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[ Abstract) Objective  To investigate the reasons of hemodynamic disorder of proximal colon segment during laparoscopic
proctosigmoid surgery. Methods The clinical data of 311 cases of laparoscopic proctosigmoid surgery performed from October 2009
to October 2013 in our department were reviewed. Hemodynamic disorder of proximal colon segment occurred in 17 cases. We carried
out conservative treatment such as wet compress by warm physiological saline, mesentery block technique with 0.5% procaine solution
(5-10 ml), and returning the marked questionable intestinal canal to abdominal cavity. =~ Results The hemodynamic disorder of
proximal colon segments was due to anatomic variation of the meso colon vessels(3 cases) and improper surgical procedure( 14 cases).
The blood supply of colon segment recovered in twelve cases, and 5 cases underwent colectomy due to ischemic necrosis of proximal
colon segment. No complications such as anastomotic leakage, bleeding or necrosis occurred in the 17 cases. The color, diameter of
anastomotic stoma and blood supply of colon segment were normal under enteroscope 6 months after operation. Nine patients underqoing
ileostomy received stoma-apothesis and intestinal function was normal after operation. =~ Conclusion The disorder of blood supply of
proximal colon segment during laparoscopic proctosigmoid surgery is due to anatomic variation of mesocolon vascellum and the
inappropriate operative procedure.
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