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Abstract
Due to its favorable postoperative phase and outcomes, laparoscopic gastrectomy has become widely accepted as an alternative 
to an open surgical method for the treatment of early gastric cancer. The approach is being increasingly adopted to treat advanced 
gastric cancer, though concerns exist about oncological safety, technical feasibility, and long-term outcomes. This article presents 
a brief overview of the recent literature related to the adoption of a laparoscopic approach for the management of gastric cancer.
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INTRODUCTION
The Billroth I gastrectomy, carried out in 1881 by 
Professor Christian Albert Theodor Billroth, was the 
first successful surgical surgery for stomach cancer. 
During the procedure, the pylorus was excised, and the 
duodenum and remaining stomach were anastomosed 
end to end [1]. The operation was heralded as a kind of 
miracle at that time and helped to establish the foundation 
for contemporary elective abdomen surgery [1, 2]. He 
modified the procedure to a Billroth II gastrectomy 
four years later, in 1885, closing the duodenum and 
reestablishing the continuity of the gastrointestinal 
system with anterior gastrojejunal anastomosis [3].

Since then, the procedure has undergone numerous 
modifications, evolving from massive resections 
toward highly precise operations as a result of growing 
knowledge of the elements pertaining to perioperative 
physiology and the availability of better instruments. 
The introduction of the laparoscopic procedure for the 
treatment of stomach cancer is one of these revolutionary 
breakthroughs. In 1992, Goh et al. documented the first-
ever successful laparoscopic Billroth II gastrectomy [4], 
and shortly afterward, Kitano et al. reported a successful 
laparoscopic gastrectomy for stomach cancer in its early 
stages [5].

In 1994, Goh et al. [6] conducted an international survey 
and found that sixteen surgeons had performed a total 
of 118 laparoscopic gastrectomy operations, out of 
which 38% were for gastric cancer. Although there were 
concerns regarding the expense and lengthier operation 
time, the study concluded that the laparoscopic 
technique was superior to the standard open one 

because of improved cosmesis, lower discomfort, and 
speedier recovery.

METHODS
A literature review was carried out using the keywords 
“Gastric cancer”, “Laparoscopic gastrectomy”, “Early 
gastric cancer” and “Locally advanced gastric cancer” 
in electronic databases like PubMed, PubMed Central, 
ResearchGate, Google Scholar, Semantic Scholar, and 
Scopus. Individual keywords were used in the search 
together with a Boolean logic (AND) combination. 
Studies that were published in the English language and 
that were carried out recently between the years 2018 
and 2023 were selected. Cross-references from earlier 
years found on scrutiny of references were used, if they 
carried some historical value.

Laparoscopic Approach in Early Gastric Cancer
For early gastric cancer, the laparoscopic gastrectomy 
(LG) has been established as a viable equivalent to the 
traditional open procedure concerning its outcomes, 
with added advantages of lesser invasion, lesser blood 
loss, quicker recovery, and allows an early introduction 
of adjuvant therapy [7]. Furthermore, the laparoscopic 
approach provides the ability to visualize the operative 
field in a magnified view, thereby aiding surgeons in 
performing more precise dissection of lymph nodes, 
which is crucial for the patient’s outcome [8].

The Korean randomized study KLASS-01 by Kim et al. 
[9] compared LG and OG for early distal gastric cancer 
and discovered that the 5-year cancer-specific survival 
rates for both groups were comparable (about 97%). Hiki 
et al. and Katai et al.’s Japanese randomized trials [10, 
11] discovered comparable long-term outcomes for 921 
cases with clinical stage IA/IB gastric cancer in terms of 
survival and recurrence.

Using a 24-item questionnaire, Adachi et al. [12] 
evaluated the quality of life (QOL) of 41 patients who 
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had undergone LG and compared it with that of 35 
patients with conventional OG for the management of 
cancer. Patients who had undergone LG were satisfied 
with their surgical outcomes (88%). They consumed a 
normal diet (100%) with >66% of volume at each meal 
(90%), and did not display any features of impaired 
performance status (90%). The overall acceptance of 
LG was superior, and when compared to the OG cases, 
they exhibited considerably better outcomes in terms of 
weight loss, dysphagia, heartburn and belching, early 
dumping syndrome, and overall QOL. The study found 
that following LG, QOL was significantly better than in 
individuals who had undergone OG [12].

Laparoscopic Approach in Locally Advanced Gastric 
Cancer
For patients presenting with locally advanced 
gastric cancer (AGC), radical gastrectomy with D2 
lymphadenectomy (RGD2) has become the standard 
treatment. However, over the years, concerns have been 
raised about the adequacy of dissection and adherence 
to oncological principles in the laparoscopic approach. 
These concerns have arisen due to technical difficulties 
posed by RGD2, the long learning curve associated 
with laparoscopic procedures per se, and the scarcity of 
data related to long-term oncological outcomes after LG. 
However, favorable data from several trials conducted 
recently indicates that the LG and OG do not differ in 
long-term oncological and survival outcomes.

Wei et al. [13] retrospectively analyzed data from 134 
patients with similar baseline characteristics, who 
underwent open or laparoscopic subtotal D2 gastrectomy 
for locally advanced gastric cancer from 2011 to 2018, 
and compared clinicopathological features, preoperative 
events, quality of recovery after operations, and the 
survival. The results showed that patients who underwent 
LG as opposed to OG had shorter postoperative hospital 
stays (12.5 vs. 17.2 days; P < 0.05), less blood loss (83.7 
vs. 333 mL; P < 0.05), earlier oral intake initiation (3.1 vs. 
5.4 postoperative days; P < 0.05), and shorter operative 
times (250.8 vs. 347.6 min; P < 0.05). However, the 
rates of overall survival, disease-free survival, surgical 
morbidity, and mortality were comparable across the two 
groups.

Caruso et al. [14] conducted a retrospective audit to 
evaluate the safety and oncological efficacy of LG 
in patients with locally advanced gastric cancer. The 
audit compared the results of LG and OG with D2 
lymphadenectomy at two Western referral hospitals. 
Overall complications (16.7% vs. 20.8%, p = 0.489), the 
requirement of re-exploration (3.3% vs. 2.5%, p = 0.714), 
anastomotic/duodenal stump leakage (5.8% vs. 3.3%, 
p = 0.072), and death (4.2% vs. 3.3%, p = 0.987) did 
not differ statistically significantly within 30 days. Chest 
infection, wound complications, and length of hospital 
stay were significantly lesser in the LG group though the 
time taken for LG was greater than OG (212 vs. 192 
min, p < 0.05). When it comes to the achievement of 

clear surgical margins and the number of lymph nodes 
resected during D2 dissection, there was no statistically 
significant difference between the two approaches, 
thereby lending support to the feasibility and safety of 
the laparoscopic approach.

In China, between 2012 and 2014, a total of 1056 
cases of stomach cancer with clinical stage T2, T3, 
or T4a but without enormous lymphadenopathy or 
distant metastases were randomized into LG and OG 
management groups at 14 tertiary care health facilities. 
At five years after surgical operation, there was no 
statistically significant difference in the outcomes in 
terms of survival (72.6% vs. 76.3%; P =.19) for each 
cancer stage [15].

Zhu et al. [16] carried out a meta-analysis and systematic 
review of 36 randomized controlled trials (RCT) and 
retrospective studies published between 2010 and 
2019, including 5714 cases managed by LG and 6094 
cases by OG. They found that, although the conduct of 
LG had taken longer, there had been far less blood loss. 
Postoperative recovery went smoother in LG. However, 
there was no statistically significant difference in the rate 
of tumor recurrence, in-hospital mortality, or the number 
of removed lymph nodes during the surgery. After five 
years, overall survival favored LG.

Chan et al. [17] compared the outcomes of 54 patients 
who underwent LG with that of 167 patients following 
OG for advanced gastric cancer at a lower-volume, 
healthcare facility in Hong Kong. The cases were 
clinically comparable and had T2, T3, and T4 gastric 
cancer. Comparable outcomes were observed in both 
groups regarding total adverse effects, unplanned 
readmission or re-exploration or death at one-month 
post-surgery, margin clearance, the requirement 
of adjuvant therapy, and overall survival. The open 
approach was associated with greater blood loss (275 
vs. 150 mL, P=0.018), longer operation time (365 vs. 321 
min, P=0.003), longer postoperative hospital stays (11 
vs. 9 days, P=0.011), higher rate of minor complications 
(40% vs. 13%, P<0.001), and disease recurrence (28% 
vs. 9%, P=0.005). The number of harvested lymph 
nodes was also lesser in OG (26 vs. 37, P<0.001). The 
study’s findings are encouraging and kindle hope that for 
advanced, but surgically resectable cancers of stomach, 
at the level of small regional surgical departments with 
lesser turnover, skilled surgeons can produce results 
comparable with open surgery in terms of oncological 
outcomes.

Impact of Neoadjuvant Therapy
Neoadjuvant therapy (NAT), in combination with proper 
surgical operation, has been proven by multiple studies 
to improve the probability of achieving R0 resection 
status thereby minimizing the possible micro-metastases 
and improving long-term outcomes [18, 19]. NAT can 
however induce tissue oedema, fibrosis, vascular 
fragility, and distortion of anatomy, thereby posing great 
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challenges in achieving safe en bloc surgical removal of 
the cancer through laparoscopic approach [20, 21].

Pang et al. [22] have addressed this issue and recently 
in May 2023, published an updated pooled analysis 
of eighteen studies from China, Europe, Japan, and 
North Africa, wherein they evaluated the perioperative 
and long-term survival outcomes of LG versus OG for 
advanced cancer of stomach after NAT. 2096 cases 
were included in the analysis; 933 of them had LG, while 
1163 had undergone OG. It was found that LG took 
longer to operate but was associated with lesser blood 
loss, earlier passage of flatus, earlier liquid intake, and 
shorter hospitalization stays. No statistically significant 
differences between the two groups were found in terms 
of margin clearance, R1/R2 resection rate, and number 
of harvested lymph nodes, requirement of nasogastric 
tube or drainage tube, and adverse outcomes.

Overall survival, disease-free survival and recurrence-
free survival were comparable in the two surgical 
approaches. The metanalysis concluded that after 
NAT, advanced gastric cancer patients can safely 
undergo LG; nonetheless, the authors emphasized 
that additional well-designed studies are required to 
confirm their findings. Shan et al. [23] in a clinical study 
comprising patients who underwent NAT, observed that a 
laparoscopic approach provided superior postoperative 
safety and adjuvant chemotherapy tolerance, though 
Rosa & Alfieri [24] have suggested that firm conclusions 
on this aspect are yet to be reached.

Port Site Metastases
Port site metastases (PSM) are a known phenomenon 
after laparoscopic resection of cancers of intra-abdominal 
organs [25, 26]. Various studies have reported varying 
incidence rates, ranging from 0.71% to 10%, while the 
overall incidence is unclear [27, 28].

Studies conducted on animals and in humans to 
elucidate the mechanisms behind PSM suggest that its 
aetiology is probably multifactorial [28, 29]. The factors 
that have been suggested include direct implantation 
of viable cancer cells, contamination of instruments, 
surgical technique, and chimney effect wherein cancer 
cells escape in the aerosol state to settle in the gaps 
around the cannula aided by the pressure due to 
pneumoperitoneum [28], excessive manipulation of 
tumor, and hematogenous spread [25].

Patients of PSM present after variable periods post-
gastrectomy with discomfort, indurated mass, erythema 
or ulcer at the port site. Surgeons must be cognizant of 
this condition since such scenarios are being increasingly 
documented post-LG for gastric cancer [29, 30]. Since 
PSM after LG is a rarity, there is a lack of definitive 
research on management; therefore, more research and 
evaluations of a greater number of patients are required 
to establish a strategy for treatment. In solitary PSM, 

surgical excision has been reported to prolong survival. 
Namikawa et al. [31] treated a solitary PSM 42 months 
after LG for advanced gastric cancer, by excision and 
chemotherapy. Fukui et al. [32] reported that a 75-year-
old man who underwent curative resection for gastric 
cancer had multiple recurrences at the port site, which 
were removed, starting two years following the primary 
LG. The patient had survived for 78 months.

LIMITATIONS
One of the main obstacles to the widespread use of 
the laparoscopic method is the need for surgeons with 
specialized training and appropriate surgical equipment. 
These considerations can deny this new scientific 
achievement to cancer patients in need who live in 
economically developing and underdeveloped countries 
around the world. However, promising data [17] from a 
hospital with a lower patient volume by Chan et al. gives 
hope. More patients in need may likely benefit from the 
evolving techniques in oncological surgery if similar 
results are repeated in more studies of a similar kind, 
especially in less affluent settings.

CONCLUSION
Laparoscopic gastrectomy is well-established in the 
management of early gastric carcinoma. In the treatment 
of locally advanced gastric cancer, laparoscopic 
gastrectomy with D2 nodal dissection is becoming 
more widely accepted as a practical, safe, and 
effective alternative to the conventional open surgical 
method. A growing number of surgeons are becoming 
proficient in handling advanced gastric cancers 
through laparoscopic total gastrectomy (LTG) and 
adequate D2 lymphadenectomy, owing to the significant 
advancements in laparoscopic technology.

In future, as more pieces of evidence about comparable 
oncological equivalency get accumulated and technical 
aspects get further refined, laparoscopic gastrectomy 
is expected to emerge as a standard approach for 
resectable gastric cancer.

LIST OF ABBREVIATIONS
LG : Laparoscopy Gastrectomy
OG : Open Gastrectomy
QOL : Quality of Life
PSM : Port-site Metastasis
CLASS : Chinese Laparoscopic Gastrointestinal 

Surgical Study
RCT : Randomized Controlled Trials
RGD2 : Radical Gastrectomy with D2 Lymphade-

nectomy

FUNDING
None.

CONFLICT OF INTEREST
The authors declare no conflict of interest.



Liaquat National Journal of Cancer Care 2023; 5(2): 91-9594

Sajad Ahmad Salati and Lamees Sulaiman AlSulaim

ACKNOWLEDGEMENTS
Declared none.

REFERENCES
1. Ellis H. The first successful gastrectomy. J Perioper Pract 2008; 

18(1): 34.
 DOI: https://doi.org/10.1177/175045890801800105
2. Kwan H, McLaren R, Peterson T. The life and times of a great 

surgeon: Theodor Billroth (1829-1894). J Invest Surg 2001; 14(4): 
191-4.

 DOI: https://doi.org/10.1080/089419301750420223
3. Weil PH, Buchberger R. From Billroth to PCV: a century of gastric 

surgery. World J Surg 1999; 23(7): 736-42.
 DOI: https://doi.org/10.1007/pl00012379
4. Goh P, Tekant Y, Kum CK, Isaac J, Shang NS. Totally intra-

abdominal laparoscopic Billroth II gastrectomy. Surg Endosc 1992; 
6(3): 160.

 DOI: https://doi.org/10.1007/BF02309093
5. Kitano S, Iso Y, Moriyama M, Sugimachi K. Laparoscopy-assisted 

Billroth I gastrectomy. Surg Laparosc Endosc 1994; 4(2): 146-8. 
PMID: 8180768

6. Goh PM, Alponat A, Mak K, Kum CK. Early international results 
of laparoscopic gastrectomies. Surg Endosc 1997; 11(6): 650-2. 
DOI: https://doi.org/10.1007/s004649900413

7. Chevallay M, Wassmer CH, Bonino M, Monig S. Laparoscopic for 
advanced gastric cancer-minimally invasive for maximal results? 
Transl Gastroenterol Hepatol 2022; 7:13.

 DOI: https://doi.org/10.21037/tgh.2020.02.09
8. Kim W, Kim HH, Han SU, Kim MC, Hyung WJ, Ryu SW, et al. 

Decreased morbidity of laparoscopic distal gastrectomy compared 
with open distal gastrectomy for stage I gastric cancer: short-
term outcomes from a multicenter randomized controlled trial 
(KLASS-01). Ann Surg 2016; 263(1): 28-35.

 DOI: https://doi.org/10.1097/SLA.0000000000001346
9. Kim HH, Han SU, Kim MC, Kim W, Lee HJ, Ryu SW, et al. Effect 

of laparoscopic distal gastrectomy vs open distal gastrectomy on 
long-term survival among patients with Stage I gastric cancer: the 
KLASS-01 Randomized Clinical Trial. JAMA Oncol 2019; 5(4): 
506-13.

 DOI: https://doi.org/10.1001/jamaoncol.2018.6727
10. Hiki N, Katai H, Mizusawa J, Nakamura K, Nakamori M, Yoshikawa 

T, et al. Long-term outcomes of laparoscopy-assisted distal 
gastrectomy with suprapancreatic nodal dissection for clinical 
stage I gastric cancer: a multicenter phase II trial (JCOG0703). 
Gastric Cancer 2018; 21(1): 155-61.

 DOI: https://doi.org/10.1007/s10120-016-0687-0
11. Katai H, Mizusawa J, Katayama H, Morita S, Yamada T, Bando 

E, et al. Survival outcomes after laparoscopy-assisted distal 
gastrectomy versus open distal gastrectomy with nodal dissection 
for clinical stage IA or IB gastric cancer (JCOG0912): a multicentre, 
non-inferiority, phase 3 randomised controlled trial. Lancet 
Gastroenterol Hepatol 2020; 5(2): 142-51.

 DOI: https://doi.org/10.1016/S2468-1253(19)30332-2
12. Adachi Y, Suematsu T, Shiraishi N, Katsuta T, Morimoto A, 

Kitano S, et al. Quality of life after laparoscopy-assisted Billroth I 
gastrectomy. Ann Surg 1999; 229(1): 49-54.

 DOI: https://doi.org/10.1097/00000658-199901000-00006
13. Wei CI, Liang TJ, Hsu CY, Tsai CY, Chen IS. Laparoscopic versus 

open subtotal gastrectomy for locally advanced gastric cancer: a 
retrospective analysis from a single institution. Asian J Surg 2023; 
46(1): 222-7.

 DOI: https://doi.org/10.1016/j.asjsur.2022.03.046
14. Caruso S, Giudicissi R, Mariatti M, Cantafio S, Paroli GM, Scatizzi 

M. Laparoscopic vs. open gastrectomy for locally advanced gastric 
cancer: a propensity score-matched retrospective case-control 
study. Curr Oncol 2022; 29(3): 1840-65.

 DOI: https://doi.org/10.3390/curroncol29030151
15. Huang C, Liu H, Hu Y, Sun Y, Su X, Cao H, et al. Laparoscopic vs 

open distal gastrectomy for locally advanced gastric cancer: five-

year outcomes from the class-01 randomized clinical trial. JAMA 
Surg 2022; 157(1): 9-17.

 DOI: https://doi.org/10.1001/jamasurg.2021.5104
16. Zhu Z, Li L, Xu J, Ye W, Zeng J, Chen B, et al. Laparoscopic 

versus open approach in gastrectomy for advanced gastric 
cancer: a systematic review. World J Surg Oncol 2020; 18(1): 126. 
DOI: https://doi.org/10.1186/s12957-020-01888-7

17. Chan BYO, Yau KKW, Chan CKO. Totally laparoscopic versus open 
gastrectomy for advanced gastric cancer: a matched retrospective 
cohort study. Hong Kong Med J 2019; 25(1): 30-7.

 DOI: https://doi.org/10.12809/hkmj177150
18. Zhang X, Liang H, Li Z, Xue Y, Wang Y, Zhou Z, et al. Perioperative 

or postoperative adjuvant oxaliplatin with S-1 versus adjuvant 
oxaliplatin with capecitabine in patients with locally advanced gastric 
or gastro-oesophageal junction adenocarcinoma undergoing D2 
gastrectomy (RESOLVE): an open-label, superiority and non-
inferiority, phase 3 randomised controlled trial. Lancet Oncol 2021; 
22(8): 1081-1092.

 DOI: https://doi.org/10.1016/S1470-2045(21)00297-7
19. Fong C, Johnston E, Starling N. Neoadjuvant and Adjuvant 

Therapy Approaches to Gastric Cancer. Curr Treat Options Oncol 
2022; 23(9): 1247-68.

 DOI: https://doi.org/10.1007/s11864-022-01004-9
20. Coccolini F, Nardi M, Montori G, Ceresoli M, Celotti A, Cascinu 

S, et al. Neoadjuvant chemotherapy in advanced gastric and 
esophago-gastric cancer. Meta-analysis of randomized trials. Int J 
Surg 2018; 51:120-27.

 DOI: https://doi.org/10.1016/j.ijsu.2018.01.008
21. Reddavid R, Sofia S, Chiaro P, Colli F, Trapani R, Esposito L, et al. 

Neoadjuvant chemotherapy for gastric cancer. Is it a must or a 
fake? World J Gastroenterol 2018; 24(2): 274-289.

 DOI: https://doi.org/10.3748/wjg.v24.i2.274
22. Pang HY, Chen XF, Chen LH, Yan MH, Chen ZX, et al. Comparisons 

of perioperative and long-term outcomes of laparoscopic versus 
open gastrectomy for advanced gastric cancer after neoadjuvant 
therapy: an updated pooled analysis of eighteen studies. Eur J 
Med Res 2023; 28(1): 224.

 DOI: https://doi.org/10.1186/s40001-023-01197-1
23. Li Z, Shan F, Ying X, Zhang Y, E JY, Wang Y, et al. Assessment of 

laparoscopic distal gastrectomy after neoadjuvant chemotherapy 
for locally advanced gastric cancer: a randomized clinical trial. 
JAMA Surg 2019; 154(12): 1093-101.

 DOI: https://doi.org/10.1001/jamasurg.2019.3473
24. Rosa F, Alfieri S. Laparoscopic gastrectomy after neoadjuvant 

chemotherapy: still far from solid conclusions. JAMA Surg 2020; 
155(5): 449-50.

 DOI: https://doi.org/10.1001/jamasurg.2019.5943
25. Ziprin P, Ridgway PF, Peck DH, Darzi AW. The theories and 

realities of port-site metastases: a critical appraisal. J Am Coll Surg 
2002; 195(3): 395-408.

 DOI: https://doi.org/10.1016/s1072-7515(02)01249-8
26. Lee BR, Tan BJ, Smith AD. Laparoscopic port site metastases: 

incidence, risk factors, and potential preventive measures. Urology 
2005; 65(4): 639-44.

 DOI: https://doi.org/10.1016/j.urology.2004.09.067
27. Jambhekar A, Chery J, Kabata K, Gorecki P. Multiple port site 

metastases after laparoscopic gastrectomy for cancer. CRSLS 
e2016.00005.

 DOI: https://doi.org/10.4293/CRSLS.2016.00005
28. Ba MC, Long H, Zhang XL, Gong YF, Yan ZF, Wang S, et al. Port-

site metastases and chimney effect of b-ultrasound-guided and 
laparoscopically-assisted hyperthermic intraperitoneal perfusion 
chemotherapy. Yonsei Med J 2017; 58(3): 497-504.

 DOI: https://doi.org/10.3349/ymj.2017.58.3.497
29. Namikawa T, Marui A, Yokota K, Fukudome I, Munekage M, Uemura 

S, et al. Solitary port-site metastasis 42 months after laparoscopic 
distal gastrectomy for gastric cancer. Clin J Gastroenterol 2021; 
14(6): 1626-31.

 DOI: https://doi.org/10.1007/s12328-021-01519-y



Liaquat National Journal of Cancer Care 2023; 5(2): 91-95 95

Laparoscopic Gastrectomy for Gastric Cancer – An Overview of the Current Perspectives

30. Sakurai K, Tanaka H, Lee T, Muguruma K, Kubo N, Yashiro M, et al. 
Port site metastasis after laparoscopic-assisted distal gastrectomy 
(LADG). Int Surg 2013; 98(4): 363-6. DOI: https://doi.org/10.9738/
INTSURG-D-13-00049.1

31. Namikawa T, Marui A, Yokota K, Fukudome I, Munekage M, Uemura 
S, et al. Solitary port-site metastasis 42 months after laparoscopic 
distal gastrectomy for gastric cancer. Clin J Gastroenterol 2021; 

14(6): 1626-31.
 DOI: https://doi.org/10.1007/s12328-021-01519-y
32. Fukui Y, Kubo N, Sakurai K, Tamamori Y, Maeda K, Ohira M. 

Metachronous port site, muscular and subcutaneous metastases 
from a gastric adenocarcinoma: a case report and review of 
articles. Surg Case Rep 2021; 7(1): 124.

 DOI: https://doi.org/10.1186/s40792-021-01202-x


