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Is Laparoscopic Approach Also Safe for the Treatment of
Remnant Gastric Cancer?
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The most important advantages of laparoscopic gastrectomy are the minimal invasiveness, including
less postoperative pain, shorter recovery, and minimal complications. A laparoscopic distal
gastrectomy is accepted widely as a standard treatment for gastric cancer. On the other hand, a
laparoscopic total gastrectomy has not been popularized as a distal gastrectomy because of the
complexity of a lymph node dissection and the diversity of reconstruction. In terms of laparoscopic
surgery for a remnant gastrectomy, there are three key points, which are critical for safe operation:
adequate lymph node dissection, meticulous adhesiolysis, and reconstruction. After radical surgery for
gastric cancer, the intra-abdominal condition is greatly changed. In addition, the lymphatic anatomy
around the stomach is broken and surgeons should be aware of a newly developed lymphatic system
to perform adequate node dissection. An esophago-jejunal reconstruction is at risk of leakage. Until
evidence that is more concrete can be obtained, experienced surgeons should consider the
laparoscopic approach.
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Since the introduction of laparoscopic gastrectomy by Kitano in 1994,1 laparoscopic distal gastrectomy (LDG) has been
the standard treatment for gastric cancer. Successful clinical
trials that showed the clinical benefits of laparoscopic gastrectomy over open surgery have been published over last 10
years.2 The most important advantages of laparoscopic gastrectomy are the minimal invasiveness, including less postoperative pain, shorter recovery, and minimal complications.3
Despite these efforts, laparoscopic total gastrectomy has not
been as popular as distal gastrectomy, even in recent days.
This is partly because of the complexity of a lymph node
dissection around the splenic hilum (lymph node #10), distal
splenic artery (lymph node #11d), and diversity of reconstruction.4 Although the learning period of a complete lymph node
dissection has been reduced with the continuous training
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of surgeons, the esophago-jejunal anastomosis procedure is
still challenging. Many surgeons have shown various types
of anastomosis techniques, but the debate regarding which
method is better is ongoing.
Remnant gastric cancer has been used widely to refer to all
cancers arising in the residual stomach after a gastrectomy for
either benign or malignant disease.5 This condition is relatively rare, even in Korea and Japan; however, the incidence
has been increased gradually because of the high detection
rate of early gastric cancer. Yamada et al. first reported laparoscopic total gastrectomy for remnant gastrectomy in 2005,6
and several sporadic reports have been published since then.7,8
The three points that are critical for safe operation are the
adequate lymph node dissection, meticulous adhesiolysis, and
reconstruction.9 After radical surgery for gastric cancer, the
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intra-abdominal condition is greatly changed. Dense adhesion
forms between the liver, gastric bed, pancreas, and transverse
colon. In addition, the lymphatic anatomy around the stomach
is broken and surgeons should be aware of a newly developed
lymphatic system to perform an adequate node dissection. An
esophago-jejunal reconstruction is still problematic to surgeons because of the fear for leakage.
In this study, the outcome after TLTG was compared with
OTG in patients with RGC. Although most clinical factors,
including hospital stay and postoperative complications, were
not different between the groups, the bowel function recovery was shorter in the TLTG group. Until more evidence can
become available, surgeons should consider the laparoscopic
approach.
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