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Robot Assisted Laparoscopy for Median Arcuate Ligament Syndrome Relief
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Objective: To evaluate the outcomes of robot assisted laparoscopic surgery for median arcuate ligament
syndrome (MALS) relief.
Methods: This was a single centre and retrospective study, including all consecutive patients with symptomatic
MALS treated with robot assisted laparoscopic surgery. Symptom relief and quality of life (QoL) were evaluated
post-operatively. A comparison between the peak systolic velocity (PSV) of the coeliac artery (CA) measured pre-
operatively and post-operatively was carried out.
Results: Nine interventions were performed. No conversion to laparotomy was required. There was post-
operative abdominal pain relief in eight patients and QoL was improved in seven patients. Post-operatively, the
CA PSV decreased (175 (IQR 160 - 195) cm/s vs. 365 (IQR 350 - 419) cm/s; p < .001).
Conclusion: MALS relief with robot assisted laparoscopy is safe and provides satisfactory outcomes in terms of
symptom relief and CA compression release.
� 2022 The Author(s). Published by Elsevier Ltd on behalf of European Society for Vascular Surgery. This is an
open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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INTRODUCTION

Median arcuate ligament syndrome (MALS) is an anatomi-
coclinical entity in which the coeliac artery (CA) is com-
pressed by an interweaving of fibres developed between the
two diaphragmatic pillars. This is a rare condition, present in
about two in 100 000 patients;1 it is more common in
women than inmen,2 andmainly affects young patients aged
30e50 years,3 causing post-prandial abdominal pain, most
commonly epigastric. The high prevalence of asymptomatic
patients with radiological signs of CA compression is the
main reason for misdiagnosis.4,5 Owing to a debated path-
ophysiology, there are currently no clear recommendations
for surgical management for this rare vascular condition,
even though it is accepted that surgical release of the CA is
indicated only in symptomatic patients presenting with CA
compression confirmed by vascular exploration examination
in the absence of an alternative diagnosis. In addition to the
open surgical option requiring a laparotomy and consisting
of the division of the anomalous fibrous diaphragmatic
bands overlying the CA,6 laparoscopic techniques with
promising results were reported in the early 2000s,7e9 either
with conventional laparoscopy or robot assisted laparoscopy
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to perform the procedure. The present study aimed to
evaluate the clinical and duplex ultrasound (DUS) results of
robot assisted laparoscopic surgical release in patients with
MALS, and to assess the quality of life (QoL) of these patients
following surgical management.

MATERIALS AND METHODS

Inclusion criteria

All consecutive patients presenting with MALS, managed with
robot assisted laparoscopic surgery, were included. The diag-
nosis of MALS was based on clinical, DUS, and computed to-
mography angiography (CTA) criteria: typical abdominal pain,
CA stenosis greater than 70% on CTA with DUS peak systolic
velocity (PSV) greater than 200 cm/s10,11 with the patient
fasting, in inspiration and expiration, and after elimination of
any other alternative diagnoses by a gastroenterological
assessment, includingat least a consultation anda gastroscopy.

Surgical technique

The steps of this procedure are shown in Supplementary
Video S1. With the patient in a reverse Trendelenburg tilting
position of 40�, arms alongside the body and legs apart,
under general anaesthesia, with a nasogastric tube on suc-
tion, a pneumoperitoneum is induced by the inflation of
carbon dioxide to 14 mmHg (Fig. 1A), by an open laparos-
copy technique of the umbilicus or the right iliac fossa
(McBurney point), with the placement of an 8 mm AirSeal
Access Port (reference iAS8-100LP; CONMED, Utica, NY, USA)
connected to an AirSeal iFS (reference AS-iFS 1; CONMED).
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Figure 1. (A) Patient installation. (B) Trocars placement. (C) Lesser
omentum opening. (D) Median arcuate ligament section. (E)
Released coeliac trunk.
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Four additional 8 mm trocars (da Vinci Xi 8mm Bladeless
Optical Obturator [reference 470359]; Intuitive, Sunnyvale,
CA, USA) are then placed on a supra-umbilical arcuate
transverse line midway between the xyphoid process and the
umbilicus, under laparoscopic control. Another 5 mm trocar
can be added in the right iliac fossa, allowing the assistant to
improve exposure using a liver retractor (Fig. 1B). The da
Vinci Xi robot is then docked from the patient’s left side. The
required instruments for the procedure are a permanent
cautery hook (reference 470183; Intuitive), a fenestrated
bipolar forceps (reference 471205; Intuitive), monopolar
curved scissors (reference 470179; Intuitive), a large needle
driver (reference 471006; Intuitive), a suction irrigator
(reference 480299; Intuitive), and a laparoscopic liver
retractor. After exploring the abdominal cavity with the 8
mm endoscope plus, 0� (reference 470056; Intuitive), the
falciform ligament of liver is transected and the pars flaccida
of the lesser omentum opened (Fig. 1C), allowing the
mobilisation of the left lobe of liver upwards and to the right
with the fourth arm of the robot. The oesophagus is mobi-
lised to the left, allowing better exposure of the aortocoeliac
region. The diaphragmatic pillars are then dissected and di-
vision of the left diaphragmatic pillar is made approximately
3 cm below the oesophageal hiatus. The anterior surface of
the coeliac aorta is approached by antegrade dissection, step
by step, allowing identification of the lymphadenomatous
and fibrous tissue, sheathing the CA, with the coeliac nerve
plexus, constituting the MAL. The MAL is then sectioned
vertically with the cautery hook (Fig. 1D), making it possible
to free the origin of the left gastric artery, as well as the
origin and the first few centimetres of the CA, until its
bifurcation (Fig. 1E). After control of haemostasis, the pars
flaccida is closed by a continuous overlock. Insufflation is
stopped, pneumoperitoneum exsufflated and the trocars
removed.

Supplementary video to this article can be found online
at https://doi.org/10.1016/j.ejvsvf.2022.06.002.

The following is the supplementary data to this article:-
Video S1Robot assisted laparoscopy for median arcuate
ligament syndrome.
Peri-operative data

Operating times were collected intra-operatively for the
following steps: (1) time of skin incision; (2) start and end
time of robot docking; (3) start and end time of the lesser
omentum opening and exposure of the MAL; (4) start and
end time of the MAL dissection; and end time of the
surgical procedure, corresponding to the time of dressings.

The time of the surgical approach was defined as the
duration between the onset of the lesser omentum opening
and the end of exposure of the MAL. The total duration of
surgical intervention corresponded to the time elapsed
between the skin incision and the time of dressings. Blood
loss and need for conversion were also noted.

Post-operative data

Length of hospitalisation, need for re-intervention, and DUS
PVS of the CA were recorded.

Quality of life

QoL assessment was carried out by sending the French
adaptation of the ‘Gastrointestinal Quality of Life Index’
(GIQLI) questionnaire12,13 by post to all patients post-
operatively, with a telephone reminder in the event of no
response 15 days after posting. For this questionnaire, which
investigates the status of patients with gastrointestinal
disease with 36 questions, a score of �126 indicates good
QoL (healthy volunteers); a score of �96 is associated with
poor QoL. The maximum possible score is 144.13

Outcomes

The main outcomes were relief of digestive symptoms post-
operatively and change in CA PSV measured by DUS pre-
and post-operatively. The secondary endpoint was QoL
evaluation post-operatively.

Statistical analysis

The results are presented as median (interquartile range
(IQR)) for continuous variables. A p value <.05 was
considered to be statistically significant. Comparison of the
CA PSV pre- and post-operatively measured by DUS was
done with the Wilcoxon signed rank test after the pairing of
samples. Statistical analysis was done with STATA (Stata/BE
17.0 for Mac; StataCorp, College Station, TX, USA).

RESULTS

Demographic parameters

Nine patients underwent robotic release of the CA (six
women and three men). The median age of the patients was
45 (IQR 28 - 61) years and the median body mass index was
19.92 (IQR 18.50 - 29.39) kg/m2. The American Society of
Anesthesiologists classification was 1 in four patients, 2 in
two patients, and 3 in three patients.

The first patient to undergo a robotic release of the CA
was operated on in 2017. Since then, the average number
of patients included per year was 1.8 � 0.45, with a
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Table 1. Pre-operative clinical presentations of nine patients with median arcuate ligament syndrome.

Patient Age e y Sex BMI e kg/m2 Pre-operative symptoms Duration of
symptoms e mo

1 54 Female 29.7 Abdominal pain 10
2 69 Female 18 Abdominal pain 24
3 28 Male 18.83 Abdominal pain, weight loss, vomiting 48
4 61 Male 31 Abdominal pain 15
5 32 Male 17.53 Abdominal pain, weight loss 20
6 45 Female 19.92 Abdominal pain, weight loss 6
7 72 Female 25.4 Abdominal pain, vomiting 4
8 18 Female 18.5 Abdominal pain 24
9 20 Female 29.39 Abdominal pain 6

BMI ¼ body mass index.
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maximum of two patients per year. From 2007 to 2021,
three patients underwent a conventional open CA release
and were excluded. No patient underwent conventional
laparoscopic CA release without robotic assistance.
Descriptive analysis

Clinical presentation. The pre-operative clinical pre-
sentations of the patients are provided in Table 1. Symp-
toms (mostly abdominal pain) were present for 15 (IQR 6 -
24) months before the start of the investigations.

Surgical management. All interventions were performed
by the same surgeon (F.T.). No patient required open con-
version. Median intra-operative blood loss was 27.78 (IQR
0 - 50) mL.

The median duration of robot use was 57 (IQR 46 - 68)
minutes. The median time for robot docking was 8 (IQR 7 -
10) minutes, the median duration of surgical approach was
22 (IQR 12 - 37) minutes, and the median time taken to
divide the MAL was 24 (IQR 22 - 26) minutes. The median
total duration of the intervention was 115 (IQR 97 - 137;
Table 2) minutes.

Post-operative outcomes. The median post-operative
hospital stay was 3 (IQR 2 - 3) days.

One immediate post-operative complication occurred:
acute ischaemia of both lower limbs following thrombosis
of a prosthetic aortobifemoral bypass, which required im-
mediate thrombo-embolectomy of the bypass by direct
approach to both common femoral arteries.

One patient was re-admitted for abdominal pain and
vomiting eight days post-operatively. CTA and DUS did not
Table 2. Surgical management of nine patients with median arcuate l

Patient Duration of
docking e min

Duration of surgical
approach e min

1 7 38
2 12 12
3 8 11
4 5 3
5 4 37
6 8 18
7 10 38
8 7 22
9 13 22
find any haemorrhagic complications or residual stenosis of
the CA. The symptoms resolved quickly with symptomatic
treatment, including painkillers and anti-emetics.

One patient underwent CA angioplasty and stenting four
months after the first intervention, due to the persistence
of the initial symptomatology with persistent significant
stenosis of the CA seen on a follow up CTA. The median
duration of follow up was 22.67 (IQR 10.03 - 44.23) months.
No patient died during the follow up period (Table 3).
Primary outcome results

Five patients had relief of any symptoms after surgery and
four patients had persistent post-operative symptoms. Four
patients described post-operative weight gain, with a me-
dian weight increase of 3.00 (IQR 2 - 3) kg for these
patients.

Post-operative CA PSV was lower in all patients (175 (IQR
160 - 195) cm/s vs. 365 (IQR 350 - 419) cm/s; p < .001)
(Table 3).
Secondary outcome results

All patients answered the GIQLI questionnaire 22.13 (IQR
10.00 - 43.83) months post-operatively: six spontaneously
within 15 days of sending the letter and three after a
telephone reminder. The median GIQLI score post-
operatively was 115 (IQR 104 - 129). Three patients had a
score >126, indicating a good QoL and four had an inter-
mediate score (between 96 and 126). Two patients had a
score <96, corresponding to a poor QoL.
igament syndromes.

Duration of ligament
section e min

Total duration of
intervention e min

23 95
16 97
26 94
63 115
24 107
20 140
31 195
25 137
22 116



Table 3. Post-operative outcomes in nine patients with median arcuate ligament syndrome.

Patient Post-operative symptoms Pre-operative
PSV e cm/s

Post-operative
PSV e cm/s

Duration of follow
up e mo

1 None 380 198* 28.10
2 Decreased abdominal pain 350 212 22.67
3 Vomiting, gastro-oesophageal reflux 420 170 10.27
4 Dyspepsia, gastro-oesophageal reflux 365 175 10.03
5 None 320 193 2.37
6 None 419 100 44.43
7 Post-prandial diarrhoea 455 160 50.90
8 None 299 147 44.23
9 None 360 195 0.73

PSV ¼ peak systolic velocity.
* ¼ after complementary stenting of the CA.
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DISCUSSION

This study highlights that robot assisted laparoscopic CA
release for MALS is safe and offers satisfactory midterm
results, based on DUS criteria and QoL questionnaires.

Regarding symptom relief, the results are in agreement
with those reported previously, with 47.1% of patients
describing complete resolution of symptoms, 26.5% partial
resolution, and 14.7% the persistence of symptoms.14

The present results showed that this technique allows
effective CA release with a significant post-operative
reduction of CA PSV; despite this, symptoms could persist,
meaning that ischaemia was probably not the only source
of symptoms for some patients.

QoL was investigated using the GIQLI score. Only a few
studies that sought to assess QoL after surgical manage-
ment of MALS were found in the literature. This score has
been described as a valuable measure to characterise
extensively the symptoms and effect on QoL, validated in
various gastrointestinal diseases; however, the results in the
setting of CA release are disparate. In a study that included
81 patients with CA release performed with open surgery
and 19 patients with laparoscopic CA release, mean GIQLI
score was 102 � 26 with an estimated five year freedom
from symptoms of 67% � 7%.15 Another publication
describing laparoscopic CA release in six patients reported a
GIQLI score of 129 � 6.16 Similar results for management
with robotic assistance were not found in the present study.

Surgical positioning is crucial to performing the proced-
ure; the patient should be positioned safely. Aortobifemoral
graft thrombosis with straps around the thighs was used at
the beginning of the present experience to prevent patients
from slipping due to the reverse Trendelenburg tilting po-
sition, which probably caused an extrinsic intra-operative
compression at the level of the superficial femoral
arteries below the distal anastomoses, causing bypass
thrombosis.

Theoretically, laparoscopic treatment vs. open surgery
has several advantages, including lower morbidity, less
post-operative pain, faster recovery, fewer post-operative
intra-abdominal adhesions, less blood loss, faster return to
professional activities, and a better aesthetic result in terms
of scar size.3 The first CA release by conventional laparo-
scopic surgery was conducted in 2000 by Roayaie et al.,17

and the first with robotic assistance in 2007 by Jaik et al.18

Laparoscopy allows surgeons to release the CA without
laparotomy, sectioning the ligament with the coeliac plexus
and fibrous and lymphatic tissue. However, adequate
and sufficient laparoscopic experience is required, with a
potentially long learning curve, in particular in vascular
surgery where use of the robot is not frequent. The robot
assisted laparoscopic approach has the potential to increase
the surgeons learning curve,19 but the methods used to
measure and define learning curves remain imprecise and
sometimes inconsistent.20 Robotic assistance provides
improved surgical precision due to the instrument’s seven
degree of freedom joints, tremor filtration, and three
dimensional vision of abdominal cavity structures.21 In
addition, the robotic procedure gives the surgeon better
comfort during the procedure than in open or conventional
laparoscopic surgery, allowing work with more stability and
safety in a narrowed space. However, robot assisted
procedures are more expensive than equivalent procedures
in open or conventional laparoscopic surgery,22 but the
surgical comfort and safety of the patient is paramount.
Furthermore, the robot requires the use of 8 mm trocars,
whereas five mm trocars would be sufficient for a con-
ventional laparoscopic approach, which might lead to more
post-operative pain.

This study has several limitations. Owing to its retrospec-
tive nature, there was no assessment of pre-operative QoL,
which is a major limitation. Indeed, it would be interesting to
assess the improvement in the GIQLI score post-operatively.
Furthermore, the QIGLI score was not completed for all pa-
tients at the same time post-operatively. Finally, although the
largest series of patients having benefited from robot assisted
laparoscopic surgery for MALS to date is presented, the series
is small, with only nine cases, mainly because of the rarity of
this condition.
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CONCLUSION

CA release with robot assisted laparoscopy in the setting of
MALS is safe and provides satisfactory outcomes in terms of
symptom relief and CA compression release.

FUNDING

None.

CONFLICTS OF INTEREST

None.
REFERENCES

1 Foertsch T, Koch A, Singer H, Lang W. Celiac trunk compression
syndrome requiring surgery in 3 adolescent patients. J Pediatr
Surg 2007;42:709e13.

2 Sultan S, Hynes N, Elsafty N, Tawfick W. Eight years’ experience
in the management of median arcuate ligament syndrome by
decompression, celiac ganglion sympathectomy, and selective
revascularization. Vasc Endovascular Surg 2013;47:614e9.

3 Kim EN, Lamb K, Relles D, Moudgill N, DiMuzio PJ, Eisenberg JA.
Median arcuate ligament syndrome e review of this rare dis-
ease. JAMA Surg 2016;151:471e7.

4 Lindner HH. A clinicoanatomical study of the arcuate ligament
of the diaphragm. Arch Surg 1971;103:600.

5 Park CM, Chung JW, Kim HB, Shin SJ, Park JH. Celiac axis ste-
nosis: incidence and etiologies in asymptomatic individuals.
Korean J Radiol 2001;2:8.

6 Baccari P, Civilini E, Dordoni L, Melissano G, Nicoletti R,
Chiesa R. Celiac artery compression syndrome managed by
laparoscopy. J Vasc Surg 2009;50:134e9.

7 Relles D, Moudgill N, Rao A, Rosato F, DiMuzio P, Eisenberg J.
Robotic-assisted median arcuate ligament release. J Vasc Surg
2012;56:500e3.

8 Do MV, Smith TA, Bazan HA, Sternbergh WC, Abbas AE,
Richardson WS. Laparoscopic versus robot-assisted surgery for
median arcuate ligament syndrome. Surg Endosc2013;27:4060e6.

9 Berard X, Cau J, Déglise S, Trombert D, Saint-Lebes B, Midy D,
et al. Laparoscopic surgery for coeliac artery compression
syndrome: current management and technical aspects. Eur J
Vasc Endovasc Surg 2012;43:38e42.

10 Duran M, Simon F, Ertas N, Schelzig H, Floros N. Open vascular
treatment of median arcuate ligament syndrome. BMC Surg
2017;17:95.
11 El-Hayek KM, Titus J, Bui A, Mastracci T, Kroh M. Laparoscopic
median arcuate ligament release: are we improving symptoms?
J Am Coll Surg 2013;216:272e9.

12 Eypasch E, Williams JI, Wood-Dauphinee S, Ure BM,
Schmulling C, Neugebauer E, et al. Gastrointestinal Quality of
Life Index: development, validation and application of a new
instrument. Br J Surg 2005;82:216e22.

13 Slim K, Bousquet J, Kwiatkowski F, Lescure G, Pezet D,
Chipponi J. [First validation of the French version of the
gastrointestinal quality of life index (GIQLI)]. Gastroenterol Clin
Biol 1999;23:25e31.

14 Fernstrum C, Pryor M,Wright GP, Wolf AM. Robotic surgery for
median arcuate ligament syndrome. JSLS J Soc Laparosc Robot
Surg 2020;24. e2020.00014.

15 Pather K, Kärkkäinen JM, Tenorio ER, Bower TC, Kalra M,
DeMartino R, et al. Long-term symptom improvement and
health-related quality of life after operative management of
median arcuate ligament syndrome. J Vasc Surg 2021;73.
2050e8.e4.

16 De’Ath HD, Wong S, Szentpali K, Somers S, Peck T,
Wakefield CH. The laparoscopic management of median
arcuate ligament syndrome and its long-term outcomes.
J Laparoendosc Adv Surg Tech A 2018;28:1359e63.

17 Roayaie S, Jossart G, Gitlitz D, Lamparello P, Hollier L,
Gagner M. Laparoscopic release of celiac artery compression
syndrome facilitated by laparoscopic ultrasound scanning to
confirm restoration of flow. J Vasc Surg 2000;32:814e7.

18 Jaik NP, Stawicki SP, Weger NS, Lukaszczyk JJ. Celiac artery
compression syndrome: successful utilization of robotic-
assisted laparoscopic approach. J Gastrointestin Liver Dis
2007;16:93e6.

19 Lucereau B, Thaveau F, Lejay A, Roussin M, Georg Y, Heim F,
et al. Learning curve of robotic-assisted anastomosis: shorter
than the laparoscopic technique? An educational study. Ann
Vasc Surg 2016;33:39e44.

20 Khan N, Abboudi H, Khan MS, Dasgupta P, Ahmed K. Measuring
the surgical ‘learning curve’: methods, variables and compe-
tency: measuring the surgical ‘learning curve. BJU Int 2014;113:
504e8.

21 Cui B, Lei S, Liu K, Yao H. Robotic low anterior resection plus
transanal natural orifice specimen extraction in a patient with
situs inversus totalis. BMC Surg 2018;18:64.

22 Tedesco G, Faggiano FC, Leo E, Derrico P, Ritrovato M.
A comparative cost analysis of robotic-assisted surgery versus
laparoscopic surgery and open surgery: the necessity of
investing knowledgeably. Surg Endosc 2016;30:5044e51.

http://refhub.elsevier.com/S2666-688X(22)00042-9/sref1
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref1
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref1
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref1
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref2
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref2
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref2
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref2
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref2
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref3
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref3
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref3
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref3
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref3
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref4
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref4
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref5
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref5
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref5
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref6
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref6
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref6
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref6
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref7
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref7
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref7
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref7
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref8
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref8
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref8
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref8
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref9
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref9
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref9
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref9
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref9
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref10
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref10
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref10
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref11
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref11
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref11
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref11
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref12
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref12
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref12
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref12
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref12
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref13
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref13
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref13
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref13
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref13
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref14
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref14
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref14
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref15
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref15
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref15
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref15
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref15
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref15
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref16
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref16
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref16
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref16
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref16
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref17
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref17
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref17
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref17
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref17
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref18
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref18
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref18
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref18
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref18
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref19
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref19
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref19
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref19
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref19
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref20
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref20
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref20
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref20
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref20
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref21
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref21
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref21
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref22
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref22
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref22
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref22
http://refhub.elsevier.com/S2666-688X(22)00042-9/sref22

	Robot Assisted Laparoscopy for Median Arcuate Ligament Syndrome Relief
	Introduction
	Materials and methods
	Inclusion criteria
	Surgical technique
	Peri-operative data
	Post-operative data
	Quality of life
	Outcomes
	Statistical analysis

	Results
	Demographic parameters
	Descriptive analysis
	Primary outcome results
	Secondary outcome results

	Discussion
	Conclusion
	Funding
	Conflicts of interest
	References


