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Objective
To compare extended lymphaden-
ectomy (D2 resection) with level 1
lymphadenectomy (Di resection) in
patients with gastric cancer.

Design
Randomised controlled trial.

Setting
Hospitals in Europe.

Patients
400 patients who were aged > 20
years (mean age 67 y, 68% men)
and had histologically proven and
potentially curable gastric cancer
confirmed by staging laparotomy.
Exclusion criteria were require-
ment for emergency surgery, pre-
vious gastric surgery, coexisting
cancer, or comorbid cardiorespira-
tory disease.

Commentary

Intervention
Patients were stratified by centre,
nodal status, and tumour location and
allocated to D| (n - 200) or D2 (« =
200) lymphadenectomy. D| resection
involved removal of the lymph nodes
within 3 cm of the tumour en bloc
with the greater omentum and the
stomach. D2 resection included extir-
pation of the omental bursa, lymph
nodes along the coeliac axis to the
aorta, hepatoduodenal and retro-
duodenal nodes, and depending on
tumour location, the splenic and
retropancreatic nodes.

Main outcome measures
In-hospital mortality and morbidity.

Main results
Analysis was by intention to treat. D2
resection led to a higher in-hospital
mortality rate than did D] resection
(13% vs 6.5%, P = 0.04). {This abso-
lute risk difference of 6.5% means
that 1 additional death occurred in
hospital for every 15 patients who
received D2 resection (compared
with Dj resection), 95% CI8 to 140;
the relative risk increase was 100%,
CI 7.3% to 275%.}* The overall in-
hospital morbidity rate was also

higher in patients who received D2
resections compared with Di resec-
tions (46% vs 28%, P < 0.001) (abso-
lute risk difference 18%; 1 additional
patient had complications for every
5 patients who received D2 resection,
CI 4 to 11; relative risk increase 67%,
CI 28% to 120%}*. Of the serious
complications, patients who received
D2 resections had more anastomotic
leakages (26 vs 11 patients). Long-
term survival differences were not
included.

Conclusion
Extended lymphadenectomy was as-
sociated with higher mortality and
morbidity, particularly when it in-
cluded distal pancreatectomy and
splenectomy, in patients having
resection for gastric cancer.
Source of funding: Medical Research
Council (UK),
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"Numbers calculated From data in amde.

Gastric cancer is the second most com-
mon type of cancer in the world. In North
America, however, the incidence of the dis-
ease is infrequent and typically presents at
an advanced stage (1). Only 40% to 48% of
patients {46% in this trial) are surgically
resectable. Loco-regionai recurrence re-
mains the predominant course of treat-
ment failure, leading to attempts at radical
nodal dissections to reduce recurrence.
Reports from Japan suggest that D2
resections may improve outcome (2).
Important differences exist, however,
between the Japanese and Western ex-
perience. In Japan, where disease rates
are nearly 10~foid higher, patients are
younger, have less cardiopulmonary dis-
ease, and because of screening efforts,
have less advanced disease with greater
resectability rates (3).

Retrospective reports of Western pa-
tients having Dz resections have shown
improved survival with acceptable mor-
bidity and mortality (4, 5). Selection bias
is a critical limitation of such series, and
prospective studies, such as this one, have
not found such encouraging results. In a
concurrent Dutch trial of similar design,
D2 resection led to greater morbidity and
mortality (6). Pancreatico-splenic resec-
tion may increase morbidity and mortal-
ity, suggesting that radical surgery without
pancreatic and splenic resection deserves
further study.

The Japanese studies reflect their pio-
neering efforts in the management of gas-
tric cancer. Whether highly specialized
centres in the West can develop sufficient
expertise to achieve results similar to those
in Japan remains to be determined. In the
West, where overall experience with the

disease is far less, extended resections do
not appear to be beneficial.
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