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ARTICLE INFO ABSTRACT

Keywords: Introduction and importance: Right colon cancer represents 30 % of colonic malignancies worldwide, and a

Laparoscopy laparoscopic approach is recommended. Recent surveys show that only 25 % of surgeons perform right hemi-

2011(’“ Canlcer colectomies by laparoscopy. Contemporary obesity is rising, and besides being a risk factor for colon cancer, it
olorecta

Right hemicolectomy rep}resents an objective difficulty in performing surgery. These two factors imply a constant and progressive issue
Right colon facing surgeons.

Complete mesocolic excision Case presentation: We describe the case of a 61Y/0 woman with 32BMI, a previous left nephrectomy, and neo-
CME formation of the right colonic. She underwent laparoscopic right hemicolectomy, using a hybrid top-to-down
approach to overcome intraoperative difficulty, consequent to visceral obesity. The postoperative course was
uneventful, and she was discharged after five days.

Clinical discussion: The medial-to-lateral approach is the main technique used in laparoscopic right hemi-
colectomy. Some other techniques are used to perform this intervention, and the top-to-down strategy is adopted
only in 4 % of cases. In obese patients, difficulties could be found in vascular and plan dissection. The top-to-
down strategy allowed us to deal with some objective difficulties during the procedure, efficiently bypassing
them.

Conclusion: Laparoscopy for right colon cancer would be the standard procedure as recommended. Some
objective difficulty could be found during interventions, especially in obese patients. The top-to-down dissection
is not so frequent and could be considered to deal with intraoperative difficulty. The knowledge of all different
strategies and their application might be a possible interchangeably way to solve difficult dissection and increase
the spreading of laparoscopy.

1. Introduction hemicolectomy in less than 25 % of cases [4]. The most frequent tech-

nique used in the dissection is the medial-to-lateral (MTL) approach (74

Colorectal cancer represents the third most common type of tumor
worldwide. The World Health Organization estimates 1.93 million cases
in 2020 and identifies it as the second cause of cancer death after lung
cancer [1].

About 30 % of colon cancer are located in the right colon, 5,8 % in
the transverse colon, and 64 % in the left colon [2]. Surgery remains the
standard of care in treating colon cancer, with a strong recommendation
(Level 1A) for a “minimally invasive approach” [3]. Still, a recent in-
ternational survey underlines “the gap between guidelines and reality”,
where over half of responders perform laparoscopic right

%), followed by the inferior lateral-to-medial approach 20,5 %, and the
superior lateral-to-medial in 4,1 %. Epidemiological studies show that
obesity increases colorectal cancer risk, especially in men [5], and data
from the Center of Disease Control and Prevention reveal an increasing
prevalence of obesity in the last years from 30,5 % (1999-2000) to 41,9
% [6]. Obesity in laparoscopy does not seem to impact the lymph node
retrieval [7], the minimally invasive procedure's feasibility and safety.
Still, some objective difficulties could be found during interventions,
like anastomosis time [8]. The persistent increase in obesity and
simultaneous colorectal cancer implies an increase in laparoscopic
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procedures in these patients that surgeons need to deal with. We discuss
the opportunity to use an alternative approach to overcome some
technical difficulties during interventions.

2. Case presentation

We describe the case of a 61Y/0 woman with a history of left ne-
phrectomy for chronic pyelonephritis, sleep apnoea treated with posi-
tive airway pressure therapy, obesity with a 32 BMI, hypothyroidism,
and mild hypertension. During a follow-up colonoscopy, a 3,5 cm flat
polyp of the right flexure was discovered with a pit-patter 3 s on Kudo
Classification [9], and a preliminary biopsy showed high-grade
dysplasia. A second colonoscopy was planned for an endoscopic sub-
mucosal dissection. Due to the impossibility of lifting the lesion, with the
risk of non-en-block dissection and perforation [10,11], the procedure
was interrupted, and endoscopic marking was done 5 cm distal to the
lesion. The multidisciplinary team discussed the patient and indicated a
D2 right hemicolectomy for suspicious adenocarcinoma. A preoperative
CT scan was negative for other lesions. Laparoscopy was performed with
the patient in the supine position. Three 12 mm trocar and one 5 mm
trocar were used: umbilical for the optic, left inferior, and left lateral; the
smallest one at xiphoid. After dissection of omental adhesions to the
abdominal wall, the first approach revealed difficulty moving the small
bowel in the left abdominal quadrants due to the previous intervention
and rugged traction to lift the right colon to expose the mesentery. The
great omentum was separated until the marked colon (Fig. 1). Dissection
of adhesions between transverse colon and gallbladder was achieved till
the exposition of the duodenal bulb (Fig. 2). The omentum was dissected
following the line joining the two mentioned points (Fig. 3). The
duodenal bulb was used as a marker to start the separation of the right
mesocolon from the Gerota fascia (Fig. 4). The dissection carried on
from the top of the hepatic flexure down to the retrociecal area. This
maneuver allowed a progressive detachment of the second and third
duodenal portions and the pancreatic head (Fig. 5). Mobilizing the ileal
mesentery allowed adequate traction with the easier exposition of the
ileocolic pedicle. Mediolateral dissection of the ileocolic mesentery was
done, directly joining the Toldt plane and the duodenum and sectioning
the vascular pedicle (Fig. 6). Following the line of conjunction between
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the marked colon and the ileocolic pedicle allowed to expose the right
colic pedicle and the right branch of the middle colic artery till the origin
(Video demonstration) (Fig. 7). After the transverse colon and the ter-
minal ileus stapler section, the specimen was inserted in an endobag.
Intracorporal side-to-side anastomosis was done (Fig. 8), and drainage
was placed. The specimen was extracted by Pfannenstiel incision. The
postoperative course was uneventful, and the patient was discharged
after five days. The histology showed high-grade dysplasia in flat ade-
noma with 22 lymph nodes harvested. The work has been reported in
line with both SCARE and PROCESS Guidelines [12-14].

3. Discussion

Colorectal interventions are the most frequent surgeries in the
abdominal cavity. The majority of surgeons perform right hemi-
colectomy with the medial-to-lateral approach. Strey [15] well
described this procedure by imagining the dissection as flipping through
the “page of a book™ to achieve a correct plan. The second most frequent
type of dissection is the bottom-up (caudal-to-cranial) approach, first
described by Zou [16] for laparoscopic resection and by Schulte [17] for
robotic surgery. These letters describe a more accessible practice,
particularly for complete mesocolic excision. The top-to-bottom pro-
cedure is an unusual procedure used only in 4 % of cases. Levard [18], in
2012, first described this technique to emphasize vascular variation and
its approach, and other authors [19] described a hybrid medial approach
in a top-to-down manner. This hybrid technique involves ligating the
right mesenteric pedicle and right middle colic pedicle from above. Still,
it reveals to be more dangerous compared to the medial-to-lateral
approach. And again, more complications are reported in the MTL
approach compared to the caudal-to-cranial one [20]. Debating the
different approaches that could be used in the right laparoscopic hem-
icolectomy, some objective difficulties could be found, especially in
obese patients [21]. During the dissection of the ileocolic pedicle in the
MTL approach, difficulty in finding the correct plane between the Toldt
and Gerota fascia and maintaining it could be frequent. Problems could
be found in maintaining the suspension of the mesocolon during the
dissection due to its redundancy. Moreover, the fat could hide the
structures behind it in a dangerous manner. The case we describe wants

Fig. 1. Separation of the omentum until the marked colon.
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Fig. 2. Duodenal bulb exposed: Red arrow = Duodenal bulb. (For interpretation of the references to colour in this figure legend, the reader is referred to the web

version of this article.)

Fig. 3. omental dissection following the line joining the marked area of the transverse colon and the duodenum.

to show a hybrid approach by using, in the beginning, the top-to-down
dissection to separate the different plans, facilitating the vascular
dissection. This first approach allows more accessible and immediate
visualization of the Toldt-Gerota window and third duodenum in the
following medial-to-lateral dissection. It also allows a more effective
traction on the terminal ileus and transverse colon to pursue the
dissection. Considering the continuous increase of obese patients, sur-
geons will have to deal more and more with this technical difficulty. The

knowledge of all the strategies to facilitate and overcome critical issues
could be an important way to spread laparoscopy.

4. Conclusion
Even if laparoscopy in the right hemicolectomy is considered the

standard procedure, it is not as frequent as expected. Different ap-
proaches could be used to solve some intraoperative problems during
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Fig. 4. Dissection of the mesocolon from the Gerota fascia starting from duodenal bulb.

Fig. 5. Mobilization of the right colon starting from the hepatic flexure down to the retrociecal area with contemporary detachment of the duodenum and

pancreatic head.

the dissection or anastomotic creation. The knowledge of all different
strategies and their application could be a possible interchangeably way
to solve difficult dissection.

Supplementary data to this article can be found online at https://doi.
org/10.1016/j.ijscr.2022.107752.
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Fig. 6. Isolation of the ileocolic pedicle through the mesocolon with direct vision of Toldt-Gerota fascia and duodenum. Red arrow = Gerota fascia; White arrow =
duodenum. (For interpretation of the references to colour in this figure legend, the reader is referred to the web version of this article.)

Fig. 7. Exposition of the right colic pedicle and the right branch of the middle colic artery till the origin. White arrow = Right colic pedicle; Green arrow = Right
branch of the middle colic pedicle. (For interpretation of the references to colour in this figure legend, the reader is referred to the web version of this article.)
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Fig. 8. Intracorporal side-to-side anastomosis.
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