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Radical surgery for right colon cancer entails Complete Mesocolic ”,
Excision (CME) with D3 lymph node dissection, defined by the left border T

of the superior mesenteric vein (SMV). A medial approach is usually

performed, with the inferior approach reserved for select cases.

The procedure begins by tensioning the mesentery and aligning the SMV. Using TIP-UP
forceps, the mesentery near theileocolic artery is grasped, the mesentery is incised, and the
retroperitoneal plane is identified. Dissection proceeds cranially while safeguarding the
duodenum. Lymph nodes are dissected with coordinated traction: the assistant retracts
laterally while the surgeon applies countertraction. Lymphatic tissue over the anterior SMV is
divided with monopolar curved scissors at low energy.

Once the SMV plane is defined, cranial dissection continues. The ileocolic artery and vein is
divided at its root. Dissection proceeds along the SMV. Further continuing the medial
approach toward the duodenum and pancreas, with the right limit marked by the pancreatic
branch and the right colic vein from the gastrocolic trunk.

Lymph node dissection of the middle mesenteric artery is performed, and the artery (root or
right branch) and middle mesenteric vein are divided. The gastrocolic trunk is addressed last,
completing mesocolon mobilization. Hepatic flexure and lateral attachments are divided to
finalize mobilization and lymph node dissection.

Intracorporeal anastomosis is usually performed using the overlap method, ensuringa =10
cm tumor margin. The mesentery is divided with advanced bipolar energy, bowel ends
resected with a stapler, and the entry hole closed with stapler or running suture. A surgical
video will be presented.
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