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Fig. 1. Trocar placement. The subumbilical port is for laparoscope
and specimen removal. Laparcscopic linear stapler is imserted
through the 12 mm port in left lower quadrant.
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Fig. 2. Intraoperative features of del
sis. (A) Tran performed in dorsoventral
direetion. $ = stoms D = duodenum; M = the middle point of
anterior wall of pylorus, (By Both jaws of laparoscopic linear stapler
are inserted lnto the holes in gastric remnant and duodenal stump

haped Billroth 1 anastomo-

on of duodenum

in eack Side-to-side gastroduodenosiomy is performed between
I posterior wall of the gastric remnant and posterosupetior side of the

made after stapling is closed with 2
pic finear staplers. RS = remnant stomach; 12 = duodenum;
ISL = the first staple line. (E) Anastotaosis is completely per-
formed. RS = remnant stomach; D = duodenum; AL = anastomotic
line.
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Table 1. Clinical characteristics and swgical results of the patieits with totally lsparoscopic distal gastrectonly

Hospitat
stay {day)

Analgesics
{ime}

Dict
(day)

Flaius
(day)

Used
stapler

Apasomotic
{ime{min)

tine{min*

Operative

Extent of
ND

Additional
procedure

Sex Age Comorbidity

{Case No.

65

Dz
DI+ o

Nong

None

63

)

70
40
45
35

Cholecystectomy

Mone

Choleeystitis

Nohe
Le

83

63

10

wy

465
325

D1

MNone

ws

o

Cholecysteciomy
LAAPR
None

GB stone

67
59
52
36

"y

19

Rectal ca.
SLE

275
323

DI+ 8

D2

MNone

None

10.0

0.8

4.1

7.1

451

3694

60.6

Average

LC = liver cithogis; SLE = systemic Jupus erythematosus; LAAPR = laparoscopte AP sesection; LND = lymph node dissestion, *The operative time for gastrecromy only,
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Table 2. Pathologic chamcteristics of the patients with totally laparcscopic distal gastrectomy

No. of case Orss  Histologic o on Size (om) Depth. of MLN/HLIN  PRM (cm) DRM (cm}
type type invasicn
1 1 Well &iff. L 1.1%0.3 Mucosa 0136 20 55
2 Ic+Ib  Signet L 1.0%0.4 Muccsa 0124 30 9.0
3 I Mod. diff. L 1.8%1.5 Mucosa 0444 52 5.1
4 111 ke Signet 1M 2.0%2.0 Muscle propria 020 30 7.0
5 Tc Well &ff. L 2.5%2.4 Mucosa 0126 28 49
6 I like HGD M 20x1.6 0113 13 8.5
7 I Mod. diff. L 1.0%0.8 Submucosa 041 30 45
8 Me+Ib  Sigmet M 58%5.0 Mucosa 0/55 37 45
Average 22x1.8 0/31.9 30 6.1

Well diff. = well differentiated; Signet = signet ring cell; Mod. diff. = moderately differentiated; HGD = high grade dysplasia; L =

lower 1{3; M = middle 1f3; MLN/HLN = metastatic lymph nodefharvested lymph node; PRM =

distal resected margin.
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Fig. 3. Time for delta-shaped anastomosis.
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= Abstract =

The Early Experience with a Totally Laparoscopic Distal Gastrectomy

Jin Jo Kim, MD., Gyo Young Song, MD., Hyung Min Chin, MD., Wook Kim, MD., Hae Myoung Jeon, MD, Cho
Hyun Park, MD., Seung Man Park, MD., Keun Woo Lim, MD, Woo Bae Park, MD. and Seung Nam Kim, MD.

Department of Surgery, College of Medicine, The Catholic University of Korea, Seoul, Korea

Purpose: In Korea, the number of laparoscopy-assisted distal gastrectomies for early gastric cancer patients has been
increasing lately. Although minimally invasive surgery is more beneficial, no reported case of a totally laparoscopic distal
gastrectomy has been reported because of difficulty with intracorporeal anastomosis. This study attempts, through our
experiences, 1o determine the feasibility of a fotally laparoscopic distal gastrectomy using an infracorporeal gastroduod-
enostomny in freafing early gastric carcinoma.

Materials and Methods: We investigated surgical results and clinicopatholgic characteristics of eight{) patients with an
early gastric carcinoma who underwent a totally laparoscopic distal gastrectomy at the Department of Surgery, Our Lady
of Mercy Hospital, The Catholic University of Korea, between June 2004 and September 2004. The infracorporeal gastrodu-
odenostomy was performed with a delta-shaped ananstomosis by using only laparoscopic linear staplers ([Endocutter 45
mm; Ethicon Endosurgery, OH, USA).

Results: The operative time was 369 44625 minutes (range 276 —~485 minutes), and the anastomolic time was 451+
14 4 minutes (range 32~70 minutes). The anastomotic ime was shortened as surgical experience was gained. The number
of laparoscopic linear staplers for an operation was 7106 The number of lymph nodes harvested was 319+13.1.
There was 1 case of transfusion and no case of conversion to an open procedure. The time to the first flatus was 28+05
days, and the time to the first food intake was 41208 days. There were no early postoperative complications, and
the postoperative hospital stay was 100+39 days.

Conclusion: A totally laparoscopic distal gastrectomy using an intracorporeal gastroduodenostormy with a delta-shaped
anastomosis is technically feasible and can maximize the benefit of laparoscopic surgery for early gastric cancer. (J Korean
Gastric Cancer Assoc 2005;5:16-22)

Key Words: Gastric cancer, Delta-shaped anastomosis, Totally laparoscopic distal gastrectomy



