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Abstract
This study examined the safety and usefulness of minimally invasive surgery (MIS) for malignant abdominal tumors in pediatric
patients and analyzed the factors affecting the resection margin, operative time, and hospital stay of neuroblastoma (NBL) patients.
We retrospectively reviewed data of pediatric patients who underwent MIS for malignant abdominal tumors from January 2011 to

June 2017 at the Seoul National University Children’s Hospital. Sex; age at operation; diagnosis; tumor location; operation-related
data, such as operation time and transfusion; and follow-up data were reviewed. We divided patients into an excision group and a
biopsy group. Detailed pathologic data were reviewed to analyze factors affecting the resection margin of NBL. Median value and
range were calculated for all continuous variables. Mann–Whitney test and x2 test were used as appropriate. P values of <.05 were
considered significant.
Thirty-four pediatric patients were included; 21 were boys. The median age was 4 (0.2–18) years. The most common diagnosis

was NBL (17 patients; 50.0%). Three patients each were diagnosed with lymphoma, solid pseudopapillary tumor of the pancreas,
and teratoma. The median tumor size was 3.4 (0.5–10.2) cm. The median operation time was 108 (55–290) minutes, and the median
hospital stay was 5 (2–11) days. The number of conversions to open surgery was 4. There were no postoperative complications or
mortality. There were 18 patients in the excision group and 16 in the biopsy group. Diagnosis and the number of patients receiving
preoperative chemotherapy differed between the 2 groups. R0 resection of NBL was significantly higher in patients with stage 1
disease and those aged >2 years. There were no clinical factors influencing operative time or hospital stay.
MIS was feasible and safe in pediatric patients with malignant abdominal tumors. R0 resection of NBL was related to age and

stage.

Abbreviations: Bx = biopsy, GCT = germ cell tumor, IDRF = image-defined risk factor, INRGSS = International Neuroblastoma
Risk Group Staging System, INSS = International Neuroblastoma Staging System, IVC = inferior vena cava, MIS =minimally invasive
surgery, NBL = ganglioneuroblastoma, NBL = neuroblastoma, NHL = non-Hodgkin lymphoma, RhMS = rhabdomyosarcoma, SPT
= Solid pseudopapillary tumor.
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1. Introduction

In pediatric patients, common malignant solid tumors of the
abdomen include neuroblastoma (NBL), Wilms tumor (WT),
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non-Hodgkin lymphoma (NHL), germ cell tumor (GCT), and
rhabdomyosarcoma (RhMS). In the United States in 2014, 710
NBL cases, 510 WT cases, 620 NHL cases, and 340 RMS cases
occurred in patients aged between 0 and 14 years, and 540 GCT
cases occurred in patients aged between 15 and 19 years.[1] NBL
is the most common cancer occurring in children under 1 year of
age.[1] With the recent development of novel treatments, the
survival rate has increased sharply, and much attention is now
being given to minimally invasive surgery (MIS). GCT is
histologically diverse and is not responsive to chemotherapy in
the case of teratoma; surgery plays an important role in
therapy.[2] Surgery is regarded as initial treatment for RhMS,
unless it causes disfigurement or organ function.[3]

Recently, for treating many pediatric diseases, MIS has been
applied for surgical procedures such as appendectomy, cholecys-
tectomy, fundoplication, splenectomy, and nephrectomy.[4–7] In
1995, Holcomb et al reported the safety of laparoscopic
procedures in 25 pediatric cancer patients in 15 institutions.[8]

However, MIS was not introduced for malignant lesions until
much later. Several studies have reported on MIS for malignant
diseases. Successful resection of NBL in 7 patients was reported in
2012.[9] A study detailing 9 cases of laparoscopic malignant
tumor resection of pediatric malignancies was published, 2 of

mailto:spkhy02@snu.ac.kr
http://creativecommons.org/licenses/by-nc/4.0
http://creativecommons.org/licenses/by-nc/4.0
http://dx.doi.org/10.1097/MD.0000000000016776


Yang et al. Medicine (2019) 98:33 Medicine
which underwent open conversion.[10] A multicenter study
conducted in Europe reported the result of MIS for 68 adrenal
masses, including NBL.[11] Recently, MIS results according to the
image-defined risk factor (IDRF) of the International Neuroblas-
toma Risk Group Staging System (INRGSS) have been
reported.[12]

To date, no studies have reported the use of the Cochrane
Library Systematic Review. This study serves as a bridge study for
its use. We investigated pediatric patients who underwent MIS
for malignant abdominal diseases and analyzed factors affecting
the resectionmargin, operation time, and hospital stay of patients
with NBL resected by MIS.
Table 1

Clinical characteristics of all patients who underwent minimally
invasive surgery for malignancy.

N=34

Male 21
Age, y 4 (0.2–18)
Preoperative diagnosis
Neuroblastoma 17
Germ cell tumor 4
Lymphoma 3
Solid pseudopapillary tumor 3
Teratoma 3
Rabdomyosarcoma 2
Desmoplastic small round cell tumor 1
Rhabdoid tumor 1

Purpose
Excision 18
Incisional biopsy 16

Location of tumor
Lt. kidney 9
Rt. kidney 6
Paraaortic area 4
Pancreas 3
Peritoneum 2
Iliac vessel 2
Others 8

Size, cm 3.4 (0.5–10.2)
Preoperative chemotherapy 15
2. Methods

We performed retrospective chart review of patients under 18
years of age who underwentMIS for abdominal malignancy from
January 2011 to June 2017 at the Seoul National University
Children’s Hospital. Patients without definite major vessel
invasion or encasement on imaging study were carefully selected
for MIS. Data on sex, age, preoperative diagnosis, tumor
location, size, transfusion during surgery, preoperative chemo-
therapy, and follow-up were collected. To identify factors
associated with resection margin, operation time, and hospital
stay of NBL patients, the most common malignancy in the
pediatric population, pathologic results, and surgery-related
data, including operation time and hospital stay, were investi-
gated.
Only patients who had pathologically confirmed malignancy

were included. Patients who had previously confirmed malig-
nancy, but had no identified postoperative malignancy, were also
included, as were patients who were receiving chemotherapy for
suspected recurrent or residual lesions. Tumor size was estimated
by the largest diameter through available imaging studies,
including computed tomography and magnetic resonance
imaging. One pediatric radiologist reviewed all images and
determined the IDRF status of each patient.
The pathology results were reviewed by pathologists. The

resection margin was defined as follows: R0 resection as the
absence of microscopic tumor, regardless of the length of the
margin; R1 resection as when the margin had a microscopic
tumor and no gross tumor during surgery; and uncheckable
margin as when evaluation of margin was impossible. For
uncheckable resection margin, the tumor could not be extracted
without chopping.
SPSS v. 23 (IBM Corporation, Armonk, NY) was used for

statistical analysis. Continuous data are presented as median and
range. The Mann-Whitney U test was used for comparison of
continuous data between 2 groups. Fisher exact test and x2

square test were used for assessing differences in categorical data
between the 2 groups. P values of <.05 were considered
significant.
This study was approved by the institutional review board of

Seoul National University Hospital (H-1803-101-931).

Transfusion 10
Operation time, min 108 (55–290)
Hospital stay, day 5 (2–11)
Open conversion 4
Complication 0
Recurrence in excision 0
Follow up period, mo 24.5 (0–56)
Mortality 2
3. Results

Thirty-four patients underwent MIS for abdominal malignancy
during the study period. Twenty-one patients were boys, and the
median patient age was 4 (range, 0.2–18) years. Of 34 patients,
18 underwent excision for curative intent (excision group) and 16
underwent incisional biopsy (Bx) for histological confirmation
2

(biopsy group). The most frequent diagnosis was NBL (17 cases).
Solid pseudopapillary tumor (SPT) of the pancreas, lymphoma,
and teratoma were each diagnosed in 3 cases. Two, 1, and 1 cases
of RhMS, desmoplastic small round cell tumor, and rhabdoid
tumor, respectively, were diagnosed. The most common tumor
location was around both the kidneys owing to NBL. Other
locations included the right psoas muscle, ileum, liver, and
presacral, retrovesical, retrocaval, infrapancreatic, and hepato-
duodenal ligaments. The median tumor size was 3.4 (0.5–10.2)
cm. Fifteen patients received preoperative chemotherapy, and 10
patients received transfusion during surgery. The median
operation time was 108 (55–290) minutes, and the median
hospital stay after surgery was 5 (2–11) days. Four cases were
converted to open surgery during MIS. There was no
postoperative complication that led to additional intervention
or surgery. No patient in the excision group had a recurrence. The
median follow-up period was 24.5 (0–56) months. Two patients
died during follow-up (Table 1).
2.1. Incisional Bx group

Diagnosis was more variable in the biopsy group than in the
excision group. Most patients in the excision group had NBL (14
patients, 72.2%), but only 4 patients (25.0%) in the biopsy group
were diagnosed with NBL. Incisional Bx was performed for
patients with lymphoma, teratoma, RhMS, GCT, desmoplastic



Table 2

Patients’ characteristics according to purpose.

Excision (N=18) Incision (N=16)

Preoperative diagnosis
Neuroblastoma 13 4
Solid psuedopapaillay tumor 3 0
Lymphoma 0 3
Teratoma 1 2
Rhabdomyosarcoma 1 1
Germ cell tumor 0 4
Desmoplastic small round cell tumor 0 1
Rhabdoid tumor 0 1

Tumor size, cm 3.4 (1.1–10.2) 1.2 (0.5–5.8)
Preoperative chemotherapy 4 (22.2%) 11 (68.8%)
Transfusion 6 (33.3%) 4 (25.0%)
Open conversion 1 (5.6%) 3 (18.8%)
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small round cell tumor, and rhabdoid tumor. Patients with SPT of
the pancreas were only found in the excision group, and patients
with lymphoma, desmoplastic small round cell tumor, and
rhabdoid tumor were found in the biopsy group only. The
proportion of patients who received preoperative chemotherapy
was higher in the biopsy group (excision 22.2% vs biopsy
68.8%). Open conversion was also higher in the biopsy group
(excision 5.6% vs biopsy 18.8%) (Table 2).

2.2. Excision group

Table 3 shows the details of patients who underwent excision.
NBL was further subdivided into NBL and ganglioneuroblas-
toma (GNBL) through pathology. All 3 patients who underwent
preoperative chemotherapy in the NBL and GNBL subgroups
had distant metastasis and were International Neuroblastoma
Staging System (INSS) stage 4. IDRF was negative in all NBL and
GNBL patients, including INSS stage 4 patients. The 13 patients
Table 3

Patients who underwent laparoscopic excision.

No. Diagnosis
Sex/age Preop

CTx
Prev.
op Location

Size,
cm

INSS
stage

INR
sta

1 NBL M/0.2 No No Rt. adrenal 4.4 2 L
2 NBL M/0.4 No No Lt. adrenal 3.8 2 L
3 NBL M/0.8 No No Lt. adrenal 2.6 2 L
4 NBL M/1.5 Yes No Rt. CIA 5.0 4 M
5 NBL M/1.7 Yes No Rt. adrenal 1.5 4 M
6 NBL M/2.2 No No Lt. infrarenal 3.2 1 L
7 NBL M/2.6 No No Rt. adrenal 4.0 1 L
8 NBL F/4.0 Yes No Lt. adrenal 4.5 4 M
9 GNBL F/1.0 No No Rt. adrenal 2.0 1 L
10 GNBL M/4.0 No No Lt. adrenal 3.2 1 L
11 GNBL M/4.0 no No Prescral 5.0 1 L
12 GNBL M/10 No No Lt. adrenal 3.0 1 L
13 GNBL F/13 No No Lt. adrenal 3.5 2 L
14 SPN M/8.0 No No Pancreas tail 2.4 — —

15 SPN F/14.0 No No Pancreas tail 7.7 — —

16 SPN F/14.0 No Yes Pancreas body 10.2 — —

17 Teratoma M/3.2 No No Rt. retroperitoneum 8.0 — —

18 RhMS F/6.0 Yes No Rt. psoas muscle 1.1 — —

CIA=Common Iliac Artery, CTx=chemotherapy, GNBL=ganglioneuroblastoma, IDRF= image-defined
Neuroblastoma Staging System, NBL=neuroblastoma, Op time=operation time, Prev. op=previous op
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with NBL who underwent excision with curative intent were
divided into stages. Six patients had INSS stage 1, 4 had stage 2,
and 3 had stage 4. Three patients had M stage according to the
INRGSS, and the remaining patients were L1 without IDRF. One
patient who underwent surgery for a 1.1-cm RhMS after
neoadjuvant chemotherapy (8.7cm before chemotherapy) un-
derwent conversion to open surgery. This patient was the only
conversion case in the excision group. We analyzed the factors
associated with resection margin, operation time, and hospital
stay in NBL and GNBL patients. There were 5 cases of R0
resection, 4 cases of R1, and 4 cases of uncheckable margins. Age
of ≥2 years and stage I were significantly associated with positive
R0 resection rate (Table 4). There were no clinical factors
affecting operation time or hospital stay (Tables 5 and 6).

4. Discussion

MIS is known to have many advantages, such as reduction in
postoperative pain and hospital stay, smaller wounds, and
reduced surgical complication in adults.[13,14] The use of MIS in
children is increasing, and efficacy similar to that seen in adults
has been reported.[15,16] It is known that vascular control in MIS
can be safely achieved with ultrasonic scalpel used in this
study.[17,18] Many procedures have been safely performed
through MIS in children with this device[19,20]; however, long-
term safety effect of using this device in children have not been
extensively studied (Reviewer #1). The range of MIS applications
is now widening, from benign diseases to tumors, and studies on
its use for malignant diseases are also being published. In 2016,
Oh et al[21] reported that MIS is safe for the diagnosis and
treatment of intraperitoneal tumors, including benign and
malignant diseases. In particular, adrenalectomy and nephrec-
tomy have been actively researched,[11,12,22–26] but there is no
confirmed indication forMIS. The INSS, which is widely used for
staging NBL, has the disadvantage that staging can only be
performed after surgery according to the tumor extent, and
accuracy is dependent on the individual surgeon. To overcome
GSS
ge IDRF

Resection
margin

Op time,
min

Open
conversion Complication

Follow-up
period, mo

1 Negative R1 73 No No 39
1 Negative R1 210 No No 48
1 Negative R1 125 No No 2

Negative R1 102 No No 0
Negative Uncheck 105 No No 38

1 Negative R0 105 No No 43
1 Negative R0 110 No No 16

Negative Uncheck 185 No no 29
1 Negative R0 95 No No 48
1 Negative R0 195 No No 36
1 Negative Uncheck 75 No No 6
1 Negative R0 90 No No 9
1 Negative Uncheck 79 No No 10

— R0 290 No No 34
— R0 155 No No 32
— R0 185 No No 21
— Uncheck 135 No No 4
— Uncheck 220 Yes No 25

risk factor, INRGSS= International Neuroblastoma Risk Group Staging System, INSS= International
eration history, RhMS= rhabdomyosarcoma, SPT= solid pseudopapillary tumor.
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Table 4

Resection margin and associated variables in neuroblastoma and
ganglioneuroblastoma.

R0 R1 P

Age
<2/>2 y

1/4 4/0 .04

Sex
M/F

4/1 3/1 >.99

Diagnosis
NBL/GNBL

2/3 4/0 .16

Laterality
Rt./Lt/

2/3 2/2 >.99

Size
<3.5/>3.5cm

4/1 1/3 .20

INSS Stage I
Yes/no

5/0 0/4 .01

INRGSS Stage L1
Yes/no

5/0 3/1 .44

Transfusion
Yes/no

1/4 2/2 .52

Op time
<120/>120 (minute)

4/1 2/2 .52

Hospital stay
<5/>5 day

4/1 2/2 .52

GNBL=ganglioneeuroblastoma, INRGSS= International Neuroblastoma Risk Group Staging System,
INSS= International Neuroblastoma Staging System, NBL=neuroblastoma.

Table 6

Hospital stay and associated variables in neuroblastoma and
ganglioneuroblastoma.

Mean±SD, day P

Age
<2/>2 y

5.2±2.1 5.0±1.3 .94

Sex
M/F

5±1.6 5.5±1.9 .52

Diagnosis
NBL/GNBL

5.5±1.9 4.4±0.9 .36

Laterality
Rt./Lt

4.8±2.0 5.1±1.6 .55

Size
<3.5/>3.5 cm

5.2±1.9 5.0±1.6 .71

INSS Stage I
Yes/no

4.8±1.3 5.3±2.0 .82

INRGSS Stage L1
Yes/no

5.0±1.6 5.3±2.1 .86

Transfusion
Yes/no

4.8±1.5 5.2±1.8 .58

Port number
3/4

4.3±1.5 5.3±1.7 .34

GNBL=ganglioneeuroblastoma, INRGSS= International Neuroblastoma Risk Group Staging System,
INSS= International Neuroblastoma Staging System, NBL=neuroblastoma.
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this problem, the INRGSS was introduced, and staging is made
preoperatively according to the IDRF through imaging results.[27]

Although there are reports that the results of open conversion and
bleeding differ dependent on IDRF,[12,24] they are not used as
MIS indications. However, some authors recommend performing
MIS if there is no vascular encasement, dumbbell configuration,
or infiltration of the main structures.[24] Several studies, from a
case series to multicenter studies for adrenalectomy and a large
number of nephrectomies that examined MIS have been
Table 5

Operation time and associated variables in neuroblastoma and
ganglioneuroblastoma.

Mean±SD, min P

Age
<2/>2 y

118±48 120±50 .94

Sex
M/F

119±46 119±56 .88

Diagnosis
NBL/GNBL

127±46 106±50 .19

Laterality
Rt./Lt

97±14 141±54 .19

Size
<3.5/>3.5cm

119±40 119±56 .57

INSS Stage I
Yes/no

112±43 126±53 .72

INRGSS Stage L1
Yes/no

116±49 131±41 .55

Transfusion
Yes/no

166±63 98±16 .16

Port number
3/4

131±47 116±49 .55

GNBL=Ganglioneeuroblastoma, INRGSS= International Neuroblastoma Risk Group Staging System,
INSS= International Neuroblastoma Staging System, NBL=Neuroblastoma.
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published, showing that MIS can be safely performed for
malignant tumors.[9,11,22]

NBL, the most common pediatric abdominal solid malignancy,
accounted for the largest proportion of patients in the excision
group (13/18). SPT of the pancreas, which is common in female
adolescents but not in infants and children, was the next most
common in the excision group.
NBL in the excision group was treated using a transperitoneal

approach, which is achieved by mesocolon dissection. Three or 4
ports were used, and the umbilical port was extended when the
specimen was excised. Both Hem-o-lok (Teleflex, Wayne, PA)
and Harmonic Scalpel (Ethicon, Blue Ash, OH) Endo bovie and
metal clip were used appropriately. In the case of the main vessel,
ligation was performed with several Hem-o-lok systems. The
number of ports used in MIS is known to affect postoperative
pain and recovery. One study reported that the duration of
hospital stay was increased by 1.7 days for each port increase.[11]

At our institution, 3 ports are used routinely, but an additional
port is inserted when traction is required for optimal visualiza-
tion.
SPT of the pancreas is a tumor with low-grade malignant

potential and good prognosis, and resection is the treatment of
choice.[28] Three patients were diagnosed with SPT of the
pancreas, confirmed by pathologic examination, and achieved R0
resection. Two patients had no evidence of high-grade malignan-
cy and 1 patient had perineural invasion. All 3 patients were
followed up without chemotherapy, and there was no recurrence
in a median 32 months’ follow-up. In our patients, distal
pancreatectomy included partial omentectomy and pancreatic
dissection from the retroperitoneum. The splenic vessel was
preserved in our study. Two patients with lesions in the distal
pancreas underwent spleen-preserving distal pancreatectomy.
One patient with a lesion in the pancreas head underwent tumor
excision.
MIS was successfully performed for an 8�6.4-cm-sized

retroperitoneal mass that dislocated the inferior vena cava
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(IVC) and right kidney. The pathologic result confirmed the
diagnosis of immature teratoma, Norris grade 1, with nephro-
blastoma component, which was confirmed as nephroblastoma
arising in an immature teratoma. The patient was under close
observation and received chemotherapy. One RhMS that was 8.7
cm before chemotherapy was effectively reduced to 1.1cm by
chemotherapy. Invasion to the aorta and right iliac artery was
found, and the patient underwent conversion to open surgery.
According to a study on MIS safety in NBL patients using the US
national database, the open conversion rate was 12.2%.[23] In
this study, there was no open conversion in patients undergoing
NBL excision.
There were no conversions because of bleeding among the 6

patients who underwent transfusion during surgery. In this study,
33.3% of patients underwent transfusion, which was higher than
the 7.4% seen in a previous study examining MIS for adrenal
mass.[11] In both studies, there were no clear enrollment criteria
owing to the retrospective nature, and it was not known whether
there was a difference in tumor characteristics. The learning curve
of laparoscopic adrenalectomy is known to require 40 to 50
cases.[29] It is possible that, in some of the cases, the surgeons had
not yet reached proficiency. There were no complications or
mortality in the excision group.
There were fewer patients in the biopsy group, and they tended

to have a different diagnosis than patients in the excision group.
There were also more patients who received chemotherapy before
surgery. This is probably because incisional biopsy may be
performed for diagnostic intent in suspected recurrence after
chemotherapy. Lymphoma is not usually cured by surgical
treatment. We had one case of lymphoma that underwent
surgery, which had been diagnosed as an intussusception with a
leading point. Lymphoma was suspected on preoperative CT,
and pathologic results indicated Burkitt lymphoma. The patient
received chemotherapy. There were 3 open conversions in the
incision group; two were NBL, and one was GCT. One NBL case
underwent conversion due to severe adhesion and the other due
to difficult identification of the lesion. The GCT case had
adhesion to a dangerous site (the aorta). The two NBLs had a
previous operative history. The twoNBL tumors were 5.8cm and
1.0cm, respectively, and the GCT was 4.1cm. It was difficult to
identify the 1.0-cmNBL lesion. Two deaths were observed during
the follow-up period, but we did not observe any surgery-related
mortality. Two patients died of refractive NBL that did not
respond to chemotherapy: one had multiple metastases and the
other had brain metastasis. NBL is a heterogeneous tumor, from
mature ganglioneuroma to immature NBL, depending on the
degree of differentiation.[30] Tissue Bx is required for risk
evaluation before treatment.[31,32] Incisional Bx with MIS can be
safely performed to attain sufficient tissue with the advantages of
small wound and fast recovery. Care should be taken in cases of
previous surgery or in adhesion to major vessels.
IDRF was not used as a criterion for enrollment of patients in

this study. No death was observed at a median follow-up of 24
months. It is possible that there were no deaths because the
follow-up period was not long enough or the stages were rather
low.
Resection margin could be evaluated in 9 cases of excised NBL.

Five of 9 were R0 and 4 were R1. Although size is considered to
be associated with resection margin, we found that only INSS
stage 1 and age were related to R0 resection. Although a recent
study reported that positive margins in NBL do not significantly
affect local control,[33] residual lesions play an important role in
5

determining future chemotherapy administration. In patients
younger than 2 years, all tumors were IDRF-negative and located
around the right and left kidneys, and all were resected as R1. Age
should be considered when NBL patients are scheduled to
undergoMIS. The INSS stage was thought to be closely related to
the resection margin because of the staging system. All patients
were IDRF-negative, so comparison with positive patients was
impossible.
A previous study reported an increase in operation time in

patients with bilateral tumors and vascular invasion during MIS
surgery, and an increase in hospital stay with symptomatic
patients, bilateral tumors, and increase in port number.[11] In our
study, there were no cases of bilateral tumors or vascular
invasion. There was no significant difference in the number of
ports, sex, age, or laterality. In the transfusion group, the average
operation time was 166minutes, whereas it was 98minutes in the
nontransfusion group. There was no statistically significant
difference in operative time between the 2 groups. However, the
statistical power will increase if the number of enrolled patients
increases.
MIS in malignant abdominal tumors in the pediatric popula-

tion is gaining popularity. However, more research should be
performed. This study showed that MIS could be successful for
incisional Bx, even though the number of patients included was
smaller than in previous studies. We were unable to perform
comparative analysis with IDRF-positive and -negative patients.
Nevertheless, this study analyzed patients with only malignant
cases and included tumors other than NBL.
Although it is a retrospective study in which the number of

patients is small, this study showed that MIS can be performed
safely for malignant abdominal tumors in children. Patients
should be carefully selected, considering the invasiveness of the
tumor, size, age, and oncologic safety, such as IDRF. A
prospective study for procedure-related safety, oncologic out-
come, and MIS indication is needed.
5. Conclusions

Among the 18 excisions, 1 RhMS case, which was reduced in size
by preoperative chemotherapy, required open conversion
(5.6%). Blood transfusion was performed in 6 cases (33.3%).
Excision and Bx can be performed safely and applied to various
malignancies. In patients older than 2 years who underwent MIS
surgery for NBL and GNBL, the rate of R0 resection was
significantly higher than that in patients under 2 years of age. Age
should be considered when determining which patients should
undergo MIS for NBL and GNBL.
Author contributions

Conceptualization: Hee-Beom Yang, Hyun-Young Kim, Sung
Eun Jung, Ji Won Lee.
Data curation: Hee-Beom Yang, Hyun-Young Kim, Sung Eun

Jung.
Formal analysis: Hee-Beom Yang.
Investigation: Hee-Beom Yang.
Methodology: Hee-Beom Yang, Sung Eun Jung, Young Hun

Choi, Ji Won Lee.
Project administration: Hee-Beom Yang.
Software: Hee-Beom Yang.
Supervision: Hyun-Young Kim, Sung Eun Jung, Ji Won Lee.
Validation: Hee-Beom Yang, Young Hun Choi.

http://www.md-journal.com


Yang et al. Medicine (2019) 98:33 Medicine
Visualization: Hyun-Young Kim.
Writing – original draft: Hee-Beom Yang, Young Hun Choi, Ji

Won Lee.
Writing – review & editing:Hee-Beom Yang, Hyun-Young Kim,

Sung Eun Jung, Young Hun Choi, Ji Won Lee.
Hee-Beom Yang orcid: 0000-0002-5343-0448.
References

[1] Ward E, DeSantis C, Robbins A, et al. Childhood and adolescent cancer
statistics, 2014. CA Cancer J Clin 2014;64:83–103.

[2] Childhood Extracranial Germ Cell Tumors Treatment (PDQ(R)): Health
Professional Version. In: PDQ Cancer Information Summaries. Bethesda
(MD)2002.

[3] Childhood Rhabdomyosarcoma Treatment (PDQ(R)): Health Profes-
sional Version. In: PDQ Cancer Information Summaries. Bethesda (MD)
2002.

[4] Bax NM. Laparoscopic surgery in infants and children. Eur J Pediatr
Surg 2005;15:319–24.

[5] Georgeson KE, Owings E. Advances in minimally invasive surgery in
children. Am J Surg 2000;180:362–4.

[6] Johnson A. Laparoscopic surgery. Lancet 1997;349:631–5.
[7] SpurbeckWW, Davidoff AM, Lobe TE, et al. Minimally invasive surgery

in pediatric cancer patients. Ann Surg Oncol 2004;11:340–3.
[8] Holcomb GW3rd, Tomita SS, Haase GM, et al. Minimally invasive

surgery in children with cancer. Cancer 1995;76:121–8.
[9] de Barros F, Romao RL, de Pinho-Apezzato ML, et al. Laparoscopic

adrenalectomy in children for neuroblastoma: report of case series. Surg
Laparosc Endosc Percutan Tech 2012;22:79–81.

[10] Acker SN, Bruny JL, Garrington TP, et al. Minimally invasive surgical
techniques are safe in the diagnosis and treatment of pediatric
malignancies. Surg Endosc 2015;29:1203–8.

[11] Fascetti-Leon F, Scotton G, Pio L, et al. Minimally invasive resection of
adrenal masses in infants and children: results of a European multi-center
survey. Surg Endosc 2017;31:4505–12.

[12] Tanaka Y, Kawashima H, Mori M, et al. Contraindications and image-
defined risk factors in laparoscopic resection of abdominal neuroblasto-
ma. Pediatr Surg Int 2016;32:845–50.

[13] Braga M, Vignali A, Gianotti L, et al. Laparoscopic versus open
colorectal surgery: a randomized trial on short-term outcome. Ann Surg
2002;236:759–66. disscussion 767.

[14] Eichhorn-Wharry LI, Talpos GB, Rubinfeld I. Laparoscopic versus open
adrenalectomy: another look at outcome using the Clavien classification
system. Surgery 2012;152:1090–5.

[15] Billingham MJ, Basterfield SJ. Pediatric surgical technique: laparoscopic
or open approach? A systematic review and meta-analysis. Eur J Pediatr
Surg 2010;20:73–7.

[16] Chan KL, Hui WC, Tam PK. Prospective randomized single-center,
single-blind comparison of laparoscopic vs open repair of pediatric
inguinal hernia. Surg Endosc 2005;19:927–32.
6

[17] Operative Endoscopy and Endoscopic Surgery in Infants and Children.
In: Azad Najmaldin SR, David Crabbe, Spencer Beasley, ed.: CRC press;
2005:37-45.

[18] Pogorelic Z, Katic J, Mrklic I, et al. Lateral thermal damage of
mesoappendix and appendiceal base during laparoscopic appendectomy
in children: comparison of the harmonic scalpel (Ultracision), bipolar
coagulation (LigaSure), and thermal fusion technology (MiSeal). J Surg
Res 2017;212:101–7.

[19] Rothenberg SS, Chang JH. Laparoscopic pull-through procedures using
the harmonic scalpel in infants and children with Hirschsprung’s disease.
J Pediatr Surg 1997;32:894–6.

[20] Lobe TE. Pediatric Laparoscopy (Vademecum). 1st ed2003;CRC press,
[21] Oh C, Youn JK, Han JW, et al. Abdominal tumors in children:

comparison between minimally invasive surgery and traditional open
surgery. Medicine (Baltimore) 2016;95:e5181.

[22] Eriksen KO, Johal NS, Mushtaq I. Minimally invasive surgery in
management of renal tumours in children. Transl Pediatr 2016;5:305–
14.

[23] Ezekian B, Englum BR, Gulack BC, et al. Comparing oncologic outcomes
after minimally invasive and open surgery for pediatric neuroblastoma
and Wilms tumor. Pediatr Blood Cancer 2018;65:

[24] Irtan S, Brisse HJ, Minard-Colin V, et al. Minimally invasive surgery of
neuroblastic tumors in children: Indications depend on anatomical
location and image-defined risk factors. Pediatr Blood Cancer
2015;62:257–61.

[25] Varlet F, Petit T, Leclair MD, et al. Laparoscopic treatment of renal
cancer in children: a multicentric study and review of oncologic and
surgical complications. J Pediatr Urol 2014;10:500–5.

[26] Warmann SW, Godzinski J, van Tinteren H, et al. Minimally invasive
nephrectomy for Wilms tumors in children—data from SIOP 2001. J
Pediatr Surg 2014;49:1544–8.

[27] Monclair T, Brodeur GM, Ambros PF, et al. The International
Neuroblastoma Risk Group (INRG) staging system: an INRG Task
Force report. J Clin Oncol 2009;27:298–303.

[28] Speer AL, Barthel ER, Patel MM, et al. Solid pseudopapillary tumor of
the pancreas: a single-institution 20-year series of pediatric patients. J
Pediatr Surg 2012;47:1217–22.

[29] Fiszer P, Toutounchi S, Pogorzelski R, et al. Laparoscopic adrenalectomy
—assessing the learning curve. Pol Przegl Chir 2012;84:293–7.

[30] Joshi VV, Silverman JF. Pathology of neuroblastic tumors. Semin Diagn
Pathol 1994;11:107–17.

[31] PeuchmaurM, d’Amore ES, Joshi VV, et al. Revision of the International
Neuroblastoma Pathology Classification: confirmation of favorable and
unfavorable prognostic subsets in ganglioneuroblastoma, nodular.
Cancer 2003;98:2274–81.

[32] Teshiba R, Kawano S, Wang LL, et al. Age-dependent prognostic effect
by Mitosis-Karyorrhexis Index in neuroblastoma: a report from the
Children’s Oncology Group. Pediatr Dev Pathol 2014;17:441–9.

[33] Ferris MJ, Danish H, Switchenko JM, et al. Favorable local control from
consolidative radiation therapy in high-risk neuroblastoma despite gross
residual disease, positive margins, or nodal involvement. Int J Radiat
Oncol Biol Phys 2017;97:806–12.


	Pediatric minimally invasive surgery for malignant abdominal tumor
	Outline placeholder
	1 Introduction
	3 Results
	2.1 Incisional Bx group
	2.2 Excision group

	4 Discussion
	Author contributions

	References


