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Endoscopic resection of early gastric cancer (EGC) is limited 
by the risk of lymph node metastasis (LNM). In general, 
resection of small (less than 2 cm) differentiated EGC which 
is limited to the mucosa is deemed safe due to negligible risk 
of lymph node metastasis. Expanding endoscopic resection 
beyond this criterion has been a matter of debate. In a land 
mark study by Gotoda et al., the risk of LNM for mucosal 
differentiated lesions without ulceration, irrespective of 
size, mucosal differentiated ulcerated lesions ≤2 cm, and 
poorly differentiated lesions ≤3 cm was 0% (1). Shortly 
after this landmark study, Gotoda et al. proposed expanding 
endoscopic resection to include the above mentioned 
variants of early gastric lesions (Table 1). Multiple studies 
further confirmed a similar five-year survival rate after 
endoscopic resection between patients who met expanded 
criteria versus patients who met the absolute criteria (2,3). 
As a result, the Japanese Gastric Cancer Association (JGCA) 
recently published the expanded indications for endoscopic 
submucosal dissection (ESD) of EGC. 

Due to technical improvements in ESD, endoscopists are 
now able to resect larger and deeper EGCs. However, several 
roadblocks precluded the deliberate use of ESD for EGC; 
first, with the exception of Japan, most gastric cancers are 
diagnosed at late stages due to the absence of gastric cancer 
screening programs (4,5). Second, it is difficult to determine 
the depth of invasion of EGC to differentiate mucosal from 
submucosal lesions (6,7). In addition, LNM at the time 
of endoscopic resection cannot be reliably excluded using 

cross-sectional imaging modalities. Likewise, endoscopic 
ultrasound has had disappointing results in ruling out LNM 
(8-13). That said, it is impossible to predict the risk of LNM 
without careful pathological evaluation of the en-block ESD 
specimens. Typically resected specimen should be sectioned 
every 2 mm for an accurate evaluation of LNM. If the 
ESD was non-curative, further surgical resection would be 
indicated with added morbidity and mortality. 

Over the last decade, there have been limited publications 
from the West describing the rate of LNM in EGC in the 
West (14). Pokala et al. investigated the rates of LNM in 
EGC in the United States. The authors identified 1,577 
patients with EGD through the SEER database and found 
a significantly higher risk of LNM in patients with tumors 
invading into the submucosa (T1b) tumors compared 
to mucosal tumors. The risk of LNM in T1b tumor 
ranged from 8–35% depending on the tumor size (15).  
Although these results are in an agreement with what has 
been published in Eastern Literature, the question of the 
applicability of expanded criteria in the West remains to be 
answered.

Recently, Pessorrusso et al. published their experience 
pertaining to the risk of LNM in EGC in Brazil. The 
authors evaluated surgically resected EGC specimens for 
the risk of LNM in a 39-year retrospective cohort. In 
this cohort, Pessorrusso et al. demonstrated that LNM 
was seen in three out of 104 (2.9%) patients with EGC 
fulfilling the criteria for expanded indications versus no 
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LNM in 34 patients fulfilling the criteria for absolute 
indication. Interestingly, the three patients with LNM had 
undifferentiated EGC (16).

The authors’ concern regarding the risk of LNM for 
undifferentiated EGC under the expanded indication is 
consistent with our recently published meta-analysis in 
the same topic. In our meta-analysis, the undifferentiated 
expanded criteria had the highest risk of LNM (25 out of 
972 patients “2.6%”) (17).

This study by Pessorrusso et al. is an additional evidence 
that LNM in EGC could be similar in Eastern and Western 
populations. This may encourage western endoscopists to 
expand the frontier of endoscopic resection to include those 
patients. Caution has to be had since the rate of en bloc and 
R0 resection is lower in patients with expanded criteria 
given the possibility of fibrosis and lack of clear margins 
in some categories of the expanded criteria. In addition, 
not all criteria for expanded indications had similar results. 
It appears that undifferentiated lesions or lesions with 
submucosal invasions are more worrisome for LNM 
compared with other expanded indications criteria (18,19). 

The study by Pessorrusso et al. has its limitations. As 
the authors have highlighted, the retrospective nature 
and the possibility of selection/referral bias can limit the 
generalizability of the study. The study extended over four 
decades, which made the study vulnerable to lead time 
bias; bias from different surgical resection techniques and 
bias from different methods of tissue handling during 
pathological assessment. 

I would like to congratulate the author on their efforts. 
Indeed, any western experience is needed to add a piece of 
evidence to our scant literature originating from the West. 
Whether racial, environmental or genetic factors can affect 
tumor behaviors and risk of LNM remains to be answered 

by future publications.
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Table 1 Criteria for endoscopic resection according to the 
absolute and the expanded indications 

Absolute indications

Clinically intramucosal, differentiated type, ≤l cm in size, UL (–)

Expanded indications

Intramucosal cancer, differentiated type, >2 cm in size, UL (–)

Intramucosal cancer, differentiated type, ≤3 cm in size, UL (+)

Intramucosal cancer, undifferentiated type, ≤2 cm in size, UL (–)

SM1 cancer (<500 μ invasion), differentiated type, ≤3 cm in size

UL, ulcer; +, present; –, absent.
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