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We read with interest the article “Role of omentectomy as part
of radical surgery for gastric cancer” published by Jongerius
et al. in the British fournal of Surgery (1). In that study, 100
total omentectomy specimens, all procured during gastric
cancer surgeries, were examined histopathologically.
Authors allocated the omentectomy specimens from the
stomach along the distal margin of the gastroepiploic (GE)
arcus. When these omentectomy specimen were examined
histopathologically, the researchers found malignancies in
five omentum samples that was a marker of an advanced
disease. They concluded that the total removal of omentum
was thought to have limited benefit to systemic disease.
For this reason, routine application of total omentectomy
was not suggested. We found the results of this study,
which questioned the role of omentectomy during radical
gastrectomy, encouraging and rational. However, in
this study, the omentum was separated from the distal
from the GE arcus. In order to supply the remaining
omentum, either the right GE artery or the left GE artery
needs to be intact (Figure 1) (2). In an advanced gastric
cancer located in the distal region, it may be necessary
to remove the right GE artery in order to receive 6-no
lymph nodes and to close the duodenal stump. The left
GE artery should then be protected. For the preservation
of the left GE artery, the stomach-omentum separation
must be done very close to the stomach (Figure I).
In this case, there is a risk that the 4-no lymph nodes
along the large curvature cannot be removed (Figure 1).
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Figure 1 After partial omentectomy in advanced gastric cancers,

there may be a risk of leaving positive lymph nodes iz situ.

The same problem is more pronounced for 1/3 mid or

1/3 proximal tumors. Preservation requirement of one of
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the GE arcs for partial omentectomy and the appropriate
lymph node dissection are the two sides of the problem.
Preservation of distal omentum in gastric cancer surgery
may not cause an oncological disadvantage. However, close-
to-stomach omental separation may prevent the removal
of certain lymph nodes along the large curvature, so that
the remaining omentum can prevented from ischemia. The
number of studies involving partial omentectomy in the
surgery of gastric cancer was limited and these were usually
done for early gastric cancer (3). Partial omentectomy
should be further discussed in advanced cancers. It should
be keep in mind that remnant omental ischemia can also be
seen in patients with partial omentectomy (4).

Omentum majus forms the inferion-anterior wall
of bursa omentalis. Total omentectomy has been
recommended for the completion of bursectomy in
gastric cancer surgery; however, the role of bursectomy
in gastric cancer surgery is also a debate (5). As a result,
oncologically, leaving a portion of the omentum under the
GE arcs back may not be a problem. However, technically,
it is still unclear how to achieve it, without causing
omental ischemia and allowing the collecting of lymph
nodes along the GE arcus. It is clear that more trials
need to be done both in terms of oncologic outcomes and
omental ischemia.
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