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<Abstract>

Totally Laparoscopic Distal Gastrectomy with
D1+a Lymph Node Dissection

Sang Moon Han, M.D., Seon Wook Cha, M.D.!, Won Woo Kim, M.D., Hae Myung Jeon, M.D.!

Department of Surgery, Kangnam CHA Hospital, College of Medicine, Pochon CHA University, IDepartment
of Surgery, St. Mary’s Hospital, College of Medicine, The Catholic University

Purpose: The first totally laparoscopic gastrectomy was performed in 1992. To date, laparoscopic
gastrectomy has been performed by a small number of surgeons around the world. The techniques of
laparoscopic gastrectomy with perigastric lymph node dissection in early gastric cancer were reported
in many laparoscopic surgery center, however most of them were hand-assisted laparoscopic gastrectomy
or laparoscopy-assisted gastrectomy. Here, we have introduced the technique and initial results for totally
laparoscopic gastrectomy with extra perigastric lymph node dissection for early gastric cancer.

Methods: Five patients with early gastric cancer underwent totally laparoscopic gastrectomy with extra
peri-gastric lymph node dissection. Reconstruction was performed with intracorporeally Billroth-II gastro-
jejunostomy or Roux-en-Y gastrojejunostomy using EEA (End to side anastomosis) or GIA stapler.
Resected specimen was retrieved through 4 cm Pfannenstiel supra-pubic incision.

Results: All laparoscopic gastrectomy technique on gastric cancer were performed successfully
without conversion to open. Median dissected lymph node was 17 (range: 3 ~29), Operation time was
260 min. (range: 150~360), and Median postoperative hospital days were 9 days (range: 7~12). There
was no major complication.

Conclusion: We need more cases to analysis the technique emphasis on minimizing the invasive
procedure, on laparoscopic gastrectomy and intracorporeal reconstruction can be effective way of
treating. The modified operative technique is recommended in early gastric cancer to increase the
laparoscopic advantages.
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Fig. 1. Patient position for laparoscopic gastrectomy.
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Fig. 3. The anvil within the 18 Fr nasogastric tube.
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Fig. 4. Roux-en-Y Endo-to-side gastrojejunostomy.
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1) Laparoscopic Roux-en-Y QZAtEst=
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(Nasogastric Sump Tube, Davol Inc., Cranston, Rhode
Island)S 719 A&3THFig. 3). o|= &A9 4L& &
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Table 1. Summary of cases
. . . . . . OP.  PostoP.
No. S/A Site Mac(rizsctﬁplc (cnilf:n) HIStO;OgIC Pa(;l;oiﬁglc Me]tf;tatlc time HD Reconstruction
P oP P (min) ~ (day)
1 F/66 Antrum  Mucosa 1x1 Well diff. Mucosa 0/29 360 9 Roux-en-Y
2 M/69 Antrum  Mucosa 0.5x0.5 Moderate diff. Submucosa 0/11 295 12 Roux-en-Y
3 M/60 Antrum  Submucosa 2x2 Poorly diff. Submucosa 0/27 215 7 B-II
4  F/57 Antrum  Mucosa 0.5%0.5 Tubular adenoma Submucosa 0/3 260 11 B-1I
5 F/64 Antrum  Submucosa 2x1 Well diff. Mucosa 0/17 150 9 B-II
LN=lymph node; HD=hospital day; Cx.=complication.
ATk e AT 2602(FHE: 150~360)°] AL,

B3l B2 oA A Ag ©]o] 25 mm EEAE ©]&
3} End to Side 1573 A1 SHtFig. 4). ©] i
FRZHE 2F 50~60 cm 3Pl A 45 mm EndoGIA
£ o] 83} Side to Side FFTFETS Al
ojuf F7gol A AERL= B4 oA Sik #2-05
o] g5l B7}73} intra-corporeal 354422 con-
tinuous running suture$+C}.
2) Laparoscopic Billroth-Il ¢|3&2st=

Treiz 1Tholl A oF 20 cm 3P T2 I 2 33
A ko g Zoj&y F& 99 60 mm EndoGIAS
©]-8-3l End to Side $]37¢ES AlB gt =pzot
A2 o] HAoA FF AV AEFHe B U

oA Silk #2-0 suture material-S ©]-8-3}¢] continuous
running suture$+c}. o] F B3 Ul AlH T XS kar
AT O Z 100 cc Jackson-PrattE 22 33} 6 &
TT= 53] Morrison’s pouch®} 913 A-EgH shol
A AZITh. Lapbagoll B7437 222 2W FHTE
ez 747 | em 7 VMR E 38 A st A= 0]
WE0]2 3~4 cm@] 4% A7) Z(Pfannenstiel incision)

= T 5 elM AAR.
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lymph node dissectionS A3}t ME&== o] Hg

d= $112™, major complication B3 LAY S}R] oF

Roux-en-Y2] YA EIEE A% H¢ & A7t
o] Atk A 77t & F 9d (T 7~129)
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