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Table. 1 : Summary of patients requiring for surgical intervention

Case  Apge  Sex  LugenoChssication Patholog! Previous treatment Indication for surgery Surgical procedure Post-treatmant  outcome
® 69 F IE DLBCL availahle Intrathoracic penetration Partial gasterectomy, Splenectomy availahle CR
® 50 E I DLBCL, MALT available PD in RECIST LDG availahle CR
® a2 Y] 1 DLBCL not availahle enlargement of primary legion LDG availahle unknown
@ 72 M I/ DLBGL available Perforation DG availahle CR
@ 74 vl I DLBCL, MALT available Patient request TG availahle CR
@ 33 Y] I DLBCL available hemorrhage TG availahle dead*'
@ 68 F I DLBCL not available hemorrhage TG availahle CR
73 F 1 DLBGL not available Surgical advance LDG not available unknown
@ 65 F 1 DLBCL not availahle Surgical advance TG availahle CR
@ 70 F I DLECL available PD in RECIST TG available unknown
@ 68 A I1 DLBGL not available enlargement of primary legion DG available unknown
@ 76 E I DLBCL not available Surgical advance TG availahle dead#?
@ 62 F 1 DLBCL not available Surgical advance DG not available unknown
@ 73 ] I DLBCL not availahble Pyloric stenosis TG not available dead#>
@ 69 it} 1 EL: availahble Surgical advance D4 not available CR

*1 chemo — perforation — dead, *2 rec. of paraAo LN — chemo — dead, *3 death of other disease

(L)DG: (Laparoscopic) distal gastorectomy, TG: Total gastorectomy

PD: Progressive disease, CR: Complete response, RECIST: Response Evaluation Criteria in Solid Tumors

Table. 2 : Surgical outcome

Operation time, min

Median(range) 244  (110-410)
Blood loss, ml

Median(range) 338  (5-1790)
Hospital stay, days

Median(range) 26 (11-46)

Postoperative complications
anastomotic stenosis(G-D: 1)
empyvema/intraperitoneal abscess(C-D1 T a)
In—hospital mortality
Postoperative—30-day mortality
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Fig. 3 : Overall survival of primary gastric malignant

lymphoma requiring for surgical intervention
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