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Résection robotique d'une tumeur de l'angle colique gauche avec anastomose colo-colique intracorporelle (avec vidéo)

TEXT (396 words)

Splenic flexure colon cancer is less common than adenocarcinoma located in the descending or sigmoid colon. Surgical resection of splenic flexure adenocarcinoma is not consensual. For example, many details such as the extent of lymphadenectomy remains controversial. Performing this surgery by the laparoscopic approach is feasible but technically demanding [START_REF] Kim | Long-term oncologic outcomes of laparoscopic surgery for splenic flexure colon cancer are comparable to conventional open surgery[END_REF][START_REF] Okuda | Laparoscopic resection of transverse colon cancer at splenic flexure: technical aspects and results[END_REF]. Few studies have discussed the role of the robotic approach for splenic flexure colon cancer resection. The knowledge of anatomical structures and their relation with colic arterial and venous vessels is needed. Robotic approach may improve visualization and quality of the surgical resection (3). This video shows a splenic flexure colon resection for cancer performed using the da Vinci Xi ® robotic platform (Intuitive Surgical Inc., Sunnyvale, CA) with details on lymphadenectomy. The patient was a 67 year old man with no medical history. Rectal bleeding has led to discover a splenic flexure adenocarcinoma. To perform the surgical procedure, the patient was positioned in the supine position, both arms tucked alongside with legs spread apart. The da Vinci cart was docked on his left. Open laparoscopy was performed for the optical port.

Four robotic ports were placed on an oblique line on the right, from the right hypochondrium to the hypogastrium. An assistant port was added in the right flank.

The surgical procedure started with visualization of the ligament of Treitz and ligation/section of the inferior mesenteric vein. Then, the left colic artery ligation/section was performed at its origin on the inferior mesenteric artery. A left Toldt's fascia dissection with a medial-to-lateral approach was carried out.

Mobilization of the root of the transverse mesocolon on the pancreas and visualization of middle colic artery were achieved. This manoeuvre allowed to perform a ligation/section of the left branch of the middle colic artery with incision of the gastrocolic ligament incision with lesser sac opening. The mobilization of descending and sigmoid colon with mesocolic excision was performed. An indocyanine green angiography was perform on both colon segments to confirm their vascularization. Sections of transverse and descending colon were performed with an intracorporeal side-to-side mechanical anastomosis. A supra-pubic incision was made for specimen extraction using an endobag. No drain was needed. There was no postoperative complication. This video shows different steps necessary to perform this surgical procedure and will be usefull for all surgeons needing to perform a laparoscopic (conventional or robotic) colon resection for splenic flexure cancer with intracorporeal anastomosis.