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Transverse 

Colon 

Cancers

• <10% of all colon cancers

• Exclusion from clinical trials

• Lack of high-quality data on technical details, surgical and oncologic 
outcomes

• Inconsistent nomenclature

• Higher complication rates and poorer long-term survival



Anatomy

• Central position

• Originates from 2 distinct embryologic 
development planes: midgut and hindgut

• Midline vascularization and lymphatic drainage 
patterns are highly variable

• Prevents definition of a standard operative 
approach for proper oncological resection 



Up to 20% 

inaccurate 

localization 

by colonoscopy Anastomosis 
configuration

Lymphatic 
drainage

Vascular 
ligation

Extent of 
resection

Vaziri K et al. Surg Endosc. 2010. Lee J et al. World J 

Gastrointest Surg. 2010; Manigrasso M et al. , Milone

M, Musella M, et al Updates Surg. 2022. 





Extended right hemicolectomy. Extended left hemicolectomy. Subtotal 
colectomy. Transverse colectomy. Splenic flexure resection.



Distal 

Transverse 

Colon 

Cancers = 

Splenic 

Flexure 

Cancers

within 10cm of the splenic flexure



Operative Options for Distal Transverse Colon Cancers

Splenic Flexure Resection or 
Segmental Resection

Extended Left HemicolectomySubtotal Colectomy
“extended right hemicolectomy”



Italian Society of Surgical 

Oncology–Colorectal

Cancer Network Collaborative 

Group

n=791 n = 513
100 subtotal and 413 extended left hemicolectomy

Degiuli et al. DCR 2020



Older and more comorbid in 

SFR



SFR had more MIS and 

shorter OR



SFR had 

adequate 

path 

outcomes 
(shorter 

specimens & 

less LNs)



Similar 5-year Progression-

Free Survival
0.85 vs 0.84 (95% CI, 0.80–0.88), p = 0.14



Similar morbidity *even on MVA



International 

Consensus on 

Splenic Flexure 

Cancers
• Segmental splenic flexure resection 

(78%)

• MIS approach to segmental colectomy 

(88%)

• Ligate the root of the left branch 

of middle colic and left colic (60%)

Benlice et al. DCR 2023



Cancers of the Splenic Flexure “Retrospective studies and a meta-analysis suggest segmental 
resections are a reasonable alternative to extended colectomy.” (DCR 2022)



Root of the 

IMV is 

important

• ICG lymph flow correlated with +ve LNs

• 61% along IMV

• Left colic OR (not and) left branch of middle colic 

• Left branch of middle colic in all distal 

transverse colon cancers 

Watanabe et al. Int J 

Colorectal Dis 2017



Mid transverse colon cancers

Defined as mid part of the 

transverse colon, excluding 

the distal-most 10cm near the 

splenic flexure and the 

proximal-most 10cm near the 

hepatic flexure



Operative Options for Mid 

Transverse Colon Cancers

Extended Right 

Hemicolectomy

Transverse Colectomy Subtotal colectomyExtended Left 

Hemicolectomy



Italian society of surgical oncology 

colorectal

cancer network (SICO CCN) multicenter 

collaborative study

vs

n=388 n=1141

1017 extended right hemicolectomies and

*117 extended left hemicolectomies, 7 total colectomies

Milone et al. ESJO 2020



Relatively 

balanced 

groups



Extended right hemicolectomy had better 

oncologic outcomes

3-year DFS was 78.1% for transverse colectomy and 86.2% for 

hemicolectomy (p 0.001)



Extended right hemicolectomy 

had better recovery & less 

morbidity



US National Cancer Database

“total right or left colon and a portion of 
transverse colon

n=21,645

?
n=44,417

Crippa J et al. DCR 2021



Extended

resection did not 

improve overall 

survival

 Extended colectomy was the preferred approach 
for Proximal (86.6%), Mid (60.1%), and Distal
(58.4%)

 Higher LNs harvested for extended colectomies 18 
vs 14 



Mid transverse Colon Cancer Subgroup
Extended resection had poorer survival =(HR, 1.08; 95% CI, 1.04-

1.12; p < 0.001)



Cancers of the Transverse Colon “ With this inconsistency in the reported data, an individual determination 
of resection extent based upon careful inspection of the tumor and its feeding vessel(s) and consideration 

of the functional outcomes related to each resection type is recommended.” (DCR 2022)



Proximal Transverse Colon Cancers



Extent of Lymphadenectomy

LYMPH NODE METASTASES = MOST 
COMMON MODE OF SPREAD 

ONCOLOGICAL OUTCOMES 
GREATLY INFLUENCED BY

LYMPHADENECTOMY

EXTENT OF RESECTION CLOSELY 
TIED TO EXTENT OF 

LYMPHADENECTOMY 



Pericolic lymph 

nodes & feeding 

vessels

n=2,996, median harvest of 20 LNs, 4-year fu

• Assessed metastatic LN distribution from 
the primary tumour

• Distance of primary tumor from the feeding 
artery



# Positive 

LNs 

decreased 

with 

distance 

from the 

primary 

tumour
<1% metastatic foci in 

pericolic nodes 

located >10 cm from 

the primary tumour



Location of the feeding artery impacted the incidence of 
central spread along the supplying arteries

Cecum/Ascending & Sigmoid had highest risk of central LN mets



Middle colic artery and 

vein



Bonjer, SAGES 2019



Bonjer, SAGES 2019



Italian Society of Surgical 

Oncology Colorectal Cancer 

Network (SICO CCN) Group

MIS vs. Open Mid Transverse Colon

n=224 (57.7%) Open

33 (22.6%) ICA & 131 (77.4%) ECA

n=164 (42.3%) MIS

Milone et al. Updates in Surgery 2022



MIS had 

better 

recovery
• Recurrence rate at 3.5 years:         

Open 22.8% vs MIS 18.3%; p = 
0.28

• Mortality at 3.5 years:                     
Open 6.7% vs MIS 5.5%; p = 0.62



ICA has even better recovery



In Summary

TAILORED OPERATION TYPE 
& EXTENT OF RESECTION

LYMPHATIC DRAINAGE & 
VASCULAR LIGATION

MIS APPROACH AND ICA 
ARE WORTH IT!


