N
N

N

HAL

open science

Robotic gastric mobilization during Ivor Lewis
esophagectomy (with video)
Lionel Rebibo, I. Benkritly, S. Msika

» To cite this version:

Lionel Rebibo, I. Benkritly, S. Msika. Robotic gastric mobilization during Ivor Lewis esophagectomy
(with video). Journal of Visceral Surgery, 2021, 158 (2), pp.180-181. 10.1016/j.jviscsurg.2021.03.003 .

hal-03597307

HAL Id: hal-03597307
https://u-picardie.hal.science /hal-03597307
Submitted on 24 Apr 2023

HAL is a multi-disciplinary open access
archive for the deposit and dissemination of sci-
entific research documents, whether they are pub-
lished or not. The documents may come from
teaching and research institutions in France or
abroad, or from public or private research centers.

L’archive ouverte pluridisciplinaire HAL, est
destinée au dépot et a la diffusion de documents
scientifiques de niveau recherche, publiés ou non,
émanant des établissements d’enseignement et de
recherche francais ou étrangers, des laboratoires
publics ou privés.

Distributed under a Creative Commons Attribution - NonCommercial| 4.0 International
License


https://u-picardie.hal.science/hal-03597307
http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
https://hal.archives-ouvertes.fr

Version of Record: https://www.sciencedirect.com/science/article/pii/S1878788621000370
Manuscript_574cc72143d3bfdd096d196b56e49d54

Robotic gastric mobilization during Ivor Lewis esophagectomy (with video).
Lionel Rebibo MD! 2, Ines Benkritly MD!, Simon Msika MD, PhD'2,

1. Service de Chirurgie Digestive (Esogastrique et Bariatrique, Hopital Bichat Claude

Bernard, Paris, France.

2. Université de Paris, Inserm UMR 1149 F-75018 Paris, France

Correspondance :

Professeur Simon Msika

Service de Chirurgie Digestive (Esogastrique et Bariatrique, Hopital Bichat Claude Bernard,
Paris, France.

Téléphone : 01 40 25 86 94

Fax : 01 40 25 88 39

E-mail : simon.msika@aphp.fr

Conlflits d’intéreéts : Aucuns conflits d’intérét a déclarer.

Mots-Clés : Lewis-Santy ; cesophagectomie ; chirurgie robotique.

Key words: Ivor Lewis; esophagectomy; robotic surgery.

© 2021 published by Elsevier. This manuscript is made available under the CC BY NC user license
https://creativecommons.org/licenses/by-nc/4.0/


https://www.elsevier.com/open-access/userlicense/1.0/
https://www.sciencedirect.com/science/article/pii/S1878788621000370
https://creativecommons.org/licenses/by-nc/4.0/
https://www.sciencedirect.com/science/article/pii/S1878788621000370

TEXT

Surgical procedures for esophageal cancer (lewis-santy procedure) remain associated with
high postoperative complication rates. However, a reduction of postoperative complications
has been observed recently since this type of intervention has been centralized. Another cause
explaining postoperative reduced complication rates is the possibility to perform a
laparoscopic approach for gastric dissection [1]. It has been shown that it reduces the rate of
major complications and in particular pulmonary complications, without impacting the overall
survival [2]. Consequently, the laparoscopic approach is currently considered as the gold
standard. The use of the robotic platform has been proposed to perform gastric dissection with
more and more centers providing this approach for esophageal cancer surgery [3]. This video
shows a 60-year-old patient, with no medical history, managed for a non-metastatic squamous
cell carcinoma located in the middle of thoracic esophagus. After neoadjuvant
radiochemotherapy, the morphological assessment showed a stable situation without local or
distant tumoral extension. It was decided to perform an esophagectomy using Ivor Lewis
procedure. This video shows the different operating steps necessary to perform a robotic-
assisted abdominal mobilization of the stomach, associated with lymph node dissection.

The first step was the gastric dissection of the greater gastric curvature going from right to the
left after identification and preservation of the right gastro-epiploic artery. Then, adhesions
between the posterior surface of the stomach and the anterior surface of the pancreas were
sectionned. Pars flacida opening was then performed allowing to continue the dissection along
the right border of the stomach until the right diaphragmatic crus. The left gastric pedicle was
then exposed, dissected, and ligated at its origin (Figure 1). The hiatus orifice was dissected
from both sides of the esophagus. The last posterior adhesions near the left diaphragmatic
pillar were dissected allowing to completely release the stomach. The vascular arcade of the

lesser curvature was then sectioned, allowing to start stapling the gastric tube using an



horizontal stapling of 30 mm. Then, two more applications of the stapler were needed
vertically without completely disconnecting the stomach (Figure 2). The gastric tube was
oversewed using an absorbable 3.0 running suture. The abdominal procedure was ended with
a 2-3cm pyloroplasty. Operative time for this abdominal phase was 160 minutes with
negligible blood loss and no abdominal drainage. Then, the thoracic phase was performed by
a right posterolateral thoracotomy and a mechanical oesogastric anastomosis. The patient was
able to resume oral nutrition on the Sth post-operative day after an opacified abdominal CT
scan showing no signs of fistula (Figure 3). He was discharge on the 12th post-operative day.
This video shows different steps necessary to perform a robotic-assisted gastroplasty during
an Ivor Lewis procedure. It will be usefull for all surgeons having to perform this type of

surgical procedure.
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FIGURE LEGEND
Figure 1: Ligation and section of the left gastric vein.
Figure 2: Fashioning the gastric tube.

Figure 3: Thoracic computed tomography scan showing absence of post-operative leak.
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