHR
136.4-20.0% L MESIN TS, &k, B
BETFRELABEFMRICBT S RCTOHRET
3, MREET L2 ECEHERERICERI 2
Sl HREIN TV BRI, SEIOKRE TIRH
BRETELEHBIL123% TH - 7208, BREE
BI21 A% HLETHLEEHRIZISNA - .
BETLIEFDS>H, ALIFIERKEZRT LA
FEGIT 4 61 (50%) THo 7. FHBIAETIE
G725 7c.

EBEOBREFHIC ST 5 HRBET 20K
BT, OFREBRESN WaeBsrigEs» o
S5ecm LIT), OFB%, OMFiKsHRFEEORE,

OWMFICEPELX R THES, REPBREINT
WaSD, SEIOKETIX, BERERYBESER
OB —EU RSB MERETE£OMI L
TofERAT & L TEIRES /D, HPO#ESK LA
JACEHBLTERD, RAGERESERO1 DL
Ez2on/. BERTLLTE, 36042 HI3E
WEETHBHT, 10IBEREBRESH L T\
(R4). EHHEOER»L, UTomxHEL
o, ABRBOEZAZZER L TEBICEEY
DFIRETCPREIDy 73505, 85, VEETS
BICHCDREEXEET AL 774 ¥ —L
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The Prognostic Value of Positive Peritoneal Lavage Cytology and the Prevention of Peritoneal Dissemination after
Colorectal Surgery: Tsukasa Tanida*’, Shingo Noura*®", Masayuki Ohue™', Yousuke Seki*', Kunihito Gotoh**, Masaaki Mo-
toori*!, Kentarou Kishi*', Kou Takachi*', Terumasa Yamada*', Isao Miyashiro*", Hiroaki Ohigashi*', Masahiko Yano*",
Osamu Ishikawa**, Shingi Imaoka®', Kohei Murata*? and Masao Kameyama*? (*'Dept. of Surgery, Osaka Medical Center
for Cancer and Cardiovascular Disease, *?Dept. of Surgery, Suita Municipal Hospital, *3Dept. of Surgery, Belland General
Hospital)
Summary :
Peritoneal washing cytology during surgery was done in 745 patients with colorectal cancer. The positive washing cytolo-
gy rate was 49/745 (6.6%). The peritoneal recurrence rates were 12/22 (54.5%) and 8/682 (1.3%) among patients
with positive and negative peritoneal washing, respectively (p<<0.0001). The 5~year survival rate is 89.4% of the patients
with positive cytology and 38.2% with negative cytology. The patients with positive cytology have a significantly lower sur-
vival rate than the negative one (p<<0.0001). Eleven patients of the positive cytology received intraperitoneal administration
of MMC. Peritoneal dissemination occurred in 3/11 (27.3%) of the MMC treated group and 9/11 (81.8%) in the untreat-
ed group (p=0.030). Our results indicated that intraperitoneal administration of MMC was an effective method of prevent-

ing peritoneal dissemination after resection of colorectal cancer. Key words: Colorectal cancer, Peritoneal lavage cytology,
Peritoneal recurrence
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3/11 #1(27.3%), FEHRGHITIZ9/1161(81.8%) ThH Y, HEESIAEIEBEBERIBL Lo T/, SEEFFIE MMC
#56163.6%. MMC 58 10.0% TH N ARICFHREWELL (p=0.022), RERESERSLET T 2L, Mz
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