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Systematic resection of the mesogastrium for radi-
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Fig. 3 Logic for systematic mesogastric excision for radical lymphadenectomy
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Surgical anatomy for laparoscopic gastric cancer surgery: significance of fasciae and layers

Hisashi SHINOHARA
Department of Gastroenterological Surgery, Toranomon Hospital

Radical lymphadenectomy should be systematic resection of the proper mesentery. Initially the primitive gut, including part of the
stomach, possesses its own mesentery composed of double sheets of peritoneum and an intermediate adipose tissue layer. Since
mesenteries provide pathways for lymphatic channels (nodes and vessels), interception of lymphatic drainage of cancer cells from the
primary tumor site is ensured by en bloc resection of the proper mesenteries. However, during development, mesenteries of the
stomach and duodenum have lost their primitive structures. They are altered in position by rotation of the stomach, fused with adja-
cent mesenteries or the posterior body wall to form degenerate peritonea called fusion fasciae, and extended by the pancreas which is
ordinarily preserved in radical gastrectomy. These embryological and anatomical specificities do not allow total excision of the
mesogastrium and mesoduodenum with cutting of the celiac artery, but otherwise bring about several restrictions contradictory to sys-
tematic lymphadenectomy in gastric cancer surgery. Therefore, we propose to trace loose connective-tissue spaces, named ‘“‘dissectible
layers” in mesenteries. The outer dissectible layer (ODL) exists between a peritoneum and an intermediate adipose tissue, and is still
retained on both sides of a fusion fascia. Tracing ODL will hence result in the restoration of the mesenteries to their primitive position
before fixation. The inner dissectible layer (IDL) exists in the inside of mesentery around the surface of its components such as arte-
ries, veins, and nerves commonly intertwining and wrapping around the artery, as well as the pancreas. By tracing IDL, the surfaces of
both removed adipose tissue with its included lymph nodes and preserved pancreas with affiliated vessels will be covered with the cut
and dispersed areolar tissue. Thus, dissectible layer-oriented surgery could overcome restrictions against systematic lymphadenec-
tomy in radical gastrectomy for cancer of the stomach.
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