
Gastric Cancer (2009) 12: 67–68
DOI 10.1007/s10120-009-0512-0

Offprint requests to: S. Kitano

© 2009 by
International and
Japanese Gastric

Cancer Associations

Editorial

What technique is suitable for laparoscopic suprapancreatic lymph 
node dissection?
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diffi cult. In conventional LADG, techniques of taping 
vessels and pushing the pancreas downward after the 
duodenal transection are often used for complete dis-
section of lymph nodes around the common and proper 
hepatic arteries as well as the splenic artery [6]. In lapa-
roscopic suprapancreatic lymph node dissection, better 
methods are required for improving the operative fi eld 
and handling the lymph node dissection. In their article, 
Fukunaga et al. [5] emphasize that not transecting the 
duodenum inside the abdominal cavity is useful for 
obtaining a clear view of the operative fi eld during 
LADG.

In suprapancreatic lymph node dissection, creating a 
better operative fi eld is fundamental for removing the 
lymph nodes completely and safely. The new technique 
by Fukunaga et al. [5] is described as an expansion of 
the hepatoduodenal ligament and the left gastropancre-
atic fold without transection of the duodenum, which 
achieves an improved fi eld of view. Fukunaga et al. [5] 
show that for 12a lymph node dissection, the hepato-
duodenal ligament can be expanded easily by pulling 
strongly on the pyloric region of the stomach in the left 
caudal direction owing to omission of duodenal transec-
tion. Also, the authors demonstrate that for No. 9 and 
11p lymph node dissection, the gastropancreatic fold is 
easily maneuvered ventrally through the opened lesser 
sac after the dissection of lymph nodes on the left side 
of the left gastric vessels (left-sided approach). Addi-
tionally, for No. 8a lymph node dissection, stretching of 
the gastropancreatic fold causes expansion of the peri-
toneum covering the No. 8a lymph node, and the left-
sided approach without duodenal transection suggested 
by the authors provides a dry operative fi eld without 
bleeding and lymph fl uid leakage. To create an opera-
tive fi eld for laparoscopic techniques in the suprapan-
creatic area, retracting the stomach to enable expansion 
of the hepatoduodenal ligament and stretching the gas-
tropancreatic fold may be more useful than taping the 
vessels or pushing the pancreas downward.

Recently, laparoscopy-assisted distal gastrectomy 
(LADG) with lymph node dissection has become 
popular as a procedure for gastric cancer in Japan and 
Korea. According to a national survey conducted by the 
Japan Society of Endoscopic Surgery (JSES), more than 
15 000 patients with gastric cancer underwent LADG 
from 1991 to 2007 in Japan [1, 2]. The present indication 
for LADG is early gastric cancer, with the risk of lymph 
node metastasis, which is not suitable for endoscopic 
submucosal dissection (ESD). In Asian countries, D2 or 
D2 modifi ed lymph node dissection (D1+No.7, 8a, 9, 
11p) is usually performed during LADG. As the number 
of patients undergoing LADG has been increasing, 
evaluation of the surgical outcomes of this operation 
has begun. There are four randomized controlled trials 
(RCTs) and several retrospective studies of the out-
comes of LADG. The meta-analysis by Memon et al. 
shows that the number of dissected lymph nodes in 
LADG is lower than that in open gastrectomy [3]. 
Indeed, Miura et al. show in a retrospective study that 
the number of dissected suprapancreatic lymph nodes 
(No. 9 and 11p lymph nodes) is smaller in LADG than 
in open gastrectomy [4]. Therefore, it is necessary to 
establish safe techniques of suprapancreatic lymph node 
dissection in LADG with D2 or D2 modifi ed lymph 
node dissection. The new technique of a left-sided 
approach to suprapancreatic lymph node dissection 
introduced in the article by Fukunaga et al. in this issue 
[5] may be useful for complete suprapancreatic lymph 
node dissection.

There are technical disadvantages to laparoscopic 
surgery: surgical procedures are conducted under 
limited 2-D vision, with limited movement, by long 
forceps and no sensation of touch. These characteristics 
make laparoscopic lymph node dissection diffi cult. In 
laparoscopic lymph node dissections during LADG, the 
suprapancreatic lymph node dissection may be the most 
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Ryu et al. [7] evaluated surgical outcomes of 347 
LADGs and reported that both the extent of lymph 
node dissection and surgical inexperience are risk 
factors for operative complications associated with 
LADG. Dissection of suprapancreatic lymph nodes is 
required during extended lymph node dissection of D2 
or the D2 modifi ed technique. It is possible that supra-
pancreatic lymph node dissection causes an increase in 
the incidence of operative complications, including pan-
creatic fi stula in particular. Fukunaga et al. [5] analyzed 
the surgical outcomes of 391 patients who underwent 
LADG with the new techniques of laparoscopic lymph 
node dissection. The authors showed that the number 
of lymph nodes dissected with the new technique was 
comparable to the number with open gastrectomy [3], 
and that the duration of the operation was shorter than 
that of conventional LADG. The amount of blood loss 
was smaller and the incidence of complications includ-
ing pancreatic fi stula was lower than that of open 
surgery. These improved results may support the feasi-
bility of the new laparoscopic procedures for suprapan-
creatic lymph node dissection.

Obesity is believed to be a serious risk in the success-
ful completion of LADG [8]. In LADG for obese 
patients, suprapancreatic lymph node dissection is 
sometimes technically diffi cult because the borderline 
between the upper edge of the pancreas and the fat 
tissue containing the lymph nodes is not clear and 
because bleeding and leakage of lymph occurs easily 
from the cut edge of thick fat tissue. The study described 
by Fukunaga et al. [5] included 8 patients with BMI over 
30 and as high as 35.6. The authors showed that all 
obese patients safely underwent LADG via the left-
sided approach to suprapancreatic lymph node dissec-
tion without duodenal transection, and speculated that 
the new technique may be more suitable for obese 
patients than the conventional LADG because a clear 
operative fi eld is easily obtained by retraction of the left 
gastropancreatic fold from the surrounding tissues. In 
the near future, this issue should be clarifi ed by analyz-
ing outcomes of a larger number of obese patients who 
have undergone this new technique.

For surgical staff there is a well-defi ned learning 
curve recognized during acquisition of LADG 
techniques. It has been reported by Kim et al. [9] and 
Fujiwara et al. [10] that surgeons need to experience 
more than 50 cases to achieve a plateau in this learning 
curve. Fukunaga et al. [5] stated that it was easier for 

both surgeons and assistants to acquire profi ciency in 
the left-sided techniques than with the conventional 
procedure: requiring experience of approximately 10 
cases to establish profi ciency for the former. The reason 
for this shorter learning period is unclear. It may be that 
standardization or the mode of education in this new 
technique is well organized. At the same time, the 
period needed for acquisition of laparoscopic proce-
dures may depend on the operative approach.

In conclusion, the new method of a left-sided approach 
to suprapancreatic lymph node dissection without duo-
denal transection seems to be convenient and useful in 
LADG. For popularization of this new technique, an 
oncologic evaluation must be undertaken and technical 
feasibility confi rmed by a number of treatment settings 
in the near future.
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