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Laparoscopic management of gastric cancer

The development of minimally invasive surgery following the first cholecystectomy performed nearly 20 years ago has favored the performance of increasingly
aggressive procedures to reduce surgical trauma and improve quality of life during
the postoperative period of time (1,2). The management of gastric cancer could not
escape this trend, and various minimally invasive technical options have been currently described – early-stage endoscopic mucosal resection, partial resection with
limited lymphadenectomy, and in recent years laparoscopy-assisted or fully laparoscopic partial or total gastric resection (3-11). However, no definite evidence is yet
available on both their short-term and long-term clinical advantages as compared to
open surgery, but we are obtaining increasingly more information in support of the
potential benefits of such an approach (2), particularly that these procedures are oncologically appropriate –as suggested in the study by Ibáñez et al. (10)– both from a
technical perspective and considering their long-term effects.
The two main goals of gastric cancer management are prolonged survival and improved quality of life (12). It is widely accepted that surgical treatment is crucial in the
therapeutic approach to gastric cancer, albeit no universal consensus has been reached
regarding the specific procedure. This stems from the fact that surgery outcomes are
better in Asia than in the West, where Asian-like results could not be reproduced. This
has resulted in serious controversy, and some Western authors wonder whether these
are distinct conditions with differing behaviours, whether patients are of a different
type, and – from a surgical standpoint – which lymphadenectomy is oncologically most
appropriate or which gastrointestinal reconstruction should be performed (13).
Disease is probably the same in both the East and West, but Asian series indeed
report patients with earlier stages and fewer comorbidities, whereas in Europe or the
U.S. gastric cancer is diagnosed in more advanced stages, which confers a poorer
prognosis (12).
From a technical point of view there is no consensus regarding lymphadenectomy extent. While Asian teams support more extensive lymphadenectomies (D2 or
D3), most Western groups prefer a more limited D1 dissection entailing a milder
postoperative morbidity and lower mortality (12). The reasons for such differences
stem from the fact that Japanese groups have reported better outcomes with extensive lymphadenectomy, whereas such results could not be reproduced in Europe or
the U.S. (12,13). Thus, randomized studies performed in Europe by Cuschieri and
Bonenkamp to compare D1 to D2 lymphadenectomy found that survival was not
longer with the D2 approach, while patients treated this latter way did have greater
morbidity and mortality (14-16).
The possibility of treating gastric cancer laparoscopically adds a new dilemma to
those existing: is it possible to reproduce using laparoscopy the same technique as
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performed in open surgery and then obtain the same results? Fifteen years ago, in
the early days of laparoscopic surgery, not even surgeons most enthusiastic about
this technique could believe that gastric cancer was to be currently managed
through this approach, basically due to its technical complexity and concerns regarding the feasibility of an oncologically acceptable lymphadenectomy. However,
several factors have allowed that this concept be changed, and that laparoscopic
gastrectomy for gastric cancer be presently a fact –on the one hand the progression
of laparoscopic learning in gastric surgery, already initiated with submucosal or partial resections in benign conditions or stromal tumors; on the other hand, the development of instruments and laparoscopic materials that facilitate advanced laparoscopic procedures (harmonic scalpel, optical improvements, etc.). In addition, one
should bear in mind results from prospective, randomized studies performed for the
study of laporoscopic approach efficacy in colon cancer, which have demonstrated
the benefits of laparoscopic colectomy in particular, and the safety of the laparoscopic approach to gastrointestinal cancer in general (2). All this is apparent in the
series presented by Ibáñez (10), which shows in the first place an adequate technical
competence for any technique required by gastric cancer surgery (partial/total gastrectomy, lymphadenectomy), as well as long-term results, with none of the feared
adverse effects of laparoscopy in cancer (implants in trocars) being identified despite the greater biological aggressiveness of gastric cancer.
Laparoscopic surgery in gastric cancer was launched by Asian groups who reported good results in the treatment of early-stage mucosal lesions, with a faster
postoperative recovery and equal oncologic efficacy (3,4). Some studies have been
subsequently reported showing good results in stage-II/III tumors with subtotal or
total gastrectomies fully performed through laparoscopy or under laparoscopic assistance, with lymphadenectomies that oncologically matched those performed with
open surgery, and obviously a morbidity and mortality that were also similar (5,6).
Few randomized studies compare laparoscopic subtotal gastrectomy to open gastrectomy. Lee, in 47 patients with early cancer, found a milder surgical trauma, less
respiratory capacity reduction, fewer hospitalizations, lower pain levels, and faster
postoperative recovery in the laparoscopic group (7). Of late, Hayashi (8) obtained
similar results in 28 patients also with early cancer: less intraoperative blood loss,
reduced analgesic requirements, a faster return of gastrointestinal function, and fewer hospitalizations in the laparoscopic group. Regarding oncologic efficacy, he saw
no differences in the number of resected adenopathies, and no local relapses or trocar metastases occurred (8).
Huscher, in the only European randomized study comparing laparoscopic subtotal gastrectomy versus open gastrectomy with D2 lymphadenectomy in stage II/III
gastric tumors, confirms the radicality of laparoscopic resection when he finds no
differences in survival and disease-free individuals at 5 years between both groups.
In addition, as in other laparoscopic procedures, he finds advantages such as smaller
blood loss, a faster return to oral ingestion, and shorter hospital stays (9).
Unfortunately, laparoscopic gastrectomy cannot be considered yet a new surgical
gold standard as of today. We expect that, in the near future, long-term randomized
studies will define the real usefulness of gastric cancer laparoscopic management
regarding postoperative morbidity and mortality, and oncologic effectiveness. Also,
as Ibáñez (10) reports in his paper, these studies will elucidate the true impact of this
technique on quality of life and overall financial costs. Thence we shall establish the
real contribution of the laparoscopic approach in the management of gastric cancer.
However, as of today, we may certainly state that laparoscopic gastrectomy for gas-
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tric cancer is a safe, reproducible technique when carried out by laparoscopy-experienced surgeons in appropriately selected patients. Therefore, it is an alternative to
open surgery provided that we can accurately use the same tenets applicable to open
surgery in the laparoscopic approach.
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