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Clinical Question 1: Is Laparoscopic Surgery
Recommended for Colon Cancer?

Laparoscopic surgery is recommended for colon cancer.
Strength of recommendation: B

1-1 For which stages of colon cancer is laparoscopic
surgery indicated?

Laparoscopic surgery is indicated for cecal cancer, ascend-
ing colon cancer, sigmoid cancer, and rectosigmoid cancer,
regardless of their cStages. For transverse colon cancer and
descending colon cancer, careful consideration is required
for determining the indications for laparoscopic surgery
based on the surgeon’s skills and experience.

B Explanation

Many retrospective studies on laparoscopic surgery
have shown favorable results in both short-term and
long-term outcomes in patients with stages 0 and I cecal
cancer, ascending colon cancer, sigmoid cancer, and
rectosigmoid cancer (1-3). Large-scale overseas clinical
studies on laparoscopic surgery have shown better short-
term outcomes than open surgery in patients with stage
II and OI diseases; these studies also have demonstrated
the non-inferiority of laparoscopic procedures in terms of
the long-term outcomes (4-6). Furthermore, all meta-
analyses have clearly demonstrated that laparoscopic
surgery is superior to open surgery in terms of short-term
outcomes and comparable in terms of safety and long-
term outcomes.

A large-scale Japanese study (JCOG0404: phase III
clinical study) for cStage II and III colon cancer has com-
pleted enrollment. This study has so far shown better
short-term outcomes in the laparoscopic surgery group
than in the open group. The long-term outcomes are
currently being followed up and will be presented later.

Laparoscopic surgery is recommended for cStages 0-III
cecal cancer, ascending colon cancer, sigmoid cancer, and
rectosigmoid cancer. For transverse colon and descending
colon cancers, careful consideration is required for deter-
mining the indications for surgery based on the surgeon’s
skills and experience, because advanced techniques are
required for lymph node dissection, dissection around
the middle colic vessels, and splenic flexure mobilization.

It has been reported that laparoscopic surgery for cStage
IV disease is safe, has better short-term outcomes than
open surgery, and does not significantly differ from open
surgery with regard to long-term outcomes. However,
these results are all from retrospective studies, and to date,
no data has been obtained from prospective studies (7-9).
For cStage IV cancer, tumor excision, even as a palliative
treatment, is often difficult because the tumor is generally
large and has sometimes invaded adjacent organs. There-
fore, laparoscopic surgery should be carefully considered
only with informed consent, depending on the skills and
experience available in each institution.

1-2 Which complications or previous diseases require
careful consideration for determining the suitability of
laparoscopic surgery?

For patients with comorbidities such as chronic respiratory
or cardiovascular disease, careful consideration is required
for determining the indications for surgery in light of the
significance of laparoscopic surgery.

For patients with severe obesity or a history of open
surgery, the indications should be determined based on the
skills and experience at each institution.

B Explanation

In laparoscopic surgery, the increased intraperitoneal
pressure associated with pneumoperitoneum and intra-
operative postural changes, such as the Trendelenburg
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position and half side-lying position, can affect
cardiorespiratory dynamics (10). In patients with
comorbidities such as chronic respiratory disease or isch-
emic heart disease, careful consideration is required for
determining the indications for laparoscopic surgery. The
ASA classification of physical status (ASA score) is useful
for assessing the general condition of patients before
surgery (11). A higher ASA score is known to be associ-
ated with higher rates of postoperative complications and
mortality. However, for high-risk patients, some studies
have reported that laparoscopic surgery is more benefi-
cial than open procedures. Among high-risk patients
with an ASA score of IIT or higher, including elderly or
obese patients and those with comorbidities, more favor-
able short-term outcomes with fewer complications have
been demonstrated in laparoscopic surgery than in open
surgery (11,12). In patients with comorbidities such as
respiratory disease or cardiovascular disease, careful con-
sideration is required for determining the indications
for surgery in light of the significance of laparoscopic
surgery. These considerations should be made after the
risk of intraoperative and postoperative complications
have been evaluated through coordinated efforts with
other departments, including anesthesiology. For patients
with obesity or a history of laparotomy, longer operating
times, higher conversion rates to open surgery, and
higher postoperative complication rates have been
reported (13-18). Therefore, in these cases, the indica-
tions for laparoscopic surgery should be determined
based on the skills and experience of each surgeon.

1-3 Are long-term and short-term outcomes of laparo-
scopic surgery comparable to those of open surgery?

In patients with cecal cancer, ascending colon cancer,
sigmoid cancer, and rectosigmoid cancer, laparoscopic
surgery has been demonstrated to have better short-term
outcomes than open surgery and equivalent long-term out-
comes and safety levels, regardless of cStages.

B Explanation

Short-term and long-term outcomes have been
reported from large-scale phase II clinical studies con-
ducted in the USA and Europe that compared laparo-
scopic surgery and open surgery in colon cancer patients
(4-6). These studies showed laparoscopic surgery had
more favorable short-term outcomes than open surgery
and equivalent long-term outcomes for colon cancer. The
results obtained from subsequent meta-analyses also
supported the outcomes of these clinical studies, showing
the superiority of laparoscopic surgery over open surgery
for short-term outcomes, including less intraoperative
blood loss, earlier resumption of oral intake, and a
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shorter hospital stay, although the laparoscopic surgery
operating time was significantly longer. In addition, the
safety of laparoscopic surgery was demonstrated, with a
postoperative complication rate comparable to that of
open surgery and a lower incidence of postoperative
small bowel obstruction. However, in major large-scale
clinical studies, there has been a high rate of conversion
to open surgery (29% in the CLASICC (4) trial and 17%
in the COLOR (5) trial; 21% in the COST (6) trial) and a
higher incidence of postoperative complications leading
to longer postoperative hospital stays in patients who
underwent conversion to open surgery than in those
who did not. As such, it is recommended that laparo-
scopic surgery be performed in medical institutions that
employ up-to-date techniques and by well-experienced
surgical teams. A large-scale Japanese clinical study
JCOGO0404, a randomized controlled trial (RCT) compar-
ing laparoscopic and open surgery for stage II/III
colorectal cancer, also demonstrated better short-term
outcomes in laparoscopic surgery. The long-term out-
comes were measured through 2014, but have yet to be
released.

1-4 Is laparoscopic surgery suitable for elderly patients?
Elderly patients who have undergone laparoscopic surgery
have had better short-term outcomes than those who have
undergone open surgery and comparable safety and long-
term outcomes. However, careful consideration is required
for determining the indications for surgery in light of pres-
ence or absence of elderly-specific comorbidities.

B Explanation

Many studies have reported the benefits of laparoscopic
surgery in elderly patients (19,20). According to these
reports, although the operating time was longer than that
in open surgery, a significant reduction in intraoperative
blood loss and the rate of blood transfusion were noted in
laparoscopic surgery. Additionally, laparoscopic surgery
offered equivalent or significantly lower intraoperative
and postoperative complication rates compared with
open surgery. In a large-scale retrospective study of
elderly Japanese patients who underwent laparoscopic
colectomy, although the operating time was longer than
in open surgery, laparoscopic surgery offered reduced in
blood loss and significantly more favorable outcomes,
including shorter postoperative hospital stay and fewer
postoperative complications. There was no significant
difference in long-term outcomes, such as the 3-year
recurrence-free survival rate and 3-year overall survival
rate, between the procedures (21). However, given the
presence of preoperative multiple organ dysfunction,
including respiratory and circulatory disorders and
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reduced reserve capacity, and a high incidence of postop-
erative complications, such as mental disorders in elderly
patients, careful perioperative management is essential
even for laparoscopic surgery.

In summary, the reduced invasiveness of laparoscopic
surgery is suitable for treatment of colorectal cancer in
elderly patients. However, the indications for surgery
should be determined based on the appropriate exami-
nation of comorbidities of individual patients.
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inical Question 2: Is Laparoscopic Surgery

Recommended for Rectal Cancer?

Laparoscopic surgery may be considered. However,
oncological safety has yet to be established in comparison
with open surgery.

Strength of recommendation: C1

2-1 For which stage is laparoscopic surgery indicated?
Technical safety has been confirmed for cStage 0 and I
rectal cancer. The indications for surgery should be deter-
mined based on the surgeon’s skills and experience upon
appropriate informed consent.
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B Explanation

Several clinical studies comparing laparoscopic surgery
and open surgery have been conducted in the USA,
Europe, and Asia to verify the safety of laparoscopic
surgery. However, many of them were relatively small-
scale clinical studies, and only a few were multicenter
studies with a large number of patients. In addition, these
overseas studies were differently from therapeutic strat-
egies in Japan, which consequently resulted in a higher
incidence of complications in both open and laparoscopic
surgery than is seen in Japan (1-11). Accordingly, it was
considered necessary to launch clinical studies in Japan
to confirm the safety of laparoscopic surgery. Therefore, a
prospective study was conducted in Japan in patients
with clinical stage 0 and I rectal cancer to demonstrate
the technical safety of laparoscopic surgery (12).

Standard therapy for advanced rectal cancer overseas is
preoperative chemoradiotherapy, which may increase
the difficulty of laparoscopic surgery. Lateral lymph node
dissection, the standard therapy in Japan, also poses high
technical difficulty when performed laparoscopically.
Because of the small number of existing clinical studies,
neither effectiveness nor safety of laparoscopic surgery
for advanced rectal cancer has been established (13,14).

There, during the initial period of introduction, lapa-
roscopic surgery is recommended for patients with cStage
0 and I rectal cancer—patients in whom the surgery-
related risk is low. This procedure must also be performed
by a surgical team with sufficient skill and experience in
laparoscopic surgery for colon cancer. For patients with
clinical stage IT or higher rectal cancer, the surgery should
be performed at the patient’s request after sufficient
informed consent has been provided (as part of an
adequately designed clinical study or under an equiva-
lent system).

2-2 Are the short-term outcomes of laparoscopic surgery
superior to those of open surgery?

Although the operating time is reported to be longer with
laparoscopic surgery, this procedure is superior because of
its less invasiveness and greater consistency.

B Explanation

An early RCT conducted in the UK reported a higher
incidence of complications in patients who required con-
version to open surgery and increased incidences of posi-
tive resection margins and in patients undergoing
laparoscopic anterior resection compared to open ante-
rior resection, although this difference was not significant
(2). However, recent studies have shown that laparo-
scopic surgery is associated with less blood loss than open
surgery despite its longer operation times. Some studies
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have reported no difference in the incidences of
intraoperative and postoperative complications and mor-
tality between open and laparoscopic procedures,
whereas others have reported fewer complications with
laparoscopic surgery. With regard to postoperative recov-
ery, laparoscopic surgery offered fewer days to first flatus
as an indicator of intestinal peristalsis, fewer days to
resumption of solid diet, and a shorter postoperative hos-
pital stay than open surgery. Furthermore, the small inci-
sions made in laparoscopic surgery have been reported to
offer advantages, such as cosmetic benefits, decreased
pain, and reduction in analgesic doses. No difference was
shown between the procedures regarding voiding func-
tion, sexual function, or quality of life after surgery, but
laparoscopic surgery was reported to be more cost-
effective. Either no difference or an increased number of
lymph nodes retrieved has been reported in laparoscopic
surgery as compared with open surgery (1-11,15-17).

A clinical study was conducted on patients with clinical
stages 0 and I rectal cancer in Japan. An analysis of 490
patients from 43 sites revealed that conversion to open
surgery occurred in 8 patients (1.6%) and anal preserva-
tion was possible in 477 patients (97%). Twenty-four
intraoperative complications and 160 postoperative com-
plications developed, with no deaths occurring due to
complications. Reoperation was performed in 19 patients
(4%). The median time to resumption of fluid intake,
resumption of oral diet, and discharge from hospital were
1, 3, and 12 days, respectively (12).

2-3 Are the long-term outcomes of laparoscopic surgery
comparable to those of open surgery?

To date, there have been no studies reporting the inferiority
of laparoscopic surgery with respect to long-term out-
comes. Further evaluation through high-quality clinical
studies is necessary.

B Explanation

To date, no RCT or meta-analyses have demonstrated
any difference between laparoscopic surgery and open
surgery in terms of long-term prognosis, local recurrence
rate, or distant metastasis rate. With regard to long-term
complications, it has been reported that laparoscopic
surgery is associated with a lower incidence of small
bowel obstruction related to adhesion, but no differences
in the incidences of other complications or reoperation
between the procedures has been noted. However,
because of the small number of study sites and enrolled
patients, these results alone are insufficient to evaluate
the oncological safety of laparoscopic surgery for rectal
cancer (1-11,15-18). Further investigation of the long-
term outcomes in multicenter RCT overseas and in Japan

© 2015 Japan Society for Endoscopic Surgery, Asia Endosurgery Task Force and Wiley Publishing Asia Pty Ltd. 249

85U8017 SUOWILLIOD 3A1e8.1D) 8|qeo![dde 8L Aq peusenob afe sejonfe YO ‘88N JO S3|NJ o} A%eiqi8ul|UO /8|1 UO (SUORIPLOD-PUR-SLLBYWOD™AB | 1M ATRIq 1 BU1|UO//SANY) SUORIPUOD pUe Swie | 38U} 89S *[9202/c0/80] Uo AriqiTauliuo A|im ‘sereiqi] AiseAlun eigwn|oD Aq 2zzgT Sese/TTTT 0T/I0p/wod A8 im Areiq1juljuo//sdny woJj pepeojumoq ‘€ ‘STOZ ‘0T6S8SLT



Large intestine

involving a larger number of patients is essential to reach
a conclusion on the merits of laparoscopic surgery rela-
tive to open surgery.

2-4 Have any intraoperative or postoperative complica-
tions that require attention been reported?

No complication peculiar to laparoscopic surgery has been
reported in recent years.

B Explanation

Complications peculiar to laparoscopic surgery initially
included brachial nerve paralysis likely caused by patient
positioning during surgery or patient immobilization on
a table, but these occurrences have been decreased by
increased attention to patient positioning and immobili-
zation (12).

Some studies have reported no difference in the inci-
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Clinical Question 3: Is Laparoscopic Surgery
Recommended for Appendicitis?

Laparoscopic surgery is recommended for acute
appendicitis.
Strength of recommendation: B

3-1 Are the short-term outcomes of laparoscopic surgery
superior to those of open surgery?

Laparoscopic surgery is superior in terms of reductions in
postoperative wound infection and wound pain, shorter
length of hospital stay, and earlier social rehabilitation.

B Explanation

Many of the meta-analyses comparing laparoscopic
surgery and open surgery showed a lower incidence of
postoperative wound infection after laparoscopic surgery
(3% in laparoscopic surgery vs 7% in open surgery)
(1-11). Although some studies reported no significant
difference in postoperative pain between laparoscopic
and open procedures (6), many showed decreased post-
operative pain after laparoscopic surgery (3,4,9,10,12).
Many studies also reported that the length of hospital
stay was shorter (by approximately 1 day) and that the
return to daily activities was approximately 4-7 days
earlier after laparoscopic surgery than after open surgery
(1,3-5,8-10,12-15). The time to resumption of food
intake was demonstrated to be approximately 0.34 days
earlier after laparoscopic surgery than after open surgery
(9,12). Some reports indicated that laparoscopic surgery
is associated with a lower incidence of postoperative ileus
(8), but others reported no significant difference between
the techniques (9).

Many studies reported that laparoscopic surgery has a
longer surgical time of 10-17 min compared with open
surgery (1,3-5,9,10,12,14,15). However, the surgical
time for laparoscopic surgery has been shortened in
recent years. In a comparison of laparoscopic and open
surgery before and after 2000, the difference in operative
times was reduced from 15 min before 2000 to 5 min
after 2000 (8). Therefore, the role of the learning curve
should be considered, as it can affect the evaluation of the
surgical time.

Although some studies reported no significant differ-
ence in the incidence of postoperative intra-abdominal
abscess (3,4), many meta-analyses revealed an approxi-
mately three-fold higher incidence after laparoscopic
surgery (6-10,13). The conversion rate to open surgery
was reported to be approximately 10%, mainly because
of perforated appendicitis or abscess-forming appendici-
tis (9). No port site- or pneumoperitoneum-related
complications specific to laparoscopic surgery have been
reported.

Asian J Endosc Surg 8 (2015) 246-262

Large intestine

3-2 Is laparoscopic surgery safe for perforated appendi-
citis or abscess-forming appendicitis?

There is no robust evidence that supports the safety of
laparoscopic surgery in perforated appendicitis or abscess-
forming appendicitis.

B Explanation

A meta-analysis of pediatric patients with perforated
appendicitis or abscess-forming appendicitis revealed that
laparoscopic surgery was associated with reduced wound
infection, shorter hospital stays, and a lower incidence
of postoperative ileus (16). However, surgical time was
reported to be significantly longer with laparoscopic
surgery than with open surgery (16,17). In addition, it was
reported that there is a high conversion rate to open
surgery and frequent incidence of intra-abdominal abscess
(16). Therefore, selection of surgical procedure and the
potential for postoperative intra-abdominal abscess
should be carefully considered when performing laparo-
scopic surgery for perforated appendicitis or abscess-
forming appendicitis.

No meta-analyses, including RCT comparing laparo-
scopic and open surgery in adult patients with perfo-
rated or abscess-forming appendicitis, were identified by
a literature search. Meta-analyses of prospective and
retrospective studies reported less frequent wound
infection in laparoscopic surgery and a comparable inci-
dence of intra-abdominal abscess between the proce-
dures (18). No significant difference was observed in
surgical time, length of hospital stay, or occurrence of
postoperative intra-abdominal abscess in a prospective
study (19). The conversion rate from laparoscopic
surgery to open surgery was reported to be as high as
36% (19). According to a subgroup analysis on perfo-
rated and abscess-forming appendicitis from an RCT
comparing laparoscopic and open surgery, there were
no significant differences in the incidences of wound
infection or intra-abdominal abscess between the
procedures (20). In the future, large-scale RCT with
less potential for bias are required for adult patients
with  perforated appendicitis or abscess-forming
appendicitis.

3-3 Is laparoscopic surgery safe for appendicitis in pedi-
atric, pregnant, and obese patients?

Laparoscopic surgery can be safely performed in pediatric,
pregnant, and obese patients. However, some studies
reported a high miscarriage rate in pregnant patients who
underwent laparoscopic surgery.
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B Explanation

Regarding laparoscopic surgery in pediatric patients,
some studies reported no significant difference in surgical
time between laparoscopic and open surgery (21), but
others showed that laparoscopic surgery had a signifi-
cantly longer surgical time (8). The length of hospital stay
was shown to be significantly shorter after laparoscopic
surgery. A meta-analysis consisting of only RCT showed a
significantly lower incidence of wound infection in the
laparoscopic surgery group (1.4% in laparoscopy vs 4.7 %
in open surgery) (8,21). In addition, the incidence of
postoperative ileus after laparoscopic surgery was signifi-
cantly lower than after open surgery (2.9% vs 3.4%)
(21). By contrast, the incidence of postoperative intra-
abdominal abscess was reported to be significantly higher
in laparoscopic surgery (21). However, an analysis of RCT
conducted after 2000 showed no significant difference in
the incidence of intra-abdominal abscess between the
procedures (21).

An RCT in obese patients with a BMI > 25 showed
that laparoscopic surgery required a longer surgical but
did not offer a decrease in postoperative pain or shorter
hospital stay (22). A prospective study in obese patients
with a BMI =30 showed that laparoscopic surgery
offered a shorter hospital stay, but no significant differ-
ence in postoperative pain, wound infection, or occur-
rence of intra-abdominal abscess relative to open
surgery (23). The meta-analyses including those data
indicated that laparoscopic surgery shortened hospital
stay (24,25), significantly decreased occurrence of
wound infection, and significantly extended surgical
time (24).

The rate of miscarriage in pregnant women following
laparoscopic surgery was reported to be 6%, which was
higher than after open appendectomy, and to occur par-
ticularly frequent in those with perforated or abscess-
forming appendicitis (26). Some reported a lower
preterm birth rate after laparoscopic surgery (26), but
other reports revealed no significant difference between
the procedures (27).

3-4 Is laparoscopy safe for interval appendectomy?
Laparoscopic interval appendectomy can be performed
safely.

B Explanation

No meta-analyses, including RCT on laparoscopic
interval surgery, were identified by a literature search.
An RCT comparing interval and immediate laparoscopic
procedures showed no significant differences in the
length of hospital stay and the recurrence rate of intra-
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abdominal abscess (28), but the surgical time and the
period to resumption of oral diet were significantly
shorter in the interval surgery group (28).

In contrast, an RCT comparing laparoscopic interval
surgery and open interval surgery showed significantly
reduced postoperative pain, a shorter length of hospital-
ization, and an earlier recovery to daily life after laparo-
scopic surgery (29). No significant difference was noted
in the incidence of postoperative complications, but the
length of postoperative intestinal paresis was reported to
be significantly shorter in the laparoscopic group than in
the open group (29). However, the surgical time was
significantly longer in the laparoscopic group than in the
open group (29).

3-5 Is single-port laparoscopic surgery less invasive than
three-port laparoscopic surgery for appendicitis?

There is no robust evidence supporting the less
invasiveness of single-port laparoscopic surgery.

B Explanation

To date, no meta-analyses, including RCT, on single-
port laparoscopic surgery have been identified. An RCT
comparing single-incision laparoscopic surgery and
three-port laparoscopic surgery revealed no significant
differences in the period to resumption of food intake,
length of hospital stay, or incidence of wound infection
(30,31). However, surgical time was significantly longer
in the single-incision laparoscopic group (30,31). In an
RCT comparing single-port laparoscopic surgery and
three-port laparoscopic surgery in obese patients and
normal-weight patients, significantly longer surgical
times and hospital stays were reported in obese patients
treated with single-port laparoscopic surgery than in
normal patients treated with the same approach (32). An
RCT comparing single-port laparoscopic surgery and
three-port laparoscopic surgery in pediatric patients
yielded no significant differences in the length of
hospital stay or incidences of wound infection and intra-
abdominal abscess, but it did show a significantly
extended surgical time in patients undergoing single-port
laparoscopic surgery (33). A three-arm RCT compared
single-port laparoscopic surgery, three-port laparoscopic
surgery, and open surgery; this study reported a signifi-
cantly longer surgical time (average, 7 min) in single-port
laparoscopic surgery than in open surgery and a shorter
hospital stay in the laparoscopic group than in the open
group, but no significant difference was found in the
postoperative course between the techniques (34).
Further investigation using meta-analyses including RCT
is expected.
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Clinical Question 4: Is Laparoscopic Surgery
Recommended for Colonic Diverticulosis?

Laparoscopic surgery is recommended for colonic
diverticulosis.
Strength of recommendation: B

4-1 Are the short-term outcomes of laparoscopic surgery
superior to those of open surgery?

Favorable short-term outcomes are likely to be achieved
when laparoscopic surgery is selected based on the skills
and experience of the institution and its surgical team.

B Explanation

Although many studies have reported extended surgi-
cal times with laparoscopic surgery compared to open
procedures for diverticulitis (1-6), some have reported
equivalent surgical times for both procedures (7,8). In
addition, it has often been reported that laparoscopic
surgery is associated with reduced postoperative pain and
earlier resumption of food intake compared with open
surgery (2,5-7,9,10); this in turn shortens postoperative
hospital stay and enables earlier social rehabilitation
(2,4,5,7,11,12). Other reports have suggested that lapa-
roscopic surgery may contribute to reducing medical
costs (6,8,11). Although some studies have reported no
difference in the incidence of postoperative complications
between the procedures, many studies have reported
reduced postoperative complications after laparoscopic
surgery (3—6,9,11). In particular, the incidence of wound
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infection and ileus has been reported to be decreased
with laparoscopic surgery (2-4,11).

Only one study has demonstrated the benefits of
laparoscopic surgery for right-sided diverticulitis. No dif-
ference was observed between laparoscopic and open
procedures regarding the effectiveness and safety of
surgery and the recurrence rate of diverticulitis (13).
Therefore, further studies with high-quality evidence are
needed in Japan.

Based on the existing studies, laparoscopic surgery is
likely to yield superior short-term outcomes than open
surgery, but one prospective randomized trial reported
no difference between the procedures (1).

4-2 Is laparoscopic surgery indicated in patients with spe-
cific conditions such as abscess or fistula?

Laparoscopic surgery is indicated for such conditions if
performed by a surgeon with sufficient experience.

B Explanation

Some studies have reported that laparoscopic surgery is
associated with a higher incidence of wound infection
and ileus in colonic diverticulitis patients with preopera-
tive complications such as abscess or fistula than in those
without complications (14), but others have shown no
difference (15,16). In either case, this surgical procedure
should be performed only by surgeons with sufficient
experience (15-17). When compared by number of
operations performed, surgeons with greater experience
have been shown to have a lower incidence of postop-
erative complications, despite the fact that they fre-
quently operate on complicated cases (16). It has been
reported that surgical time is longer in laparoscopic
surgery for complicated colonic diverticulitis than in
open surgery, but the length of postoperative hospitaliza-
tion is shortened (15,17).

4-3 What surgical procedure should be selected for
diverticular perforation?
Laparoscopic lavage and drainage is potentially effective.

B Explanation

For perforated diverticulitis (Hinchey stage III: gener-
alized peritonitis with purulent ascites), intestinal resec-
tion of the affected site and colostomy (Hartmann'’s
procedure) through an open procedure are the conven-
tional approach. However, laparoscopic lavage and drain-
age without intestinal resection has recently been proven
to be highly effective with fewer complications and no
increase in mortality rate (18-20). Once the inflamma-
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tion has subsided, laparoscopic sigmoidectomy can be 6. Kohler L, Rixen D, Troidl H. Laparoscopic colorectal resec-
performed in many cases (19). This surgical procedure tion for diverticulitis. Int J Colorectal Dis 1998; 13: 43-47.
may be a potential alternative to intestinal resection and (Levels of evidence IV).
colostomy for the purpose of decreasing the occurrence 7. Gonzalez R, Smith CD, Mattar SG et al. Laparoscopic vs open
of complications and the duration of hospitalization, as resection for the treatment of diverticular disease. Surg
well as avoiding colostomy. Large-scale clinical studies Endosc 2004; 18: 276-280. (Levels of evidence IV).
are required to strongly recommend the use of this 8. Senagore AJ, Duepree HJ, Delaney CP et al. Cost structure of
approach in the clinical setting. laparoscopic and open sigmoid colectomy for diverticular
disease: Similarities and differences. Dis Colon Rectum 2002;
45: 485-490. (Levels of evidence 1V).
4-4 Ts laparoscopic surgery suitable for obese or elderly 9. Klarenbeek BR, Bergamaschi R, Veenhof AA et al. Laparo-
patients? scopic versus open sigmoid resection for diverticular disease:
Laparoscopic surgery can be safely performed in obese or Follow-up assessment of the randomized control Sigma
elderly patients when performed by an adequately skilled trial. Surg Endosc 2011; 25: 1121-1126. (Levels of evidence
and experienced surgeon. II).
10. Vargas HD, Ramirez RT, Hoffman GC et al. Defining the role
B Explanation of laparoscopic-assisted sigmoid colectomy for diverticulitis.
. . . Dis Colon Rectum 2000; 43: 1726-1731. (Levels of evidence
One study comparing a normal-weight group, slightly
overweight group, and obese group undergoing laparo- V). )

. . . . . 11. Masoomi H, Buchberg B, Nguyen B ef al. Outcomes of lapa-
scopic surgery for colonic diverticulosis demonstrated : . . .

R . X : K K roscopic versus open colectomy in elective surgery for diver-
no differences in the surgical time, intraoperative com- ticulitis. World J Surg 2011; 35: 2143-2148. (Levels of
plications, or length of hospital stay. Laparoscopic evidence IV).
sigmoidectomy for sigmoid diverticulitis is likely to be 12. Tuech JJ, Pessaux P, Regenet N ef al. Laparoscopic colectomy
safely performed even in obese patients (21). for sigmoid diverticulitis: A prospective study in the elderly.

Some studies have reported that although the surgical Hepatogastroenterology 2001; 48: 1045-1047. (Levels of evi-
time and hospital stay are slightly longer in patients aged dence TII).
over 75 years than in younger patients, laparoscopic 13. Lee IK, Lee YS, Kim SJ et al. Laparoscopic and open surgery
surgery is associated with fewer postoperative complica- for right colonic diverticulitis. Am Surg 2010; 76: 486—-491.
tions and earlier postoperative recovery than open pro- (Levels of evidence IV).
cedures (5,12). 14. Reisstelder C, Buhr HJ, Ritz JP. What is the optimal time of
surgical intervention after an acute attack of sigmoid diver-
ticulitis: Early or late elective laparoscopic resection? Dis
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stoma for Hinchey 3 complicated diverticulitis: Results of a
comparative study. Dis Colon Rectum 2009; 52: 609-615.
(Levels of evidence IV).

21. Tuech JJ, Regenet N, Hennekinne S efal. Laparoscopic
colectomy for sigmoid diverticulitis in obese and nonobese
patients: A prospective comparative study. Surg Endosc 2001;
15: 1427-1430. (Levels of evidence 1V).

Clinical Question 5: Is Laparoscopic Surgery
Recommended for Ulcerative Colitis?

Laparoscopic surgery may be performed for ulcerative
colitis at institutions with sufficient experience, but
the benefits are limited in view of its complexity and
difficulty.

Strength of recommendation: C1

5-1 Are the long-term and short-term outcomes of laparo-
scopic surgery superior to those of open procedure?
One report indicated that laparoscopic surgery offered
better cosmetic results than open surgery, but no other
studies have shown superiority in short-term or long-term
outcomes.

B Explanation

Laparoscopic surgery is broadly defined to include
surgery in which all the procedures, except specimen
extraction and ileal pouch formation, are performed
laparoscopically, those with rectal dissection and resec-
tion through a suprapubic mini-laparotomy, and hand-
assisted laparoscopic surgery (HALS) in which a
surgeon’s hand is inserted into the abdominal cavity to
assist surgical field expansion. Hereinafter, these are col-
lectively called “laparoscopic surgery.”

There has been only one RCT comparing laparoscopic
surgery and open surgery for ulcerative colitis (UC) (1).
According to four meta-analyses based on other non-RCT
(2-5), laparoscopic surgery required more surgical time
than open surgery (2,3,5); it had a significant decrease in
blood loss in only one analysis (3), and it had a shorter
postoperative time to the first bowel movement and
shorter length of hospital stay in three analyses (2-5).
The postoperative complication rate was significantly
lower in two analyses that included total abdominal
colectomy (4,5), although no difference was observed in
the mortality rate.

Long-term outcomes revealed no significant differ-
ences between the procedures with regard to the number
of bowel movements and frequency of incontinence
(6-11), but some studies reported less use of pads in
patients after undergoing laparoscopic surgery (7,8).
Better cosmetic results were reported with laparoscopic
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surgery (6,11), but no difference was demonstrated in
other QOL indicators (1,6-9,11,12). In addition, it was
reported that laparoscopic surgery is associated with
reduced occurrence of adhesions (13,14). Because open
ileal pouch anal anastomosis results in low fertility asso-
ciated with periovarian adhesion in female patients,
further examination is awaited on whether laparoscopic
surgery can contribute to a decrease in small bowel
obstruction and maintenance of female fertility.

These studies demonstrated the safety of laparoscopic
surgery in UC patients when performed by sufficiently
experienced surgeons. Nevertheless, the benefits are
limited at this point, considering the procedure’s com-
plexity and difficulty. However, given that UC is common
in the young, the potential advantages of laparoscopic
surgery are still attractive, and further data accumulation
from a long-term perspective is expected.

5-2 Have any complications specific to laparoscopic
surgery been reported?

No particular complications specific to laparoscopic
surgery have been reported.

B Explanation

Based on meta-analyses (2-5), no increase in compli-
cation rates and only a few complications specific to
laparoscopic surgery have been reported. However, some
studies have indicated a trend toward increased incidence
of small bowel obstruction before closure of the ileal
stoma among laparoscopic surgery patients (8,15). Other
reports have also suggested small bowel obstruction is
associated with an ileal stoma (10,16). Possible causes
may include inadequate laparoscopic observation during
stoma elevation and twisting of the intestine around the
stoma due to poor intestinal adhesion. As such, caution is
required.

5-3 Which medical conditions should cause laparoscopic
surgery to be avoided?

Laparoscopic surgery should be avoided in cases necessi-
tating emergency surgery.

B Explanation

Conditions indicating surgery in UC patients include
the following: (i) toxic megacolon, perforation, or
massive bleeding; (ii) resistance to medical treatment;
and (iii) neoplastic lesion. The conditions in group (i)
require emergency surgery and, according to many
studies, should be excluded as an indication for laparo-
scopic surgery.
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Some patients with severe UC that is resistant to
medical treatment are the target for quasi-emergency
surgery; these patients have anemia, are in a poor nutri-
tional state, and/or have become immunosuppressed due
to intensive medical management, and their incidence of
postoperative complications is high. Surgical manipula-
tion is considered more difficult in these cases due to
brittle tissues and an increased tendency for bleeding and
perforation. In such cases, a three-stage surgical proce-
dure may be often selected.

According to studies that compared laparoscopic
surgery and open surgery for severe UC (all non-RCT)
(17-24), quasi-emergency total abdominal colectomy
was performed in many cases, and HALS was adopted in
about half (17-19,24); however, the definition of UC
severity varied among the reports. Most of these studies
excluded patients with perforation or toxic megacolon.
The conversion rate to open procedure was 0%—7%.
Although many studies reported a significantly extended
surgical time for laparoscopic surgery (18,19,21,23,24),
laparoscopic and open procedures had an equivalent
incidence of intraoperative and postoperative complica-
tions; also, some studies indicated a significantly
decreased incidence of postoperative complications
among patients who underwent laparoscopic procedures
(17,18,24). Shorter hospital stays were often reported
after laparoscopy (18,19,21-24), and some studies dem-
onstrated benefits such as a shortening of the three-stage
surgery’s entire treatment period (18,22), fewer adhe-
sions during resection of the remaining rectum at the
second stage (17), and the feasibility of the laparoscopic
approach for restoration of intestinal continuity (20).

Nevertheless, given that quasi-emergency surgery
further increases the technical difficulty in severe UC
cases when compared with interval surgery, the indica-
tions for laparoscopic surgery should be carefully deter-
mined based on the surgeon’s skills and the patient’s
condition and provision of informed consent.

5-4 Are the postoperative outcomes of HALS superior to
those of laparoscopic surgery?

There is no evidence demonstrating the superiority of
HALS. It is essential to select the surgical procedure
depending on each site, the surgeon’s skills for the
approach, and the patient’s body shape and medical
condition.

B Explanation

Many studies comparing HALS and other laparoscopic
procedures (LAP) indicated that HALS had a shorter sur-
gical time (25-27), but other reports showed the opposite
result (28). The amount of blood loss was comparable,
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and no differences were observed in the postoperative
time to the first bowel movement, the incidence of com-
plications, or the length of hospital stay. The cosmetic
result was reported to be better (shorter wound length)
with LAP (26,27), but other studies insist on the benefits
of HALS given that it is easier to acquire the skills to
perform this surgical procedure (26). However, as rectal
dissection, which is the most demanding part in total
colectomy is sometimes performed using a Pfannenstiel
incision even in LAP (25,26), careful consideration
should be given to the interpretation of cosmetic
results. It is essential to select the surgical procedure
depending on each site, the surgeon’s proficiency for
the approach, and the patient’s body shape and medical
condition.
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Clinical Question 6: Is Laparoscopic Surgery
Recommended for Crohn’s Disease?

Laparoscopic surgery is recommended for Crohn'’s
disease.
Strength of recommendation: B

6-1 For which intestinal complications of Crohn’s disease
is laparoscopic surgery indicated?

An initial surgery for a non-perforating ileocecal lesion is
a good indication for laparoscopic surgery.

B Explanation

Crohn’s disease is classified as either stenosing type
associated with fibrosis (non-perforating type) or perfo-
rating type causing fistula, abscess, or perforation. Lapa-
roscopic surgery is generally performed as the initial
surgery for non-perforating, localized lesions in the
ileocecum (1). A laparoscopic procedure may not be well
suited for patients with a fistula, abscess, inflammatory
mass, or fistula formation in other organs (e.g. ureter,
urinary bladder). However, some studies indicated that
laparoscopic surgery could be performed once the
inflammation subsides with intensive nutrition therapy
before surgery (2,3). It was also reported that factors
responsible for making this procedure difficult include
three or more episodes of relapse and formation of
abscess (4), as well as advanced age, mass formation, and
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reoperation (5). Patients with such difficulties are not
good candidates because of the extended operating time,
higher conversion rate, and resultant creation of a stoma
in most of the cases (6). Another study reported internal
fistulas, use of steroids, large intestinal lesions, and mal-
nutrition as factors causing difficulties (7).

In addition, patients with high disease activity, such as
those with a fistula and abscess or those undergoing
reoperation, are unlikely to be good candidates.
However, some studies reported the feasibility of laparo-
scopic surgery in patients with fistula formation (2,7),
and others supported the advantages of laparoscopy in
these patients, although no significant difference was
observed between laparoscopic and open surgery (8).

The feasibility of laparoscopic procedures in patients
undergoing reoperation has been reported (9,10). One
study described a higher incidence of intraoperative
injury relative to open surgery, but the surgical outcomes
were equal (11). Many studies comparing reoperation to
initial surgery showed an equivalent or slightly extended
surgical time in reoperation, equivalent blood loss, and
no difference in the incidences of complications and con-
version (12-15).

It was reported that laparoscopic surgery for a large
intestinal lesion could cause more frequent occurrences of
intraoperative complications and extended surgical time
in patients undergoing subtotal proctocolectomy than in
those undergoing ileocecal resection (16). In contrast,
recent studies have shown reductions in complications
and pain, earlier postoperative recovery (17,18), and
favorable surgical outcomes, as well as the safety of the
laparoscopic procedure, despite an equivalent or extended
surgical time (19-21). HALS is also recommended in terms
of its surgical time, safety, and complication rate (22).
Some reports have insisted on the superiority of laparo-
scopic surgery for total colorectal resection (23).

Regarding the indication for use in pediatric patients, it
was reported that the length of hospital stay was short-
ened by laparoscopic surgery in adolescents (24). Addi-
tionally, although the occurrence of complications was
equivalent between the procedures in patients undergo-
ing subtotal proctocolectomy, a shorter surgical time and
an earlier recovery of intestinal function were noted
among those who underwent laparoscopy (25). Pediatric
patients, including adolescent patient, gain benefits from
laparoscopic surgery, such as reduction in pain and a
shorter hospital stay (26-28).

6-2 Are the short-term outcomes of laparoscopic surgery
superior to those of open surgery?

Despite its extended surgical time, short-term outcomes of
laparoscopic surgery are superior.
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B Explanation

Despite its extended surgical time, many studies
reported that laparoscopic surgery is associated with no
increase in complications, a reduction in blood loss, a
decrease in wound infection, earlier recovery of intesti-
nal function, and shorter length of hospitalization (29—
38). Some studies reported no differences between
laparoscopic surgery and open surgery (34), but gener-
ally, an earlier recovery of the digestive tract function is
expected with laparoscopic surgery. According to one
large-scale database analysis, laparoscopic surgery could
decrease complications, shorten the length of hospital
stay, and reduce medical costs (36); another database
analysis demonstrated that the laparoscopic approach
could contribute to decreasing both mild and severe
complications and shortening the length of hospitaliza-
tion (39).

Surgical stress indexes include interleukin-6,
interleukin-10, C-reactive protein, and granulocyte
elastase. Although no difference in these indexes was
shown between the procedures for Crohn’s disease, the
laparoscopic approach was reported to result in less of an
increase in these indexes for various types of colectomy
(40,41). In addition, it was reported that laparoscopic
surgery could prevent fluctuations in body temperature
and increases in C-reactive protein level and white blood
cell count (42), but its effects on interleukin-6, C-reactive
protein, and human leukocyte antigen-DR levels were
similar to open surgery’s effects (43).

Laparoscopic surgery could reduce medical costs
compared with open procedures, owing to shortened
hospital stays and reduced costs of drugs such as analge-
sics (44-438).

Although superior cosmetic results were reported with
laparoscopic surgery (49-51), no difference was observed
in patients’ body image between the open and laparo-
scopic procedures (50,51). Patients” objective satisfaction
was also better with laparoscopic surgery (52).

6-3 Are the long-term outcomes of laparoscopic surgery
comparable to those of open surgery?

Despite fewer incidences of postoperative small bowel
obstruction and hernia, long-term outcomes are equivalent.

B Explanation

Crohn’s disease is a life-long refractory chronic disease.
Long-term outcomes of laparoscopic surgery for Crohn’s
disease involve issues such as complications due to small
bowel obstruction and ventral hernia common to surgical
treatment, as well as recurrence of Crohn’s disease itself
and reoperation after relapse.
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It has been reported that laparoscopic surgery is asso-
ciated with a reduced chance of reoperation in the post-
operative long-term clinical course because of fewer
incidences of postoperative adhesive small bowel
obstruction and incisional hernia (53,54). However, the
postoperative recurrence of Crohn’s disease and
reoperation for recurrence are equivalent to those
observed after the open approach; thus, laparoscopic
surgery does not improve the long-term prognosis of
Crohn’s disease (32,51,53-57).

Most studies have revealed no difference in the post-
operative QOL between the laparoscopic and open pro-
cedures (44,51-54). Patients with Crohn’s disease have a
lower QOL than the general healthy population, and
recurrence of the disease is the only factor responsible for
decreasing the QOL (58). Laparoscopic surgery has not
produced an improvement in the long-term prognosis of
Crohn’s disease, but it does decrease the likelihood of
reoperations for adhesive small bowel obstruction and
ventral hernia.

References

1. Inoue Y, Nezu R, Nomura M. Audit of laparoscopic-assisted
surgery for Crohn’s disease. Surg Ther 2004; 90: 1065-1072.
(Levels of evidence IV).

2. Wu JS, Birnbaum EH, Kodner 1J et al. Laparoscopic-assisted
ileocolic resections in patients with Crohn’s disease: Are
abscesses, phlegmons, or recurrent disease contraindica-
tions? Surgery 1997; 122: 682-689. (Levels of evidence V).

3. Watanabe M, Hasegawa H, Yamamoto S etal. Successful
application of laparoscopic surgery to the treatment of
Crohn’s disease with fistulas. Dis Colon Rectum 2002; 45:
1057-1061. (Levels of evidence V).

4. Alves A, Panis Y, Bouhnik Y et al. Factors that predict con-
version in 69 consecutive patients undergoing laparoscopic
ileocecal resection for Crohn’s disease: A prospective study.
Dis Colon Rectum 2005; 48: 2302-2308. (Levels of evidence
II).

5. Moorthy K, Shaul T, Foley RJ. Factors that predict conver-
sion in patients undergoing laparoscopic surgery for Crohn’s
disease. Am J Surg 2004; 187: 47-51. (Levels of evidence 1V).

6. Goyer P, Alves A, Bretagnol F etal. Impact of complex
Crohn’s disease on the outcome of laparoscopic ileocecal
resection: A comparative clinical study in 124 patients. Dis
Colon Rectum 2009; 52: 205-210. (Levels of evidence IV).

7. Schmidt CM, Talamini MA, Kaufman HS et al. Laparoscopic
surgery for Crohn’s disease: Reasons for conversion. Ann
Surg 2001; 233: 733-739. (Levels of evidence V).

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

H Kuroyanagi et al.

. Hasegawa H, Watanabe M, Nishibori H ef al. Laparoscopic

surgery for recurrent Crohn’s disease. Br J Surg 2003; 90:
970-973. (Levels of evidence IV).

Uchikoshi F, Ito T, Nezu R etal. Advantages of
laparoscope-assisted ~ surgery for recurrent Crohn's
disease. Surg Endosc 2004; 18: 1675-1679. (Levels of evi-
dence 1V).

Brouquet A, Bretagnol F, Soprani A efal. A laparoscopic
approach to iterative ileocolonic resection for the recurrence
of Crohn’s disease. Surgery 2010; 24: 879-887. (Levels of
evidence 1V).

Pinto RA, Shawki S, Narita K et al. Laparoscopy for recur-
rent Crohn’s disease: How do the results compare with the
results for primary Crohn’s disease? Colorectal Dis 2011; 13:
302-307. (Levels of evidence 1V).

Chaudhary B, Glancy D, Dixon AR. Laparoscopic surgery for
recurrent ileocolic Crohn’s disease is as safe and effective as
primary resection. Colorectal Dis 2011; 13: 1413-1416.
(Levels of evidence 1V).

Bandyopadhyay D, Sagar PM, Mirnezami A et al. Laparo-
scopic resection for recurrent Crohn’s disease: Safety,
feasibility and short-term outcomes. Colorectal Dis 2011; 13:
161-165. (Levels of evidence V).

Huang R, Valerian BT, Lee EC. Laparoscopic approach in
patients with recurrent Crohn’s disease. Am Surg 2012; 78:
595-599. (Levels of evidence V).

Hamel CT, Hildebrandt U, Weiss EG efal. Laparoscopic
surgery for inflammatory bowel disease. Surg Endosc 2001;
15: 642-645. (Levels of evidence IV).

Hong D, Lewis M, Tabet J et al. Prospective comparison of
laparoscopic versus open resection for benign colorectal
disease. Surg Laparosc Endosc Percutan Tech 2002; 12: 238-
242. (Levels of evidence IV).

da Luz Moreira A, Stocchi L, Remzi FH ef al. Laparoscopic
surgery for patients with Crohn’s colitis: A case-matched
study. J Gastrointest Surg 2007; 11: 1529-1533. (Levels of
evidence IV).

Chen HH, Wexner SD, Iroatulam AJ efal. Laparoscopic
colectomy compares favorably with colectomy by lapa-
rotomy for reduction of postoperative ileus. Dis Colon Rectum
2000; 43: 61-65. (Levels of evidence 1V).

Holubar SD, Dozois EJ, Privitera A et al. Minimally invasive
colectomy for Crohn’s colitis: A single institution experi-
ence. Inflamm Bowel Dis 2010; 13: 1940-1946. (Levels of
evidence V).

Umanskiy K, Malhotra G, Chase A etal. Laparoscopic
colectomy for Crohn’s colitis. A large prospective compara-
tive study. J Gastrointest Surg 2010; 14: 658-663. (Levels of
evidence IV).

22. Nakajima K, Nezu R, Hirota M etal. The role of hand-

8. Poulin EC, Schlachta CM, Mamazza J et al. Should enteric assisted laparoscopic surgery in subtotal and total colectomy

fistulas from Crohn’s disease or diverticulitis be treated for Crohn’s colitis. Surg Endosc 2010; 24: 2713-2717. (Levels
laparoscopically or by open surgery? A matched cohort of evidence TV)

study. Dis Colon Rectum 2000; 43: 621-627. (Levels of evi- 23. Holder-Murray J, Zoccali M, Hurst RD et al. Totally laparo-

dence 1V). scopic total proctocolectomy: A safe alternative to open

Asian J Endosc Surg 8 (2015) 246-262

260 © 2015 Japan Society for Endoscopic Surgery, Asia Endosurgery Task Force and Wiley Publishing Asia Pty Ltd.

85190 SUOWIWIOD dAIERID 3|qedtidde au) Ag peusench a2 saolle YO ‘38N J0 S3INJ 10} Afeuqi 8ulUO A1 UO (SUOIPLOD-pUB-SLUBYWI0D A 1M ARe.q1 U1 IUO//SdNY) SUONIPUOD PUe SWS L 8U) 39S *[9202/€0/80] UO AelqiTauliuo Ao|im ‘saikeiqi AlsieAiun eiquinioD Aq 2zz¢T sese/TTTT 0T/10p/wiod"As|im Afeiqiputjuo//sdny Wwoiy papeojumoq ‘€ ‘STOZ ‘0T6S8SLT



H Kuroyanagi et al.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

surgery in inflammatory bowel disease. Inflamm Bowel Dis
2012; 18: 863-868. (Levels of evidence IV).

Diamond IR & Langer JC. Laparoscopic-assisted versus open
ileocolic resection for adolescent Crohn disease. J Pediatr
Gastroenterol Nutr 2001; 33: 543-547. (Levels of evidence
v).

Proctor ML, Langer JC, Gerstle JT et al. Is laparoscopic sub-
total colectomy better than open subtotal colectomy in chil-
dren? J Pediatr Surg 2002; 37: 706-708. (Levels of evidence
V).

von Allmen D, Markowitz JE, York A et al. Laparoscopic-
assisted bowel resection offers advantages over open surgery
for treatment of segmental Crohn’s disease in children.
J Pediatr Surg 2003; 38: 963-965. (Levels of evidence
V).

Bonnard A, Fouquet V, Berrebi D efal. Crohn’s disease
in children. Preliminary experience with a laparoscopic
approach. Eur J Pediatr Surg 2006; 16: 90-93. (Levels of
evidence V).

Laituri CA, Fraser JD, Garey CL etal. Laparoscopic
ileocecectomy in pediatric patients with Crohn’s disease.
J Laparoendosc Adv Surg Tech A 2011; 21: 193-195. (Levels of
evidence V).

Rosman AS, Melis M, Fichera A. Metaanalysis of trials
comparing laparoscopic and open surgery for Crohn’s
disease. Surg Endosc 2005; 19: 1549-1555. (Levels of evi-
dence I).

Tilney HS, Constantinides VA, Heriot AG et al. Comparison
of laparoscopic and open ileocecal resection for Crohn’s
disease: A metaanalysis. Surg Endosc 2006; 20: 1036-1044.
(Levels of evidence I).

Polle SW, Wind J, Ubbink DT efal. Short-term outcomes
after laparoscopic ileocolic resection for Crohn’s disease. A
systematic review. Dig Surg 2006; 23: 346-357. (Levels of
evidence I).

Tan JJ & Tjandra JJ. Laparoscopic surgery for Crohn'’s
disease: A meta-analysis. Dis Colon Rectum 2007; 50: 576—
585. (Levels of evidence I).

Milsom JW, Hammerhofer KA, Bohm B et al. Prospective,
randomized trial comparing laparoscopic vs. conventional
surgery for refractory ileocolic Crohn’s disease. Dis Colon
Rectum 2001; 44: 1-9. (Levels of evidence II).

Maartense S, Dunker MS, Slors JF efal. Laparoscopic-
assisted versus open ileocolic resection for Crohn’s disease: a
randomized trial. Ann Surg 2006; 243: 143-153. (Levels of
evidence 1V).

Bemelman WA, Slors JF, Dunker MS et al. Laparoscopic-
assisted vs. open ileocolic resection for Crohn’s disease. A
comparative study. Surg Endosc 2000; 14: 721-725. (Levels
of evidence III).

Msika S, Iannelli A, Deroide G et al. Can laparoscopy reduce
hospital stay in the treatment of Crohn’s disease?. Dis Colon
Rectum 2001; 44: 1661-1666. (Levels of evidence IV).
Fichera A, Peng SL, Elisseou NM ef al. Laparoscopy or con-
ventional open surgery for patients with ileocolonic Crohn’s

Asian J Endosc Surg 8 (2015) 246-262
© 2015 Japan Society for Endoscopic Surgery, Asia Endosurgery Task Force and Wiley Publishing Asia Pty Ltd. 261

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

Large intestine

disease? A prospective study. Surgery 2007; 142: 566-571.
(Levels of evidence III).

Dasari BV, McKay D, Gardiner K. Laparoscopic versus Open
surgery for small bowel Crohn’s disease. Cochrane Database
Syst Rev 2011; Jan. 19: CD006956. (Levels of evidence IV).
Benoist S, Panis Y, Beaufour A et al. Laparascopic ileocecal
resection in Crohn’s disease: a case-matched comparison
with open resection. Surg Endosc 2003; 17: 814-818. (Levels
of evidence IV).

Lesperance K, Martin MJ, Lehmann R et a/. National trends
and outcomes for the surgical therapy of ileocolonic Crohn'’s
disease: a population-based analysis of laparoscopic vs. open
approaches. J Gastrointest Surg 2009; 13: 1251-1259. (Levels
of evidence IV).

Lee Y, Fleming FJ, Deeb AP et al. A laparoscopic approach
reduces short-term complications and length of stay follow-
ing ileocolic resection in Crohn’s disease: an analysis of
outcomes from the NSQIP database. Colorectal Dis 2012; 14:
572-577. (Levels of evidence 1V).

Hildebrandt U, Kessler K, Pistorious G et al. Granulocyte
elastase and systematic cytokine response after laparoscopic-
assisted and open resections in Crohn’s disease. Dis Colon
Rectum 1999; 42: 1480-1486. (Levels of evidence IV).
Hildebrandt U, Kessler K, Plusczyk T efal. Comparison
of surgical stress between laparoscopic and open colonic
resections. Surg Endosc 2003; 17: 242-246. (Levels of evi-
dence 1II).

Kishi D, Nezu R, Ito T et al. Laparoscopic-assisted surgery
for Crohn’s disease: reduced surgical stress following
ileocolectomy. Surg Today 2000; 30: 219-222. (Levels of
evidence II).

Dunker MS, Ten Hove T, Bemelman WA, Slors JF, Gouma
DJ, Van Deventer SJ. Interleukin-6, C-reactive protein, and
expression of human leukocyte antigen-DR on peripheral
blood mononuclear cells in patients after laparoscopic vs.
conventional bowel resection: a randomized study. Dis Colon
Rectum 2003; 46: 1238-1244. (Levels of evidence III).
Young-Fadok TM, HallLong K, McConnell EJ et al. Advan-
tages of laparoscopic resection for ileocolic Crohn’s disease.
Improved outcomes and reduced costs. Surg Endosc 2001; 15:
450-454. (Levels of evidence IV).

Duepree HJ, Senagore AJ, Delaney CP et al. Advantages of
laparoscopic resection for ileocecal Crohn’s disease. Dis Colon
Rectum 2002; 45: 605-610. (Levels of evidence 1V).

Shore G, Gonzalez QH, Bondora A et al. Laparoscopic vs
conventional ileocolectomy for primary Crohn disease. Arch
Surg 2003; 138: 76-79. (Levels of evidence IV).

Alabaz O, Iroatulam AJ, Nessim A efal. Comparison of
laparoscopically assisted and conventional ileocolic resec-
tion for Crohn'’s disease. Eur J Surg 2000; 166: 213-217.
(Levels of evidence 1V).

Dunker MS, Stiggelbout AM, van Hogezand RA etal.
Cosmesis and body image after laparoscopic-assisted and
open ileocolic resection for Crohn’s disease. Surg Endosc
1998; 12: 1334-1340. (Levels of evidence 1V).

85190 SUOWIWIOD dAIERID 3|qedtidde au) Ag peusench a2 saolle YO ‘38N J0 S3INJ 10} Afeuqi 8ulUO A1 UO (SUOIPLOD-pUB-SLUBYWI0D A 1M ARe.q1 U1 IUO//SdNY) SUONIPUOD PUe SWS L 8U) 39S *[9202/€0/80] UO AelqiTauliuo Ao|im ‘saikeiqi AlsieAiun eiquinioD Aq 2zz¢T sese/TTTT 0T/10p/wiod"As|im Afeiqiputjuo//sdny Wwoiy papeojumoq ‘€ ‘STOZ ‘0T6S8SLT



Large intestine

51.

52.

53.

54.

55.

56.

262

Eshuis EJ, Polle SW, Slors JF etal. Long-term surgical
recurrence, morbidity, quality of life, and body image of
laparoscopic-assisted vs. open ileocolic resection for Crohn’s
disease: A comparative study. Dis Colon Rectum 2008; 51:
858-867. (Levels of evidence 1V).

Sica GS, Taculli E, Benavoli D etal. Laparoscopic versus
open ileo-colonic resection in Crohn’s disease: short- and
long-term results from a prospective longitudinal study.
J Gastrointest Surg 2008; 12: 1094-1102. (Levels of evidence
111).

Stocchi L, Milsom JW, Fazio VW. Long-term outcomes of
laparoscopic versus open ileocolic resection for Crohn’s
disease: Follow-up of a prospective randomized trial. Surgery
2008; 144: 622-627. (Levels of evidence 1II).

Eshuis EJ, Slors JF, Stokkers PC et al. Long-term outcomes
following laparoscopically assisted versus open ileocolic
resection for Crohn’s disease. Br J Surg 2010; 97: 563-568.
(Levels of evidence II).

Bergamaschi R, Pessaux P, Arnaud JP. Comparison of con-
ventional and laparoscopic ileocolic resection for Crohn’s
disease. Dis Colon Rectum 2003; 46: 1129-1133. (Levels of
evidence 1V).

Lowney JK, Dietz DW, Birnbaum EH etal. Is there any
difference in recurrence rates in laparoscopic ileocolic resec-
tion for Crohn’s disease compared with conventional
surgery? A long-term, follow-up study. Dis Colon Rectum
2006; 49: 58-63. (Levels of evidence IV).

H Kuroyanagi et al.

57. Alessandroni L, Bertolini R, Campanelli A etal. Video-
assisted versus open ileocolic resection in primary Crohn’s
disease: A comparative case-matched study. Updat Surg
2010; 62: 35-40. (Levels of evidence 1V).

58. Thaler K, Dinnewitzer A, Oberwalder M et al. Assessment of
long-term quality of life after laparoscopic and open surgery
for Crohn’s disease. Colorectal Dis 2005; 7: 375-381. (Levels
of evidence IV).

Appendix: Authors’ Affiliations

Hiroya Kuroyanagi, Department of Gastroenterological
Surgery, Toranomon Hospital; Masafumi Inomata,
Department of Gastroenterological Surgery, Oita Univer-
sity Faculty of Medicine; Yoshihisa Saida, Department of
Surgery, Toho University Ohashi Medical Center; Suguru
Hasegawa, Division of Gastrointestinal Surgery, Depart-
ment of Surgery, Kyoto University Hospital; Yuji
Funayama, Department of Colorectal Surgery, Tohoku
Rosai Hospital; Seiichiro Yamamoto, Hiratsuka Citizen
Hospital; Yoshiharu Sakai, Division of Gastrointestinal
Surgery, Department of Surgery, Kyoto University Hos-
pital; Masahiko Watanabe, Department of Surgery,
Kitasato University School of Medicine.

Asian J Endosc Surg 8 (2015) 246-262

© 2015 Japan Society for Endoscopic Surgery, Asia Endosurgery Task Force and Wiley Publishing Asia Pty Ltd.

85U8017 SUOWILLIOD 3A1e8.1D) 8|qeo![dde 8L Aq peusenob afe sejonfe YO ‘88N JO S3|NJ o} A%eiqi8ul|UO /8|1 UO (SUORIPLOD-PUR-SLLBYWOD™AB | 1M ATRIq 1 BU1|UO//SANY) SUORIPUOD pUe Swie | 38U} 89S *[9202/c0/80] Uo AriqiTauliuo A|im ‘sereiqi] AiseAlun eigwn|oD Aq 2zzgT Sese/TTTT 0T/I0p/wod A8 im Areiq1juljuo//sdny woJj pepeojumoq ‘€ ‘STOZ ‘0T6S8SLT



