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Long-term Outcome after Minimally Invasive Treatment for Early
Gastric Cancer beyond the Indication of Endoscopic Submucosal
Dissection

Weon Jin Ko1, Joo Young Cho?

Department of Gastroenterology, 'CHA Kumi Medical Center, Gumii;
Department of Gastroenterology, “CHA Bundang Medical Center, Seongnami, Korea

Background: Recently, endoscopic submucosal dissection (ESD) with laparoscopic sentinel lymph node dissection, named
ESN or endoscopic full-thickness gastric resection with laparoscopic sentinel lymph node dissection, named Hybrid-natural
orifice transluminal endoscopic surgery (NOTES) was suggested the possibility of minimally invasive treatment for patients
with early gastric cancer (EGC) who were beyond the indication of ESD. This study aimed to evaluate the outcomes
of ESN or Hybrid-NOTES.

Methods: We retrospectively analyzed patients treated with these therapies from January 2009 to May 2013 in terms
of short- and long-term outcomes. Each patient was diagnosed with EGC but was not included in ESD indications
and had the high risk of lymph node metastasis (LNM).

Results: A total of 42 patients with EGC treated by ESN or Hybrid-NOTES. Of the 21 patients who underwent ESN,
a total of 4 patients underwent additional gastrectomy, 1 with LNM, 1 with surgical complication, and 2 with noncurative
resection. Of the 21 patients who underwent Hybrid-NOTES, a total of 5 patients underwent additional surgery, 1
with LNM, 2 with surgical complication, and 2 with noncurative resection. Overall survival was 100% over a mean
follow-up of 75 months, but 3 patients underwent ESD or gastrectomy with metachronous lesion. And 1 patient who
had received ESN was found to have a metastatic lymph node and undergo palliative chemotherapy.
Conclusion: ESN or Hybrid-NOTES showed favorable short-and long-term outcomes. These methods may be utilized
as a bridge between ESD and gastrectomy in the case of EGC which is more likely to have LNM beyond the ESD
indications.
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ok E2hd dAl= ESNS A2 SErjof| A 47 0]|A] lateral
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gin ¥ Ho] 21219 curative resection ratex= 71.4%%}
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Table 1. 34 9 o] ojst 712 3n
ESN Hybrid NOTES Total

(N=23) (N=24) (N=47)

Age, years (mean, range) 51(33-77) 60 (30-84) 56 (30-84)
Male (%) 16 (69.6%6) 14 (58.3%) 30 (63.8%)
Endoscopic type

Elevated 1147.8%) 7(29.29%) 18 (38.3%)

Flat 7(30.4%) 4 (16.7%) 11 (23.4%)

Depressed S Q21.7%) 13 (54.2%) 18 (38.3%)
Tumor location

Upper 6(26.19) 7(29.2%) 13 (27.7%)

Mid 15(65.200) 8 (33.3%) 23 (48.9%)

Lower 28.70)  9(37.5%)  11(23.4%)
Long diameter, cm  2.0(1.0-3.0) 2.3 (0.8-4.0) 2.0 (0.8-4.0)

(mean, range)

Endoscopic biopsy

Differentiated SQL7%) 10 (41.79%) 15 (31.9%)

Undifferentiated 18 (78.3%) 14 (58.3%) 32 (68.1%)

T stage on EUS

Mucosa 14 (60.9%) 11 (45.8%) 25 (53.29%)

Submucosa 9(39.190) 13 (54.2%) 22 (46.8%)
N stage on CT

NO 23 (1009) 24 (100%) 47 (100%)
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ool A|A= At SINDolA Fzd Hol7F HE 279
FAE-2 standard gastrectomy with D2 lymph node dissec-
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margin %40191El 4732] SN Foll Al 2 parhology 4}
AHukelo] g1, 2 slices T|Fhe] Gk AACR 27} 542
k2] 931 271291 endoscopic resection or ablation ©]%
follow-up s} Th

ESN Z-2 Hybrid-NOTSE A3 325 FollA 22t
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NOTESE A|&jute 312 follow up loss o] A=, Z+2}
1755} 1672] RFE0] 2AHUT, B followup 717+
707]H(range 48-97 months)©| {1t} Table 3-2 long-term out-
comesE “F2I5FATE ESNS A3 2= - 17, Hybrid

Table 2. &= A=

ESN  Hybrid NOTES  Toral

N=23)  (N=24)  (N=47)
Long diameter, cm 22(0.84.00 290645  22(0.64.5)
(mean, range)
Final pathology (%)
Differentiated 4(17.4%) 6(25.09%) 10 (21.3%)
Undifferentiated 19(82.6%)  18(75.0%) 37(78.7%)
Depth of invasion
Mucosa 1252299  11(45.8%) 23 (48.9%)
Submucosa 1147.8%9  13(54.2%)  24(51.1%
Lymphovascular invasion 4 (17.4%) 10 (41.6%) 14 (29.8%)
Basin nodes, number 4(0-15) 12.(5-31) 9(0:31)
(mean, range)
Procedure time, min 160 (65-430) 210 (60435) 183 (60-435)
(mean, range)
Complication 3(6.4%)
Ischemia 0(0%) 1(4.29%9
Leakage 0 (0% 1(4.29%
Perforation 1(4.3% 0 (0%
Technical success 209579  22(91.6%) 44 (93.6%)
Positive lateral margin 4(17.4%) 2(8.3% 6(12.8%)
Positive Vertical margin 2 (8.799 0 (0% 2(4.3%
Lymph node metastasis 1 (4.3%) 1(4.29% 2(4.3%
Curative resection 156829  19(86.4%) 34(77.3%)
Additional gastrectomy 4(17.4%) 5(20.8%) 9(19.1%)
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Table 3. 7] 37 A#E
FSN__ Hybrid NOTES  Total

N=17)  (N=16)  (N=33)

Follow-up period, months 62 (48-72) 78 (48-97) 70 (48-97)

(mean, range)
Metastatic disease (%) 1 (5.9%) 0 (0%) 1 (3.0%)
Local recurrence 0 (0%) 0 (0%) 0 (0%)
Death 0 (0%) 0 (0%) 0 (0%)
Secondary cancer 2 (11.8%) 1 (6.3%) 3(9.1%)
Body weight recovery 17 (100%) 16 (10090) 33 (100%)
Endoscopic findings

Residual food 0(0%) 4 (25%) 4 (12.1%)

Others 0 (0%) 0 (0%) 0 (0%)
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oJu] 9] Sentinel node navigation surgery~= &7153}A| 9t
ol 2] A752 53l Basin dissection © 2 A/} b
A4 BoFa k" o] AEEL Al W FAEA
& T TS EE e ol o aslETelY AlsH
25 T4 AFRES fllHh HIE STE Y 2Rl A WA
78 AAlIA 2B A S 2 residual foods7} TAE7 = FAT
SINDL vagal nerveS & ©] EES 4= Q179 gastric motility
HEAE EY 2 9FE F 2R B3 Yok Sentinel
lymph node”} ¥AIQl EAEL A& TA] standard lymph
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A= SINDS dA7E 7= stoll stHA o HESHA sentinel
lymph nodeE- detection®t 4= Y= 2FA| & =0l gt
A+ EZE o] Fo Ao} A

o] eSS o7 7] AleFde ZHA AL Tk
SIND AJ3A] Frozen biopsyE Al3¥SHA] HaL o] &£4] ARk

Journal of Digestive Cancer Reports 5(1), June 2017 47



Bl
e
2
=l

%l
Bl
oQ
=
=
od
o
8

[¢]
::
pC
>
1o
22
olo
ol
fljo
ok
<
rx

!

9IS OjNES AIZ $ T 5N 29

2 FeAzto] dojzith Avrt 2717k S am oo = A
U EGJu Pylorus H-29] 92 full-thickness resection 3h=
A e T FERo TAT 5 o] AYH= F 71eF
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Background: 2| A|tE 27|91l het nAIdsE A=
He YA A9 sHE ] < (endoscopic submucosal dissection,
ESD)E-2 £ £ E A3 ZA|(endoscopic full-thickness
gastric resection, EFTGR)Z 53l ¢ EAIE 43t 54
o 2737 T3] ZAYZA A (sentinel lymph node dis-
section, SLND)S AgHo 24 1 7HsAS AX AL,

0]=< Z}ZF ESN (endoscopic submucosal dissection with

laparoscopic sentinel lymph node dissection), Hybrid-
NOTES (endoscopic full-thickness gastric resection with lap-
aroscopic sentinel lymph node dissection)2txl s}t
2 oAM= F2d o] fMe] =2 2719l sl
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