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Fig. 1 Barium swallow showed a deformity of the
duodenal bulb, while the passage through the
duodenum was not disturbed.
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Fig. 2 Five trocars were employed: a 10mm
trocar in the umbilicus for the optic (1) another
10mm one four fingerbreadths below the costal
margin in the right pararectal line for the clip
applier, needle driver or other forceps (2). A 5
mm trocar two fingerbreadths below the right
mid-costal margin for the liver retracter (3), two
other 5mm ones four fingerbreadths below the
costal margin in the right pararectal line and two
fingerbreadths below the mid-costal margin for a
variety of Smm forceps and the high-frequency
knife (4,5).
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Fig. 3 Schematic illustration of the seromyotomy
line which begins at the crow’s foot, courses
parallel to the lesser curve at 1.5¢cm from its
border and finishes at the His angle.

Fig. 4 Schematic illustration of closure of the
seromyotomy line by suturing utilizing a pair of
curved needle drivers.
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Table 1 BAO* and amogastrin (4 ug/kg)
stimulated MAO** before and 5 weeks after

surgery
| BAO (mEq/hr) | MAO (mEq/hr)
Before operation 11.4 29.0
After operation 0.76 3.4
Reduction rate 93.3% 88.3%

*basal acid output
**maximal acid output
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Laparoscopic Gastric Vagotomy by Taylor’s Procedure —The First Experience in Japan—

Eiji Kanehira, Akihiro Mori, Kazunori Hikishima, Kazuhiko Nakamura, Seiji Miyazaki,
Kenji Omura and Yoh Watanabe
Department of Surgery (I), Kanazawa University School of Medicine
*Department of Surgery, Minamigaoka Hospital

We performed laparoscopic gastric vagotomy by Taylor’s procedure in a 19-year-old man with intractable
duodenal ulcer which had recurred for 14 months despite administration of conservative anti-ulcer drugs including
eithert H, antagonist or proton-pump inhibitor. Our operative procedure and its results are reported as the first
experience with laparoscopic vagotomy by Taylor’s procedure in Japan. Through five trocars in the upper abdomen
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the peritoneal cavity was entered. First, the posterior vagal trunk was doubly clipped to divided it. Then anterior
lesser curve seromyotomy was carried out to dissect the anterior fundic branches, beginning at the Crow’s foot,
coursing parallel to the lesser curve at 1.5 cm from its border and finishing at the angle of His. The wound after
seromyotomy was closed by suturing. The operation took 3 hours and 30 minutes. Postoperative endoscopic
observation showed complete healing of the ulcer and well preserved gastric emptying function. Acid reduction rate
was 93.3% in BAO and 88.3% in MAO.
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