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Transverse colon cancer
Transverse colon cancer is a   

relatively uncommon occurrence, 
accounting for approximately 10% of 

all colon cancers.
[Wray CM, Ziogas A, Hinojosa MW et al (2009)]



Transverse colon cancer

• surgical approach is frequently based 
on a surgeon’s preference. 

• Due to potential vascular insufficiency, 
the extent of lymphadenectomy 
around the middle colic artery, 
mobilization of both flexures and 
proximity to upper abdominal organs, 
a transverse colectomy is often 
considered a technically challenging 
procedure.



Transverse colon cancer

• This contributed to the belief that a 
transverse colectomy is possibly not as 
safe as an extended right or left 
colectomy. 

• Transverse colon cancer is often 
excluded from previous large trials due 
to its low incidence and the even lower 
proportion of transverse colectomies. 
Therefore, the optimal surgical 
procedure for a tumor in this location 
is not established.



Extended Right Hemicolectomy

Resection of the right and 
transverse colon up to the splenic 
flexure along with regional lymph 
nodes. The ileocolic, the right colic 
(if present), the middle colic and 
the left colic vessels are ligated at 
their origins. 



Subtotal Colectomy

Resection of the colon up to the 
junction between the descending 
colon and the sigmoid colon. STC 
includes the ligation of the 
ileocolic, right colic, middle colic 
and left colic pedicles.



Left 
Hemicolectomy

Resection of the colonic segment 
located between the distal 
transverse colon and the sigmoid 
colon



Extended Left 
Hemicolectomy

Resection of colonic segment 
between the left third of the 

transverse colon and the 
colorectal junction. The inferior 
mesenteric vessels and the left 

branch of the middle colic vessels 
are ligated at their origins, with 

regional lymphadenectomy. 



Segmental Splenic 
Flexure Resection

Resection of the colonic segment 
located between the distal 
transverse colon and the first 
descending segment of the 
colon. 



Treatment of Midtransverse Colon Cancer





• Results: 103 patients, EC (63%) (right 47%, left 17%) and 37%TC. 
EC : worse short-term outcomes. 
TC : harvested fewer LNs
5-year overall (OS) and disease-free survival (DFS) was comparable 
between the groups. 

• Conclusion: The study underlines the oncological safety of a 
transverse colectomy for mid-transverse colon cancer. Although TC 
tumors were associated with poorer histopathological features, 
survival rates were comparable.



Splenic Flexure;
Left Transverse Colon Cancer:



Splenic Flexure, 
Left Transverse 
Colon Cancer:

• Splenic flexure cancer (SFC) is 
defined as a colon cancer situated in 
the distal third of the transverse 
colon, or in the left colonic corner, 
or in the proximal descending colon 
within 10 cm from the flexure. It is 
relatively rare and represent only 1–
8% of all colon cancers.

• The diagnosis of this cancer is often 
late, in an advanced stage of illness, 
mainly with an obstructive clinical 
presentation.





• 103 patients treated with surgery for splenic flexure 
cancer were included in the study: 
 22 (21.4%) extended right hemicolectomy, 
 24 (23.3%) extended left hemicolectomy,
 57 (55.3%) segmental splenic flexure resection. 
 No differences were found among three groups in 

the baseline characteristics.

Results





The results suggested that a segmental splenic flexure 
resection is oncologically adequate for splenic flexure 
carcinoma, the resection  includes foremost the left 
colic and secondly the left branch of the middle colic 
lymphoadenectomy, guaranteeing the removal of the 
mostly involved lymphatic drainage of a splenic 
flexure cancer.

Results



conclusion
The study, provided valuable support 

for the oncological adequacy of a 
segmental resection of splenic flexure 

cancer. 



• A retrospective review was performed over ten years. Data collected 
were patient demographics, type and duration of surgery, tumor site, 
postoperative complications and histology results. 

Methods



• Ninety-eight patients (64 ERHs, 34 LHs).  
- Anastomotic leak rate was similar for both groups (ERH: 6.3%, LH: 
5.9%). This was also the case for other postoperative complications, 
mortality (ERH: 1.6%, LH: 2.9%) and overall survival (ERH: 50.4 
months, LH: 51.8 months). 
- All but one patient in the ERH cohort had clear surgical margins. 
- Nodal evaluation for staging was adequate in 78.1% of ERH cases and 
58.8% of LH cases. 

Results





• ERH is an established procedure for tumors located between the distal 
transverse and proximal descending colon, both for emergency and 
elective colorectal cancer resections. In our series, ERH and LH 
produced similar results with regard to early postoperative outcomes and 
late cancer specific outcomes, and either could be used for such tumors.

Conclusion



The aim was to describe the outcomes, limitations and advantages of TC, ERC, and 
STC for TCC in order to identify possible trends in the current literature suggesting 
which is the best treatment option in both elective and emergency settings. 







Resection of 
Splenic 
Flexure Colon 
Cancer

The only systematic review and meta-analysis 
conducted so far considered 12 retrospective 
studies, including 569 SFC patients, and compared LC 
vs. ERC; pooled data analysis showed no significant 
procedure-related differences for the oncologic 
quality of the resection and postoperative 
outcomes.



The authors stated that further studied are needed 
to elucidate which is the optimal extent of SFC 
surgical resection. Indeed, some authors argue for a 
more aggressive treatment in case of SFC, such as 
STC, to achieve a more accurate lymph node 
resection.
Manceau et al. reported data on elective STC with 
ileo-sigmoid anastomosis in the treatment of 
transverse colon and SFCs, describing the procedure 
as a safe and associated with a good quality of life.

Resection of 
Splenic 
Flexure Colon 
Cancer



Resection in 
Emergency 
Settings

The management of the TCC in emergency 
depends on its exact localization, on the 
patient’s general conditions, and on the 
surgeon’s experience. In general, emergencies 
for TCC require an extensive resection that is 
more likely performed by open surgery. In case 
of colonic occlusion associated to TCC, with or 
without perforation, a right colectomy or ERC 
the most performed procedures. The choice of a 
primary anastomosis largely depends on the 
patient’s clinical status.



Conclusion

Current literature on TCC resection is still limited. 
Less aggressive surgical procedures, such as TC, may 
to be preferred for early-stage cancers, whereas ERC 
and STC should be considered for advanced stages or 
at emergency presentations. Whether the oncologic 
principle of surgery is met, no procedure-related 
differences are reported in the available 
retrospective, mainly small-sized, studies







Methodology

In brief, a total of 16,925 unique journal titles were identified. Initial 
review of the search results resulted in exclusion of 11,204 titles based 

on either irrelevance of the title or the journal. Secondary review 
resulted in exclusion of 5,480 titles considered irrelevant or outdated. 
A tertiary review of the remaining 241 titles included assessment of 

the abstract or full-length article. This led to exclusion of an additional 
30 titles for which similar but higher-level evidence was available. The 

remaining 211 titles were considered for grading of the 
recommendations.



Recommendatio
ns





Staging Of Colon Cancer



Surgical treatment of the primary tumor

1. A thorough surgical exploration should be performed and 
the findings documented in the operative report. Grade of 
Recommendation: Strong recommendation based on low-
or very-low-quality evidence, 1C. 

2. The extent of resection of the colon should correspond to 
the lymphovascular drainage of the site of the colon cancer. 
Grade of Recommendation: Strong recommendation based 
on high-quality evidence, 1B.

3. Routine performance of extended lymphadenectomy is not 
recommended. Grade of Recommendation: Strong 
recommendation based on moderate-quality evidence, 1B. 



Surgical treatment of the primary tumor

4. Resection of adherent or grossly involved adjacent organs 
should be en bloc. Grade of Recommendation: Strong 
recommendation based on moderate-quality evidence, 1B.

5. Synchronous colon cancers may be treated by 2 separate 
resections or subtotal colectomy. Grade of 
Recommendation: Strong recommendation based on 
moderate-quality evidence, 1B. 

6. Sentinel lymph node mapping for colon cancer does not 
replace standard lymphadenectomy. Grade of 
Recommendation: Strong recommendation based on 
moderate-quality evidence, 1B. 



Tumor Related Emergencies

1. Bleeding .

2. Perforation.

3. Obstruction.



Bleeding

The initial management includes 
attempts to control the bleeding with 
nonsurgical approaches. In general, 
when surgery is required, an 
oncologic resection should be 
performed. Grade of 
Recommendation: Strong 
recommendation based on low- or 
very-low-quality evidence, 1C. 



Perforation

In the setting of perforation, 
resection following established 
oncologic principles with a low 
threshold for performing a staged 
procedure is recommended. Grade 
of Recommendation: Strong 
recommendation based on low- or 
very-low-quality evidence, 1C. 



Obstruction

1. For patients with obstructing left-
sided colon cancer and curable 
disease, initial colectomy or initial 
endoscopic stent decompression and 
interval colectomy may be 
performed. Grade of 
Recommendation: Strong 
recommendation based on 
moderate-quality evidence, 1B. 



Obstruction

2. For patients with obstructing right 
or transverse colon cancer and 
curable disease, initial colectomy 
or initial endoscopic stent 
decompression and interval 
colectomy may be performed. 
Grade of Recommendation: Strong 
recommendation based on low-
quality evidence, 1C. 



Obstruction

3. When emergent surgery is 
performed for an obstructing colon 
cancer, intraoperative colonic 
lavage is not required. Grade of 
Recommendation: Strong 
recommendation based on 
moderate-quality evidence, 1B. 





In absence of caecal tears/perforation, evidence of bowel 
ischemia or synchronous right colonic cancers, total colectomy 
should not be preferred to segmental colectomy, since it does 
not reduce morbidity and mortality and is associated with 
higher rates of impaired bowel function. (2B).



Total colectomy with ileo-rectal anastomosis is an alternative 
procedure to avoid a stoma and to overcome the problems 
related to a distended unprepared colon. This operation has 
an absolute indication when obstruction has determined a 
right colonic ischemia, caecal tears or perforation, or when 
synchronous proximal malignant tumors are present. 



Major disadvantages of Total Colectomy:
1. A technically challenging procedure.
2. Prolonged operative time.
3. Poor functional results, with many patients complaining 

of diarrhoea and possibly developing electrolyte 
disturbances.



A single RCT, the SCOTIA (Subtotal Colectomy versus On-
Table Irrigation and Anastomosis) trial was published [1995]; 
91 patients from 12 different centres were randomised to 
total/subtotal colectomy (47 patients) versus segmental 
colectomy with on-table lavage (44 patients). The authors 
found no differences in terms of morbidity and mortality, but 
significantly worse functional results after Total Colectomy. 



• When diffuse peritonitis occurs in cancer-related colon 
perforation, the priority is the control of the sepsis source 
of sepsis. Prompt combined medical treatment is advised. 
(2B)

• Oncologic resection should be performed in order to obtain 
better oncologic outcomes.



• Perforation at the tumor site: formal resection with or without 
anastomosis, with or without stoma.

• Perforation proximal to tumor site (diastatic): simultaneous 
tumor resection and management of proximal perforation is 
indicated. Depending on the colonic wall conditions, a subtotal 
colectomy may be required. The surgeon should consider that 
only a small proportion of patients undergo reversal of terminal 
stoma.



• Complete mesocolic excision is 
the way to achieve an optimal 
lymph node yield. Hence, the 
surgical strategy in terms of 

extension of colonic resection 
seems not to have an influence on 

the final stage classification and 
the survival.

Conclusion



• As in all colon cancer surgery a 
correct CME procedure, including 

a sharp dissection along 
embryological planes and 

achieving a specimen with intact 
mesocolic fasciae which envelope 

the lymphatic drainage of the 
tumor is mandatory.

Conclusion



• The R0 margin and a 
lymphoadenectomy with at least 

12 harvested lymph nodes 
together with the surgical 

specimen, are the foundation of a 
correct surgical procedure, 

independently from the extension 
of the resection. 

Conclusion
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