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Despite declining incidence, particularly in the US and Western Europe, gastric cancer remains the second 

highest cause of cancer deaths worldwide.1 The marked differences in postoperative morbidity, mortality 

rates and long-term survival after surgery between Eastern and Western countries have been well 

documented.2 Although differences in treatment quality are important, other variables may also affect 

overall survival rates and partially explain this gap in clinical outcomes.3 These variables include the 

higher incidence of early-stage gastric cancers (EGC) detected through routine check-ups or screening 

programs in Korea and Japan, and the higher incidence of far advanced gastric cancer and 

esophagogastric junction (EGJ) tumors in Western countries. 

 

Regarding the surgical treatment of gastric cancer, factors that may potentially explain the different 

outcomes of patients in the East and West include tumor factors (extent of disease and tumor location); 

patient factors (age, BMI, and co-morbidity); and treatment factors (different level of surgeon dexterity 

and perioperative care due to clinical volume).4 

 

Gastric cancer surgery can be divided into three parts: 1) gastric resection, 2) lymph node dissection, and 

3) reconstruction. Among these, surgeons across Western and Eastern countries have no major differences 

in opinion regarding gastric resection and reconstruction; however, lymph node dissection is one of the 

most hotly debated topics between the East and West.  

 

Surgeons in the East favor extended D2 lymph node dissection (LND). Several factors support this 

opinion: First, D2 dissection can be performed safely. Even the spleen-preserving total gastrectomy 

procedure for advanced proximal gastric cancer can be done not only safely, but also effectively in view 

of lymph node dissection.5,6 Second, D2 surgery provides better local control and thus improves survival 

rates.7,8 Third, pathologic staging is more accurate for patients undergoing a D2 procedure.  
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Most surgeons in the West, however, favor D1 lymph node dissection.9,10 Their opinion is that evidence is 

lacking to support the superiority of D2 over D1 surgery, and D2 cannot be performed safely due to high 

postoperative morbidity and mortality. The Southwest Oncology Group (SWOG) American Intergroup 

0116 study suggested that limited LN dissection with chemoradiation could eliminate the residual lymph 

node metastases that could be removed by D2.11 Furthermore, National Comprehensive Cancer Network 

(NCCN) guidelines recommend perioperative chemoradiation in patients with advanced gastric cancer 

(AGC) along with D1 lymph node dissection. 

 

In summary, the extent of surgery for an individual patient has to be decided based on tumor-, patient-, 

and treatment-related factors. In the case of AGC, D2 lymph node dissection and adjuvant chemotherapy 

in the East, and D1 lymph node dissection and perioperative chemoradiation in the West, might be 

appropriate. 
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