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Abstract
AIM: To investigate the impact of laparoscopic colecto-
my on short and long-term outcomes in obese patients 
with colorectal diseases. 

METHODS: A total of 98 obese (body mass index > 30 
kg/m2) patients who underwent laparoscopic (LPS) right 
or left colectomy over a 10 year period were identified 
from a prospective institutionally approved database and 
manually matched to obese patients who underwent 
open colectomy. Controls were selected to match for 
body mass index, site of primary disease, American So-
ciety of Anesthesiologists score, and year of surgery (± 
3 year). The parameters analyzed included age, gender, 
comorbid conditions, American Society of Anaesthesiolo-
gists class, diagnosis, procedure, and duration of opera-
tion, operative blood loss, and amount of homologous 
blood transfused. Conversion rate, intra and postopera-
tive complications as were as reoperation rate, 30 d and 
long-term morbidity rate were also analyzed. For con-
tinuous variables, the Student’s t  test was used for nor-
mally distributed data the Mann-Whitney U test for non-
normally distributed data. The Pearson’s χ 2 tests, or the 

Fisher exact test as appropriate, were used for propor-
tions. 

RESULTS: Conversion to open surgery was necessary 
in 13 of 98 patients (13.3%). In the LPS group, opera-
tive time was 29 min longer and blood loss was 78 mL 
lower when compared to open colectomy (P  = 0.03, P  
= 0.0001, respectively). Overall morbidity, anastomotic 
leak and readmission rate did not significantly differ 
between the two groups. A trend toward a reduction 
of wound complications was observed in the LPS when 
compared to open group (P  = 0.09). In the LPS group, 
an earlier recovery of bowel function (P  = 0.001) and 
a shorter length of stay (P  = 0.03) were observed. 
After a median follow-up of 62 (range 12-132) mo 23 
patients in the LPS group and 38 in the open group 
experienced long-term complications (LPS vs  open, P  
= 0.03). Incisional hernia resulted to be the most fre-
quent long-term complication with a significantly higher 
occurrence in the open group when compared to the 
laparoscopic one (P  = 0.03).

CONCLUSION: Laparoscopic colectomy in obese pa-
tients is safe, does not jeopardize postoperative com-
plications and resulted in lower incidence of long-term 
complications when compared with open cases. 

© 2013 Baishideng Publishing Group Co., Limited. All rights 
reserved.
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Core tip: The best of our knowledge, this is the first 
case-matched control study reporting long-term com-
plications in obese patients’ undergone laparoscopic or 
open colectomy. 
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INTRODUCTION
The role of  laparoscopic surgery in obese patient with 
colorectal diseases is still object of  debate, according to 
several papers published in the last decade, laparoscopy 
is feasible and safe[1-5]. However, controversial results 
have been reported in term of  conversion rate, overall 
morbidity and reoperation rate, when obese patients are 
compared to their non-obese counterparts[1-8].

These controversial results could be partially ex-
plained based on the relative inexperience of  the surgical 
team possibly due to an on-going learning curve, on the 
small sample size of  the various studies, on the specific 
definition of  obesity and on surgical heterogeneity[3-5,9]. 

In order to clarify this issue while avoiding some of  
the aforementioned biases, we have conducted a case-
matched study comparing short and long-term outcomes 
of  standardized right or left colectomy performed by 
laparoscopy or by open surgery in patients with a body 
mass index (BMI) > 30 kg/m2. Data were extracted from 
a prospective collected database.

Main goal of  the present study is to assess if  the doc-
umented benefits of  minimally invasive approach could 
be translated even in a high-risk patients such obese pa-
tients. 

MATERIALS AND METHODS
Adult obese patients of  both sexes candidate to a stan-
dardized right or left colectomy and who were consecu-
tively admitted to our department from January 2002 to 
January 2012 were considered. Patients were identified 
from a prospective institutionally approved database 
currently recording demographics, biochemistry values, 
nutritional status, operative variables, and co-morbidity 
factors on admission, postoperative outcome and his-
topathologic findings of  patients undergoing colon 
resection. The case group was selected from 118 obese 
patients who underwent laparoscopic colectomy identi-
fied from the Institutional Colon database. Patients were 
excluded if  they underwent an emergency procedure (n = 
13) or non-standardized colon operations (n = 7). Over-
all, the case group consisted of  98 patients. The control 
patients were selected from the same institutional data-
base from January 2011, backward until we had identified 
one control subject for each case. Each case was manually 
matched with a control that had undergone open resec-
tion. The same exclusion criteria used for laparoscopic 
(LPS) patients were applied to the control patients’ selec-
tion. The identification of  control patients was done by 
a statistician (GR) who was unaware of  postoperative 
outcomes. Control patients were selected to match for 
site of  primary disease, American Society of  Anesthesi-

ologists (ASA) score, and year of  surgery (± 3 year). Data 
collected from the hospital database, medical records and 
telephone calls were analyzed retrospectively. 

Preoperative assessment included clinical examina-
tion, serologic evaluation, total colonoscopy and body 
CT scan. A virtual CT colonoscopy was additionally per-
formed in case of  incomplete colonoscopy examination. 
Co-morbidities on admission, as well as operative risk 
assessed by ASA score, were analyzed in both groups. 
The following details of  the surgical procedure were 
recorded in all patients: duration of  operation (min), 
operative blood loss (mL), and amount of  homologous 
blood transfused (mL). Three surgeons (Staudacher C, 
Di Palo S, Vignali A) with extensive experience in open 
and laparoscopic colorectal surgery performed all the 
interventions[10,11]. For all the surgeons, the learning curve 
for laparoscopic colorectal surgery was completed before 
starting the present trial[12]. Patients underwent laparo-
scopic or open resection depending on surgeon’s or pa-
tient’s preference. 

A mechanical anastomosis was intracorporeally 
fashioned in case of  left colectomy, while in right col-
ectomy, the specimen was divided extra corporeally (in 
laparoscopic operations) and an isoperistaltic side-to-side 
anastomosis was manually fashioned. Conversion to open 
surgery was defined when an abdominal incision longer 
than 7 cm was performed or when an abdominal incision 
was made earlier or differently from what planned at the 
beginning of  the intervention. 

All patients were treated according to the same intra 
and postoperative protocol: epidural analgesia mainte-
nance for 3 d, nasogastric tube removal at the end of  sur-
gery, and bladder catheter removal on postoperative 2 d. 
Clear liquid diet was started on postoperative 1 d as toler-
ated by the patient. Postoperative infusion of  fluids and 
electrolytes was given to all patients according to clinical 
requirements. 

Tumor classification was done according to the 7th 
TNM edition[13]. Microbiological analysis and positive 
cultures proved all infectious complications. Patients were 
discharged after meeting the following conditions: bowel 
movement and full recovery of  both ambulation ability 
and oral feeding. Registration of  complications and need 
for an unexpected re-admission were recorded for the 
first 30 d following operation. The follow-up protocol 
consisted in outpatient clinic visits at 3 mo intervals for 
the first 2 years, then at 6 mo intervals for the next 3 
years, then once a year. In patients with more than five 
years follow-up or with a benign disease, a systematic re-
view of  chart, office records as well as patient interview 
were done. 

Statistical analysis
Descriptive data were reported as mean, median, standard 
deviation (SD), number of  patients and percentage. For 
continuous variables, differences between groups were 
tested with the Student’s t test for normally distributed 
data (based on Kolmogorov-Smirnov test) or the Mann-
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Whitney U test for non-normally distributed data. The 
Pearson’s χ 2 test, or the Fisher exact test as appropriate, 
was used for proportions. A two-sided significance level 
less than 0.05 were used to indicate statistical significance. 
Confidence intervals (95%CI) were reported when ap-
propriate. The SPSSTM software package, version 18. For 
Windows (SPSS Inc, Chicago, IL) was used for all the 
statistical analyses.

RESULTS
Study population 
Ninety-eight obese patients with colorectal diseases, 
identified from a prospectively maintained database, who 
underwent laparoscopic right or left colectomy over a 10 
year period, were matched with 98 obese patients who 
underwent open resection.

The two groups were adequately matched for BMI, 
type of  surgery, and operative risk as assessed by their 
ASA classification (Table 1). Moreover, a similar inci-
dence of  co-morbidities on admission was observed be-
tween the two groups (Table 2). The mean ± SD (range) 
BMI (kg/m2) was 31.9 ± 1.6 (range 30-35.5) in the LPS 
group, and 32.3 ± 2.1 (range 30.1-36.4) in the open colec-
tomy group. No significant differences were observed 
between the two groups with respect to demographics, 
indication for surgery (benign vs cancer), tumor stage 
(among cancer patients) as well as for the incidence of  
previous operations (Table 1).

Technical feasibility 
Conversion to open surgery was necessary in 13 of  98 
patients (13.3%). Reasons for conversion were as follows: 
obesity-hindering vision (n = 5), large tumour infiltrat-
ing adjacent organ/s (n = 2), bleeding from the ileocolic 
pedicle (n = 2), dense adhesions (n = 2), urgent splenec-
tomy (n = 1) and ureteral damage (n = 1). Converted pa-
tients remained in the LPS group for an intention to treat 
analysis. In the converted patients, mean ± SD (range) 
time from beginning of  the conversion procedure to 
open surgery was 22.5 ± 38.1 (15-80) min. 

Table 2 reports the surgical characteristics of  the 
two groups. The operation time was averagely 29 min 
(95%CI: 24.3-49.3) longer in LPS than open group (P 
= 0.03). Operative blood loss was 78 mL lower in the 
LPS group when compared to open surgery (P = 0.0001; 
95%CI: 47.1-108.9). No significant differences were ob-
served with respect to perioperative blood transfusion 
rate between the two groups. Moreover, among cancer 
patients a similar mean ± SD number of  lymph nodes 
was retrieved in the operative specimen in the two groups 

(16.6 ± 10.1 in the open group vs 17.7 ± 11.5 in the LPS 
group, P = 0.57). 

Postoperative outcomes
In the LPS group, a death occurred as a sequelae of  an 
anastomotic leakage on postoperative day 5. No signifi-
cant differences between the two groups were observed 
with respect to overall morbidity rate as well as for tech-

nical complications such as anastomotic leakage. Moreo-
ver, a similar incidence of  hospital re-admission within 
30 d and of  reoperation rate was observed in the two 
groups (Table 2). Conversely, in the open group, the oc-
currence of  wound complications was more than double 
when compared to the LPS group and the difference 
showed a trend toward a statistical significance (P = 0.09). 
In both groups, more than 30% of  the postoperative 
infections occurred after discharge. A similar incidence 
of  respiratory and cardiac complications was observed 
in the two groups (Table 3). When the converted cases 
were compared to the laparoscopically completed ones, a 
trend toward a longer duration of  surgery (P = 0.07) and 
a longer length of  stay was observed (P = 0.002). Con-
verted patients experienced a higher complications rate 
when compared to patients who completed the operation 
laparoscopically; however the difference failed to reach 
statistical significance (22.8 vs 32.4, P = 0.62). Similar re-
sults in term of  length of  stay and overall complication 
rate were observed when converted and open surgery pa-
tients were compared (Table 4). Mean ± SD recovery of  
oral food intake occurred after 2.1 (1) d in the LPS and 
after 3.5 ± 1.5 d in the open surgery group (P = 0.001). 
Mean (median, SD) length of  stay was 8.6 (8; 3.1) d in the 
LPS group and 10.4 (10; 4.9) d in the open surgery group 
(P = 0.03). 

Long-term outcomes 
At a median follow-up of  62 (range 12-132) mo, 23 pa-
tients in the LPS group and 38 in the open surgery group 
experienced long-term complications (LPS vs open, P = 
0.03; Table 2). Incisional hernia was the most common 
complication in both groups and and its occurrence was 
more frequent in the open surgery group when compared 
to the laparoscopic one (P = 0.03). Among the converted 
patients, a 30.8% (4/13 pts) incisional hernia rate was ob-
served. 
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Table 1  Demographics and clinical characteristics of the two 
groups  n  (%)

Variable LPS (n  = 98) Open (n  = 98) P  value

Age (yr)   66.9 ± 12.2 68.7 ± 15 0.31
Male/female 52/46 47/51 0.34
ASA score   2.3 ± 0.7   2.4 ± 0.9 0.57
BMI (kg/m2) 31.9 ± 2.1 32.3 ± 2.5 0.13
Cancer/benign/disease 85/13 79/19 0.34
Previous surgery (%)1      8 (8.1)      10 (10.2) 0.30
Type of operation 
Right colectomy 57 57
Left colectomy 41 41
Tumour stage n = 85 n = 79 0.77
   Stage 0      13 (15.2)        9 (11.3)
   Stage 1      14 (16.5)      13 (16.3)
   Stage 2      29 (34.2)      32 (40.6)
   Stage 3      25 (29.4)      20 (25.4)
   Stage 4      4 (4.7)      5 (6.4)

1Only abdominal surgeries were included; Values are reported as mean ± 
SD or n (%). BMI: Body mass index; LPS: Laparoscopic; ASA: American 
Society of Anesthesiologists. 
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Table 3  Postoperative complications in details  n  (%)
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obtained by a randomized controlled trial. To the best of  
our knowledge, there are no RCTs in the literature spe-
cifically addressing this issue. To limit the biases related 
to the design of  the study and in an attempt to minimize 
surgical heterogeneicity[14], a single center case-matched 
study was performed including only well standardized 
surgical procedures. 

In previous studies, obesity has been identified as 
one of  the factors associated with a higher conversion 
rate[15-19]. In the present trial, a conversion rate of  13.3% 
has been obtained, which is within the range (0%-39%) 
previously reported by other studies dealing with this is-
sue[1-6]. This rate is however higher when compared to 
the 2.6% conversion rate after laparoscopic right colec-
tomy or the 5.2% conversion rate in left LPS colectomies 
reported in studies performed by our Institution in the 
non-obese population[20,21]. These findings are in ac-
cordance with results from Tekkis and co-workers who 
identified obesity as an independent predictor of  con-
version to open surgery at multivariate analysis with an 
odd-ratio of  2.2 for patients with a BMI > 28.5 kg/m2 
derived from a large series 1253 subjects[22]. Moreover 
an increasing BMI was associated with a proportionally 
higher conversion rates in data extracted from the laparo-
scopic colorectal surgery study group (LCSSG)” on 5853 
recruited patients[23]. 

A possible argument against the adoption of  the 
mini-invasive approach in obese patients is that converted 
patients resulted in poor short and long-term outcomes 
when compared to patients who successfully completed 
the operation laparoscopically[24,25]. In our experience, 

DISCUSSION
The global prevalence of  obesity means that surgeons 
are increasingly faced with these high-risk patients. The 
choice of  optimal operative approach and technique be-
comes extremely actual and crucial. The vast majority of  
the studies available in the literature addressing the issue 
of  mini-invasive approach and obesity compares obese 
patients to their non-obese counterparts[2-6]. In our opin-
ion, in order to better evaluate the effective impact of  
mini-invasive approach in obese patients, it is important 
to compare open and laparoscopic colectomy outcomes 
in the specific population of  obese patients only. A de-
finitive answer whether laparoscopic surgery would be 
preferable in the obese to the open approach can only be 

Table 2  Comparison of co-morbidities, variables, complications (30 d morbidity) and Long-term complications between the two 
groups in study  n  (%)

LPS (n  = 98) Open (n  = 98) P  value

Co-morbidities Diabetes 14 11   0.66
Coronary artery disease1 13 15   0.84
Hypertension 43 52   0.25
Smoker 10 14   0.51
Chronic obstructive pulmonary disease   5   3   0.72
Steroid use   2   3   0.91

Variable Operative time (min) 193 (71)   164 (111)   0.03
Blood loss (mL) 177 (76)   255 (102)       0.0001
No of transfused patients      11 (11.2)      16 (16.3)   0.33
Conversion rate      13 (13.3) NA

Complications (30 d morbidity) Overall      27 (27.6)      33 (33.7) 0.4
Infectious2       13 (13.7 )      21 (21.7)   0.13
Noninfectious2      9 (9.2)      10 (10.2) 0.8
Anastomotic leak2      7 (7.1)      5 (5.1)   0.78
Readmission      7 (7.1)      11 (11.2)   0.56
Reoperation      8 (8.1)      9 (9.2) 0.8
Length of stay      8 (3.1) 10.4 (4.9)   0.03
Mortality        1 (1.02)      0 (0.0) 0.9

Long-term complications Incisional hernia 17 31   0.03
Intestinal obstruction   5   6   0.48
Anastomotic stricture   4   4   0.86
Overall 23 38   0.03

1Including: History of angina, percutaneous cardiac intervention, cardiac operation, or myocardial infarction within 6 mo of operation; 2Number of single 
type of complication do not add up to the number of overall complication within the two groups because of the possible occurrence of more than one type 
of complication in some patients; all values within parenthesis indicate percentage values. LPS: Laparoscopic. 

LPS (n  = 98) Open (n  = 98)

Infectious complications 
Wound complications1 

Wound infections 8 (8.2) 15 (15.4)
Wound disruption -   2 (2.04)
Abdominal abscess   1 (1.06)   2 (2.04)
Pneumonia   2 (2.04) 3 (3.1)  
Urinary tract   2 (2.04)   1 (1.06) 
Non-infectious complications
Cardiologic   2 (2.04) 3 (3.1) 
Ileus 3 (3.1) 3 (3.1) 
Intestinal obstruction 3 (3.1) 4 (4.1)
Bleeding   1 (1.01) -

1Laparoscopic (LPS) vs open, P = 0.09.
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in the converted patients, no significant difference was 
observed in term of  postoperative morbidity when com-
pared to laparoscopically completed cases. Similar results 
were reported by other authors[26,27]. Possible explanation 
may include the wide experience of  the surgical team, in 
the appropriate patients’ selection, or to the rapid deci-
sion to convert thus minimizing potentially adverse out-
comes[1,4,10,22].

In the present series, the overall morbidity rates did 
not differ between the two groups. Similarly, despite the 
incidence of  infectious complications was about twice 
higher in patients in the open surgery group when com-
pared to laparoscopic (23.6% vs 11%), the difference 
failed to reach statistical significance. 

 Only with respect to wound complications, a trend 
toward a lower rate was observed in the LPS group. 
These latter findings are consistent with the data recently 
reported by Wick et al[28] and Mustain et al[29], who iden-
tified open surgery as an independent risk factors for 
surgical site infections in a large series of  obese patients 
undergoing laparoscopic and open colorectal surgery[28,29]. 

In the present series, the incidence of  anastomotic 
leakage was similar in the two groups. Delaney and co-
workers reported similar results in the only other, to the 
best of  our knowledge, case-matched study comparing 
laparoscopic to open colectomy in obese patients,. These 
authors reported an absence of  statistical difference, 
both for the overall complications as well as for anasto-
motic leakage rate[27]. The absence of  an adverse impact 
of  laparoscopic colectomy on anastomotic leakage rate 
in the obese patients undergone laparoscopic colectomy 
has been recently supported by a review paper by Martin 
and Stocchi[9] reporting data from high volume institu-
tions. 

Moreover, patients in the LPS group experienced a 
shorter recovery of  bowel function and a shorter length 
of  stay when compared to their open surgery counter-
parts. These findings are consistent with the results re-
ported by a large meta-analyses analyzing the outcomes 
of  2512 procedures from 12 RCT trials comparing LPS 
and the open approach for colorectal diseases in the non-
obese population[30]. In our series, the earlier recovery 
of  bowel function, the shorter length of  stay as well as 
the lower intraoperative blood loss and a trend toward a 
reduction of  wound complications observed in the LPS 

group, deserve major consideration, as these findings 
indicate that some of  the wide-reported short-term ben-
efits of  the mini-invasive approach are maintained even 
in high-risk patients, also suggesting that paradoxically, 
these are the patients who stands to benefit the most 
laparoscopic surgery. 

With respect to long-term complications, patients in 
the LPS group experienced a significantly lower incidence 
of  overall complications when compared to their open 
surgery counterparts. In particular a higher incisional 
hernia rate was observed in the open surgery group. Few 
data are available in the literature on this subject report-
ing controversial results. No difference in term of  inci-
sional hernias between laparoscopic or open approach 
has been reported or, conversely the mini-invasive ap-
proach was preferred when obese vs non obese patients 
are compared[31,32]. To the best of  our knowledge, no 
study has reported data on long-term complications in 
obese patients treated with mini-invasive or with conven-
tional approach. The mechanisms for incisional hernia 
occurrence have not been yet clarified. Potential risk fac-
tors have been identified and categorized into patient-
related (advanced age, obesity, nutritional status,) disease 
and surgery-related such as emergency operation, post-
operative wound infections, reoperations and others[33-35]. 
Moreover, an association was recently reported by Rul-
lier et al[36] between the rate of  hernia and the length of  
incision. These authors found an incisional hernia rate 
of  33.0% at median follow-up period of  51 mo in open 
group compared to 13.5% in the LPS group of  patients 
who underwent rectal resection. 

In conclusions, although there are some limitations to 
the study resulting from the non-randomized design, to 
the possible bias in patient selection for laparoscopic sur-
gery, and to the fact that patients were treated in a single 
institution, our findings indicate that laparoscopic surgery 
can be safely performed in obese patients with colorectal 
disease. Moreover, minimally invasive approach has no 
adverse impact on postoperative complications, resulting 
in reduced length of  stay and lower incidence of  long-
term incisional hernia when compared to conventional 
colectomy.

ACKNOWLEDGMENTS
We thank Giovanni Radaelli MD, PHD for performing 
the statistical analysis of  the data.

COMMENTS
Background
The safety and the benefits of laparoscopic colon resection, including less 
post-operative pain, faster recovery of bowel function, earlier mobilization, less 
morbidity, reduction of hospital stay, and smaller scars, have been underlined 
by several studies, making it now the preferred approach in the surgical man-
agement of many colorectal diseases. Obese patients are considered to be at 
high perioperative risks. Therefore laparoscopic surgery may be particularly ad-
vantageous in obese patients. On the other hand a colorectal resection is more 
difficult in obese subjects due to obesity hindering visualization and dissection 
of tissue planes that lead to longer operative time and increase blood transfu-

Table 4  Outcomes of laparoscopically completed, converted 
and open cases

Variable LPS completed 
(n  = 85)

Converted 
(n  = 13) 

Open 
(n  = 98)

P  value

Operative time (min) 175 (61) 210 (86)   164 (111) 0.071

0.082

Morbidity rate 22.8% 32.4% 33.7% 0.551

0.912

Length of stay (d)   7.2 (2.5)   9.6 (3.2) 10.4 (4.9)   0.0021

0.522

1Laparoscopic (LPS) completed vs converted; 2Converted vs open. Values 
are expressed as mean (SD) or percentages. 
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sion requirement, thus possibly impair the benefits of laparoscopic colectomy. 
Research frontiers
The study performed a single center study in which patients were matched for 
body mass index, site of primary disease, American Society of Anesthesiolo-
gists score, and year of surgery. Moreover only well standardized surgical 
procedures (left and right colectomy) were included. However, in order to better 
evaluate the real impact of minimally-invasive approach in obese patients, a 
randomized controlled trial should be conducted. 
Innovations and breakthroughs
The vast majority of previous studies, focusing on laparoscopic colectomies 
in obese patients, compared obese to non-obese subjects. No randomized 
study has been conducted. Only one case matched study compared open and 
laparoscopic approach in obese patients. This is the first study that analyses 
long-term outcomes. The principals finding of this study is that the documented 
benefits of laparoscopic colon resection could be translated even in a high-risk 
group, such obese patients, since this approach did not impair postoperative 
outcomes and resulted in lower incidence of long-term complications when 
matched with open surgery cases. 
Applications
Providing that experienced surgeons are involved, laparoscopic colorectal 
resection should be offered to obese patients considering its benefits when 
compared to conventional open surgery.
Peer review
The authors analyze the feasibility of laparoscopic colectomy in obese patients. 
There are not randomized trials comparing the outcome of colectomy in obese 
and non-obese patients. The results confirm previous studies on the efficacy 
and safety of laparoscopic left and right colectomy in obese subjects. The 
literature on this topic is scarce, and, although another case-match study was 
previously published, this is the only one that analyses long term results.

REFERENCES
1 Dindo D, Muller MK, Weber M, Clavien PA. Obesity in 

general elective surgery. Lancet 2003; 361: 2032-2035 [PMID: 
12814714 DOI: 10.1016/S0140-6736(03)13640-9]

2 Leroy J, Ananian P, Rubino F, Claudon B, Mutter D, Mar-
escaux J. The impact of obesity on technical feasibility and 
postoperative outcomes of laparoscopic left colectomy. Ann 
Surg 2005; 241: 69-76 [PMID: 15621993 DOI: 10.1097/01.
sla.0000150168.59592.b9]

3 Gendall KA, Raniga S, Kennedy R, Frizelle FA. The impact of 
obesity on outcome after major colorectal surgery. Dis Colon 
Rectum 2007; 50: 2223-2237 [PMID: 17899278 DOI: 10.1007/
s10350-007-9051-0]

4 Pikarsky AJ, Saida Y, Yamaguchi T, Martinez S, Chen W, 
Weiss EG, Nogueras JJ, Wexner SD. Is obesity a high-risk fac-
tor for laparoscopic colorectal surgery? Surg Endosc 2002; 16: 
855-858 [PMID: 11997837 DOI: 10.1007/s004640080069]

5 Makino T, Shukla PJ, Rubino F, Milsom JW. The impact of 
obesity on perioperative outcomes after laparoscopic colorec-
tal resection. Ann Surg 2012; 255: 228-236 [PMID: 22190113 
DOI: 10.1097/SLA.0b013e31823dcbf7]

6 Benoist S, Panis Y, Alves A, Valleur P. Impact of obe-
sity on surgical outcomes after colorectal resection. Am J 
Surg 2000; 179: 275-281 [PMID: 10875985 DOI: 10.1016/
S0002-9610(00)00337-8]

7 Kamoun S, Alves A, Bretagnol F, Lefevre JH, Valleur P, Pa-
nis Y. Outcomes of laparoscopic colorectal surgery in obese 
and nonobese patients: a case-matched study of 180 patients. 
Am J Surg 2009; 198: 450-455 [PMID: 19285301 DOI: 10.1016/
j.amjsurg.2008.09.022]

8 Schwandner O, Farke S, Schiedeck TH, Bruch HP. Laparo-
scopic colorectal surgery in obese and nonobese patients: do 
differences in body mass indices lead to different outcomes? 
Surg Endosc 2004; 18: 1452-1456 [PMID: 15791368 DOI: 
10.1007/s00464-003-9259-6]

9 Martin ST, Stocchi L. Laparoscopic colorectal resection in the 
obese patient. Clin Colon Rectal Surg 2011; 24: 263-273 [PMID: 
23204942 DOI: 10.1055/s-0031-1295690]

10 Vignali A, Di Palo S, Tamburini A, Radaelli G, Orsenigo 
E, Staudacher C. Laparoscopic vs. open colectomies in 
octogenarians: a case-matched control study. Dis Colon 
Rectum 2005; 48: 2070-2075 [PMID: 16086219 DOI: 10.1007/
s10350-005-0147-0]

11 Vignali A, Braga M, Zuliani W, Frasson M, Radaelli G, Di 
Carlo V. Laparoscopic colorectal surgery modifies risk fac-
tors for postoperative morbidity. Dis Colon Rectum 2004; 47: 
1686-1693 [PMID: 15540300 DOI: 10.1007/s10350-004-0653-5]

12 Braga M, Vignali A, Zuliani W, Radaelli G, Gianotti L, Tous-
soun G, Carlo V. Training period in laparoscopic colorectal 
surgery. Surg Endosc 2002; 16: 31-35 [PMID: 11961600]

13 Edge SB, Compton CC. The American Joint Committee on 
Cancer: the 7th edition of the AJCC cancer staging manual 
and the future of TNM. Ann Surg Oncol 2010; 17: 1471-1474 
[PMID: 20180029 DOI: 10.1245/s10434-010-0985-4]

14 Senagore AJ, Delaney CP, Brady KM, Fazio VW. Standard-
ized approach to laparoscopic right colectomy: outcomes in 
70 consecutive cases. J Am Coll Surg 2004; 199: 675-679 [PMID: 
15501105 DOI: 10.1016/j.jamcollsurg.2004.06.021]

15 Senagore AJ, Delaney CP, Madboulay K, Brady KM, Fazio 
VW. Laparoscopic colectomy in obese and nonobese patients. 
J Gastrointest Surg 2003; 7: 558-561 [PMID: 12763416 DOI: 
10.1016/S1091-255X(02)00124-5]

16 Denost Q, Quintane L, Buscail E, Martenot M, Laurent C, 
Rullier E. Short- and long-term impact of body mass index 
on laparoscopic rectal cancer surgery. Colorectal Dis 2013; 15: 
463-469 [PMID: 23534683 DOI: 10.1111/codi.12026]

17 Bège T, Lelong B, Francon D, Turrini O, Guiramand J, Delp-
ero JR. Impact of obesity on short-term results of laparoscopic 
rectal cancer resection. Surg Endosc 2009; 23: 1460-1464 [PMID: 
19116737 DOI: 10.1007/s00464-008-0266-5]

18 Cima RR, Hassan I, Poola VP, Larson DW, Dozois EJ, Lar-
son DR, O’Byrne MM, Huebner M. Failure of institutionally 
derived predictive models of conversion in laparoscopic 
colorectal surgery to predict conversion outcomes in an inde-
pendent data set of 998 laparoscopic colorectal procedures. 
Ann Surg 2010; 251: 652-658 [PMID: 20195150 DOI: 10.1097/
SLA.0b013e3181d355f7]

19 Park JW, Lim SW, Choi HS, Jeong SY, Oh JH, Lim SB. The 
impact of obesity on outcomes of laparoscopic surgery for 
colorectal cancer in Asians. Surg Endosc 2010; 24: 1679-1685 
[PMID: 20039065 DOI: 10.1007/s00464-009-0829-0]

20 Braga M, Frasson M, Vignali A, Zuliani W, Di Carlo V. Open 
right colectomy is still effective compared to laparoscopy: 
results of a randomized trial. Ann Surg 2007; 246: 1010-104; 
discussion 1010-104; [PMID: 18043103 DOI: 10.1097/
SLA.0b013e31815c4065]

21 Braga M, Frasson M, Zuliani W, Vignali A, Pecorelli N, Di 
Carlo V. Randomized clinical trial of laparoscopic versus 
open left colonic resection. Br J Surg 2010; 97: 1180-1186 
[PMID: 20602506 DOI: 10.1002/bjs.7094]

22 Tekkis PP, Senagore AJ, Delaney CP. Conversion rates in 
laparoscopic colorectal surgery: a predictive model with, 1253 
patients. Surg Endosc 2005; 19: 47-54 [PMID: 15549630 DOI: 
10.1007/s00464-004-8904-z]

23 Scheidbach H, Benedix F, Hügel O, Kose D, Köckerling F, 
Lippert H. Laparoscopic approach to colorectal procedures 
in the obese patient: risk factor or benefit? Obes Surg 2008; 18: 
66-70 [PMID: 18080169 DOI: 10.1007/s11695-007-9266-0]

24 Scheidbach H, Garlipp B, Oberländer H, Adolf D, Köckerling 
F, Lippert H. Conversion in laparoscopic colorectal cancer 
surgery: impact on short- and long-term outcome. J Laparoen-
dosc Adv Surg Tech A 2011; 21: 923-927 [PMID: 22011276 DOI: 
10.1089/lap.2011.0298]

25 Marusch F, Gastinger I, Schneider C, Scheidbach H, Konradt 
J, Bruch HP, Köhler L, Bärlehner E, Köckerling F. Importance 
of conversion for results obtained with laparoscopic colorec-
tal surgery. Dis Colon Rectum 2001; 44: 207-214; discussion 
214-216 [PMID: 11227937 DOI: 10.1007/bf02234294]

Vignali A et al . Laparoscopic colectomy in obese patients



7411 November 14, 2013|Volume 19|Issue 42|WJG|www.wjgnet.com

26 Khoury W, Stocchi L, Geisler D. Outcomes after laparoscopic 
intestinal resection in obese versus non-obese patients. Br 
J Surg 2011; 98: 293-298 [PMID: 21110332 DOI: 10.1002/
bjs.7313]

27 Delaney CP, Pokala N, Senagore AJ, Casillas S, Kiran RP, 
Brady KM, Fazio VW. Is laparoscopic colectomy appli-
cable to patients with body mass index & gt; 30? A case-
matched comparative study with open colectomy. Dis Colon 
Rectum 2005; 48: 975-981 [PMID: 15793638 DOI: 10.1007/
s10350-004-0941-0]

28 Wick EC, Hirose K, Shore AD, Clark JM, Gearhart SL, Efron 
J, Makary MA. Surgical site infections and cost in obese pa-
tients undergoing colorectal surgery. Arch Surg 2011; 146: 
1068-1072 [PMID: 21576597 DOI: 10.1001/archsurg.2011.117]

29 Mustain WC, Davenport DL, Hourigan JS, Vargas HD. Obe-
sity and laparoscopic colectomy: outcomes from the ACS-
NSQIP database. Dis Colon Rectum 2012; 55: 429-435 [PMID: 
22426267 DOI: 10.1097/DCR.0b013e31823dfb17]

30 Abraham NS, Young JM, Solomon MJ. Meta-analysis of 
short-term outcomes after laparoscopic resection for colorec-
tal cancer. Br J Surg 2004; 91: 1111-1124 [PMID: 15449261 DOI: 
10.1002/bjs.4640]

31 Sonoda T, Pandey S, Trencheva K, Lee S, Milsom J. Longterm 
complications of hand-assisted versus laparoscopic colec-

tomy. J Am Coll Surg 2009; 208: 62-66 [PMID: 19228504 DOI: 
10.1016/j.jamcollsurg.2008.09.003]

32 Balentine CJ, Marshall C, Robinson C, Wilks J, Anaya D, 
Albo D, Berger DH. Obese patients benefit from minimally 
invasive colorectal cancer surgery. J Surg Res 2010; 163: 29-34 
[PMID: 20538294 DOI: 10.1016/j.jss.2010.03.063]

33 Song IH, Ha HK, Choi SG, Jeon BG, Kim MJ, Park KJ. 
Analysis of risk factors for the development of incisional and 
parastomal hernias in patients after colorectal surgery. J Ko-
rean Soc Coloproctol 2012; 28: 299-303 [PMID: 23346508 DOI: 
10.3393/jksc.2012.28.6.299]

34 Murray BW, Cipher DJ, Pham T, Anthony T. The impact of 
surgical site infection on the development of incisional hernia 
and small bowel obstruction in colorectal surgery. Am J Surg 
2011; 202: 558-560 [PMID: 21924402 DOI: 10.1016/j.amjsurg]

35 Samia H, Lawrence J, Nobel T, Stein S, Champagne BJ, Del-
aney CP. Extraction site location and incisional hernias after 
laparoscopic colorectal surgery: should we be avoiding the 
midline? Am J Surg 2013; 205: 264-267; discussion 268 [PMID: 
23375702 DOI: 10.1016/j.amjsurg]

36 Laurent C, Leblanc F, Bretagnol F, Capdepont M, Rullier E. 
Long-term wound advantages of the laparoscopic approach 
in rectal cancer. Br J Surg 2008; 95: 903-908 [PMID: 18551506 
DOI: 10.1002/bjs.6134]

P- Reviewers: Kanda T, Orsenigo E, Venskutonis D    
S- Editor: Qi Y    L- Editor: A    E- Editor: Zhang DN

Vignali A et al . Laparoscopic colectomy in obese patients



© 2013 Baishideng Publishing Group Co., Limited. All rights reserved.

Published by Baishideng Publishing Group Co., Limited
Flat C, 23/F., Lucky Plaza, 

315-321 Lockhart Road, Wan Chai, Hong Kong, China
Fax: +852-65557188

Telephone: +852-31779906
E-mail: bpgoffice@wjgnet.com

http://www.wjgnet.com

I S S N  1 0  0 7  -   9  3 2  7

9    7 7 1 0  07   9 3 2 0 45

4   2


