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Laparoscopic surgery for the treatment of
right colon cancer has rapidly evolved over
the past few years. This procedure is consid-
ered as feasible and effective in terms of
short-term and long-term outcomes.
Laparoscopic right colectomy (LRC) is per-
formed by a small number of surgeons and,
in most of cases, it was performed with an
extracorporeal anastomosis.1

The recent ESMO guidelines with a Level of
Evidence (LE) IV reported that for right-sided
colonic cancers, the benefits of laparoscopic
approach are less obvious since anastomosis
must be hand sewn, which requires a
laparotomy.2

The current state of the art for the treat-
ment of the right colon cancers as reported
by Fabozzi et al.3 in their papers, by right
laparoscopic colectomy with intracorporeal
anastomosis despite the technical
challenging.
However, in the past few years, many studies

comparing the intracorporeal anastomosis (IA)
versus the extracorporeal anastomosis (EA) in
LRC were conducted1 4–8 with a higher level of
evidence. These papers assessed short-term
and long-term outcomes of LRC.
Milone et al1 in their multicentric, com-

parative and prospective study (LE
III) evaluated the safety of IA versus EA in
512 patients submitted to an LCR. They con-
cluded that the IA represents the better way
to perform the anastomosis after LRC.
van Oostendorp et al4 in their meta-analysis

of about 24 non-randomised studies compar-
ing IA versus EA reported morbidity, mortal-
ity and length of stay; moreover, they also
investigated the rates of anastomotic leak
rate, ileus, incisional surgical site infection
(SSI) and incisional hernia, concluding that
IA in LRC is associated with reduced short-
term morbidity and decreased length of hos-
pital stay suggesting faster recovery.
Hanna et al5 in their retrospective multi-

centre study of about 195 patients evaluated

both long and short terms outcomes, with a
follow-up of 5.7 years, concluding that IA in
LRC is associated with similar postoperative
and oncologic outcomes compared to EA.
Furthermore, IA may overcomes the EA
about many advantages in terms of flexibility
of specimen extraction, even if it burdened
by a higher rate of minor complications
(Grade II of Dindo classification).
In another prospective study (LE III) pub-

lished by Shapiro et al,6 a total of 191 con-
secutive patients who underwent LRC for
neoplasm with IA and EA were evaluated.
The mean follow up for the two group of
patients was 33.7 months for EA group and
28.8 months for IA one. They evaluated both
short and long terms outcomes. They con-
cluded that LRC with IA were associated with
improved short- and long-term outcomes.
The rates of postoperative complications
requiring intervention and incisional hernias
were decreased.
Abrisqueta et al7 in their retrospective

study of 173 patients concluded that the IA
represent a safe and feasible alternative for
creating an ileo-colic anastomosis. It involves
a similar rate of complications and may
prevent some of the drawbacks presented by
EA.
The most relevant data highlighted by

previous studies1 4–7 is the reduction of the
operating time and reduction of incisional
hernias in the groups treated with IA anasto-
mosis ensuring in any case adequate onco-
logical outcomes.
These data are consistent with the conclu-

sions of a recent meta-analysis.8 Out of a
total of 1717 patients, the authors confirmed
that LCR with IA is a safe alternative to EA.
However, each of the previous studies does

not provide for the highest level of evidence
but in any case provides that LCR can be
effectively performed through an IA.
More generally, there is a broad consensus

in the surgical current practice9 that a
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laparoscopic approach for the treatment of a right colon
cancer overcomes a laparotomic approach in terms of
morbidity and mortality, although well-structured rando-
mised trials are desirable about this issue.
Also three different meta-analyses from 2013 to the

present4 10 11 report as the laparoscopic approach in
right colectomies for cancer is comparable to the open
approach and also the intracorporeal anastomosis has
advantages in terms of short and long terms outcomes,
with a reduction of incision hernia.

CONCLUSION
In conclusion at best of our knowledge laparoscopic
right colectomy with intracorporeal anastomosis is tech-
nically feasible and reproducible, ensuring all advan-
tages of laparoscopy over the open approach. Moreover,
every study reports no differences in oncological out-
comes between the open and laparoscopic approach.
Intracorporeal anastomosis also ensure a reduction of
incisional hernia in long term outcomes.
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