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A B S T R A C T  

Objective: To access safety & feasibility of laparoscopic-assisted right 

hemicolectomy as a logical progression towards advanced laparoscopic colorectal 

surgery.  

Place and Duration: This study was conducted at Minimal Invasive Surgical Centre 

LUMHS Jamshoro & Private hospitals from Aug 2012 to July 2015. 

Methodology: A prospective analysis of 57 patients undergoing laparoscopic right 

hemicolectomy was done. All cases were diagnosed and operability was assessed 

according to our hospital protocol. Access was gained using supra-umbilical open 

Hasson technique. Right hemicolectomy was performed in standard fashion using 

lateral to medial dissection. Extra corporeal anastomosis was performed by extending 

supra-umbilical port incision to 5-6cm.  

Results: Total number of cases were 57. Mean age of the patients was 32.70 

(SD±6.773) years with male to female ratio of 3:1. Out of 57 cases laparoscopic 

assisted right hemicolectomy was successfully performed in 53 cases. In 4 cases we 

switched to open procedure; due to bleeding, adhesion and locally advanced 

carcinoma. Mean operative time was110.77 minutes (95-160). Mean duration of 

return of bowel activity was 2.38 days (1.5-4). Mean hospital stay recorded was 6 

days (4-10). Mean duration to return to normal physical activity was 21 days (15-30). 

On final histopathological diagnosis, there were 43(75.4%) cases of ileocecal 

tuberculosis, 9(15.8%) cases of carcinoma right colon and 5(8.8%) cases of 

carcinoma caecum. Surgery-related different postoperative complications were 

observed in 15 cases, however no mortality was observed in our study.   

Conclusion: Laparoscopic assisted right hemicolectomy is safe and feasible with 

smaller wound, shorter hospital stay, less analgesic requirement, early return of 

bowel and physical activity. This procedure can be used as a bridge in learning curve 

to master advanced laparoscopic colorectal surgery.  

Key words: Learning curve, Laparoscopic-assisted right hemi colectomy, safety & 

feasibility.  

Introduction 
 

Colorectal cancer is the most common indication for 

laparoscopic right colectomy although the procedure is also 

eminently suited to resection for benign tumours and 

stricture.1 

Evidence for the safety and efficacy of laparoscopic 

resection (LR) of colorectal cancer (CRC) based on the 

results of a systematic review1and a recently published 

meta-analysis2of randomized control trials (RCT) assessing 

the short-term outcomes of LP versus conventional open 

resection (COR) suggest that there may be an advantage in 

adopting the laparoscopic technique despite the increased 

operating time, cost and the steep learning curve. 2 

laparoscopic colorectal resection has been shown to 

have more benefits for postoperative recovery, such as 

postsurgical pain and hospital stay,4 and long-term 

survival,5–7 leading to a general acceptance of laparoscopic 
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surgery as an alternative to conventional open surgery for 

colon cancer.3 The last 20 years have seen major 

improvements in survival following colorectal cancer as a 

consequence of advances in early diagnosis, improved 

chemotherapy and radiotherapy and advances in surgical 

technique.4 

Since the introduction of minimally invasive surgery 

(MIS), there has been swift adaptation of instrumentation and 

technology to a myriad of surgical procedures.5 

After laparoscopic cholecystectomy, laparoscopic 

colorectal surgery is gaining widespread acceptance. 

Colorectal cancer surgery by minimally invasive 

surgery is safe and oncological equal to open surgery.1-

4Laparoscopic right colectomy is beneficial for many non-

malignant conditions like tuberculosis, crohn’s disease and 

diverticulitis.5 The outcome of minimally invasive surgery 

depends on the experience of the individual surgeon. 

Furthermore, in recent past outcome of open surgery has 

improved with added assistance of laparoscopy in recovery 

protocols including cosmetically smaller scar, low risk of 

wound infections, shorter hospital stay and earlier return of 

bowel activity and routine physical activities.6,7 This study 

was conducted to assess the safety & feasibility of 

laparoscopic-assisted right hemi-colectomy as a logical 

progression towards advanced laparoscopic colorectal 

surgery.  

Methodology 

This Prospective study was conducted at minimally 

invasive surgical center at Liaquat University of Medical and 

Health Sciences Jamshoro and a private hospital from Aug 

2011 to July 2015 

The patients of either gender who have consented to 

Laparoscopic surgery were included in the study. All patients 

had undergone baseline investigations as well as ultrasound, 

computerized tomography & colonoscopy. Detailed 

counseling was done and written consent was obtained 

according to our institutional protocol. General anesthesia 

was used in all cases. Access was gained through supra 

umbilical open technique. In the majority of cases, 3 access 

ports were used except in few cases where 4th port was 

required to retract a bulky colon. Harmonic shear and 

diathermy were used alternatively during dissection. Right, 

hemi-colectomy was performed including 

 

ileocolic, right colic and a right branch of middle colic 

vascular pedicle. Mobilization and resection of the terminal 

ileum, caecum, ascending colon and up to lateral one-third 

of transverse colon was performed. Extracorporeal 

anastomosis was performed by extending the supra-

umbilical port incision to 5-6cm. Stabling devices were not 

used to cut short the cost due to un-affordability of patients. 

A pelvic drain was placed where ever necessary. Operative 

and post-operative parameters/complications were recorded 

and analyzed.  

The patients were followed after a week then monthly 

up to 6 months and then every 3 months up to 2 years. 

Results  

Total Number of Cases in our study were 57. Mean + 

SD of the patients was (32.70 ± 6.773) years ranging from 

23 to 63 with male to female ratio of 3:1. (Table I).   

 

Out of 57 cases laparoscopic-assisted right 

hemicolectomies were performed in 53 % cases 

successfully. In 4 (7%) cases we opt to convert to open 

surgery. In one case due to torrential bleeding, in another 

case due to locally advanced carcinoma & in 2 cases due to 

dense adhesions. The operative time was highly variable 

ranging from 90 to 160 minutes; mean+SD operative time 

was minutes (110.78 ±13.31). mean+SD duration of return 

of bowel activity was days (2.38 ±0.796) ranging from 1-4 

days. Mean hospital stay recorded was 6 days (4-10). 

mean+SD duration to return to routine physical activity 

(21.01± 2.59) days ranging from 15-30 days. The 

histopathological diagnosis for all patients including those 

where we opt to proceed with open procedure includes 

tuberculosis (75.4%), carcinoma Right Colon (15.8%) and 

carcinoma caecum (8.8%). Post-Operative complications 

observed in our study were wound infection (15.8%), Ileus 

(7%) intra-abdominal sepsis (1.8%) and anastomotic leakage 

(1.8%). (Table II) 

Table I: Patient Demographics (n=57) 

Mean age (Years)  32.69 ± 6.77 

M:F 3:1 

Pre-operative Diagnosis: 

Tuberculosis  
Carcinoma 

75.43%(n=43) 
24.56%(n=14) 
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 The wound infections were superficial and responded 

well to injectable antibiotics without any residual or prolong 

morbidity as was with the intra-abdominal sepsis except that 

the hospital stay was comparatively prolonged. The patient 

who developed anastomotic leakage were kept on 

conservative management with favorable outcome.   

Discussion 
Laparoscopic management of colorectal diseases has 

been slow in gaining popularity as compared to other areas, 

since 1991 when first laparoscopic colectomy was 

performed and reported.8 However, last decade has 

experienced rapid acceptance in new developments in 

laparoscopic colorectal surgery. Management of colorectal 

disease by laparoscopic approach is attractive due to its 

added benefits to patient as well as health care system. 

Many studies have shown that there is no major difference 

between open and laparoscopic surgery in long-term 

survival, disease-free survival or local recurrence.9 However, 

after resistance for long time by laparoscopic community, it 

is not gaining popularity as an adjunct and a bridged towards 

total laparoscopic surgery. The long-term complications of 

laparoscopic-assisted colectomy have been the topic of 

discussion in the recent past. Laparoscopic-assisted 

approach for colonic surgery has gained widespread 

acceptance.10,11 Laparoscopic approach has many 

advantages over conventional open surgery including shorter 

hospital stay, less analgesic requirement and better cosmetic 

result.12,13   Instead of using scissors or hook cautery, use of 

harmonic shear, made dissection easier and comparatively 

bloodless. Our finding is inconsistency with other studies. 14 

This study was carried to assess feasibility and safety 

in 57 patients within a period of 4 years representing our 

early experience. In past, most studies have been carried to 

compare open and laparoscopic colonic surgery often 

grouping benign and malignant conditions. Many studies 

have suggested that laparoscopic approach is safe and 

equivalent in cases of oncological colorectal resections and 

is a better alternative for conventional open surgery in 

colorectal cancer resections. 15 

This study was conducted by performing standard right 

colectomy in both benign as well as malignant conditions. 

The histopathological diagnosis of the resected specimen 

documents a high prevalence of tuberculosis as the cause of 

right-sided colonic pathology as a cause of intestinal 

obstructions when compared to international published 

literature. However, when viewed with respect to our 

population it did not appears extraordinary as tuberculosis is 

still major health problem in this part of the world 16. 

Laparoscopic conversion to open surgery is variable 

according to different studies. It has been reported between 

7 to 25% in large series and 2 to 41% in small series.17, 18. 

We opt to open procedure in 7% (n=4 Pt) of the cases 

which is comparable to the published data when seen as an 

initial experience at our institute. In this study we found 

26.4% prevalence of surgery-related post-operative 

complications, although these were address successfully 

without incurring any additional morbidity, yet the figure is 

high when compared to published literature where these are 

reported between1.9% to 23.2%.17,19,20 Despite representing 

early experience mean operative time in our study was 110 

minutes, which is in total agreement of 113 minutes reported 

by another study.21 The mean operative time has been 

reported highly variable, different studies have reported 

different operative time ranging between 85-21622-30 minutes; 

it is understandable as operative time is dependent upon 

various factors including nature of the disease, obesity, and 

nature of the anastomosis performed during surgery. In this 

study, we have observed that laparoscopic management of 

the colorectal disease is feasible with decreased morbidity, 

mortality and hospital stay. However laparoscopic colorectal 

surgery is associated with steep learning curve. After gaining 

confidence in laparoscopic-assisted surgery, one can 

confidently progress towards total laparoscopic colorectal 

resections.  

Table II: Operative and Post-Operative 
Parameters/Complications (n=29) 

Mean operative time (minutes) Mean+SD (110.771 
±13.312) 

Mean duration of bowel activity 
(days) 

Mean+SD (2.386 
±0.796) 

Mean duration of hospital stay 
(days) 

Mean+SD (6 ±1.101) 

Mean duration of return to 
physical activity (days) 

Mean+SD (21.0175 
±2.594) 

Surgery related Post-Operative 
Complications 

• Wound infection 

• Ileus 
• Intra-abdominal Sepsis 
• Anastomotic leakage 

 
 

15.8% (n=9) 
7% (n=4) 

1.8% (n=1) 
1.8%(n=1) 

Conversion to open surgery 7% (n=4) 

Histopathological diagnosis: 
• Ileocecal Tuberculosis 
• Carcinoma Right Colon 
• Carcinoma Caecum  

 
75.4%(n=43) 
15.8%(n=9) 
8.8%(n=5) 
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Conclusion 
We conclude Laparoscopic-assisted right 

hemicolectomy is a safe and feasible procedure with smaller 

wound, shorter hospital stay, less analgesic requirement, 

early return to bowel activity and physical work. This 

procedure can be used as a bridge in learning curve to 

master advanced laparoscopic colorectal surgery. 
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