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Abstract
Background The splenic flexure (SF) anatomy is complex
due to multiple vessels, surrounding organs, layers, and
irregular adhesions [1–3].
Methods Our laparoscopic approach involves a lateralto-medial approach to the left-sided transverse mesocolon
(TM), a medial-to-lateral approach to the left mesocolon
(LM), and take-down of the remnant SF. First, the omental
bursa is opened and its posterior wall and the anterior layer
of the TM are dissected along the pancreas, where a gauze
is placed. The TM is spread cephalad. A window in the TM
is opened in the gauze seen through the TM. If necessary,
the middle colic vessels are divided with lymph node (LN)
dissection. Then the left colic artery is divided with LN dissection using a medial approach. The LM is widely dissected
from the retroperitoneum to reach the TM window. While
observing the pancreas through the window, the LM and TM
are divided from the pancreas close to the SF. The descending colon is mobilized from its lateral attachment. Finally,
the SF is taken down from the spleen by separating remnant
structures, including adhesions. Subsequently, functional
end-to-end anastomosis was performed extracorporeally.
Results During March 2012–December 2016, 39 patients
with left-sided transverse or descending colon cancer underwent this treatment. The mean operative time, blood loss,
number of harvested LNs, and hospital stay duration were
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283 min, 45 ml, 15, and 9 days, respectively. No patient
needed conversion to open surgery or had organ injury, anastomotic leakage, or Clavien–Dindo III–V complications.
There were 7/13/18/1 patients with Stage I/II/III/IV colon
cancer, respectively. Nineteen cases had positive LNs. All
patients were alive with one local and two distant recurrences at a mean 24-month follow-up.
Conclusions This is a safe and effective surgical strategy
for treating colon cancer of the SF, strategically designed
to resect the SF after dissecting the surrounding structures.
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