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B 5-EN Treatment outcome of laparoscopic endoscopic cooperative surgery
for duodenal tumors (D-LECS) in our institution
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Endoscopic submucosal dissection (ESD) for duodenal tumors results in a high delayed perforation
rate. Recently, laparoscopic endoscopic cooperative surgery for duodenal tumors (D-LECS) has been
developed as a new procedure which can prevent perforation by reinforcing the ESD site. In our institution,
patients with superficial non-ampullary duodenal epithelial tumors (SNADET) smaller than 50mm which
could not have en-bloc resection by endoscopic mucosal resection were treated with D-LECS. From
February 2016 to August 2018, 15 patients underwent D-LECS. The median age was 63.0 years, and
there were 8 male patients. All tumors were located in the second portion and 4 were located above
ampulla and 11 were located bellow ampulla. The median laparoscopy procedure time was 137.0 minutes
and the ESD procedure time was 90.0 minutes. 5 patients had a perforation during ESD; however, no
patients had postoperative perforation. Although one patient had postoperative leakage, this patient was
treated conservatively. The median times of starting food intake and discharge from hospital were the
4th and 11th postoperative days, respectively. The median size of resected specimen was 37mm. All
dissected specimens were histologically found to be cancer. One patient could not be performed en-bloc
resection. D-LECS can be performed safely and prevent postoperative perforation. However, because
of the difficulty of endoscopic maneuverability, endoscopists experienced the intraoperative perforation
and inability of en-bloc resection. It was thought to be very important how to improve the endoscopic
maneuverability for safer endoscopic dissection.
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