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ANATOMY OF THE COLOGA
EE R s

The large intestine comprises the appendix, caecum, colon, rTectum
and anal canal. It is about 4.5 feet long. In its course it descri-
bes roughly an arch which surrounds the coils of smzll intestine. The
large intestine is differentiated from the small gut by its large ce-
liber, its sacculated appearence throughout most of its length, the
presence of appendices epiploicae, its relative greater fixity, att-
achment of greater omentum to a part of it, and above all the pres-
ence of taeniae coli " abscent in the appendix and rectum " ¢ Golig-
her, 1980 .

TEE CAECUM :

It lies im the right iliac fossa above the lateral half of the
inguirel ligarent. Usually it is entirely enveloped by peritoneum
but in 5 % of individusls the peritoneal covering is defecient poste-
riorly and the ceecum rests in direct contact with the iliac fascia.

The vermiform appendix projects from the posteromedial aspect
of the caecur and its tip lies about the pelvic brim, but both length
and position are varisble.

The level of the ileocascal junction is accepted as an arbitary
cdivision between ths caecum below and the ascending colon above. The
ileocascal junction is guarded by a valve consisting of an upper and
a lower lip. which prevents regurgitation of caecal contents into the

ileur { Last. 1981 .
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PARACAECAL FOSSAE { Du Plessis, 1984 )

Ileocolic fossa:

This is formed by a fold of peritoneum extending between the
ascending celon and the terminal ilewm " the ileocelic fold ", It
is bounded snteriorly by the ileocolic fold containing the ileccolic
vessels, pecsteriorly by the ileum and its mesentry, and lateralily by
the ascending celon. The fossa is open medially to the left.

Ileocaecal fossa:

This is formed by the ileocaecal or bloodless fold of Treves,
which extends from the terminal ileum to the caecum and the mesentry
of the appendix. It is bounded anteriorly and inferiorly by the il-
egcaecal fold, superiorly by the posterior surface of the ileum and
its mesentry. and posteriorly by the mesentry of the appendix.

Retroczecal or subcaecal fossa;

This is posterior to the caecum bounded anteriorly by the pos-
tericr surface of the caecur, laterally by the peritoneum of the
right cclic gutter, medially by meseniry, and posteriorly by the
iliac fossa covered by parietal peritoneum. It often contains the

appendix.

THE ASCENDING CTOLON

It is zbout 15 cm in length, extends from the cascum to the

hepatic flexure which lies on the lower pole of the right kidney in
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ccntact with the inferior surface of the liver. The ascending colon
posseses a serous coat in front and both sides, but posteriorly it lies
in direct contact with iliacus, guadratus lumborum and the lower pole

. of the right kidney. Antericrly it is in relation with coils of :the ileum,
right sdge of the greater omentum and the anterior abdominzl wall ( Last,

19817,

THE TRANSEVERSE COLDN:

Normally over 45cm long, extends from the hepatic to the splenic
flexure in & loop that hangs down to a variable degree between these two
fixed points. It is cempletely invested in peritoneun hanging free on the
transverse mesocolon, which is attached fron the inferior pole or the
right kidney across the second part of the ducdenum a@nd the pancreas to
the infericr pole of tne left kidney. Transverse mesocolon is a double
fold of peritongur in which the middle colic artey runs.

Benind it is relatec to the loops of small intestine and above it is
related to the stomach. The greater omentum, hanging downwards from the
transverse colon, is the continuation of the gastrocolic omentum.

The splenic flexure lies at a higher level than the hepatic flexure

well up under cover of the left costal margin { Last, 1981

P

THE DESCEANDING CCLOA:

It ie less than 30cr long, extends from the splenic flexure to the

oelvic brim, and in its whole ccurse it is plastered tc the posterior
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abdominal wall by peritoneum. It lies con the iliclumbar fascia.
It ends at the pelvic brim sbout 5em above the inguinal ligament.
The part lving in the left iliac fossa from the iliac crest to the pel-

vic brim, is sometimes called the iliac colon { Last, 1981 ).

THE SIGMGID COLDN:

It extends from the iliac colen to the rectum. It forms a loop which
varies greatly in length. It may be as short as 15cm or as long as &0 cm
with the average length cf 3Bom. It lies mainly in the left half of the
pelvic cavity. It is convex forwards and it is related to the loops of the
small intestire. the bladder, the uterus and uterine adnexa It Jjoins the
rectum in front of the third piece of sacrum to the left of the midline.
It 1s completely surrounded by peritoneum which forms the signold mesoc-
olon. This mesocolon is longer in the center and is shorter at the ends
o? the sigmeid colen so it enjoys a considerable range of mobility in its
central pcrtion. The base of the sigmoid mesccolon forms an inverted
V-shaped attachment to the pelvic wall. The upper limb runs medially from
the mecial margin of the left psnas mejor muscle tc the midlire, it cros-

ses the left ureter and laft iliac vessels., The lower limb descends vert-

ically ir front of the secrum | Goligher, 198C ).
5.0C0 5UPPLY CF THE COLON:
ARTERIES

The arterial supply of the right colon-that is the caecum, ascending

colen, hepatic flexure and the right third of the transeverse colon - i<
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derived from the superior mesenteric artery through its ileorcolic, right
colic and middle colic branches. The supply of the left colon is from the
inferior mesenteric by means of its left colic and sigmoid branches.

As the ma;n colic arterigs procegd to thercolon, they bifurcate and
the resulting branches of neighbouring vessels unit to form archades
about Zem from the mesenteric border of the bowel. By memsof these arch-
ades, a continuous chain of communicating vessels is formed. This is the
marginal artery first described by Van Haller in 1786.

The long anastomosis of Riolan comnects the left branch of the middle
colic with the ascending branch of the left colic, The marginal artery
connects the aresa of supply of the superior mesenteric artery with that of
the inferior mesenteric artery.

Griffiths (1956) made 2 detelled study of the vascular anatomy of the
distal color, Although the vascular pattern of the colon is somewhat vari-
able, the marginel artery was found in all cases. The middie colic artery
was abscent in 22% and the left colic artery abscent in 6% of his series.
In many cases the middle colic artery was double.

Marston (1977 and Billings & Nicholls (1984) have shown that altho-
ugh the marginal artery is a constant feature, the point of anastomosis
vetween both mesenteric arteries st the splenic flexure rnay be criticalls

narrow. Du Flessis (1984 reported that this occcurs in about 5% of cases

anc ligatire 5f the left cr middle colic may thus endanger the blood supplv

T the splenic flexure regicrn.
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Sudek's critical peint

There wes considerable controversy as regards the presence cof a
marginal anastomosis between the lcowest sigmoid artery and the bran-
ches of the superior haemorrhoidal artery

Sudek (1907), suggested that there was a failure at that point.
Several subseguent workers such as Grifiths (1956, have demonstrated
quite clearly by injection experiment that there is abundent znasto-
Tosis between the branches of the last sigmoid and those of the sup-
erior haerorrhoidal artery .

it has been shown by many surgeons in acual practice that after
ligation of the inferior mesenteric artery flush with the aorta in
the course of rectal excision, the blood supply through the marginal
arterv is perfectly acecuate ic nourish the left colon and no exist-
arce of this 'imaginary' peint { Scligher, 1980 .

The vasa recti

The branches of the marginal artery supplying the wall of the
colon sre known as the vasa recti. They mav be long or short ; the
long ones civide into two branches to encirele the colen and lie deep
to the taserise to znastomose with one another on the antimesenteric
border. The short branches arise from the marginal artery or from
the long branches anc supply the mesocolifc twe thirds of the bowel
circurference. The zppendices epiploicae receive small arterial twigs
from the lang vesa recti. It is important in tying these fatty app-

enZages ot to pull on ther toc aveic tving the long branch itself
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with subsequent ischaemiza and gangrene of the wall of the bowel { Gol-

igher, 1980
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claosely accompany the corresponding arteries. Those from the

right ceclon open into the the superior mesenteric vein which lies to the

right of the
vein to form

Fror the

superlor mesenteric artery, and
the portal vein tenind the neck

left colen the veins drain into

evernually jeins the splenic
of the pancress.

the inferior mesenteric vein

which lies to the left of the inferior mesenteric artery and continues
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upwards for 5 to Bem above the origin of the latter to the left of the
fourth portion of the duodenum, behind the bocdy of the pancreas to end

by joining the splenic vein { £1lis, 1985 ).

Marginal anastomosis joining the veins draining the large intestine

QéﬁéiiyWé%iéf;:théfé”iéﬁ;i;ayé”égregééiléﬁi marginal vein in the left
colon. However, in the right colom, 20% of persons have a defective

marginal anastomosis between the major veins of the right colon which
may cause colornic venous infarction if one of them is surgiceally inte-

rrupted { Du Plessis, 1984 ).

LYMPHATICS OF THE COLON:

The lymphatics of the colon could be considerd as being in two
closely connected groups: the intramural and the extramural lvmphat-
ics.

INTRAMURAL LYMPHATICS:

They form continuous lymphatic plexuses in the submucosa and sub-
serous layers of the bowel wall which are connected and drained into
the extramural lymphatics.

EXTRAMURAL LYMPHATICS:

They consist of lymphatic channels and lymph nodes that accompany
the colic blood vessels. The nodes are divided into four groups:
epicolic, paracelic, intermediate and principal groups.

The epicolic nodes lis on the colon itself, the paracolic along

the marginal artery between it and the colon, the intermdiate on the
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