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Table 1. Clinicopathological characteristics of patients

Parameter n=1,272
Sex

Male 950

Female . 522
Age (year) (median) 58
Tumor size (cm) 5
Type of surgery

STG 1,095

TG 377
EGC 559
AGC 913

STG = subtotal gastrectomy; TG = total gastrectomy; EGC = early
gastric cancer; AGC = advanced gastric cancer.

Chat 2

199213 64 58] 2005\ 1297HA] £ 2| ol A 9jde
2 ARAEE A 1,518 9] 3} kvl 274
A AAldoll GAEIL kA2l AL 46 & A3 1,472
o stqich Ao o755 nigte s 4
A A 5E TG, Hel2A A ABE ERlslo
22, ¢rel z7], AAdAE & EAEAt ¢
W71 AR S AMA A, RARE, 55

F& Agsisien dA4H-e)7t A= A felle

Z A} 9 PET-CT (positron emission tomography-computed

tomography) & A]3§s}93 1, Al53 UICC/AICC TNM ¥ 7]l

upel Eieldch3) FE Aot AAE AR-AAEE

Algstgion, D2 124 AR EE 7)EH oz AlYe}s]

ok Ao AR & sl e £F Al AAdA=]
3

A

Mot ooy oF W, o
ol
e

o} welzA g AZTskel Aol U8 A5 el AAA
2 vigoz 4R el % F FAAANAE
BE Gl A AL shskom AAldel FAE A
o SAHE ASolTt ARetedeh. & 3 el q 7]
qoz 2wt o, 24 240 A9 B3t @
FEAAEREI) A2E 2Hslo] B AU Y
AZ §E HASYT 2ABEE 20069 69744 A

FH717k8 Fekgke 36709 (1~ 161719)0l 3 et
A& SPSS (version 12.0 for window, Chicago, IL,
USA)E o] &3}l o} s aF B A2 Chi-square test, indepen-
dent t-testE A8} 1, WEEL Kaplan-Meier HHH O 2

& P} 3, log-rank test2 A3} v). AEE7
AgsE =ZZolzE &7 $ll4 Cox’s proportional hazard
model-& A-g&sle] vbnvigk BAS AdY3lgich. P-valuer}
0.05 wlarol® ofu|7} &= UAE s}3ict.

o

oft X2 rfN oft fo
Jo

P

lo
fe @

i

Table 2. Clinicopathological factors according to the length of
proximal resection margin in early gastric cancer

Early gastric cancer

Parameter P value

>2 cm
(n=515)

<2 ¢m
(n=44)

Age (meantSD) (year) 55.8+12.2 564=113 NS

Type of surgery <0.001
Subtotal gastrectomy 35 (79.5%) 477 (92.6%)
Total gastrectomy 9 (20.5%) 38 (7.4%)
Tumor location <0.001
Upper 1/3 6 (13.6%) 17 (3.3%)
Middle 1/3 32 (72.7%) 207 (40.2%)
Lower 1/3 6 (13.6%) 290 (56.3%)
Whole 0 (0.0%) 1 (02%)
Lauren’s classification NS
Intestinal 19 (48.7%) 288 (61.3%)
Diffuse 20 (51.3%) 182 (38.7%)
Histology NS
Differentiated 19 (432%) 297 (57.7%)
Undifferentiated 25 (56.8%) 218 (42.3%)
Tumor size 42428 3220 0.003
(mean = SD) (cm)
Recurrence NS
Yes 0 (0.0%) 11 2.1%)
No 44 (100.0%) S04 (97.9%)
2o
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Table 3. Clinicopathological factors according to the length of
proximal resection margin in advanced gastric cancer

Advanced gastric cancer

Parameter

<3 cm >3 cm P value
(n=242) (n=671)

Age (mean+SD) (year) 53.7+12 56.8+11 <0.001

Type of surgery <0.001
Subtotal gastrectomy 78 (32.3%) 505 (75.3%)

Total gastrectomy 164 (67.7%) 166 (24.7%)

Tumor location <0.001

Upper 1/3 82 (33.9%) 27 (4.0%)
Middle 1/3 104 (43.0%) 223 (33.2%)
Lower 1/3 38 (15.7%) 413 (61.5%)

Whole 18 (7.4%) 8 (1.2%)

Lauren’s classification 001
Intestinal 70 (32.3%) 269 (44.7%)

Diffuse 147 (67.7%) 333 (55.3%)

Histology 0.001
Differentiated 58 24.1%) 237 (35.4%)
Undifferentiated 183 (75.9%) 432 (64.6%)

Tumor size
(mean+SD) (cm) 7.7+38 63127 <0.001

Borrmann’s type 0.017
1 5 2.1%) 19 (2.8%)

2 40 (16.5%) 121 (18.0%)
3 160 (66.1%) 478 (71.2%)
4 37 (15.3%) 52 (1.7%)

Perineural invasion 0.004
Positive 68 (28.1%) 129 (19.2%)

Negative 174 (71.9%) 542 (80.8%)

Stage NS
I 29 (120%) 94 (14.0%)

I 42 (17.4%) 152 (22.7%)
il 86 (355%) 231 (34.4%)
v 85 (35.1%) 194 (28.9%)

Recurrence NS
Yes 91 (37.6%) 221 (32.9%)

No 151 (62.4%) 450 (67.1%)
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Fig. 1. Survival curve of early gastric cancer according to the length
of proximal resection margin (<2 cm vs. =2 cm).
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Fig. 2. Survival curve of advanced gastric cancer according to the
length of proximal resection margin (<5 cm vs. =5 cm).
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Fig. 3. Survival curve of advanced gastric cancer according to the
length of proximal resection margin (<3 cm vs. =3 cm).
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Table 4. Results of univariate analysis of prognostic factors
associated with survival in EGC and AGC

P
EGC
Age (<58, =58) <0.001
Lauren’s classification 0.04
Intestinal
Diffuse
Tumor location 0.001
Upper 1/3
Middle 1/3
Lower 1/3
Whole
N (NO, N1, N2, N3) 0.002
Histology 0.03
Differentiated
Undifferentiated
AGC
Age (<58, =58) 0.001
Lauren’s classification 0.012
Intestinal
Diffuse
Tumor location <0.001
Upper 1/3
Middle 1/3
Lower 1/3
Whole
Tumor size (<5 cm, =5 cm) <0.001
Type of surgery <0.001
STG
TG
Stage (I, 11, 11, IV) <0.001
Lymphatic invasion (yes, no) <0.001
Venous invasion (yes, no) <0.001
Borrmann’s type (1, 2, 3, 4) <0.001
Curability (curative, non-curative) <0.001

EGC = early gastric cancer; AGC = advanced gastric cancer.
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Table 5. Results of multivariate analysis of prognostic factors
associated with survival in EGC and AGC

95.0% CI for

Significance Od.ds Exp (B)
ratio
Lower Upper
EGC
Age 0.000 1.123 1.060 1.190
AGC
Age 0.000 1.019 1.010 1.029
Type of surgery 0.001 0.688 0.547 0.867
Stage 0.000 0.517 0.399 0.671
Borrmann’s type  0.018 0.763 0.563 1.035
Curability 0.000 0.579 0.437 0.768
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= Abstract =

Clinical Importance of the Resection Margin Distance in Gastric Cancer Patients
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Purpose: The way in which the resection margin distance for gastric cancer patients who undergo a gastric
resection influences the recurrence rate, aspects of recurrence, and the prognosis according to the characteristic
of the tumor is not known. We aim to find a standard for tailor-made treatment after selecting patients in this
point of view who need a more sufficient resection margin.

Materials and Methods: A retrospective study was done on 1,472 patients who underwent a gastrectomy due
to gastric cancer at our hospital from 1992 to 2005. The median follow-up period was 37 months.

Results: There were no significant differences in the recurrence rate, the aspects of recurrence, and the 5-year
survival rate between early gastric cancer (EGC) patients with a resection margin distance of less than 2 cm
compared with EGC patients with a resection margin distance of greater than 2 cm. However, significant dif-
ferences in the survival rate were found in advanced gastric cancer (AGC) patients when the patients were
classified into groups with resection margin distances less than or greater than 3 c¢m (P=0.02). Significant differences
were noted especially in cases of diffuse histologic-type tumors located in the lower third of the stomach and in
cases with Borrmann type-3 and -4 tumors.

Conclusion: The distance between the tumor resection margin and the proximal gastric resection margin has no
significant influence on the survival rate in EGC patients if the resection margin is negative. However, to
improve a patient's survival rate, it is important to guarantee a resection margin of more than 3 cm in AGC
patients, especially when the tumor is a diffuse histologic type located in the lower third of the stomach or a
Borrmann type 3 and 4. (J Korean Gastric Cancer Assoc 2006;6:277-283)
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