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1 Introduction

In 2010, the Japanese Gastric Cancer Association (JGCA)
published new versions of both the Japanese Classification
of Gastric Carcinoma (JC) and the Japanese Gastric Cancer
Treatment Guidelines (JGL). This was the first integrated
revision of the two systems, implementing major structural
changes in each. The primary aim of the revision is to
provide clinicians and researchers worldwide with a com-
prehensive and updated guide to the diagnosis and treat-
ment of gastric cancer. English editions of the two systems
are now available in this journal [1, 2].

2 History of the JC and JGL

The first edition of the JC (named “General Rules for
Gastric Cancer Study”) was published in 1962 to stan-
dardize the surgical and pathological documentation of
gastric cancer. At that time, the International Union
Against Cancer (UICC) and the American Joint Committee
on Cancer (AJCC) had not yet established a staging system
for gastric cancer. Since then, the JGCA (formerly the
Japanese Research Society of Gastric Carcinoma) has
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made periodic revisions and expanded the JC into an ori-
ginal comprehensive guide covering all aspects of the
diagnostic and therapeutic procedures for the disease,
ranging from the handling of resected specimens for
pathological investigation to the extent of lymphadenec-
tomy. It has become customary in Japan to record all cases
of gastric cancer in hospital databases in accordance with
the JC. Three English editions of the JC were published,
corresponding to the 10th, 12th, and 13th Japanese edi-
tions, in 1981, 1995, and 1998, respectively [3-5].

In 2001, the JGCA launched the first edition of the
treatment guidelines apart from the JC [6]. The primary
aim of the JGL was to provide general as well as special-
ized clinicians with knowledge on standard treatments,
based on evidence where available, and consensus, so that
a patient with gastric cancer could be offered such treat-
ments anywhere in the country. Because novel treatment
modalities and novel handling of clinical issues have
constantly been proposed in Japan, the JGL proposed two
independent lists of stage-specific treatments; a standard
list and an investigational list. This concept has been
gradually and widely accepted in the clinical scene and has
changed the general practice in Japan. A patients’ version
of the JGL was also published and has been used to
enhance understanding of the treatment of gastric cancer in
the general public. The second edition of the JGL was
published in 2004, with minor modifications.

3 Concept of the integrated revision of the JC and JGL
in 2010

The time for revision of the JC and JGL coincided for the

first time in 2010. On this occasion, the JGCA committees
agreed with the following concepts:

@ Springer
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(a) The domains to be dealt with by the JC and the JGL
should be clearly separated as follows:

— The JC provides the basic rules to describe the
status of a tumor (primary and metastatic tumor,
stage grouping, histology, etc.) and the evaluation
of treatment outcome (response evaluation,
amount of residual disease, etc.), and will not be
revised for 10 years.

— The JGL defines the treatment methods (extent of
lymphadenectomy, endoscopic resection, etc.),
clarifies the indications for and details of each
treatment (algorithm, chemotherapy regimens,
etc.), and will be revised every 2-3 years. New
important evidence requiring modification of the
standard therapy will be announced on the website
of the JGCA.

(b) For the description of tumor status in the JC (T/N/M
categories, stage grouping, etc.), definitions identical
with those in the UICC/TNM 7th edition [7] are
adopted so that the Japanese experience can be
expressed using the international terminology.

4 Major points revised in the JC

4.1 From the Japanese traditional T/N/M
to the international T/N/M

The significations of the T/N/M categories in the new JC are
identical to those in the UICC/TNM 7th edition. The modi-
fication of the N category is the largest change not only in this
revision but also in the whole history of the JC. Traditionally
the Iymph node stations in the gastric drainage area were
classified into three groups (or four in some editions)
depending on the anatomical position of the station in rela-
tion to the location of the primary tumor, and these numbers
were also used to express the grade of nodal metastasis
(N1-3) and the extent of lymphadenectomy (D1-3); e.g.,
cancer with metastasis to a second group node was desig-
nated as N2, and complete dissection of up to the second
group nodes was defined as D2. This rule was consistent
throughout the history of the JC, though details regarding
classification of the nodal groups had been modified in each
edition. In the new version of the JC, this nodal grouping has
been abandoned, and the N-number solely signifies the grade
of nodal metastasis in terms of the number of metastatic
lymph nodes as determined in the UICC/TNM 7th edition.
Naturally, the extent of lymphadenectomy had to be newly
defined independently from the N-category in the new JGL..

Until the current revision of the JC, the JGCA desig-
nated hepatic and peritoneal metastases as H1 and P1 and
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treated them separately from other distant metastasis (M1).
Thus, some cases had been recorded as T3N2MOH1P1. In
the new version, the M-category is equivalent to that of the
UICC/TNM 7th edition and includes all distant metastasis.
The designations of “H” and “P”, however, are clinically
useful and thus remain in the new JC as a subclass of the
M-category.

4.2 Stage

The same stage grouping as that in the UICC/TNM 7th
edition has been adopted in the new JC. It should be noted
that survival analyses of a large number of the Japanese
and Korean patients contributed to the determination of this
UICC/TNM stage grouping [8].

4.3 Definition of the esophagogastric junction (EGJ)
area

Although the JC basically complied with the staging sys-
tem proposed in the UICC/TNM 7th edition, the JGCA
Committee firmly denied the new UICC/TNM definition of
EGJ tumors. We remain more comfortable to consider
adenocarcinomas of the subcardia (Siewert type 3) as
gastric cancer and believe that these should be classified
and staged using the gastric scheme; not the esophageal
scheme as in the UICC/TNM 7th edition. In the new JC, we
adopted the definition of the EGJ area proposed by the
Japan Esophageal Society [9], i.e., the area extending 2 cm
above to 2 cm below the EGJ.

4.4 From “four findings” to “two classifications”

In the 1998 edition of the JC [5], clinical and pathological
findings were recorded in 4 separate phases as “clinical
(preoperative)”, “surgical”, “pathological”, and “final”
findings. In order to comply with the UICC/TNM system,
the new JC distinguishes only clinical and pathological
classifications.

4.5 Adoption of international criteria of treatment
evaluation

The traditional classification “Resection (Curability) A/B/
C” has been abandoned and has been replaced by “R0/1/2
(residual disease)”. Staging after neoadjuvant treatment is
expressed with the prefix “y”. These changes are in
accordance with the UICC/TNM system. For the response
evaluation of chemotherapy, the response evaluation cri-
teria in solid tumors (RECIST) version 1.1 has been

adopted.
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4.6 Modification of the histological diagnosis of gastric
biopsy (“Group Classification™)

The “Group Classification” has been widely used to
diagnose the specimens obtained by endoscopic biopsy in
Japan. The definitions of Groups 2 and 3 have undergone
significant modifications.

5 Major points revised in the JGL

5.1 Definition of and indications for lymphadenectomy

®)

The terms “D1/D2/D3” were originally defined in the JC
and have been widely used worldwide to describe the
extent of lymphadenectomy. Most randomized controlled
trials (RCTs) of gastric cancer surgery including the Dutch,
Medical Research Council (MRC), and Taipei D1/D2 trials
[10-12], were conducted using the JC definitions. How-
ever, outside these clinical studies, the terms “D1-3” have
not always been used with accuracy in the strict sense. It is
generally and mistakenly believed outside Japan that the
first group nodes are equal to the perigastric nodes and the
second group nodes are those along the celiac artery and its
branches, and that the dissections of these are designated as
D1 and D2, respectively. However, the original definitions
of N1-3 and DI1-3 are far more complicated [5]: the
location of the primary tumor is determined as one of five
categories (various combinations of the three equal por-
tions of the stomach), according to which each lymph node
station is given a group number (1, 2, 3, or M). For
example, the left paracardial lymph nodes (station No. 2)
are classified as group 1 nodes for a tumor located in the
upper third of the stomach, but as group 3 nodes for a
middle or middle/lower tumor, and as group M nodes
(distant metastasis) for a tumor confined to the lower third
of the stomach.

As this complicated definition of the nodal groups was
established based on the results of detailed efficacy anal-
ysis of each lymph node station [13], surgeons would have
the best chance to cure patients if they strictly obeyed the
rule of D2. However, the grouping was too complicated to
be accurately understood worldwide and, in the first place,
the tumor location may not have been as correctly cate-
gorized by surgeons/pathologists as the JGCA intended to.

In the new JGL, the definition of lymphadenectomy has
been remarkably simplified: the lymph node stations to be
dissected in D1, D1+, and D2 are defined for total and
distal gastrectomy regardless of the tumor location. D3 is
no longer defined, because the rationale to recommend this
super-extended surgery was lost by the negative results of
our own RCT [14].

Apart from the two major types of gastrectomy (total
and distal), pylorus-preserving gastrectomy and proximal
gastrectomy are proposed as options for early gastric can-
cers, for each of which D1 and D1+ (but not D2) are
defined. It should be noted that the lymph nodes along the
left gastric artery (No. 7), which used to be classified as N2
for tumors in any location, are now included in the D1 for
any type of gastrectomy. Lymph node station No. 14v, on
the other hand, has been excluded from the D2 even for
distal tumors.

The JGCA recommends that non-early, potentially cur-
able gastric cancers should be treated by D2 lymphade-
nectomy. D1 or D14 should be considered as an option for
T1 tumors. D1+ can be a substitute for D2 in a poor-risk
patient or under circumstances where D2 cannot be safely
performed.

The JGCA expects that these simplified definitions of
lymphadenectomy will help specialized surgeons world-
wide to standardize gastrectomy and to obtain the best
surgical results.

5.2 Chemotherapy for metastatic/recurrent gastric
cancer

Several RCTs of chemotherapy for metastatic/recurrent
gastric cancer were recently concluded in Japan, and for
the first time in the history of the JGL, the JGCA made a
recommendation of a first-line regimen for metastatic/
recurrent gastric cancer; namely, S-1 + cisplatin. S-1
monotherapy was recommended for those in whom the use
of cisplatin was not indicated. Although S-1 + cisplatin
did not show superiority over 5-fluorouracil (FU) + cis-
platin in a global randomized trial conducted outside Japan
(FLAGS [15]), it has been regarded as the standard regi-
men for Japanese patients on the basis of two Japanese
RCTs, SPIRITS [16] and JCOG9912 [17]. The JGCA also
made a statement that it does not recommend the first-line
use of irinotecan + cisplatin and S-1 + irinotecan because
these regimens did not show superiority over 5-FU
monotherapy and S-1 monotherapy, respectively [17, 18].

5.3 Adjuvant therapy after curative gastrectomy

Adjuvant chemotherapy with S-1 for patients with patho-
logical stage II or III gastric cancer (according to the JC
13th edition) following curative D2 gastrectomy showed
significantly better survival (overall and relapse-free) than
surgery alone in the ACTS-GC trial [19]. The JGCA made
a prompt announcement of this positive result on its web-
site when the trial was concluded, and the recommendation
has been highlighted in the new JGL. Because the defini-
tions of stages II and III have been changed in the new JC,
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the JGL now shows which stages of the new JC correspond
to stages 1I and III in the previous edition.

Although survival benefits of adjuvant chemoradiation
therapy and neoadjuvant chemotherapy have been dem-
onstrated in the United States and Europe, evidence is yet
to be established in Japan, and the JGL deals with them as
investigational treatments.

6 Perspective

With this major revision of the JC, the JGCA now shares
the staging system of gastric cancer with the UICC and the
AJCC. We expect that the vast Japanese experience
regarding this disease can now be recorded and reported in
the universal language. At the same time, we expect that
our simplified definitions of lymphadenectomy in the
revised JGL, together with the documentation system in the
JC, will provide surgeons all over the world with a standard
for recording their surgery and comparing the results.
Although the JGL is based primarily on evidence generated
from Japanese trials, the JGCA committee is continually
looking for emerging evidence throughout the world to
prepare for future revisions.
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Abstract

Background Gastric cancer is very common in Korea and
Japan, where many hospitals annually perform high num-
bers of gastrectomies for gastric cancer. The aim of this
study was to compare the general management of gastric
cancer in high-volume centers in Korea and Japan.
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Methods We undertook a survey of the general manage-
ment of gastric cancer at high-volume centers (over 200
cases/year) and analyzed the answers.

Results In six of 14 hospitals surveyed, antimicrobial
prophylaxis for elective gastrectomy was administered
unti] postoperative day 3. A Levin tube and an abdominal
drain were routinely inserted in seven and ten hospitals,
respectively. Laboratory tests, such as complete blood cell
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count, liver function test, electrolytes, and blood urea
nitrogen/creatinine were performed frequently on postop-
erative days 1, 2, 3, and 5. Sips of water after open distal
gastrectomy were restarted up to postoperative day 3 in
twelve hospitals. The surgical pathology was reported up to
postoperative day 10 in thirteen hospitals. Twelve hospitals
provided a regular patient education program and only one
hospital provided an integrated education program which
included the participation of a surgeon, an oncologist, a
nurse, and a nutritionist.

Conclusions The general management of gastric cancer in
14 high-volume centers was not so different among the cen-
ters. The general management protocols noted here are
expected to provide useful information for perioperative care.

Keywords Gastric cancer - General management -
High-volume center

Introduction

Gastric cancer is the one of the most serious health prob-
lems in Korea and Japan [1, 2]. However, the overall sur-
vival rates after surgical treatment have been increasing
and the rate of postoperative complications has decreased
[2, 3]. Probably, these improvements are due to the intro-
duction of more radical surgical techniques ; early detec-
tion ; and the improvement of anesthesia, perioperative

care, and nutritional support. In addition, because of the
high incidence of gastric cancer, many surgeons in Korea
and Japan have accumulated substantial experience in the
management of the disease, and have developed general
protocols of perioperative management for patients with
gastric cancer. However, there are several controversial
issues in the general perioperative management of gastric
cancer, such as Levin tube decompression, abdominal drain
insertion, and antimicrobial prophylaxis. The aims of this
study were to compare the general perioperative manage-
ment of patients with gastric cancer in Korean and Japa-
nese high-volume centers and to contribute to the
improvement of surgical outcomes and to the development
of site-specific protocols.

Methods

A brief questionnaire about the general perioperative
management of patients with gastric cancer was sent in
2007, via email, to representative surgeons at Korean and
Japanese high-volume centers where more than 200 oper-
ations were performed per year. In addition, two leading
cancer centers in Japan were invited to participate in the
surveillance. The survey form included 12 items, shown as
Table 1. Each item was analyzed and compared among the
institutions. For descriptive analysis, SPSS version 12.0
(SPSS, Chicago, IL, USA) was used.

Table 1 Form used for the

. . Item
survey of general perioperative

Answer

management implemented at

each high-volume center
Prophylactic antibiotics
Analgesics

Levin tube

Abdominal drainage tube

For subtotal and total gastrectomy

Where is preoperative workup performed?

(1) At outpatient clinic (OPD)
(2) after admission

Regimen:
Duration:
Regimen:
Duration:
(1) Inserted (2) not inserted
Duration:
(1) Inserted (2) not inserted
Duration:

If different, please describe separately

Postoperative laboratory tests

(1) If different pathways are
applied on a case-by-case basis
(i.e., early gastric cancer vs.
advanced gastric cancer;
subtotal gastrectomy vs. total

Schedule for oral intake
Schedule for discharge

What items?
When?

Main type of fluid infused after surgery

gastrectomy), please duplicate
the relevant question box and
fill out the answers separately

(2) If some items are difficult to
assess, leave the corresponding
box empty

Time required to receive pathology report (days)
EMR (electronic medical record)—based critical pathway (CP)
Regular patient education program

(1) Performed (2) not performed
Interval of education:
Education time:

Lecturer:
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Results

The answers from representative surgeons at 14 hospitals
were analyzed.

Preoperative workup was performed after admission in
3 hospitals, and most workup was done before admission in
11 hospitals.

In three hospitals (3/14), antimicrobial prophylaxis for
elective gastrectomy was administered for 24 h or less; it
was administered up to postoperative day 2 in five hospitals
and up to postoperative day 3 in six. The most frequently
administered antibiotic was a second-generation cephalo-
sporin (n = 8), followed by a first-generation cephalospo-
rin (n = 4) and a third-generation cephalosporin (n = 2).
In four hospitals, a cephalosporin and an aminoglycoside
were chosen for prophlyaxis.

For pain control, patients received patient-controlled
anesthesia (PCA) intravenously (n=9) or epidurally
(n = 5) until postoperative day 2 or 3.

Surgeons at five hospitals (5/14) did not insert a Levin
tube preoperatively. However, in seven hospitals (7/14),
the tube was inserted preoperatively and removed on
postoperative day 1 (n = 5) or just after surgery (n = 2).
Surgeons at another two hospitals (2/14) inserted a tube
only in the patients with advanced gastric cancer or
obstruction.

Surgeons at two (2/14) hospitals did not insert an
abdominal drain, and surgeons at two other hospitals
inserted abdominal drains on a case-by-case basis. How-
ever, surgeons at ten (10/14) hospitals inserted one or two
abdominal drains according to the extent of resection (total
or distal gastrectomy) or according to the anastomosis
method (Billroth I or Billroth II). Although the time of
drain removal varied from postoperative day 2 to postop-
erative day 6, the most frequent postoperative days of drain
removal were postoperative days 3—4 (n = 7).

Samples for laboratory tests were taken more than once.
Usually the tests included a complete blood cell count,
liver function test, electrolytes, blood urea nitrogen/creat-
inine, C-reactive protein, and chest X-ray. The most fre-
quent time for laboratory tests was postoperative day 1
(n = 8) followed by postoperative days 2 (n = 6), 5
(n=25),and 3 (n = 4).

Five or ten percent dextrose solutions were infused in
six hospitals prior to the initiation of oral diet. In four
hospitals, patients received peripheral total parenteral
nutrition. The status of use of other fluids such as amino
acids or lipids could not be compared due to the limited
number of answers.

Sips of water after open distal gastrectomy were
restarted on postoperative day 3 (n = 9) and on postoper-
ative day 2 (n = 3). Surgeons at some hospitals answered
that the day of oral diet resumption was different according
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to the surgical approach (open or laparoscopic) and the
extent of resection. In 2 hospitals, patients who underwent

total gastrectomy resumed oral diet later than patients who

underwent subtotal gastrectomy. And surgeons at three
hospitals answered that patients who underwent laparo-
scopic gastrectomy resumed oral diet earlier than patients
who underwent open gastrectomy.

Patients who underwent subtotal gastrectomy were dis-
charged on postoperative day 6 or 7 (n=7), 8 or 9
(n=4),10 or 11(n = 2), or 5 (n = 1). At three hospitals,
patients who underwent total gastrectomy were discharged
1-3 days later than patients who underwent subtotal gas-
trectomy. And surgeons at two hospitals answered that
patients who underwent laparoscopy-assisted gastrectomy
were discharged 1 or 2 days earlier than patients who
underwent open gastrectomy. Patients in two Japanese
hospitals seemed to stay longer than patients in Korean
hospitals (10.5-11 vs. 6-9 days).

Surgical pathology was reported until postoperative day
10 at thirteen hospitals. In 3 hospitals only 35 days after
surgery was required to get these reports. Two Japanese
hospitals seemed to require more time (up to 28 days) than
the Korean hospitals, especially when the tumor metastasis
to lymph nodes.

Six hospitals had electronic medical record-based criti-
cal pathways and the other hospitals had a printed order set.
Twelve hospitals provided a regular patient education
program and nine hospitals had a nutritional counseling
and support system. Four hospitals had group-educational
programs and the other ten hospitals seemed to have only
individual programs begun when the patient restarted oral
diet or was discharged. Only one hospital provided an
integrated education program which included the partici-
pation of a surgeon, a medical oncologist, a nurse, and a
nutritionist.

Discussion

The mortality and morbidity after surgery for many cancers
other than gastric cancer are known to be influenced by the
hospital patient volume [4, 5]. The existence of many high-
volume centers for gastric cancer in Korea and Japan may
have led to the low morbidity and mortality observed for
patients after radical gastrectomy with lymphadenectomy
[6, 71.

As for antimicrobial prophylaxis, according to the
Centers for Disease Control {CDC) guidelines and refer-
ences, a first-generation cephalosporin should be adminis-
tered as antimicrobial prophylaxis in clean-contaminated
operations within 30 min of the first surgical incision, with
intraoperative supplemental administration every 3—4 h
and postoperative administration for 24 h or less [8]. The
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Health Insurance Review and Assessment Service of Korea
has recommended that a first- or second-generation ceph-
alosporin should be administered as prophylaxis in gas-
trointestinal surgery, and administration should be started
within 30 min or 1 h of skin incision and last for 24 h or
less; in addition they note that aminoglycosides are not
suitable for prophylaxis because of renal toxicity and oto-
toxicity [9]. Although the present study showed many
discrepancies between guidelines and actual practice, the
risk and benefit should be balanced for the appropriate use
of antimicrobial prophylaxis.

Recently several studies, albeit with limited scientific
evidence levels, have reported that Levin tube decom-
pression was not correlated with earlier recovery of bowel
function, shorter hospital stay, reduced anastomotic leak-
age, or fewer pulmonary complications after gastrectomy
for gastric cancer [10, 11]. These findings might explain
why surgeons in 5 of the 14 hospitals did not insert a Levin
tube. With regard to abdominal drain tubes, prophylactic
drain placement has been widely practiced by gastric sur-
geons. Surgeons who inserted abdominal drains might
believe that the prophylactic use of drains provides early
information about such factors as anastomotic leakage and
intraabdominal bleeding. However, these benefit of pro-
phylactic use of drain was not proven in two studies [12,
13]. The placement of a Levin tube and an abdominal drain
in operations for gastric cancer warrants further investi-
gation through large-scale randomized clinical trials.

Although many studies have shown that early oral
feeding is feasible after gastrectomy, the optimal dietary
schedule has not been established [14, 15]. Traditionally,
postoperative oral intake after abdominal surgery was
slowly and carefully introduced, due to anstomotic leakage
and postoperative paralytic ileus. Malnutrition as one
symptom arising from gastric cancer or one major com-
plication after radical gastrectomy is known to be related to
the quality of life, morbidity and mortality, and survival of
patients after gastrectomy [16, 17]. These factors seemed to
lead many hospitals in this study to adopt a policy of early
oral intake and to implement nutritional counseling pro-
grams or group-educational programs.

There was a tendency in the present study that patients
who underwent laparoscopic surgery resumed oral feeding
earlier and were discharged later than patients who
underwent open gastrectomy, although not all participants
answered that there were different protocols for patients
who underwent laparoscopic gastrectomy. Although two
Japanese hospitals could not be taken to represent all
hospitals in Japan, patients in these two hospitals were
discharged relatively later than patients in the Korean
hospitals, and the surgical pathology reports in the Japa-
nese hospitals required more time, too. This longer hospital
stay is in accordance with many reports showing a mean

postoperative hospital stay of 15-32 days in Japan, which
is relatively much longer than that in Korean hospitals
(7-13 days) [6, 18-21]. The longer hospital stay in the
Japanese institutions might reflect differences in the med-
ical insurance systems.

Conclusion

The general perioperative management of gastric cancer
patients at 14 high-volume centers was not so different
among the hospitals, except that the hospital stay and the
time required for obtaining surgical pathology reports were
relatively longer in the Japanese hospitals than in the
Korean hospitals. The general perioperative management
information obtained in the present study could help many
gastric surgeons to establish their own protocols and to
improve surgical outcomes.
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Background: Extended gastrectomy with para-aortic nodal dissection (PAND) or thorough dissection
of mediastinal nodes using a left thoracoabdominal (LTA) approach is an alternative to D2
Iymphadenectomy, with variable postoperative results.

Methods: Two randomized controlled trials have been conducted to compare D2 lymphadenectomy
alone (263 patients) versus D2 lymphadenectomy plus PAND (260), and the abdominal-transhiatal (TH)
approach (82) versus the LTA approach (85), in patients with gastric cancer. Prospectively registered
secondary endpoints bodyweight, symptom scores and respiratory function were evaluated in the present
study.

Results: Bodyweight was comparable after D2 and D2 plus PAND, but higher after TH than after LTA
procedures at 1 and 3 years. At 1- and 3-year follow-up symptom scores were comparable between D2
and D2 plus PAND. A LTA approach resulted in significantly worse scores than a TH approaéh in terms
of meal volume, return to work, incisional pain and dyspnoea up to 1 year. The decrease in vital capacity
was significantly greater after LTA than TH procedures up to 6 months.

Conclusion: Bodyweight and postoperative symptoms were not affected by adding PAND to a D2
procedure. A LTA approach aggravated weight loss, symptoms and respiratory functions compared with

a TH approach. Registration numbers: NCT00149279, NCT00149266 (http://www.clinicaltrials.gov).
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Introduction

Radical gastrectomy with D2 lymphadenectomy is the
standard treatment for patients with curable gastric cancer
in east Asia'. To improve survival further, more extensive
surgery has been attempted in specialized centres. Two
multicentre randomized controlled trials have evaluated
extended gastric surgery. In the Japan Clinical Oncology
Group JCOG) 9501 wial, D2 plus para-aortic nodal dis-
section (PAND) was compared with D2 lymphadenectomy
for tumour category (1) 2b to T4 potentially curable gas-
tric cancer™®. In the JCOGY502 trial, a left thoraco-
abdominal (LTA) approach accompanied by thorough
lower mediastinal lymphadenectomy was compared with an
abdominal—transhiatal (TH) approach for proximal gastric
cancer invading the oesophagus®.
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Contrary to expectations, there was no survival benefit
from these extended procedures. D2 plus PAND or a
LTA approach resulted in a Jlonger duration of operation
than D2 or a TH procedure. The morbidity was also
worse after these extended procedures than after the
standard operations. 'This has led to the conclusion
that they should not be employed as prophylactic
lymphadenectomy for curable gastric cancer™*. Apart
from survival and short-term morbidity, postoperative
evaluation of symptom, bodyweight and respiratory
function outcomes after extended surgery permits proper
decision-making regarding surgical treatment for gastric
cancer. In the present study, changes in the secondary
endpoints bodyweight, various symptom-related scores
and respiratory function in these two trials were assessed
prospectively.
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