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Primary Retroperitoneal Approach

to the Superior Mesenteric Vessels in Minimally
Invasive Surgical Treatment of Right Colon Cancer
with D3 Lymph Node Dissection.

Technique and First Short-Term Outcomes

S.K. Efetov*, B.S. Semchenko, A.K. Rychkova

1.M. Sechenov First Moscow State Medical University (Sechenov University), Moscow, Russian Federation

Aim: to develop and describe the technique of primary retroperitoneal approach to the superior mesenteric vessels
for D3 lymph node dissection in minimally invasive surgical treatment of the right colon cancer; to evaluate the short-
term results of the first series of patients operated by this technique.

Materials and methods. Patients with adenocarcinoma of the right colon were included in the study. The technique
of primary retroperitoneal approach consisted in mobilization of the right mesocolon along the posterior surface
in the direction of the superior mesenteric vessels, D3 lymph node dissection with crossing of the feeding vessels
from the retroperitoneal side using a single-port access system and consisted of five consecutive steps. At the last
step of the procedure the peritoneum and the remaining part of the mesentery were crossed laparoscopically to the
intended borders of the colon resection. The specimen was extracted through the incision for the single port, fol-
lowed by the formation of an anastomosis extracorporeally. The endpoints of the study were the short-term results
of surgical treatment.

Results. The study presents data of the first 5 patients with adenocarcinoma of the right colon who underwent
surgical treatment with D3 lymph node dissection using primary retroperitoneal approach to the superior mesen-
teric vessels. The duration of the retroperitoneal step averaged 110 (90-140) min. The average blood loss was
62 (10-100) mL. The first two patients underwent a three-stage retroperitoneal portion of the surgery. The other
three patients were successfully operated by primary retroperitoneal approach with performing of all five steps of the
operation. The number of removed regional lymph nodes was on average 36 (18-57), apical lymph nodes — 6 (4-5),
metastatic regional lymph nodes — 3 (2-4). One patient developed a Class 1 Clavien — Dindo complication, which
did not require a change in treatment tactics. The average postoperative hospital stay was 8 (5-12) days.
Conclusion. The technique of primary retroperitoneal approach to the superior mesenteric vessels to perform
D3 lymph node dissection was described for the first time. The obtained results demonstrated the possibility of using
this method for minimally invasive radical treatment of right colon cancer.

Keywords: colorectal cancer, laparoscopy, retroperitoneal approach, right colon, D3 lymph node dissection, right
hemicolectomy
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HoBas TexHMKa nepBNYHO-3a0PIOLLMHHOIO A0CTYNa K BEPXHUM OpbhKee4HbIM
cocypam npu MmasiomHBa3MBHOM XUPYPru4ecKoMm JieHeHUU paka npaBou
NOJIOBUHbI 060404HOM KULWIKK ¢ D3-numdoanccekumen.

MeToauka v nepBblie pe3ynbTaThbl

C.K. EdeToB*, B.C. CemueHko, A.K. PblukoBa
®raAQy BO «[lepsbliii MOCKOBCKWIA roCyAapCTBEHHbIA MeauLmnmHCKkuii yuueepcuteT uM. .M. CedeHoBa» MuHncTepcTBa
3apaBooxpaHeHuss Poccuiickori Peaepavmm (CedyeHoBckuii yHnBepcenTeT), Mocksa, Poccurickas denepaums

Llenb uccnepoBaHusa: pa3paborarb 1 onMcaTb TEXHUKY NEePBMYHO-3a0PIOWMHHOINO A0CTyNa K BEPXHUM Opbixe-
€4HbIM cocygam afs BbinosiHeHus D3-numdopuccekumm npy MasovHBa3WBHOM XMPYPrMYECKOM JIeHEHMU paka
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npaBor NOM0BMHbI 060404YHON KNLWKN. OLEHNTb HEMOCPEACTBEHHbIE PE3YNbTaThl NEPBONM CEPUN MALIMEHTOB, OMne-
PUPOBAHHbLIX MO AAHHO METOOMKE.

Martepuansl U meToabl. B riccnenoBaHne BKIIIOYEHbI MAUVEHTbI C aAeHOKapPLIMHOMOM NpaBbiX OTAEN0B 060404~
HOM KMLWKKN. PagdpaboTaHHas TeXHMKA NEPBUYHO-3a0PIOLWMHHOMNO JOCTYNa 3ak/ioyanachk B BbIMOJHEHUM MOOMNIN3a-
LM NpaBbiX OTAEN0B 060A0HYHONM KULLIKM MO 3aAHEN NMOBEPXHOCTU B HAMPaBIEHUN BEPXHUX BPbIXEEUYHbIX COCYA0B,
D3-numdoamccekLmm ¢ nepeceveHneM NUTAaLLMX COCYA0B CO CTOPOHbI 3a6PIOLLIMHHOIO MPOCTPAHCTBA C MOMOLLLbIO
OZHOMOPTOBOV CUCTEMbI €AMHOr0 AOCTYMNA U COCTOSIA U3 NOCIeN0BATENbHOMO BbINMOJHEHUS NATU 3TanoB. Ha no-
cnepHeM aTarne onepauuu nanapockonmMyecknmM CrnocoOOM BbIMOJIHANOCH NepeceyeHe BPIOLLIMHBLI U OCTaBLUENCS
4acTu BPbLKENKM A0 HAMEYEHHbIX FPaHUL, pe3ekuumn kuwku. OnepaumoHHbIr NnpenapaTt U3BNIeKancsa Yepes OTBep-
CTue onsl yCTaHOBKM MOHOMOPTA, Nocne 4ero GopMupoBancs aHaCTOMO3 3KCTpakoprnopanbHO. KOHEeYHbIMY TOYKa-
MW CCNeafoBaHUs CTav HEMOCPEACTBEHHbIE PE3YbTaThl XMPYPrMYeCcKoro eYeHus.

Pe3ynbraTbl. B nccnenosaHmm npeactaBfieHbl AaHHbIE MEPBLIX 5 NALUMEHTOB C afeHOKaPLMHOMON NpaBbIX OTAe-
NIOB 060004YHOWN KMLLKM, KOTOPbIM NMPOBEAEHO XMPYpruyeckoe neyveHne ¢ D3-numdoanccekumern nytem nepemy-
HO-3abPIOLLIMHHOIO A0CTYMNa K BEPXHUM OpbbkeeyHbIM cocyaam. AnnTtenbHOCTb 3abpioLLIMHHOIO 3Tana coctasmuna
B cpeaHem 110 (90-140) muH. CpenHasa kpoBonoTeps coctaBmna 62 (10—100) mn. MepBbiM ABYM NaumMeHTam Obiio
BbIMOJIHEHO TPY 3Tana 3abploLIMHHON YacTy onepauuun. OcTanbHble TPY NaumeHTa Oblin YCnewHo Npoonepmnpo-
BaHbl NMEPBUYHO-3a0PIOLLIMHHBIM JOCTYNOM C OCYLLECTBIEHMEM BCEX NATM 3TANOB onepaumm. Yncno yaoaneHHbIx
pernoHapHbix ninMmdoysnoB npu D3-numdboanccekummn coctaBuno B cpegHem 36 (18-57), anukanbHbix — 6 (4-5),
MeTacTaTU4YeCKnX permoHapHbix — 3 (2-4). Y ogHOro nauyeHTa pasBuiioCb OCNIOXHEHMe 1-ro knacca no knaccu-
dukaumm KnaBbeHa — OMHOO0, 4TO HE NOTPeboBaIo NBMEHEHUS TakTUKN NeveHns. CpeaHui nocneonepaunoHHbIN
KOWKO-AeHb cocTaBmn 8 (5—12) cyTok.

BbiBoabl. BnepBble onncaHa TexHMka MEPBUYHO-3a0PIOWNMHHONO AOCTYNa K BEPXHUM OpbDKEEYHbIM COCYAaMm
ons BbinosHeHus D3-numdoanccekummn npu pake npaBbix 0TAEN0B 000004HON KULWKN. MonyyYeHHble pedynbTaThl
NPOAEMOHCTPMPOBAJI BO3MOXHOCTb NPUMEHEHNS AHHOrO AO0CTyNa AJ19 MasllOMHBA3MBHOIO PaanKanbHOroO neye-
HUS paka NPaBoW MNOJIOBMHbLI 000404YHOW KULLIKW.

KnioueBble cnoBa: pak 060[004YHON KULLKU, NTaNapoCKonus, NepBUYHO-3abpIOLINHHBLIN AoCcTyn, D3-numdoauc-
CeKuMs, NPaBOCTOPOHHAS FEMUKONISKTOMUS

KOH®NUKT nHTEepecoB: aBTOPbLI 3aABNSIOT 06 OTCYTCTBMU KOHDIKTA MHTEPECOB.

Ana uutupoBanusa: Edetos C.K., Cemuerko B.C., PuivkoBa A.K. HoBas TexHuka nepBMYHO-3a6PIOLLIMHHOIO 4OCTyNa K BEPXHUM
OpbKeeyHbIM Cocyaam Npu MasioOMHBA3UBHOM XMPYPrMYeckoM NeYeHnn paka npaBol NOMOBUHbI 060404HOM KUWKK ¢ D3-num-
doamnccekumen. Metoguka v nepsble pesynbtaTbl. POCCUIACKUIA XYpHaNn raCTpO3HTEPONOrMN, renatoiorum, KononpoKTONOrmun.
2024. https://doi.org/10.22416/1382-4376-2024-1374-3638

Colorectal cancer is one of the most common
malignant neoplasms worldwide. It takes the third
place among the most frequently diagnosed can-
cers and is also one of the leading causes of cancer
deaths [1]. Laparoscopic colorectal resection was
first mentioned in 1991 [2]. After the positive re-
sults of several multicenter prospective randomized
studies, laparoscopic approach was accepted as a
feasible and safe method in the surgical treatment of
colorectal cancer [3—6]. However, the development
and improvement of laparoscopic technique cannot
overcome factors such as patient obesity and abdom-
inal adhesions that prevent its use. In addition, lap-
aroscopic access may not be appropriate for patients
with cardiopulmonary disease because of increased
intraabdominal pressure [3, 7]. In the treatment of
left colon cancer, primary retroperitoneal approach
to the superior mesenteric vessels can avoid such
obstacles and expand the indications for minimally
invasive surgery [8, 9]. In this study, we describe a
new technique and the first results of primary retro-
peritoneal approach to the superior mesenteric ves-
sels for right colon cancer surgical treatment.

We have analyzed the results of treatment of
the first five patients with malignant neoplasms
of the ascending colon, caecum, hepatic flexure
of the colon, who underwent surgical treatment
in the period from November 2023 to June 2024.

Inclusion criteria were 1) histologically veri-
fied adenocarcinoma of the right colon; 2) planned
D3 lymph node dissection; 3) resection of the right parts,
transverse colon resection, or right-sided hemicolectomy;
4) age of the patient older than 18 years; 5) clinical stage
[I—IIT; and 6) previous abdominal surgery.

Exclusion criteria were: 1) clinical stage I
of the disease; 2) body mass index less than
18 kg/m? 3) emergency indications for surgical
treatment of right colon cancer; 4) D2 lymph node
dissection.

As a surgical treatment, all patients underwent
resections using primary retroperitoneal access to
the superior mesenteric vessels.

The endpoints of the study were the immediate
results of surgical treatment.

To analyze and interpret the results SPSS 26 sta-
tistical software (SPSS Inc., Chicago, USA) was used.
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Technique of primary retroperitoneal approach

The patient is placed on the operating table
in a horizontal position. A 10-mm trocar for the
optical system is inserted in the paraumbilical
region, a pneumoperitoneum is formed, and the
abdominal cavity is revised. After tumor identifi-
cation and revision of the abdominal cavity, the
pneumoperitoneum is eliminated.

Then, a 4-cm long transverse skin incision is
made in the right lateral region of the abdomen, at a
point located at the middle of the distance between
the edge of the rib arch and the anterior superior
iliac spine. The aponeurosis, muscles of the anterior
abdominal wall and transverse fascia are then se-
quentially dissected down to the preperitoneal fibre.
The parietal peritoneum is bluntly separated from
the anterior abdominal wall in a dorsal direction,
thus forming a primary retroperitoneal canal for the
installation of the single-port system (Fig. 1). A car-
bon dioxide supply is connected to the single-port
system to form a dissection space in the retroperi-
toneum. A 30° optical system, a laparoscopic clamp,
and a dissection instrument are inserted into the sin-
gle-port single-access system.

The next step is to dissect the retroperitone-
al fibres up to the renal fascia (Gerota’'s fascia).
Further dissection consists of consecutive steps:

1) dissection between Gerota’s and Toldt’s fas-
cia to the lateral edge of the duodenum;

2) dissection of the anterior surface of the pan-
creatic head to the level of the trunk of Henle;

3) identification of the colonic branches of the
superior mesenteric vessels;

4) ligation of the origins of colonic branches
of the superior mesenteric vessels with displacement
of the apical lymph nodes towards the preparation;

5) complete mobilisation of the posterior sur-
face of the right mesocolon.

The dissection between Toldt’s fascia and
Gerota’s fascia is first performed medially at the
level of the lower edge of the right kidney to iden-
tify the right ureter and right gonadal vessels. The
ureter and gonadal vessels are withdrawn dorsal-
ly and then the dissection is continued cranially
to identify the descending part of the duodenum
(Fig. 2). The next step is to isolate the anterior
surface of the pancreatic head from the surround-
ing tissues. Then the posterior mesenteric leaflet is
dissected medial to the pancreatic head in the pro-
jection of the superior mesenteric artery (Fig. 3),
dissection continues in caudo-cranial direction,
the ileocolic artery is identified, clipped and cut
at its origin, the fibre with the apical lymph nodes
is isolated and shifted towards the removed part
of the mesentery. Dissection continues in cranial
direction with identification, if any, of the right
colic artery and its ligation at the origin. Next,
the root of the middle colic vein and middle colic
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Figure 1. Scheme of trocar placement for primary-retroperitoneal approach to the vessels of the right colon:

A — single-port system with two 5-mm and two 12-mm trocars; B — 10-mm trocar; C — 5-mm trocar (installed
if needed)

Pucynox 1. CxeMa pacCTaHOBKM TPOAKAPOB [IJIsi NEPBUYHO-3a0PIONIMHHOIO JIOCTYIIA K COCY/aM IPABON MOJOBUHBI
000/I0YHOIT KUIIKKU: A — OJHOIIOPTOBAs CHCTEMa C IByMs >-MM u AByMs 12-mM Tpoakapamu; B — 10-mMM Tpoakap;
C — 5-MM Tpoakap (ycraHapauBaerTcsl Npu HEOOXOANMOCTH )
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artery are identified. Apical lymph nodes are also
shifted towards the removed part of the mesentery.

The trunk of Henle is identified and its large in-

testinal branches are cut.

in a caudal direction is performed. Mobilisation of
the transverse colon is continued medially to the
border 10 cm from the tumor. The parietal perito-
neum of the right lateral canal is uncovered. The

The next step is a dissection in cranial direction
to identify the right gastroepiploic artery, which
is then clipped and cut. Extended D3 lymph node
dissection is considered complete.

Mobilisation of the ascending colon and caecum,
dissection between the Toldt’s and Gerota’s fascia

retroperitoneal step is considered completed.
Abdominal step
Carboxyperitoneum is formed, one or two addi-
tional 5-mm trocars are placed in the hypogastri-
um and right mesogastrium, if necessary. The gas-
tro-colic ligament and the omentum are transected

Figure 2. Dissection in the cranial direction to the identification of the descending part of the duodenum:
1 — duodenum; 2 — Gerota’s fascia; 3 — Toldt’s fascia

Pucynox 2. Jluccekiysi B KDAaHUATBHOM HANPABIEHUHU 10 WAEHTU(MUKAIINT HUCXO/SIIEN YACTH JBEHA/IIATHIIEPCTHON
kumkn: 1 — gBeHaanatunepcrHas kumka; 2 — gacuus [epora; 3 — daciusa Tombara

Figure 3. Caudo-cranial dissection to the posterior mesenteric leaflet with identification of the superior mesenteric
vessels: 1 — duodenum; 2 — Gerota’s fascia; 3 — superior mesenteric vessels; 4 — pancreas head; 5 — superior
mesenteric vein; 6 — ileocolic vein; 7 — superior mesenteric artery; 8 — ileocolic artery

Pucynox 3. [luccexknns B Kayno-KpaHHATHHOM HAIPABJIEHUH [0 33JHETO JNCTKa OPBIKEHKN ¢ maeHTH(UKaImei
BepPXHUX OpbIKEeYHbIX cocyoB: 1 — nBeHaarunepcTHas kumka; 2 — dacius I'epora; 3 — BepxHue GpbIXKeevyHbIe
cocynbl; 4 — TOJIOBKA TIO/KETYJOYHON >Kese3bl; 5 — BepXHsSA OpbDKeeuHas BeHa; 6 — MOAB3JOINIHO-06010YHAS
BeHa; 7 — BepXHssl OpbIKeeuHas: apTepusi; 8 — MOJAB3/0ITHO-00010YHAS APTEPUST
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Table. Patient characteristics and short-term outcomes of surgical treatment
Tabauua. XapakTepuCTUKa MAIIMEHTOB U KPATKOCPOYHBIE PE3YIbTAThl XUPYPTUUECKOTO JIEUCHUST

Parameter Patient 1 Patient 2 Patient 3 Patient 4 Patient 5
Xapaxmepucmura IMauuenm 1 Havuenum 2 ITauuenm 3 INauuenm 4 IHavuenum 5
Age, years 63 76 62 72 65
03pacm, aem
BMI, kg/m?
UMT, e/ n? 29.7 22.8 18.5 27.7 32.8
Transverse Hepatic flexure | Hepatic flexure Ascending
Tumor location colon of the colon of the colon Caecum colon
Jlokaruzayus Ionepeuno- Ileuenounwviii Il eyenounwviil Caenas Bocxodswas
OnYyxoaU o0b6odounas | uszub 06000unoi | uszubd 060004HOU Kuwka 06000unas
KUWKA KUWKU KUWKU Kuuxa
AJCC stage
AJCC cmadus 3 3 2 3 3
TNM pT3pN2cMO pT3pN1cMO pT3pNOcMO pT3pN1cMO pT2pN1cMO
Transverse Right Right Resection Right
colon resection | hemicolectomy hemicolectomy of the right | hemicolectomy
T Pesexyus Iipaso- IIpaso- sections Ilpaso-
ype of the surgery p
Tun onepauuu nonepeuno- CMOPOHHSLS CMOPOHHSSL e3eKuust CMOPOHHSLS
pay, 600
06000uHOU 2EMUKOL 2eMUKOL npasvlx 2EMUKOL
KUWKU IKMOMUSL IKMOMUSL omdes06 IKMOMUSL
Duration
of the retroperitoneal
S5, T 130 90 100 140 171
Jlumenvrnocmo
3a6PIOWUHHO020
amana, mun
Duration
of the laparoscopic
s, i 80 90 60 60 70
JlaumenvHocmo
JANAPOCKONUUECKO20
amana, mMun
oo B 100 50 100 50 10
posonomepsi, M
Harvested lymph
Ms155, 7 18 34 57 35 34
Yoanennuie
AUMPOY3TbL, N
Positive lymph
Rgdes’ " 4 3 0 2 1
emacmamuueckue
JUMPOY3TIbL, N
Apycal lymph nodes, n
Anuxanvhole 4 7 9 4 7
AUMPOY3a6L, N
Postoperative
complications, n
Iocaeonepayuonnvie ! L v L v
OCJIOKHEHUSI, N
Postoperative
hospital-stay, days
Iocaeonepayuonmwii S 10 8 12 12
KOUKO-OeHb, CYymKu
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sequentially, after which the colon is brought to
the anterior abdominal wall through the incision
from the single port. The intestine is crossed ac-
cording to the markings. An ileotransversoanasto-
mosis is formed.

Results

A total of 5 patients with tumor location in the
right colon were operated using primary retroper-
itoneal approach (Table). At the moment of the
method implementation the first three steps of
the retroperitoneal part of the operation were per-
formed in two patients. The other three patients
were successfully operated by primary retroperito-
neal technique with all five steps of the operation.

In these 5 patients, the average number of re-
moved lymph nodes was 37.2 (18—57). On aver-
age, 3 (2—4) metastatic lymph nodes were iden-
tified during these interventions. The number of
removed apical ones averaged 6 (4—5). The dura-
tion of the retroperitoneal stage was 110 (90—140)
minutes. The laparoscopic transabdominal stage
lasted up to an average of 87.5 (60—90) minutes.
The average blood loss was 62 (10—100) mL.

One patient had a subcutaneous haematoma
in the postoperative period, which required con-
servative treatment and corresponded to Class 1
complications according to the Clavien — Dindo
scale. Postoperative hospital stay averaged 8 (5—
12) days. All patients were discharged from the
hospital with improvement and with referral for
radiation chemotherapy.

Discussion

Minimally invasive surgical treatment of
colorectal cancer in the modern world is asso-
ciated with laparoscopic and robotic surgery.
Laparoscopic approach for right colon cancer has
better outcomes compared to open one, allowing
this type of minimally invasive technique to be ac-
tively used [10]. The final results of the COLOR
study demonstrated the advantages of laparoscopic
interventions over open surgeries: less blood loss
(p < 0.0001), shorter period of peristalsis recov-
ery (p < 0.0001), decreased postoperative hospi-
tal-stay (p < 0.0001). It is worth noting that the
frequency of intraoperative conversion out of 125
observed patients was 32 % (n = 40), the reasons
for conversion were: tumor fixation, adhesions in
the abdominal cavity, concomitant cardiac com-
plications, tumor size [7].

According to I.Y. Kim et al., in patients with
previous abdominal surgery, the conversion rate
for laparoscopic colorectal surgery was 25 %, while
conversion to open approach with an unoperated

abdomen was 8.1 %. The reason for conversion
in 50 % of cases was an adhesive process that pro-
vided difficulties in performing radical oncologi-
cal surgery [11].

Patients with previous surgical treatment have
a higher incidence of unintentional enterotomy
during adhesiolysis than patients without previous
surgical treatment [12]. In addition, a higher in-
cidence of intestinal obstruction may be observed,
as shown in this study.

According to the results of the meta-analysis,
obese patients have a higher incidence of R1 re-
section and a lower number of removed lymph
nodes, which is associated with technical difficul-
ties in performing minimally invasive surgery [10].

In a clinical study during laparoscopic abdom-
inal surgery, J. Jakimowicz et al. reported a 53 %
reduction in portal blood flow with abdominal in-
sufflation up to 14 mmHg. Reduced portal vein
blood flow during pneumoperitoneum can lead to
hepatic hypoperfusion and acute hepatocyte in-
jury or temporary increase in liver enzyme ac-
tivity [13].

Factors specific to laparoscopy that may affect
intraoperative cardiac function include increased
intra-abdominal pressure, Trendelenburg position
and hypercapnia. Increased intra-abdominal pres-
sure is a major contributor to cardiac depression.
Mechanisms of decreased cardiac output after ab-
dominal insufflation include increased afterload
and decreased preload due to impeded venous re-
turn [14]. R.S. Zuckerman and S. Heneghan re-
ported that a decrease in cardiac index occurred
immediately after abdominal insufflation for lapa-
roscopic cholecystectomy but returned to baseline
within 10—15 minutes after abdominal insuffla-
tion. Cardiac output levels recovered from tempo-
rary depression 2.5 hours after abdominal insuffla-
tion during laparoscopic surgeries [15].

A factor that is adversely affected by pneu-
moperitoneum is also venous stasis. Increased in-
traabdominal pressure and reverse Trendelenburg
position during laparoscopy have been shown to
reduce blood flow in the femoral veins. Increased
intraabdominal pressure has a direct effect on
the inferior vena cava and iliac veins and reduc-
es venous blood flow in the lower extremities.
Under the influence of gravity during reverse
Trendelenburg position, internal abdominal or-
gans may also exert a compressive effect on the
iliac veins, resulting in decreased femoral venous
blood flow [14].

In contrast, with primary retroperitoneal ac-
cess, the patient is positioned horizontally on the
operating table and most of the operation is per-
formed without carboxyperitoneum. We hypothe-
size that this may attenuate or completely negate
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the effects of increased intraabdominal pressure on
organ systems during minimally invasive surgery.

Most of the disadvantages encountered during lap-
aroscopic colorectal surgery can be improved by the
proposed primary retroperitoneal approach. When
performing this technique, the patient is placed on
the operating table in a horizontal position. There is
no need to transfer the patient to the Trendelenburg
position. Pneumoperitoneum is formed for a short
time at the beginning of the operation and at the
final stage, thanks to which there is no additional
load on vital organ systems. It is also worth noting
that thanks to the work in the retroperitoneum, the
operating surgeon can perform safe lymph dissection
in patients with adhesions and obesity.

Previously, we presented studies presenting
primary retroperitoneal approach for perform-
ing vascular-oriented D3 lymph node dissection
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