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Randomomized Prosective Trial of Drain Use
after Gastric Resections for Gastric Cancer
Patients

Jun Ho Lee, MD,, Woo Jin Hyung, MD. and Sung Hoon
Noh, MD.

Purpose: Drainage of the peritoneal cavity after abdominal
surgery has been routinely practiced, although few data exist
to scientifically support the efficacy of such an approach. In
gastric cancer surgery, drainage is regarded as an essertial
procedure to keep the peritoneal cavity clear after extended
lymphadenectomy and, also, to facilitate early detection of
hemorrhage, and anastomotic or duodenal stunmp leakage.
In this context, we planned a randomized prospective trial
of drainage use after gastrectomy with extended lym+
phadenectory.

Methods: Between February and July 2001, 170 patients
who undemwent gastrectormy with extended lynphadenectony
were randomly allocated to either a non-drainage (n=84) or
drainage group (n=86). The primary outcome measure Was
the complication rate. Additional outcome measures were
operation time, requirements of rescue analgesics, changes
in the level of serum albumin and hermoglobin, and hospital
stay.

Results: Denographic details, preoperative physical status,
and pathologic features were not different between the two
groups. Incidences of total gastrectonmy and splenectormy
anmong total gastrectomies were similar in both groups. How-
ever, operation time was shorter in the nortdrainage group
than in the drainage group (P=0.022). There were no dif-
ferences in surgical outcome, including changes in heno-
globin and albumin levels, requirement for rescue analgesics,
time to flatus or soft diet, and length of hospital stay. Conpli-
cation rates were not different between the two groups
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(P=0.692), nor in the patterns of conmplication in either group.
There was no operative mortality or reoperation.
Conclusion: Based on these results, routine abdominal
drainage should not be mandatory or even standard after
gastrectormy with extended lynphadenectony for gastric
cancer. (J Korean Surg Soc 2002;63:123-128)
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(Two-armed closed suction drain, Sewoon Medical Co., Seoul,
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Fig. 1 Trial profile, IP: intrgperitoneal.
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(Table 1).
Table 1. Compadtive data on pdients characterigics ' '
Petients Drain Nodain o o (Teble 2).
charecterigtics (n=86) n=84) ( )
Age* (years) 575485 5514116  0.131 888 ml (77 3574 mi) )
Sex 0.445 54 3 10 )
Femde 25 (29.1) 29 (345) 149 139
Mae 61 (70.9) 55 (65.5) (P=0.022).
ASA classification 0518 55 (64.0% 63 (75%
| 53 (619) 57 (67.9) (P=0.118).
Il R (372 25 (29.8)
1] 1(12) 2 24
*Vaues are meantgtandard devidion. ASA = american society
of anesthesologigts.
27 17
(P=0.071).
Table 2. Compardive daa on pathologic features
P?e;‘z?gc (?1288‘2) N(ﬁgg” P value Table 3. Comparative data on operation and operative outcomes
. Pathologic Drain No-drain
Location 0.700 features (n=86) (n=84) P value
Lower 37 (430) 31 (36.9)
Midde 37 (430) 39 (464) Operation time (min) 149+27 139430 0022
Upper 12 (140) 14 (16.7) Types of aurgery 0.118
Tumor size 4.1+32 33+24 0071 Subtotal gastrectomy 55 (640 63 (75.0)
Depth of invasion* 0.192 Total gastrectomy 31(360 21250
T1 36 (419) 42 (50.0) Flen* 0509
T2 13 (15.1) 17 (20.2) Sleen presaved 21(677) 16 (762)
T3 37 (430) 24 (28.6) Splenectomy 10(3B3 5238
T4 0 (00) 1(12 Hemoglobin (g/dL) change 0.356
Nodd status 0.355 Admission 26+18 128+18
0 49 (57.0) 54 (64.3) POD #1 120+17 1222+16
16 18 (209) 20 (239 POD #3 119+16 118+14
7 5 14 (163 8 (95) Albumin change 0.133
> 16 5 (59 2 24) Admission 40+04  39+04
Sage* 0.205 POD #6 35+04 3.3+33
I 41 (47.7) 52 (619) Analgesics use (times) 17431 27436 0071
I 17 (19.8) 10 (119) Hatus (POD) 41+09  39+10 0171
] 23 (26.7) 20 (238 Soft diet (POD) 55+ 15 52+16 0226
1% 5 (58 2 24) Hospitd stay 94+39 92439 0702
*Based 5th UICC (International Union Againg Cancer) classi- *Qubtotal gastrectomy cases were excluded from the anadysis.

fication. POD = postoperative days.
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Table 4. Compardive daa on complicaions

Pathologic Drain No-drain
features (n=86) h=84) P value
Absent 74 (86.0) 74 (88.) 0.691
Present* 122 (140) 10 (119)
Atelectasis 3 (35 2 (249
Pneumonia 3 (35 3 (36
Wound infection 2 (23 1(12
Intra-abd. abscess 1(12 2 (24
Other 5 (5.9 3 (39
(15,16)
41
39
55 ,
52 .
94 92
(Table 3).
2 (140%
10 (95%
(P=0.69)).
3574 ml
1 2
3
Pigtail
1
) (7-17)

(1-4)

(817

900 ml

(18)
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