W35k 4l PELEMRIRE Vol.35 No4
2026 4F 4 H China Journal of General Surgery Apr. 2026

ERE] doiz10.7659/j.issn.1005-6947.260092 . 5 AHINFF B AR 5O -
-:'ﬂ'::!_ - http://dx.doi.org/10.7659/j.issn.1005-6947.260092

oL China Journal of General Surgery, 2026, 35(4):739-749.
— AR R S A B WIS TR i B IR R B IR
( Bt 43 531 )

R, MM, B4, HAFHC, MER, FA

GBI BRI BTG e FF T/t A KW B A9 B IR 1. 5@ A 2. 253236 0T 08 i 7n 210009)

W OE E=580: i VIR B O6e, BRSO R W& 1A & IR ) 1
R ), ARG AU A R BB B BRI, AR U I B2 . WA DA R
R R E R SRR . AR TR E G ARE SRR, EBEREXYAEAR
(tTunnel 1) , B FEFRTF HAE T o B DD BRI A0 08 b i 22 b . AT 0 S 197 20
F5 ik - WP 5347 2024 4F 8 H —2025 4 4 H L7548 I3 15 B 30 1942 52 AR 96 P 35 o 15 VI BR K 5 tTunnel 1
A 3 i 1 e AR IR PR, MERAR AR RE T ARG . RIGWERE L . B FARWIERE . Rt e
EREAMN . WAk RAR, HEERMMER (RDQ) Wik K& B Bk 4
SR 30HRENA TR, KPS AFROG, BWEEFAR 176 . FFRTFR4G . FAREH
)% (297.1£82.25) min, BHIEREIE HIMER A (8.0£2.05) min, F TW&REA (52.4+9.59) min,
A (41.3+19.01) mL. Frf BESRBIR VIR . FBF AR & AE & 4 %8 20.0% (6/30) ,
Clavien-Dindo Jf & i 43 K=MK 1 ] (3.3%). RJ5 B Hfdr R MW G O 246 (6.7%), ¥ il oAl
WA, TADBPeR, RFEEEERIH (10.0%), ¥ REE (A 1F, BY24H]) . RDQ TN AR/GE
W R R, A AR YR B SRR AR
£518 : (Tunnel V5 0 F T30 3t B DD BR AR 1 A6 A 22 vl A7, B 8P T RO AR XK w4 A
Berg B, JUH T BRARA D BURAS R o AR BB T, B — IR e, (BT )
7R KA BE PO S — P Bk

X $ A B BUIBRAR; WaAR, ShEE BIERRIEXW AR
FESES: R735.2

Preliminary application of a novel trapezoid-shaped tunnel
esophagogastrostomy in proximal gastrectomy (with video)

CHEN Liang', YANG Longhao', PENG Rui', HUANG Lingli’, GU Rongmin', LI Gang'

(1. Department of General Surgery 2. Department of Pharmacy, Jiangsu Cancer Hospital, Jiangsu Institute of Cancer Research, the
Affiliated Cancer Hospital of Nanjing Medical University, Nanjing 210009, China)

EL2TH: WHRAMEER “BILR" E4& W H (YSZD202404) 5 VLT84 IR B e “HEg 21" L4 ¥ B g
(GFXK202503); % HRPIAILEEBITH (82504030); 1354 e BE R AL ZRILEE BT H (ZM201910),

Wi HER: 2026-02-10; {EiTHHA: 2026-04-16,

EB®IN: Wrss, VLM MR B b IR N, =2 NG B@Il R S 56l m g iay. (it e m s —1E& ) .

BIEMEE: 2N, Email: ligang@njmu.edu.cn

http://www.zpwz.net
739



740

O AR 5535 %%

Abstract

Key words

Background and Aims: Although proximal gastrectomy preserves partial gastric function,
postoperative reflux esophagitis and anastomotic stricture remain major challenges. The double-flap
technique provides satisfactory anti-reflux efficacy but is limited by impaired blood supply to the
seromuscular flap, a relatively high incidence of anastomotic stricture, and technical complexity. Based
on the previously developed tunnel anastomosis, we further designed a trapezoid-shaped tunnel
anastomosis (tTunnel method). This study aimed to evaluate the safety, feasibility, and short-term
efficacy of this modified reconstruction technique after proximal gastrectomy.

Methods: Clinical data of 30 patients with proximal gastric cancer who underwent radical proximal
gastrectomy combined with the tTunnel method at Jiangsu Cancer Hospital between August 2024 and
April 2025 were retrospectively analyzed. Operative outcomes, postoperative recovery, perioperative
complications, reflux esophagitis, anastomotic stricture, Reflux Disease Questionnaire (RDQ) scores,
and endoscopic findings were evaluated.

Results: All 30 patients successfully underwent proximal gastrectomy with tTunnel reconstruction,
including 9 robotic, 17 laparoscopic, and 4 open procedures. The mean operative time was (297.1+
82.25) min, tunnel creation time was (8.0+2.05) min, hand-sewn anastomosis time was (52.4+9.59) min,
and intraoperative blood loss was (41.3£19.01) mL. R resection was achieved in all patients. The overall
perioperative complication rate was 20.0% (6/30), with one patient (3.3%) experiencing a Clavien-Dindo
grade >1III complication. Follow-up endoscopy revealed anastomotic stricture in 2 patients
(6.7%), both classified as outlet-type strictures, while no inlet-type stricture was observed. Reflux
esophagitis occurred in 3 patients (10.0%), all of whom had mild disease (Grade A in 1 patient and Grade
B in 2 patients). RDQ scores gradually decreased during follow-up, and no patient experienced clinically
significant reflux symptoms.

Conclusion: The tTunnel method is safe and feasible for digestive tract reconstruction after proximal
gastrectomy. It provides satisfactory anti-reflux efficacy with a relatively low incidence of anastomotic
stricture, particularly reducing the risk of inlet-type stricture. Owing to its simplified procedure, this
technique may have promising clinical applicability. However, its long-term outcomes require further
validation in large-scale prospective studies.

Stomach Neoplasms; Gastrectomy; Anastomosis, Surgical; Trapezoid-Shaped Tunnel Anastomosis
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Figure 1 Schematic illustration of the tTunnel anastomosis technique A: Creation of the seromuscular flap: a trapezoid-

shaped seromuscular flap was marked on the anterior wall of the remnant stomach near the greater curvature,
approximately 2 cm below the top of the remnant stomach (upper edge 3.5 cm, lower edge 3 cm, height 3 cm); B:
Separation of the seromuscular flap: without incising the seromuscular flap, careful dissection was performed between the
submucosal and muscular layers while avoiding injury to the submucosal vessels and mucosal layer. a gastric mucosal
window was created at the lower edge of the flap for anastomosis, with a width comparable to that of the esophagus; C:
Fixation of the posterior esophageal wall: the esophagus was gently retracted, and the posterior wall of the esophagus,
4 cm proximal to the esophageal stump, was fixed to the gastric wall at the upper edge of the seromuscular flap using four
sutures; D: Fixation of the anterior esophageal wall: the esophagus was pulled into the tunnel and retracted. The anterior
wall of the esophagus, 4 cm proximal to the esophageal stump, was fixed to the upper edge of the seromuscular flap using
four sutures; E: Posterior wall anastomosis: approximately 1 cm of the esophageal stump was resected, the mucosal and
submucosal layers of the posterior esophageal wall were intermittently sutured to the gastric mucosa and submucosa at the
lower edge of the seromuscular flap with four stitches; F: Anterior wall anastomosis: the full thickness of the anterior
esophageal wall was intermittently sutured to the full thickness of the gastric wall at the lower edge of the seromuscular
flap with four stitches; G: Closure of the seromuscular flap: the lower edge of the seromuscular flap was sutured to the
seromuscular layer of the distal gastric wall with four stitches to complete the reconstruction
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Table 4 Follow-up results of the 30 patients
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Figure 3 Comparison between the anastomotic morphology one year after the tTunnel procedure and the normal cardia

-

A: Normal cardia in the closed state; B: Retroflexed view of the normal cardia; C: The "artificial cardia" demonstrates
satisfactory closure; D: Retroflexed view of the "artificial cardia" showing good opening without obvious anastomotic
stricture

E4 20IREHBHBRTIMEOREEEBRER  A-B: BFIARNFEINHYEIHRA, NE0.6 cm, FREY KRG
¥, NiE1lem; C-D: BE2ARE S DHWIG A, W05 em, BREEY SRASFEH, MNE1.2 cm

Figure 4 [Endoscopic findings in two patients with postoperative anastomotic stricture A-B: Patient 1 developed

anastomotic stricture 3 months after surgery with an inner diameter of 0.6 cm, which improved to 1.1 cm after balloon

dilation; C-D: Patient 2 developed anastomotic stricture 8 months after surgery with an inner diameter of 0.5 cm, which

improved to 1.2 cm after balloon dilation
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