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* Inthe recent randomized controlled trials (RCTs), Kitano et [ searcn svategy |

al. (2002), Lee et al. (2005), and Hayashi et al. (2005) have :

reported several benefits of LAG for treating early gastric | 265 mm.mj;

cancer (EGC), compared with the open gastrectomy (OG) '

in short-term outcomes. Meanwhile, after five-year follow- | 52 eferances for AGC

up, Huscher et al. (2005) and Kim et al. (2008) showed no ¥

significant difference in the five-year outcomes, such as il sl L T

tumor recurrence or overall mortality. Therefore, LAG is

considered to be accepted for EGC, although the long-term [——»] 8oniy for early gastric cancer (EGC) |
results of the multi-institutional randomized prospective
trials are yet to be published, such as Korean Laparoscopic e
nggr)(?mtestmal Surgery Study Group (KLASS) (Kim et al., _ P |

L J
| 8 ratrevad for more detailed evaluation |

e However, many controversies remain on whether this
technique could be applied in advanced gastric cancer
(AGC), including the technical difficulty of extraperigastric —>|  1immunciogical outcoma only |
lymphadenectomy and insufficient data related to the T v S
procedure’s oncologic

* The aim of the study is to perform an updated systematic review including all the
available randomized and observational trials limited solely to AGC, providing the
initial experience of LAG in the treatment of AGC.



Table 2 Characteristics of studies in the meta-analvsis

Reference Follow-up — b umbf:i:f{‘:pauems — Levn:ld?:glggzgg node L?:&;;g?‘;ﬂgy
Hamabe er af., 2012 5 years 167 66 101 D2 LA
Cai er al., 2011° 436 months o6 49 47 D2 LAG
Shuang er afl., 2011 2350 months 70 35 35 D2 LAaDG
Huang ef al., 2010 1-19 months 135 66 69 D2 LA
Hwang ef al., 2009 940 months 128 45 =53 D2, D+, D1+G LADG
Du et al., 2009 4—58 months 168 T8 a0 D2 LA
Hur &t af., 2008 65— 7 months 51 26 25 D2 LAl

"RCT smudy. LAG: laparoscopv-assisted gastrectomy:; LADG: laparoscopy-assisted distal gastrectomy

Table 3 Surgical outcomes of laparoscopy-assisted gastrectomy (LAG) and open gastrectomy (((3)

Operating time (min) Estimated bleod loss (ml) Lyvmph nodes excised

Reference
LAG G LAG G LAG G
Hamabe ef al., 20127 2831 2259 63.7° 4.0
Cai er al., 20117 270.51 1B7.66 293,487 34447 2298 2287
Shuang et al., 20117 3207 210 2007 300 35 38
Huang ef al., 20107 266.05% 223 .78 131.91% 34230 25.81 27.47
Hwang et al., 2009" 255.5° 20B.3 333.3° 440.6 35.6 383
Du er al., 2009° 245 220 110* 195 23.5 21.0
Hur et al., 20087 255*% 190 1 60* 215 30.5 5.0
* Statistically significant difference vs. OG ~ Values are means: ~ Values are medians
Table & Analysis of postoperative morbidity
Dutcome Pyrial e Tpatient DR (95% Cl) Interpretation Test for
LAG QG LAG oG heterogeneity
Owerall complications 7 38 a0 363 450 0.78 (0.50, 1.202) LAG=0G #=3_TR, di=6,
Z=1.14, P=0.256 p=0.706, P=0
Wound infection 5 5 10 254 2668 0.55(0.19, 1.57) LAG=0G =029, cf=4,
=112, P=0.262 p=0.991, F=0
Anastomotic leakage 4 2 5 219 263 079 (0. 16, 3.81) L AG=0 =263, .:F_,r:=3,
=030, P=0.7a7 p=0.4352, =0
Pulmonary infection 3 2 13 141 141 0.19 (0.05, 0.68) LAaG=0(M; > =0.05, JJP:=2,
=254, P=0.011 p=0.976, =0
lleus 3 2 5 210 260 0.71 (016, 3.13) LAG=0G =134, d=2,
Z=0.45, P=0.653 p=0.513, P=0
Anastomotic sienosis 2 = 3 144 191 .89 (041, 8.67) L AG=0 =017, di=1,
F=0.52, P=0.411 =0.679, F=0
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Fig. 4 Meta-analysis of overall mortality after laparoscopyv-assisted gastrectomy (LAG) versus open gastrectomy
(OG) for advanced gastric cancer (AGC)

Shudy ID OR(05%CI) % Weight
Cai ot ai. (2011) —'—+— 085(0.36,204) 5058
Hwang et af (2009) —c-—-—— 047(012177) 255
Hur af al (2008) —-—:-—— 033(006,101) 1489
Huang &t al. (2010) ‘ {Excluded) 0.00

I 064(0.32.125)  100.00

Overall {1-squated=0.0%, P=0 557) C}
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Fig. § Meta-analysis of cancer-related mortality after laparoscopy-assisted gastrectomy (LAG) versus open gas-

trectomy (OG) for advanced gastric cancer (AGC)

Stuy ID OR(5%C) % Weight
Hamabe et al (2012) —-—+ 023(008,071) 2088
Hwang ot al. (3008) —-—— 0600022164 2381
Duetal (2009) —;-‘—— 075(0.39,144) 3703
Hur et al (2008) —:——-— 1410041485 1897
Overal (-squared=40.2%, P0.171) @? 062(0.33,1.16) 10000

NOTE: Weights are from randam efiects analysis
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Fig. 6 Meta-analysis of recurrence after laparoscopy-assisted gastrectomy (LAG) versus open gastrectomy (0G)

for advanced gastric cancer (AGC)



In conclusion, after analyzing seven studies, the indications for LAG
with extended lymphadenectomy could be expanded in the treatment of
locally AGC. In China, where most gastric cancers present at an
advanced stage, the results are encouraging. For LAG to be widely
accepted, concerns for feasible and oncologic results must be
addressed, which indicates that this surgical approach maintains
surgical safety and curability. A larger RCT in multicenter comparing
the LAG with OG will be recommended.
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