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Gastrectomy to Treat Gastric Cancer Occurring after Coronary Artery Bypass Graft with the

Right Gastroepiploic Artery — A Study of Three Cases
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Abstract

There is no established surgical strategy to manage dissection of the infrapyloric lymph

node in cases of gastric cancer occurring after a coronary artery bypass graft (CABG) with the

right gastroepiploic artery (RGEA). We performed gastrectomy in three patients with gastric

cancer who had undergone CABG using RGEA. In order to reduce the preoperative risk, we

dissected the infrapyloric lymph node by skeletonizing the RGEA bypass graft without

redoing the CABG. No recurrence of the disease has been observed in any of the three

patients. It is important to implement a non-invasive surgical strategy for gastric cancer

patients at high risk due to severe heart disease or advanced age. This gastrectomy procedure

is an adequate noninvasive surgical strategy, because it enables a complete cure without

coronary revascularization.
(HARRERRFEFSMERE  2017; 13: 42-47)
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Fig. 1 a Gastrointestinal endoscopy showed O-Ilc lesion on the Greater curvature and
posterior wall of the middle part of the stomach (allow). b 3D-CT scan showed patency
of RGEA bypass graft. RGEA: right gastroepiploic artery, RCA: right coronary artery,

LITA: left internal thoracic artery. ¢ Operative findings; RGEA bypass graft ran
toward the cranial direction on the ventral side of the stomach (allow).
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Fig. 2 a Gastrointestinal endoscopy showed 0-Ilc lesion on the lesser curvature of the under middle
part of the stomach. b angiography showed RGEA bypass graft was occlusion (allow).

Fig. 3 a Gastrointestinal endoscopy showed type 2 lesion on the antrum and posterior wall of the stomach. b 3D-CT
scan showed patency of RGEA bypass graft. ¢ Operative findings; RGEA bypass graft was skeletonized
(allow).
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Table 1 Reported cases of gastrectomy for
gastric cancer after CABG using RGEA

Parameter Patients
(n=66)
Age (years)
Median (Range) 73 (56 ~ 87)
Sex
Male 61
Female 5
Depth of tumor invasion
T1 26
T2-T4 27
Unknown 13
Surgical prosedure
Distal gastrectomy 54
Total gastrectomy 7
Proximal gastrectomy 3
Partial gastrectomy 2
Patency of RGEA
Patent 56
Occlusion
Unknown 1
Management of RGEA
Preserve 40
Preserve only 38
Preserve with PTCA 2
Resect 26
Resect only 3
Resect with PTCA 11
Resect with CABG 12
No.6 lymph node dissection
Dissection 41
No dissection 23
Unknown 2
No.6 lymph node metastasis
Positive 8
Negative 20
Unknown 13
Perioperative cardiac complications
Serious arrhythmia 4
Postoperative mortality
Present 1
Absent 27
Unknown 38

WRIMAT PR S A & it b & D R 5%, KRIREIR
& RGEA /WA X AKHICH 7 — T V& il L CHEd
L729 2 TRGEA #MESTUEE L Wk E1Tv, B
W R & AT L C RIS IR 7 5 7 - BN
NAMBFICHYE L CMATHREE LTS, T2/
CABG ZAT$ 2 &1, BETM & o— WA T4l
BEDERE-FEY A2 LD, HICAT ) BE
CABG i (1R IK T e buiik 8 :12 & % Mo
YR, SERK TS X 2 IS 01T O REDE



46

HEEKE S 2017; 13(1)

Table 2 Surgical strategy for gastric cancer occurring after CABG

using RGEA

There is adequate blood flow to the RGEA bypass graft
(CAG*, 3D-CT**)

ﬁq

NO

RGEA bypass graft can be preserved in terms
of dissection of infrapyloric lymph node

Clamp test and
resection of RGEA

YESl

l NO
Redoing Coronary

Preserving RGEA by NO
skeletonization

Minimally invasiveness | (PTCA, CABG)
{ > Curability

revascularization

J YES

‘ Gastrectomy

*CAG: Coronary Angiography, **3D-CT: 3 Dimensions Computed

Tomography

Table 3 Preparations for the gastrectomy occurring after CABG using RGEA

Anesthesiologist

* Monitoring for coronary artery blood flow by 12 lead ECG and transesophageal echocardiography
- Warming device to prevent the spasm of RGEA bypass graft

Cardiologist

- Evaluation of blood flow in RGEA bypass graft by coronary angiography (CAG)

+ Percutaneous coronary intervention (PCI) for emergency ischemic events during operation

Cardiovascular surgeon

- Redoing CABG for emergency ischemic events during operation

Gastrointestinal surgeon

- Monitoring for blood flow in RGEA bypass graft by flowmeter
- Prevention the spasm of RGEA bypass graft by dropping Papaverine hydrochloride to the operative field
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