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Carcinoma of the antrum and Roux-en-Y gastro- 
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Abstract 

A 75 year old man presented with gastric outlet obstruction with a history of vomiting and weight loss for a period of 4 months. He had severe 

electrolyte imbalance, anemia and malnutrition. CT-scan revealed a huge antral carcinoma occupying the distal half of stomach. Firstly, his anemia 

and electrolyte imbalance was corrected, followed by preoperative parenteral nutrition. Stapler assisted distal radical gastrostomy and Roux-y 

gastro-jejunostomy was performed. The patient had excellent post-operative recovery. He was discharged on resumption of oral feeding and 

referred to the oncologist for adjuvant therapy. This case report, is on steps of stapler assisted distal radical gastrectomy with high resolution 

operative picture from the Department of Surgery, AWMCH. 
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Introduction 

Gastric cancer (GC) remains a highly malignant tumor 

with limited therapeutic effect. According to latest 

statistics of over one million new cases diagnosed 

worldwide, GC ranked as the 5th most common cancer 

and fourth most aggressive type with lethal 

characteristics.
1
 In the past few decades, a great progress 

has been made in it’s treatment, where radical surgical 

resection remains the only potential curative option.
2
 For 

most GC cases located in the middle and lower third of 

the stomach, particularly in the antrum and lesser  

curvature, distal gastrectomy (resection of the distal 

two-thirds of the stomach and anastomosis of the 

proximal stomach to the small bowel) has been 

recommended.
3
 Various reconstruction methods after 

distal radical gastrectomy have also been introduced. 
 

 

But, the preferred approach still remains controversial. 

We report here, a simplified, yet, safe technique of 

Roux-en-Y anastomosis using linear cutter stapler. 

The Case Details 

A 75 year old man attended our surgery Dept. with 

vomiting and weight loss for 4 months. He had 

generalized weakness, anemia, malnutrition, hypo- 

natremia, hypokalemia and hypoalbuminemia. On 

examination, a palpable lump in the epigastrium was 

found. Upper GI endoscopy could not be performed due 

to his insubstantial condition. CT scan of the whole 

abdomen with oral and intra-venous contrast revealed a 

large growth in the distal stomach occupying the lower 

half. There was no evidence of liver metastasis. The 

patient was prepared for surgery with gastric lavage, 

correction of anemia, correction of electrolyte imbalance 

and parenteral nutrition support. 

Surgical Technique/ Procedure followed 

Abdomen was opened by upper midline incision. A huge 

antral tumor (Malignant Cancer) was found occupying the 

lower half of the stomach. The tumor was mobile and 

operable. No liver or peritoneal metastasis was detected. 

Distal radical Gastrectomy (DG) with Roux-en-Y gastro- 

jejunostomy was planned, especially for such small 

gastric segment. Two-third of distal stomach was 

mobilized and was de-vascularized with liga-sure and 

vicryl ligature. Duodenum was transected from the tumor 

by blue cartridge linear cutter stapler (Auto-suture) as 

shown in Fig-1. 
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Fig-1: Application of Linear stapler (Blue cartridge) 

between duodenum and the tumor 

 
 

The duodenal stump was further reinforced with 

horizontal mattress suture with vicryl. The upper 

one-third of the stomach was divided from the tumor by 

two green cartridge linear cutter stapler which has been 

shown consequently in Fig-2 followed by 3 and 4. 

 
 

 

Fig-2: Application of linear stapler with green cartridge 

between the body of the stomach and the tumor with 

adequate healthy margin. 

Fig-3: Partial division between the healthy gastric 

remnants and the tumor, another stapler was used to 

complete the division (Not shown in the picture). 
 

Fig-4: Resected stomach with the tumor 

 

The jejunum was divided 30 cm distal to the 

Dusteno-Jejunal flexure. The Proximal Roux loop was 

anastomosed with the stomach segment with a blue 

cartridge linear cutter stapler demonstrated in Fig-5. 

 

Fig-5: Anastomosis between the gastric remnant and a 

Roux-loop of the Jejunum with a blue cartridge 



The Journal of Ad-din Women's Medical College Volume 10, Number 1, January 2022 

40 

 

 

The window was closed with a single layer interrupted 

vicryl suture, (Fig-6). The proximal jejunum was joined to 

the Roux-loop by end-to-side jejuno-jejunal 

anastomosis to restore intestinal continuity, (Fig-7). 

 

Fig-6: Gastro-Jeujunostomy suture line 
 

Fig-7: Diagrammatic picture of Roux-Y Gastro- 

jejunostomy after distal radical gastrectomy. 

 
Post-operative management and timeline 

The patient stayed in ICU for 5 days with the support of 

total parenteral nutrition. Oral feeding was resumed on 

7th post-operative day. He was discharged from the 

hospital on 9
th
 post-operative day. 

Histopathology confirmed well differentiated adeno- 

carcinoma with tumor free resection margin; with lymph 

nodes involvement. He was referred to oncologist for 

further adjuvant therapy. The patient was discharge with 

the advice of follow up visit after 2 weeks to reveal his 

condition fine. 
 

Discussion 

Several studies revealed that stapled anastomosis is 

superior to the manual hand-sewn anastomosis in terms 

of operating time and hospital stay.
4-5

 So, stapled 

anastomosis is a preferable than hand-sewn anastomosis 

for distal radical gastrectomy and Roux-Y reconstruction. 

Currently, Bilroth-II and Roux-en-Y (R-Y) reconstructions 

are commonly performed after distal gastrectomy for 

gastric cancer. Traditionally R-Y reconstruction has been 

the method of choice in total gastrectomy 
6
 and is being 

increasingly used to prevent duodeno-gastric and 

gastro-esophageal reflux in distal radical gastrectomy 

(DG) also.
7-8

 The potential advantages of improved 

post-operative quality of life (QOL) take precedence over 

the possible increased risk of post-operative 

complications due to multiple anastomoses and 

increased operating time in Roux -Y reconstruction. 

The operating time was significantly shorter in Bilroth-II 

gastrojejunostomy than Roux-Y gastrojejunostomy, 

which can be explained by the additional anastomosis in 

R-Y reconstruction. However, no difference was reported 

in the rate of anastomotic leak within the two types of 

gastro-jejunostomy after the DG surgery. It may be 

largely due to the use of gastrointestinal stapling devices 

and the refinement of technique.
9
 The Roux-Y 

reconstruction following the DG surgery is superior to 

Bill Roth-II reconstruction. This prevents bile reflux, 

segment gastritis and reflux esophagitis too, as it reduces 

duodena-gastric and gastro esophageal reflux. 
10-11

 

Conclusion 

Currently, Bilroth-II and Roux-en-Y (R-Y) reconstructive 

surgeries are more commonly performed after distal 

gastrectomy for gastric cancer but which of these 

reconstruction procedures is superior remains 

controversial. However, most of the study favors 

Roux-en-Y reconstruction for prevention of bile reflux 

and gastro esophageal reflux, thus save a revision 

surgery. 
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