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[ Abstract)

for middle—high rectal cancer and sigmoid colon cancer. At present, there is no prospective randomized controlled

Mobilization of the splenic flexure is a controversial choice in total mesorectal excision (TME)

study on the specific free range and lymph node dissection range of mid—high rectal cancer and sigmoid colon
cancer, because the splenic flexure of colon has complex structure of mesentery and fascia, adjacent to pancreas
and spleen, it may increase the risk of operation and prolong the time of operation,therefore, some scholars believe
that mobilization of the splenic flexure is a key step in TME for middle and high rectal cancer and sigmoid colon
cancer, which will provide loose colonic redundancy for colorectal anastomosis to reduce anastomotic tension.
However, routine mobilization of the splenic flexure did not achieve the expected benefits, and was not a protective
factor in anastomotic tension, postoperative anastomotic leakage, postoperative recurrence and long—term survival.
The absolute indication of mobilization of the splenic flexure in total mesorectal excision for middle and high rectal
cancer and sigmoid colon cancer remains to be explored, this article will review the current status and progress of
selective or conventional mobilization of the splenic flexure in TME for middle and high rectal cancer and sigmoid
colon cancer.
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