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This study describes the efficacy of the evaluation of blood vessel anatomy by 3-

dimensional computed tomography (3D-CT) for laparoscopic surgery for transverse

colon cancer (TCC). A total of 102 patients with TCC were examined by preoperative 3D-

CT to clarify their blood vessel anatomy at Tokyo Medical University Hospital between

January 2010 and December 2015, before undergoing laparoscopic surgery using the

obtained 3D-CT data. Regarding blood vessel variation, the middle colic artery (MCA)

was present in all patients (100%). The common duct type was observed in 89 patients

(87.3%), and a type of branch separate from the superior mesenteric artery was observed

in 13 patients (12.7%). The accessory MCA was present in 25 patients (24.5%). The middle

colic vein was present in all patients (100%), and it drained into the following vessels: the

superior mesenteric vein, gastrocolic trunk, first jejunal vein, and inferior mesenteric

vein [67 (65.8%), 25 (24.5%) 8 (7.8%), and 2 (1.9%) patients, respectively]. Regarding the

surgical outcome, the bleeding volume was 43 g, the operative time was 218 minutes, the

number of harvested lymph nodes was 21, the proximal resection margin was 164 mm,

the distal resection margin was 105 mm, and the length of postoperative hospital stay was

10 days. Although complicated variations and anomalies in the MCA and the contiguous

veins were observed, preoperative 3D-CT will be useful for surgeons performing

laparoscopic surgery on patients with TCC.
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In large-scale randomized, controlled trials of
laparoscopic colectomy,1–3 the reasons given for

excluding transverse colon cancer (TCC) include its
anatomic characteristic of being in close proximity
to important organs, such as the pancreas and
duodenum; the difficulty in reflecting the hepatic
flexure and the splenic flexure; and the difficulty in
performing central ligation of the middle colic artery
(MCA).4,5 These underlying factors result in a large
amount of variation in the MCA as well as the
complexity of the associated veins. In addition,
because the incidence of TCC is low (10%)6,7

compared with other colon cancers, to our knowl-
edge, there have been very few studies8,9 published
to date on vessel anatomy, which is essential
information for laparoscopic central ligation of the
MCA in TCC.

Therefore, in the present study we evaluated
variations and anomalies in the MCA and analyzed
their contiguous veins in TCC patients, by creating
preoperative 3-dimensional computed tomography
(3D-CT) images.

Materials and Methods

Patients

A total of 102 colon cancer patients (60 men and 42
women; mean age 6 SD, 68.8 6 11.8 years) who
underwent preoperative 3D-CT at Tokyo Medical
University Hospital between January 2010 and
December 2015, before undergoing laparoscopic
surgery using the collected 3D-CT data were
analyzed. Informed consent was obtained from all
participants, and the ethics committee of Tokyo
Medical University Hospital approved the study.

3D-CT

A 64-row multidetector CT device (GE Healthcare,
Little Chalfont, United Kingdom) was used to image
1-mm–thick slices by intravenously injecting (via a
30-second rapid injection) the nonionic contrast
medium iopamidol in doses of 600 mg/kg using
automatic syringes. Ten seconds after the CT value
for the superior mesenteric artery (SMA), which was
set as the region of interest, reached 100 Hounsfield
units, arterial phase imaging was started, and 25
seconds after its completion, portal phase imaging
was started. Vessel data were imported into a 3D
image analysis (system volume analyzer) worksta-
tion (Synapse VINCENT, Fujifilm, Tokyo, Japan),
bone components and areas containing organs not
required for analysis were removed, and the SMA

and superior mesenteric vein (SMV), as well as the
other vessels of interest, were specifically targeted.
However, because the software has limited ability to
automatically detect blood vessels, the technician
reconstructed detailed vessel images by reviewing
the horizontal-slice database and plotting and
tracing the small blood vessels in 1-mm slices.

Definition of blood vessels

The MCA is defined as the blood vessel that arises
from the first branch on the right side of the SMA
and supplies the transverse colon.10 The accessory
middle colic artery (AMCA) is defined as the blood
vessel that arises from the SMA more proximally
than the first jejunal artery and meets the marginal
artery at the splenic flexure.11 The middle colic vein
(MCV) is defined as the largest vessel formed from
the marginal veins that drain the transverse meso-
colon,12 and all of the other veins are known as
accessory middle colic veins (AMCVs).12 The gas-
trocolic trunk (GCT) is defined as the venous trunk
that drains into the SMV from the right side and
which functions as the common vein into which the
MCV, AMCV, right gastroepiploic vein, and anterior
superior pancreaticoduodenal vein drain.13

Results

Blood vessel variation

MCA

The MCA was present in all patients (100%). After
the MCA branched off the right side of the SMA, it
went toward the transverse mesocolon (Fig. 1a). The

Fig. 1 Three-dimensional CT images displaying flow variations

of the MCA. (a) The common duct type, in which the left and

right branches of the MCA have a common vessel, was observed

in 89 patients (87.3%). (b) A type of MCA in which the left and

right branches do not arise from a common duct, but rather

branch separately from the SMA, was observed in 13 patients

(12.7%).
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common duct type, in which the left and right
branches of the MCA have a common vessel, was
observed in 89 patients (87.3%). The common duct
was found to be 28.7 615.4 mm in length. Normally,
the MCA branches off the SMA 9.7 6 11.0 mm from
the caudal side of the GCT, but in 10 patients (9.8%),
the MCA was found to branch off the SMA on the
cranial side of the GCT. A type of MCA in which the
left and right branches do not arise from a common
duct, but rather branch separately from the SMA,
was observed in 13 patients (12.7%; Fig. 1b).

AMCA

The AMCA was present in 25 patients (24.5%). It
was found to run along the transverse mesocolon
toward the splenic flexure and branch off the SMA
16.5 6 12.5 mm from the cranial side of the GCT. In
24 patients (23.5%) it branched off the SMA (Fig. 2a),
and in 1 patient (1%) it branched off the splenic
artery (Fig. 2b).

MCV

The MCV was present in all patients (100%) and was
observed to drain into the following vessels: the

SMV in 67 patients (65.8%), the GCT in 25 patients
(24.5%), the first jejunal vein (J1V) in 8 patients
(7.8%), and the inferior mesenteric vein in 2 patients
(1.9%; Fig. 3). The most commonly observed type of
MCV, which drains into the SMV, was located 10.0
6 5.8 mm from the cranial side of the GCT.

AMCV

The AMCV was present in 45 patients (44.1%). It
was a single vessel in 40 patients (39.2%) and a
double vessel in 5 patients (4.9%). The AMCV was
observed to drain into the following vessels: the
GCT in 34 patients (33.3%), the SMV in 9 patients
(8.8%), and the splenic vein in 1 patient (0.9%).

GCT

The GCT was present in 98 patients (96.0%; Fig. 4).
The MCV or AMCV, right gastroepiploic vein, and
anterior superior pancreaticoduodenal vein merged
to form the venous trunk and directly connected to
the SMV from the right side. The GCT was absent in
4 patients.

Surgical outcome

The median bleeding volume was 49.2 6 56.0 g,
operative time was 217.5 6 48.5 minutes, number of
harvested lymph nodes was 21.0 6 11.4, proximal
resection margin was 164.4 6 78.5 mm, distal
resection margin was 113.0 6 111.0 mm, and length
of postoperative hospital stay was 10.0 6 2.8 days.
Laparoscopic surgery for TCC was performed
without conversion to open surgery in all patients.

Discussion

In recent years, research has shown that complete
mesocolic excision (CME) leads to a 7% to 15%
improvement in the 5-year survival rates of patients
with colon cancer,14,15 and as a result, the impor-
tance of CME is now widely recognized. In many

Fig. 2 Three-dimensional CT images displaying flow variations

of the AMCA. (a) In most patients, the AMCA arose from the

SMA (23.5%). (b) In 1 patient, the AMCA arose from the splenic

artery (1%).

Fig. 3 Three-dimensional CT images

displaying flow variations of the MCV.

(a) The MCV drained directly into the

SMV (65.8%). (b) The MCV drained into

the GCT (24.5%). (c) The MCV drained

into the J1V (7.8%).
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cases of advanced TCC, the MCA is the main

feeding artery, making central ligation of the MCA

an essential procedure of CME. Thus, it is important

to have detailed knowledge of the variations and

anomalies of the MCA. In addition, because it is

more difficult to obtain a bird’s eye view during

laparoscopic surgery than during open surgery, the

ability to identify the drainage patterns and num-

bers of contiguous veins will increase the safety of

central ligation procedures performed on the MCA.

The effectiveness of laparoscopic surgery for ad-

vanced TCC has already been reported.16,17 Kawa-

moto et al9 recently reported a case in which

adequate lymph node dissection was performed

for TCC using 3D-CT, and hence its use is likely to

increase in the future. Therefore, we evaluated

variations and anomalies in the MCA of TCC

patients, and analyzed their contiguous veins by

creating 3D-CT images.

Research has shown that the MCA is absent in 3%

to 5% of patients,18 but in our present study, it was

observed in all patients. In patients with little

visceral fat, laparoscopic surgeons can easily see

the blood vessels. However, in patients in whom a

large amount of visceral fat prevents identification

of the root of the MCA, laparoscopic surgery is

performed based on blood vessel data constructed
using 3D-CT in the following way.

First, when performing lymph node dissection of
the blood vessels, which have many variations and
accompanying anomalies, it is important to use
landmark veins that drain into the SMV and can be
dissected easily and with reliable reproducibility.
When an inferior approach is taken from the caudal
side of the transverse colon to the front of the cranial
side of the SMV, the GCT, which drains into the
SMV from the right side of the inferior edge of the
pancreas, is the most important landmark. The GCT
is a venous trunk that is consistently formed from
the confluence of the MCV or AMCV, the right
gastroepiploic vein, and the anterior superior
pancreaticoduodenal vein, and drains into the
SMV from the right side.13 In this study, the GCT
was present in 96% of the patients. In contrast, the
MCV has a large number of anomalies, and in
comparison with the GCT, it drains into the SMV
separately in a smaller percentage of patients.13

Likewise, in the present study, the GCT was present
in 65.8% of patients, indicating that the GCT is a
reliable landmark. Second, the MCA is located 9.7 6

11.0 mm to the caudal side of the GCT (Fig. 4),
which means that if the peritoneum of the trans-
verse mesocolon is carefully dissected toward the
splenic flexure, the root of the MCA, where it
branches off the SMA, can be safely identified.
However, in the present study, the MCA was located
on the cranial side of the GCT in 9.8% (10 of 102) of
the patients, indicating that care is required in
identifying the MCA in each individual patient.
Third, after identifying the root of the MCA, the next
important step is to understand its branching
pattern. Resection of the most common type of
MCA, the common duct type (87.3%; Fig. 1a), leads
to complete central ligation, but in cases of the
separated type (12.7%; Fig. 1b), in which the left and
right branches of the MCA are distinct, resection of
just 1 of the 2 branches leads to an incomplete CME.
Detailed knowledge of the vessel anatomy prior to
the start of surgery enables reliable performance of
central ligation on both the left and right branches,
which then leads to successful completion of CME.

On the other hand, there are patients in whom
lymph node dissection is anatomically difficult. In 3
patients (2.9%), the thick J1V drained into the SMV
from the left side, and the MCA root was hidden
behind the J1V (Fig. 5a and 5b). Because this
condition makes central ligation of the MCA
impossible, the J1V must be dissected, and the
caudal end must be reflected in to expose the MCA

Fig. 4 Three-dimensional CT image of the GCT. The GCT was

observed in 98 patients (96%). The MCA branched off the SMA

9.7 611.0 mm from the caudal side of the GCT.

ISHIZAKI 3D-CT IN TRANSVERSE COLON CANCER LAPAROSCOPIC SURGERY

18 Int Surg 2018;103

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-07-07 via free access



root to enable central ligation (Fig. 5c). In cases such
as this in which central ligation is difficult, there is a
risk of bleeding. Therefore, the laparoscopic surgeon
must have an extremely high level of technical skill.
Thus, to reliably and safely perform CME, the
surgeon must become familiar with the anatomy
of the region prior to surgery using 3D-CT and must
plan a surgical strategy accordingly.

The presence of an AMCA requires extra care
during surgery. Studies11,19,20 have indicated that an
AMCA is observed in 8% to 49.2% of cases. In the
present study, the AMCA was present in 24.5% of
the patients (Fig. 2a); it was located 16.5 6 12.5 mm
from the cranial side of the GCT, which is used as
the landmark, and branched off the SMA. In 1
patient it branched off the splenic artery (Fig. 2b).
Determining whether the AMCA is present prior to
surgery will enable the surgeon to avoid unexpected
bleeding21 when reflecting the splenic flexure. In
addition, to reliably perform lymph node dissection,
it is important to use 3D-CT to determine the
positional relationship of the cancer and the AMCA,
because in cases of distal side TCC, the AMCA is the
main feeding artery.

During central ligation of the MCA, successful
CME also relies on accurate determination of the
veins that require processing. Studies12,13 have
reported that the MCV is always present and
exhibits the most variable drainage patterns. Al-
though in the present study the MCV was observed
in all patients, the vessels it drained into varied
considerably among the patients. The MCV drained
into the SMV in 65.8% of the patients (Fig. 3a). Other
vessels that the MCV drained into included the GCT
(Fig. 3b), the J1V (Fig. 3c), and the inferior
mesenteric vein in 24.5%, 7.8%, and 1.9% of the
patients, respectively. The AMCV is sometimes
listed as the superior right colic vein13 and the
accessory right colic vein,22 and was reported to be

observed in 75% of patients.13 In our present study,
it was observed in 44.1% of the patients. The AMCV
originated mainly from the marginal veins near the
hepatic flexure of the transverse colon and showed a
large amount of variation in the vessels into which it
drained. In the highest number of patients (33.3%),
the AMCV drained into the GCT, followed by into
the SMV (4.0%) and into the splenic vein (0.98%). In
addition, in 4.9% of the patients, a double-vessel
AMCV was observed, which requires care when
dissecting in the vicinity of the GCT. Although
vessel dissection is a simple procedure, because
vessel walls are fragile, carelessness during surgery
can lead to bleeding. Research23 has shown that
there is a 16.4% risk of bleeding from the veins
associated with the GCT. Because severe bleeding
from these veins may require conversion from
laparoscopic surgery to open surgery, we believe
that the safe performance of CME requires the
preoperative use of 3D-CT to determine the varia-
tions in the GCT, which is used as a landmark; the
distance between the blood vessels; and which and
how many vessels will require processing.

In this study, the patients did not experience any
major complications, such as excessive blood loss or
other organ damage, and none of the cases were
converted to open surgery. Although the National
Comprehensive Cancer Network24 recommends the
removal of 12 lymph nodes in surgery, the median
number of harvested lymph nodes was 21, which
was much greater than the recommended number.
Curative surgery was performed on all of the
patients.

In conclusion, although patients can have com-
plicated variations and anomalies in the MCA and
contiguous veins, we believe that laparoscopic
surgery for advanced TCC can be safely and reliably
performed using the data observed from preopera-
tive 3D-CT.

Fig. 5 A rare case in which the thick J1V drains into the SMV from the left side, and the MCA root is hidden behind the J1V. (a) A 3D-

CT image displaying the MCA root behind the J1V, which extended transversely. (b) Intraoperative findings for the same patient. The

actual anatomic relationship of the blood vessels corresponded with that displayed on the 3D-CT image. (c) Dissecting the J1V and

pulling it to a posterior position exposed the MCA root, which enabled successful resection.
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P, Piqué JM. Laparoscopy-assisted colectomy versus open

colectomy for treatment of non-metastatic colon cancer: a

randomised trial. Lancet 2002;359(9325):2224–2229

2. Veldkamp R, Kuhry E, Hop WC, Jeekel J, Kazemier G, Bonjer

HJ. Laparoscopic surgery versus open surgery for colon

cancer: short-term outcomes of a randomised trial. Lancet

Oncol 2005;6(7):477–484

3. Guillou PJ, Quirke P, Thorpe H, Walker J, Jayne DG, Smith

AM. Short-term endpoints of conventional versus laparoscop-

ic-assisted surgery in patients with colorectal cancer (MRC

CLASICC trial): multicentre, randomised controlled trial.

Lancet 2005;365(9472):1718–1726

4. Zhao L, Wang Y, Liu H, Chen H, Deng H, Yu J. Long-term

outcomes of laparoscopic surgery for advanced transverse

colon cancer. J Gastrointest Surg 2014;18(5):1003–1009

5. Hirasaki Y, Fukunaga M, Sugano M, Nagakari K, Yoshikawa S,

Ouchi M. Short and long-term results of laparoscopic surgery

for transverse colon cancer. Surg Today 2014;44(7):1266–1272

6. Wray CM, Ziogas A, Hinojosa MW, Le H, Stamos MJ, Zell JA.

Tumor subsite location within the colon is prognostic for

survival after colon cancer diagnosis. Dis Colon Rectum 2009;

52(8):1359–1366

7. Sjo OH, Lunde OC, Nygaard K, Sandvik L, Nesbakken A.

Tumour location is a prognostic factor for survival in colonic

cancer patients. Colorectal Dis 2008;10(1):33–40

8. Sun HL, Wang W, Yao L, Chen SX, Ren A, Hu YY et al.

Preoperative evaluation of mesenteric vascular anatomy using

256 multi-slice computed tomography before laparoscopic

surgery. Zhonghua Wei Chang Wai Ke Za Zhi 2011;14(11):855–

858

9. Kawamoto A, Inoue Y, Okigami M, Yasuda H, Okugawa Y,

Hiro J et al. Preoperative assessment of vascular anatomy by

multidetector computed tomography before laparoscopic

colectomy for transverse colon cancer: report of a case. Int

Surg 2015;100(2):208–212

10. Waldeyer A, Mayet A, Anatomie des Menschen. 1st ed. Berlin,

Germany: Walter de Gruyter, 1976:245–247

11. Koizumi M, Horiguchi M. Accessory arteries supplying the

human transverse colon, Acta Anat 1990;137(3):246–251

12. Yamaguchi S, Kuroyanagi H, Milsom JW, Sim R, Shimada H.

Venous anatomy of the right colon: precise structure of the

major veins and gastrocolic trunk in 58 cadavers. Dis Colon

Rectum 2002;45(10):1337–1340

13. Ogino T, Takemasa I, Horitsugi G, Furuyashiki M, Ohta K,

Uemura M. Preoperative evaluation of venous anatomy in

laparoscopic complete mesocolic excision for right colon

cancer. Ann Surg Oncol 2014;21:429–435

14. Hohenberger W, Weber K, Matzel K, Papadopoulos T, Merkel

S. Standardized surgery for colonic cancer: complete meso-

colic excision and central ligation–technical notes and out-

come. Colorectal Dis 2009;11(4):354–364

15. West NP, Morris EJ, Rotimi O, Cairns A, Finan PJ, Quirke P.

Pathology grading of colon cancer surgical resection and its

association with survival: a retrospective observational study.

Lancet Oncol 2008;9(9):857–865

16. Akiyoshi T, Kuroyanagi H, Fujimoto Y, Konishi T, Ueno M,

Oya M. Short-term outcomes of laparoscopic colectomy for

transverse colon cancer. J Gastrointest Surg 2010;14(5):818–823

17. Hahn KY, Baek SJ, Joh YG, Kim SH. Laparoscopic resection of

transverse colon cancer: long-term oncologic outcomes in 58

patients. J Laparoendosc Adv Surg Tech A 2012;22(6):561–566

18. Akahane A, Tanaka R, Kamada T. A rare anomaly of the

middle colic artery. J Vasc Interv Radiol 2013;24(11):1665

19. Michels NA, Siddharth P, Kornblith PL, Parke WW. The

variant blood supply to the descending colon, rectosigmoid

and rectum based on 400 dissections: its importance in

regional resections: a review of medical literature. Dis Colon

Rectum 1965;8:251–278.

20. Sonneland J, Anson BJ, Beaton LE. Surgical anatomy of the

arterial supply to the colon from the superior mesenteric

artery based upon a study of 600 specimens. Surg Gynecol

Obstet 1958;106(4):385–398

21. Turmezei TD, Cockburn JF. Digital subtraction angiography of

the superior mesenteric artery: identifying arterial branches.

Clin Anat 2009;22(6):777–779

22. Matsuda T, Iwasaki T, Mitsutsuji M, Hirata K, Maekawa Y,

Tanaka T. Cranial-to-caudal approach for radical lymph node

dissection along the surgical trunk in laparoscopic right

hemicolectomy. Surg Endosc 2015;29(4):1001

23. Zhao LY, Li GX, Zhang C, Yu J, Yu J, Deng HJ et al. Vascular

anatomy of the right colon and vascular complications during

laparoscopic surgery. Zhonghua Wei Chang Wai Ke Za Zhi 2012;

15(4):336–341

24. National Comprehensive Cancer Network. NCCN clinical

practice guidelines in oncology: colon cancer, rectal cancer,

version 1. Published 2014. Available at: httt://www.nccn.org/

professionals. Accessed July 20, 2016

� 2018 Ishizaki et al.; licensee The International College of

Surgeons. This is an Open Access article distributed under the

terms of the Creative Commons Attribution Non-commercial

License which permits use, distribution, and reproduction in any

medium, provided the original work is properly cited, the use is

non-commercial and is otherwise in compliance with the license.

See: http://creativecommons.org/licenses/by-nc/3.0

ISHIZAKI 3D-CT IN TRANSVERSE COLON CANCER LAPAROSCOPIC SURGERY

20 Int Surg 2018;103

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-07-07 via free access

http://creativecommons.org/licenses/by-nc/3.0
http://creativecommons.org/licenses/by-nc/3.0
http://creativecommons.org/licenses/by-nc/3.0
http://creativecommons.org/licenses/by-nc/3.0
http://creativecommons.org/licenses/by-nc/3.0
http://creativecommons.org/licenses/by-nc/3.0
http://creativecommons.org/licenses/by-nc/3.0

