Methods 
Procedures
In the ICG group, ICG was endoscopically injected around the tumor in patients one day before operation; 1.25 mg/mL ICG (Dandong Yichuang Pharmaceutical Co) was prepared in sterile water, and 0.5 mL of the solution was injected into the submucosal layer at four quadrants around the primary tumor, amounting to 2.5 mg of ICG. We used the PINPOINT Endoscopic Fluorescence Imaging System (NOVADAQ, Stryker, US) equipped with a fluorescence mode to obtain NIR fluorescent images in the ICG group. A simple finger-click can convert visible light into NIR images (infrared imaging, green fluorescence, and color-segmented fluorescence) without the need to change any equipment. Intraoperatively, the fluorescent mode was switched according to the situation. In the ICG group, during the surgical procedure, the surgeons tended to utilize the green fluorescence imaging mode to perform LN dissection. If necessary, they switched between white light and green fluorescence imaging modes to observe the surgical area. Following the LN dissection in each area, we also employed fluorescence imaging to assess the completeness of the LN dissection. All the operations were performed by two surgeons (C.-H.Z. and C.-M.H.) who are members of the same surgical team. All the participating surgeons in our study met the following criteria: they had performed more than 100 laparoscopic radical gastrectomies, completed a learning curve in laparoscopic radical LN dissection, passed the blind surgical video examination, and had ample experience in ICG guided LN dissection for GC. The surgeons were unaware of the specific allocation of the patient before the start of surgery, to prevent any potential discrimination of surgical strategy. 
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DFS was defined as the time from surgery to recurrence, death from any cause, or the last follow-up. The OS was defined as the time from surgery to death from any cause or the last follow-up. Disease-specific survival (DSS) was defined as the time from disease diagnosis to GC-related death or the last follow-up.
A minimum follow-up period of 60 months was required for each patient after operation. Follow-up was conducted every 3 months for the first 2 years postoperatively, and every 6 months for the next 3 years. Most routine follow-up appointments included (1) physical examination and blood testing with carcinoembryonic antigen, cancer antigen 12-5, and cancer antigen 19-9 every 3 months for the first 2 years and every 6 months thereafter; (2) chest X-ray and abdominal computed tomographic scans every 6 months for the first 3 years and annually thereafter; and (3) annual upper gastrointestinal endoscopy for 5 years. 18F- fluorodeoxyglucose positron emission tomography/computed tomography (18F-FDG PET/CT) was recommended if recurrence was suspected. Recurrence was identified based on medical history and physical examination in combination with imaging evaluation, cytology, or tissue biopsy (preferred when feasible). Otherwise, patients attended follow-up visits at shorter intervals than the planned schedule. Patients with specific symptoms, such as abdominal mass, weight loss, or obstruction that could develop concurrently with recurrence were evaluated, regardless of their follow-up schedule. 

