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I Background



v’ Colorectal cancer is the third most commonly diagnosed

malignancy worldwide and the third leading cause of cancer
death in the United States. In Egypt, nowadays, according to
NCI database, there is a shift towards higher incidence in

younger population than rest of the world

Ref: Ibrahim AS, Khaled HM, Mikhail NN, Baraka H, Kamel H. Cancer incidence in Egypt: results of the national population-based
cancer registry program. J Cancer Epidemiol. 2014;2014:43797 1.webcontent/acspc-042151.pdf. Accessed January 20, 2017.



v’ Laparoscopic right hemicolectomy increasingly become a

standard surgical approach for right sided colon cancer; with
many short-term benefits, such as decreased postoperative
pain, more rapid postoperative recovery, shortened duration of
hospital stay, improved quality of life, and similar long-term

oncological results as compared with open right hemicolectomy.

Ref: Kang J, Kim IK, Kang SI, Sohn SK, Lee KY.Laparoscopic right hemicolectomy with complete mesocolic excision.
Surg Endosc 2014;28:2747-51.



v' This theory of complete mesocolic excision (CME) entailed
complete separation by sharp dissection between the visceral
and parietal peritoneal fascia up to the origin of superior
mesenteric vessel, with central vascular ligation (CVL).

This will lead to excision of the tumor and its draining vessels
and lymph nodes totally enclosed in a closed facial envelope
and avoids interruption of lymphatic and vascular drainage
that may cause peritoneal dissemination of tumor cells. In
addition, it increased the retrieved draining lymph nodes.

Ref: West NP, Morris EJA, Rotimi O, Cairns A, Finan PJ, Quirke P (2008).Pathology grading of colon cancer surgical
resection and its association with survival: a retrospective observational study. Lancet Oncol 9:857-865.



Patients and Methods:




A. Patient Recruitment

v’ This is a prospective, comparative, clinical study done on 38 fit patients
(CME group) diagnosed as stage |-llIC cancer right colon by colonoscopic
biopsy, and staged by abdomino-pelvic CT, chest CT, and carcino-
embryonic antigen (CEA) at General Surgery Department, Menoufia
University Hospitals, between Dec. 2016 to April. 2021.

Patients with distant metastasis (stage 4), patients with obstructed or
perforated tumor, patients with synchronous multicentric tumors, and unfit
patients for general anesthesia and laparoscopy were excluded from the
study.

The following data were collected, recorded and compared to a group of
patients (38 patients) previously had laparscopic conventional right
hemicolectomy in our department (conventional group):




B. Surgical Procedures

v’ Dissection started from Terminal lleum




Surgical Procedures

v’ Dissection from ileocolic vessels




Surgical Procedures

v' Dissection from retroperitoneal structures




Surgical Procedures

v" Supracolic Dissesction with Apical Lymphadectomy

"‘ v




Surgical Procedures

v’ Dissection and Clipping of middle colic vesse




Surgical Procedures

v Intracorpreal Anastomsis




3. Kcsults



Sociodemographic data

Table 1 Sociodemographic data of participants
Conventional group (38 patients) [n (%)] TME group (38 patients) [n (%)) it test P value
Age 6111 (38-74) 28+13 (35-11) 1.8 (.12
Sex 2.3 0.09
Male o7 (71.1) 25 (65.8)
Femdle 11 (209) 13(342)
Comorbidity 21 0.11
Yes 25 (65.8) 23(602)
No 13 (34.2) 15 (39.8)
TME, total mesoreclal excision.




Clinico-pathological Data

Table 2 Clinicopathological factors of studied groups

Corventional group [n (%)] TME group [n (%2)] ¥ F value

Site . 018
Cecum 20 (52.6) 18 (47.3)
Ascending colon 15 (39.8) 18 (47.3)
Hepatic flexure 3(7.6) 2 (5.4)

Stage
[ 5 (13.1) 3 (7.6)
[ 15 (30.8) 18 (47.3)
1A 7 (18.4) 4 (10.5)
e 6 (15.6) 7 (18.4)
mnc 5 (13.1) 6 (15.6)

Proximal margin (cm) 11.4+4.6 12.5+5.2

Distal margin (em) 12.7+5.4 13.2+4.4

Grade
Well 7 (18.4) g (23.7)
Moderate 21 (55 21 17 (44 7
Poor 10 (26.4) 12 (31.6)

A0 resection 33 (B6.8) 37 (97.3)

LM retrieval 12+2.4 19.8+3.1

LM, lymph node, TriEststal.mesaractal excision.




Intra-operative Parameters

Table 3 Intraoperative and postoperative outcomes of the studied groups

Conventional group TME group 7
Duration of surgery (min) 136426 18832 B9.5
Blood loss (mi) 25 2304 38
Conversion rale [n (%)) 3178 2 (5.4] 11
First time passage of flatus (h) 56,525 50.25¢3.5 8.6
Hospilal stay (days) 1824 B.3+1.8 28
30 day postoperalive marbidiy [ (%] 10 (26.4] 9 {23.7) 13

TME, total mesorectal excision.




Oncological Outcomes

Table 4 Short-term oncological outcomes of the studied
groups

Corventional CME group
group

Mean follow-up 46.3+3.7 38+ 3.8
period (months) (25-50) (25—45)

3-year overall 32 patients 33 patients
survival [n (%) ] (84.2)

Disease-free survival 28 patients 32 patients
[ (25)] (73.6) (84.2)

CME, complete mesocolic excision.




4. chatc



LANCET Perspectives

Spotlight

s complete mesocolic excision superior to conventional

colectomy for colon cancer?

Opening opinion: Yes

Danilo Miskovic

Department of Surgery, St Mark's Hospital, London HA 3U), UK
danilo.miskovic@nhs.net

D3 resections show). Hence, it is safe to assume that their
D2 resection is still much better than what most patients
will receive. The Dutch Colorectal Cancer Group even
incorporated the concept of a very good D2 resection
into their national cancer quidelines, by suggesting to cut




-

When Werner Hohenberger and colleagues described
CME in 2009, they had already been doing it for many
years, and they could show increasingly improved survival
outcomes in the#Patient series. hree main pillars

ssue, and appropriate longitudinal resection margiy
This strategy was not a radically new idea, but a thoroug
implementation of accepted concepts of cancer surgery.
Critics were not in short supply of arguments, raising
concerns about selection bias, lack of randomisation, and
generalisability, just to name a few limitations. But the
critics did not see the truly important message behind it
all: how cost-effective and remarkable would it be if simply

changing a surgical technique could improve cutcomes? If

simply training surgeons to do a better job could save lives?
There would be no expensive kit or costly chemotherapy or
multimodal treatment involved, just surgical skill.
But what about the randomised controlled trial dgfa?

after D2 vérsys D3 lymphadenectomy in_pe
stages of colon cdTreeslhe issue these trials is that
the surgeons doing the procedures are highly skilled in
D3 lymphadenectomies (and to a high standard as the
lack of differences in complication rates between D2 and

often cited and commonly misunderstood retrospective
study. The SMV injury rate is significantly higher in the
CME group. Nine (1-7%) of 529 patients compared with
four (0-2%) of 1701 in the non-CME group had this
potentially devastating complication. This finding seems
to be logical, as injuries are more likely to occur when
operating nearer these vessels. One important detail is
often forgotten when mentioning these results. None
of patients who had an SMV injury had any long-term
problems. Vascular injuries during CME are still rare and
hardly ever lead to devascularisation or uncontrollable
sleeding. They can be fixed, as long as the surgeon is
=xperienced and appropriately trained. This brings us to
he last—but perhaps most important—issue. Should every
ancer surgeon start doing CME? Although the answer is
in principle yes, the question might be wrong. Operating
on colon cancer should no longer be regarded as a basic
operation of the colorectal surgeon, but considered to
be a highly specialist procedure that requires appropriate
training. CME training might only emerge in future
training programmes for the next generation of surgeons.
Structured training programmes cost a fraction of large-
scale drug trials and the opportunities are too large to
ignore.

is likely to deliver superior oncological results:
n be done safely and surgeons can be trained. It is less
conmfphcated than often assumed. It is simply good



mer opinion: No

Reza Mirnezami
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CME aims to deliver an oncologically superior colon cancer
specimen enclosed within an intact mesocolic package.
Radical surgery for right-sided colon cancer, as envisaged
by proponents of this technique, combines CME with
central vascular ligation of the principal blood vessels at
their origins on the superior mesenteric vein and artery.
Studies in the past decade have reported improved cancer
outcomes after CME for colon cancer compared with
conventional colectomy, although this has not been a
universal finding and opinions on the optimal extent
of mesenteric dissection remain divided. Although the
technique continues to gain a steady following, doubts
persist about oncological efficacy and safety, with some
experts having reported significantly increased rates
of intraoperative major visceral injury and 90-day
mortality compared with conventional colectomy. The
question remains, should CME be regarded as the current
benchmark of care for patients with colon cancer?
Unquestionably, respecting embryological planes
and ensuring adequate margins of tumour excision are
of paramount importance in any well executed cancer
operation, but these are not new concepts. The main
source of controversy with CME for colon cancer is centred

metastases, and distant metastases is increasingly being
huestiﬂned.
to now, studies ewvaluating CME have
allenging to compare because of variability in operativ
echniques and methods for defining the extent of
nesenteric dissection. Long-term results from the RELARC
rial are eagerly awaited, although this study again
showed a significantly increased rate of major vascular
njury with CME compared with D2 right colectomy.
wo well publicised studies with long-term data are
vorth highlighting. Anders C Bertelsen and colleagues
r'ompared outcomes in 813 patients undergoing
ronventional colectomy, with 256 patients undergoing
"ME. They reported a 7-9% reduction in the cumulative
isk of recurrence with CME. Howewver, data on local
currence alone, the yardstick against which CME shoul
arily be assessed, were not presented. Additional
required
multivisceral resection (compared with 22 [9%] in the CME
group; p=0-019), indicating that this group of patients
had more aggressive disease. NMotably, significantly
fewer patients in the conventional colectomy cohort
had surgery done by a specialist. Zhidong Gao and
colleagues compared outcomes with CME (n=220)
versus conventional colectomy (n=110) and found no
significant differences in 3-year overall, disease-free
survival, or metastasis-free survival. The authors reported
significantly higher local recurrence-free survival in the
CME group. However T2 and T4 tumours were grouped




cological outcomes of complete versus
conventional mesocolic excision in laparoscopic

ight hemicolectomy
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Abstract

Background: Complete mesocolic excision (CRE) has been proposed for colon cancer to improwve
oncological outcomes. The risks and benefits of laparoscopic CRE hawve not been examined fully. We
comparaed short- and long-term outcomes of CRME with a conventional mesoacolic excision {(man-ChAE)
in laparcscopic right hemicolectomy (RHC) for right-sided colon cancer.

Methods: In total, 115 patients who underwent laparoscopic RHC with stage -1 right-sided colon
cancer at Busan Paik Hospital from August 2007 to October 2011 were enrclled in this case-conmtrol
study. Three trained colorectal surgeons reviewed videos of the surgeries; patients were divided imto
two groups: those who underwent a CTHWE (CMME group, i = 34) and those who undernwent a
conventional mesocolic excision {(NonN-ChE group, n = &1).

post-operative complications, or hospital stay. However, the CME group had more lyvmph nodes
harvested (P = 0.001) and lower blood loss (P = 0.018) versus the non-ChRE group. There was no
difference in S-year disease-free survival rate between the groups, but S-year owverall survival rate was
100%: im the CME group and 829.49%: in the non-CME group (P = 0.05).

Conclusions: Laparoscopic RHC with CMIE is safe and associated with better S-vear owverall surviwval
rate tham non-ChE for patients with stage -1l right-sided colon cancer. Implementation of ChAE
surcgery micht improve oncological outcomes for patients with right-sided colon cancear.




A Right hemicolectomy with complete mesocolic
excision is safe, leads to an increased lyvmph node
vield and to increased survival: results of a
svstematic review and meta—analvsis

= Aamania 1, B Davies €, F Bagolini 1, M Wettaretbo ®, ) RBandolph 4, B Cimocchi 5 9, A Donind * )
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Absrtract

Backogrmoaund s The introduction of coompletes mesccolic excision (O Ey for right oolon cancesr has raised
an important discussion in relation o the extent of colic and mesenternc resection, and the impaect this
may hasvwe on mph mrode yield, as urncertainty remains regarding the asefulness of and indications for
rght Emicolectormy wwithh CRAE and the benents of CRAE compared whith a traditiomal appeproach, the
purpose of this meta-amalysis i= o oompares the tvwo procedures im terrms of satety, Iymph node wield
arnd omncological outcome.,

Miethoeds: We erformmed a systematic revieww of the literature from 2009 up To Marcdh 15th, 2020
accordimng o the Preferred Repeortirng Items for Systermalbic Reviewws and Meta-Analvses (PRISR A
guidalimnes. Two hundred eighty—one publications wwers evaluoated, amnd 157 maet The imclusion onteria
arnd werns incledad. Primany endpoinds analysed were amnastomotic leak rate, blood loss, numibser of
harvested Iymph nodes, 3- ard S-year oncologic outcomes. Secondany outcomes werse ops-eratimg
time, comeversioan, intraacperative complications, recperation rate, owerall amnd Clavien-Cindo grade 5 -3
postoperative oomplications.

H=: Im termes of safety, mght emicolectonmy weith CRAE is ot inferior to tThe stamndard proceduars \
wbiren comparing rates of anastomotic leak (BR O.52, 5% O] O.35-1.79), blood loss (MDD -ZF2.488, 9555 0
-55.5< o -ZF3.53), overall postoperative complications [(FR OWLE2E, 9526 OO0 uae7r-1.00, Clavien-Oindo
grads 111-1'Y postoperative complications (BRRE 1.3, 9595 0 O.82-2.28) arnd reaperation rate (FRRE O.e5,

OSEL O O Z6-1.75h Traditional surngery is associated with a shorter operatimng time (RAD TeA3, 95%5 O

L I2TFT-25.480) and lowsr conmwersion from laparoscopic o open approasch (RE 1.72, 952 C1 1.00-2.96]). I
terms of aomncologic outcormes, right hemircolectomyy with OWIE leads o a higher Iymiph nods yield than
traditicmnal sur‘-l_::er'_-,-' (P12 _.-".1}5 O5%s 1 .05 1-:1-:]-4] Result=s of SLT:I‘I:I =tical analy=i= -l:-l::m;:l-an r‘ng Z-wear




(_onclusion



Conculsion

v’ Laparoscopic CME is a safe, valid, and
feasible surgical method for right-sided colon
cancetr. It is associated with comparable

postoperative morbidity with the conventional
method but has better pathological and short-
term oncological outcomes.










