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Strasbourg, France; 2IRCAD, Institut de recherche contre les cancers de l’appareil digestif, Strasbourg, France; 3IHU

(Institut Hospitalo-Universitaire) de Strasbourg de chirurgie mini-invasive guidée par l’image, Strasbourg, France;
4INSERM U1110, Strasbourg, France

ABSTRACT

Background. An expert consensus meeting had defined

the standard lymphadenectomy during pancreatoduo-

denectomy for an adenocarcinoma of the head of the

pancreas. There is a controversy regarding the possibility to

perform this optimal lymphadenectomy by minimally

invasive approach.

Patients. The patient was a 68-year-old man with the

diagnosis of an adenocarcinoma of the head of the pan-

creas. The 3D reconstructions evidenced the existence of a

right hepatic artery.

Technique. The patient was positioned in the French

position with the assistant between the legs and the robot at

the head. Five trocars were used; the camera was intro-

duced through the umbilicus trocar. The operation began

with a peritoneal and liver exploration, and with an inter-

aortico-caval picking. Because lymph nodes were nonin-

vaded, pancreatoduodenectomy was decided with the first

dissection of the superior mesenteric artery helped with a

hanging maneuver. The right hepatic artery was dissected.

Each structure of the hepatic pedicle was skeletonized. The

camera was switched to the right side. The first jejunal loop

was divided with a stapler. The specimen was totally

mobilized en bloc, freed from the portal vascular axis with

a dissection of the right border of the coeliac trunk. The

pancreas was divided. At the end of the dissection, the

different arterial and venous structures were skeletonized

with a resection of the lymph node group 5-6-8a-12a,b,c-

13a,b-14a,b-17a,b. Pathology confirmed R0 resection for a

well-differentiated pancreatic adenocarcinoma graded

pT3N1 (5/20).

Conclusions. Robotic pancreatoduodenectomy could be

performed with an optimal standard lymphadenectomy as

recommended by the expert consensus.
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