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Abstract. Background/Aim: Postoperative venous thrombo-
embolism (VTE) is a well-recognized complication that leads
to morbidity and mortality. Lateral lymph node dissection
(LLND) for rectal cancer is thought to potentially increase the
risk of VTE due to its technical complexity. However, the
relationship between LLND and VTE remains inadequately
understood. The aim of this study was to elucidate the impact
of LLND on the incidence of postoperative VTE. Patients and
Methods: This is a retrospective analysis of patients who
underwent rectal cancer resection between 2010 and 2018 to
identify the risk factors associated with postoperative VTE.
Patients were divided into two groups: those who underwent
surgery with LLND (LLND+ group) and those who underwent
surgery without LLND (LLND– group). Results: A total of 543
patients were enrolled in this study, and 113 patients
underwent surgery for rectal cancer with LLND. VTE
developed in 8 patients (1.47%), with the incidence rates
being 4.42% in the LLND+ group and 0.69% in the LLND–
group, respectively (p=0.012). Three of 8 patients had
developed severe postoperative complications, and the other
two patients needed intraoperative repair of the iliac vein
during LLND procedure. Multivariate analysis identified the
incidence of postoperative complications and LLND as the
independent risk factors of VTE. Conclusion: Patients
undergoing rectal cancer surgery with LLND should be
closely monitored for signs of VTE.

Postoperative venous thromboembolism (VTE) is a well-
known complication that leads to morbidity and mortality
(1). VTE includes pulmonary embolism (PE) and deep vein
thrombosis (DVT). Since VTE is one of the major
postoperative complications, identifying its risk factors and
conducting proper prophylaxis are important to reduce the
risk of subsequent death (2). 

Postoperative VTE is more frequently observed after
colorectal cancer surgery (3) and the rate of VTE following
colorectal operations has been reported to be as much as four
times higher than that after general abdominal surgery (4).
Many previous studies have been conducted to identify the
risk factors of postoperative VTE (3, 5-9) and several VTE
predictors have been identified, such as age >50 years,
diabetes, obesity, malignancy, and history of myocardial
infarction (MI) (10). Colorectal surgery often carries those
risk factors of VTE, with a reported prevalence ranging
between 0.63-2.4% (3, 7).

Lateral lymph node dissection (LLND) is recommended
for advanced lower rectal cancer in Japanese guidelines (11,
12). Recent multicenter studies involving multiple countries
are increasingly validating the importance of LLND in
reducing lateral local recurrence rates for patients with
advanced low rectal cancer (13, 14). Although it is
important to perform LLND for achieving radical cure and
decreasing recurrence rate, several disadvantages arise from
performing LLND, such as hemorrhage and prolonged
surgical time due to its technical complexity (15). In
addition, LLND often involves physical irritation to the iliac
venous system. It is thought that direct venous endothelial
damage by surgical maneuvers can be a cause of VTE (16,
17). These factors potentially increase the risk of VTE
compared to other colorectal surgeries. However, the
relationship between LLND and VTE remains inadequately
understood. 

695

Correspondence to: Mamoru Uemura, MD, Ph.D., Department of
Gastroenterological Surgery, Graduate School of Medicine, Osaka
University, 2-1, Yamadaoka, Suita, Osaka, Japan. Tel: +81 669421331,
Fax: +81 669436467, e-mail: muemura@gesurg.med.osaka-u.ac.jp

Key Words: Venous thromboembolism, surgery for rectal cancer,
lateral lymph node dissection.     

ANTICANCER RESEARCH 44: 695-701 (2024)
doi:10.21873/anticanres.16860

Venous Thromboembolism Following Lateral 
Lymph Node Dissection for Rectal Cancer

YUTA KOBAYASHI1, MAMORU UEMURA1, MASAKATSU PAKU1, 
MASATOSHI KITAKAZE1, MITSUYOSHI TEI2, YOSHINORI KAGAWA3, 

MITSUNOBU TAKEDA1, YUKI SEKIDO1, TSUYOSHI HATA1, ATSUSHI HAMABE1, 
TAKAYUKI OGINO1, NORIKATSU MIYOSHI1, YUICHIRO DOKI1 and HIDETOSHI EGUCHI1

1Department of Gastroenterological Surgery, Graduate School of Medicine, Osaka University, Osaka, Japan;
2Department of Surgery, Osaka Rosai Hospital, Osaka, Japan;

3Department of Gastroenterological Surgery, Osaka General Medical Center, Osaka, Japan



Thus, the aim of the study was to identify the risk factors
of VTE after surgery for rectal cancer and clarify the impact
of LLND on the incidence of postoperative VTE.

Patients and Methods
Patients. From April 2010 to March 2018, a total of 543 patients
who underwent a resection for primary rectal cancer or locally
recurrent rectal cancer in Osaka University Medical Hospital were
retrospectively analyzed. All surgical procedures were performed by
two qualified and board-certified colorectal surgeons with
established endoscopic surgical skills at Osaka University. 

The criteria of neoadjuvant treatment in rectal cancer. Neoadjuvant
treatment was performed for patients who underwent LLND and
were considered to be able to tolerate neoadjuvant therapy based on
performance status (PS) and their age. Chemotherapy or
chemoradiotherapy were indicated as neoadjuvant therapy.

Indication of LLND. LLND was performed for patients satisfying
the following criteria: a) tumor is located in lower rectum at or
below the peritoneal reflection, and b) clinically diagnosed as T3 or
T4, or c) positive lymph nodes are suspected in the lateral pelvic
regions by preoperative computed tomography (CT) or magnetic
resonance imaging (MRI). Bilateral LLND (internal iliac and
obturator nodes dissection) was basically performed in the patients
who satisfied the criteria above. 

Perioperative management. All patients were generally encouraged
to start walking from postoperative day (POD) 1 unless they could
not move due to the heavy pain, or a doctor-in-charge decided it
was better not to leave bed to reduce the risk of postoperative
complications. Blood tests including D-dimer assessment were
routinely performed at POD1 and POD3. Additional blood tests and
CT scan were performed if needed.

Prophylaxis protocol of VTE. Our VTE prophylaxis protocol has been
described previously (9, 18). All of the patients wore elastic stockings
before surgery and underwent intermittent pneumatic compression
(IPC) immediately after induction of anesthesia until they began to
walk again. For the patients who underwent postoperative
pharmacologic prophylaxis, either fondaparinux (Arixtra;
GlaxoSmithKline, Middlesex, UK) or enoxaparin (Kurekisan; Kaken
Pharmaceutical Co., Ltd., Tokyo, Japan) was given. 

Diagnosis of DVT and PE. Assessment of DVT and PE was
performed as described previously (9). If patients suffered from
symptoms clinically suspecting VTE, such as chest pain or decreasing
percutaneous arterial oxygen saturation (SpO2), enhanced multi-
detector helical CT with contrast medium, pulmonary scintigraphy,
or pulmonary arteriography were immediately performed to diagnose
PE. If the deep vein thrombosis was observed by chance in the
postoperative follow-up CT, the patients were diagnosed with DVT.

Statistical analysis. Statistical analysis was performed using JMP
Pro 16 software (SAS Institute, Irvine, CA, USA) and R v4.3.0 (The
R Foundation for Statistical Computing, Vienna, Austria).
Continuous variables are presented as medians (interquartile range),
while categorical variables are presented as numbers (frequency).
The chi-square test was performed for categorical variables and

Wilcoxon rank-sum test was used for differences in parameters,
such as blood loss and operating time. To identify independent risk
factors associated with postoperative DVT and to obtain adjusted
odds ratios (OR) and a 95% confidence interval (CI), we performed
a multivariate logistic regression analysis that included variables
with p<0.05 in the univariate analysis. The factors which were
considered to be obviously confounding with LLND, such as
multivisceral resection and blood loss, were excluded from the
univariate and multivariate analysis. All p-values <0.05 were
considered significant.

Ethics approval. This retrospective study was approved by our
institutional review board, Ethics Committees of the Osaka
International Cancer Institute, Osaka University Hospital, and
Minoh City Hospital. Written informed consent was obtained from
all patients (approval code: 20163-2).

Results

Patient characteristics of the study population. A total of 543
patients were enrolled in this study. Of these, 113 (20.7%)
patients underwent surgeries with LLND (LLND+ group), and
432 (79.3%) patients underwent surgeries without LLND
(LLND– group). Table I summarizes the baseline clinical
characteristics. The median age at the time of surgery was
significantly lower in the LLND+ group than the LLND–
group (62 vs. 64, respectively; p=0.005). The number of
patients who had the American Society of Anesthesiologists
physical status (ASA-PS) classification ≥3 was significantly
lower in the LLND+ group than in the LLND– group [2/113
(1.13%) vs. 32/432 (7.40%), respectively; p=0.05]. In
addition, the number of patients who underwent surgery for
locally recurrent rectal cancer was significantly higher in the
LLND+ group than in the LLND– group [24/113 (21.2%) vs.
15/432 (3.47%), respectively; p<0.001]. The number of
patients whose tumor location was rectum/below the
peritoneal reflection (Rb), and anal canal (P) was significantly
higher in the LLND+ group than in the LLND– group [76/113
(85.4%) vs. 138/432 (33.1%), respectively; p<0.001].

Table II summarizes the clinical factors associated with
treatment. As for the surgical procedures, 20 patients
(17.7%) underwent laparoscopic surgery in the LLND+
group and 20 patients (4.6%) underwent laparoscopic
surgery in the LLND– group. The rate of the patients who
underwent multivisceral resection was significantly higher in
the LLND+ group than the LLND– group [40/113 (35.4%)
vs. 48/432 (11.1%), respectively; p<0.001]. The LLND+
group exhibited more blood loss and longer operating times
during surgery compared to the LLND– group [340 (0-
18,400) vs. 30 (0-6,390), respectively, 625 (182-1,280) vs.
302 (84-878), respectively]. The rate of the indications of
pharmacologic prophylaxis of VTE, preoperative
chemotherapy, and preoperative radiotherapy were
significantly higher in the LLND+ group than the LLND–
group [68 (60.2%) vs. 149 (34.5%), 88 (77.9%) vs. 43
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(10.0%), 13 (11.5%) vs. 27 (6.3%), respectively]. The rate of
the patients who took over three days to mobilize was higher
in the LLND+ group than the LLND– group [39 (34.5%) vs.
57 (13.2%); p<0.001]. Plasma D-dimer at POD3 and peak
D-dimer during hospitalization were significantly higher in
the LLND+ group than in the LLND– group [4.37 (1.61-
53.34) vs. 2.37 (0.44-18.63), 5.36 (0.2-53.34) vs. 3.05 (0.44-
39.16), respectively]. 

Incidence of VTE after for primary rectal cancer or locally
recurrent rectal cancer. Table III represents the incidence of
VTE in all included patients subjected to surgeries with or
without LLND. A total of eight (1.47%) out of the 543

patients developed either symptomatic or asymptomatic
VTE. The frequencies of VTE were 4.42% and 0.69% in the
LLND+ group and the LLND– group, respectively (p=0.01). 

Detailed clinicopathological characteristics of the eight
patients who experienced VTE or PE after surgery are
summarized in Table IV. Of those eight patients, five patients
underwent LLND. The median onset of VTE, operative time
and blood loss during surgery in patients who experienced
VTE were 14.5 days (2-91), 672.5 min (192-1,280), and 930
ml (20-11,150), respectively. As shown in Table IV, three of
those eight patients had developed severe postoperative
complications, such as perforation and postoperative bleeding
before the onset of VTE. Notably, two of five patients who

Kobayashi et al: VTE Following LLND for Rectal Cancer
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Table I. Clinical characteristics of the 543 patients who underwent a resection for primary or locally recurrent rectal cancer.

                                                                                                               LLND+ group (n=113)                    LLND– group (n=432)                     p-Value

Age (years), median (range)                                                                            62 (19-79)                                       64 (26-104)                                0.005
Sex, [male/female]                                                                                               72/41                                              259/173                                   0.53
Body mass index, median (range)                                                              22.2 (15.4-32.9)                               22.2 (14.5-48.5)                             0.43
ASA-PS ≥3                                                                                                              2                                                       32                                        0.05
Cardiovascular disease                                                                                           20                                                      92                                        0.46
Atrial fibrillation                                                                                                      1                                                       23                                       0.071
VTE history                                                                                                             2                                                        0                                        0.058

Primary or locally recurrent                                                                 

Locally recurrent                                                                                                    24                                                      15                                      <0.001
Primary                                                                                                                    89                                                     417                                           
  Tumor Location (RS, Ra/Rb, P)                                                                       13/76                                              279/138                                  <0.001
  AJCC stage (0, I, II/III, IV))                                                                            48/41                                              255/162                                    0.25

LLND: Lateral lymph node dissection; ASA-PS: American society of anesthesiologists physical status; VTE: venous thromboembolism; RS:
rectosigmoid; Ra: rectum above the peritoneal reflection; Rb: rectum below the peritoneal reflection; P: anal canal; AJCC: the American Joint
Committee on Cancer. 

Table II. Clinical factors associated with treatment of the 543 patients who underwent a resection for primary or locally recurrent rectal cancer.

                                                                                                               LLND+ group (n=113)                    LLND– group (n=432)                     p-Value

Approach, n (%)                                                                                                                                                                                                               
  Laparotomy                                                                                                   20 (17.7%)                                        20 (4.6%)                                <0.001
  Laparoscopy                                                                                                  93 (82.3%)                                      412 (95.4%)                                    
Multivisceral resection, n (%)                                                                        40 (35.4%)                                       48 (11.1%)                               <0.001
Blood loss, ml (range)                                                                                 340 (0-18,400)                                   30 (0-6,390)                              <0.001
Operating time, min (range)                                                                       625 (182-1,280)                                  302 (84-878)                             <0.001
Pharmacologic Prophylaxis of VTE, n (%)                                                   68 (60.2%)                                      149 (34.5%)                              <0.001
Preoperative chemotherapy, n (%)                                                                 88 (77.9%)                                       43 (10.0%)                               <0.001
Preoperative radiotherapy, n (%)                                                                    27 (23.9%)                                        10 (2.3%)                                <0.001
Postoperative complication, Clavien-Dindo ≥3, n (%)                                 13 (11.5%)                                        27 (6.3%)                                  0.09
Immobilization ≥3 days, n (%)                                                                       39 (34.5%)                                       57 (13.2%)                               <0.001
POD3 D-dimer, μg/ml (range)                                                                  4.37 (1.61-53.34)                             2.37 (0.44-18.63)                          <0.001
Peak D-dimer, μg/ml (range)                                                                      5.36 (0.2-53.34)                              3.05 (0.44-39.16)                          <0.001

LLND: Lateral lymph node dissection; VTE: venous thromboembolism; POD: postoperative day. 



did not develop postoperative complications required
intraoperative repair of external iliac vein or combined
resection of internal iliac veins during LLND procedure.

Risk factors for DVT after surgery for rectal cancer. Next, to
identify the risk factors for VTE after surgery for rectal
cancer, both univariate and multivariate analysis were
performed (Table V). Univariate analysis identified the
incidence of postoperative complications (Clavien-Dindo
classification ≥3), immobilization of three days or longer,
and LLND as significant risk factors for the development of
DVT. Then, multivariate analysis was performed using these
factors with p-values <0.05. Multivariate analysis revealed
that the incidence of postoperative complications and LLND
were the independent risk factors for VTE. 

Discussion

In this retrospective study, 543 patients underwent a resection
for primary rectal cancer or locally recurrent rectal cancer, and
an overall DVT incidence of 1.4% was observed in the cohort.
Five of eight patients who experienced DVT underwent
LLND, and the frequency of DVT was significantly higher in
the LLND+ group than the LLND– group. According to the
multivariate analysis, the incidence of postoperative

complications and LLND were identified as significant risk
factors of VTE. Though several recent reports discuss the
associations between colorectal surgery and postoperative
VTE (6-9), there have been no studies focusing on the
associations between LLND and postoperative VTE. To the
best of our knowledge, this is the first report to identify LLND
procedure as an independent risk factor for VTE.

Our group previously conducted a multicenter randomized
controlled trial to identify the risk factors for VTE following
the laparoscopic colorectal cancer surgery (9), In this
previous study, blood loss and tumor location were identified
as the risk factors of VTE (19, 20). A long operation time is
also a well-known risk factor for postoperative complications
after colorectal surgery (21). The surgeries with LLND
usually carry the risks of a larger amount of blood loss and
a longer operating time due to their complicated procedure.
Thus, LLND may potentially enhance the risk of
postoperative complications including VTE compared the
other colorectal surgery. In fact, our cohort demonstrated that
the LLND+ group had longer operation time and larger
amount of intraoperative blood loss than the LLND– group.
However, no statistically significant differences of the rate
of postoperative complications between the LLND+ group
and the LLND– group were observed. Several previous
studies reported that the incidence of severe postoperative
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Table IV. Detailed clinicopathological characteristics of the eight patients who experienced venous thromboembolism (VTE) or pulmonary embolism
(PE) after surgery.

Patient    LLND          Details of VTE           Onset of      Surgical      Operating       Blood                  Postoperative                           Additional 
                                      (Location of                 VTE        procedure     time (min)     loss (ml)                 complication                           information
                                       thrombosis)                 (POD)

1                  +           DVT (Femoral), PE             91                TPE               496            11,150                             -                                              -
2                  +              DVT (Popliteal)                  7               APR               729                 910                             -                                              -
3                  +              DVT (Femoral)                  2               LAR               846                 950                             -                              Intraoperative repair 
                                                                                                                                                                                                                of external iliac vein
4                  +              DVT (Femoral)                28                TPE            1,280             4,820       Perforation (Small intestine)                        
5                  +              DVT (Popliteal)                36               APR               712                 420                             -                                    Resection of 
                                                                                                                                                                                                                  internal iliac veins 
6                  –         PE, Portal thrombosis             7               LAR               192                   20                             -                                              -
7                  –                         PE                             8               LAR               633                 180           Intraabdominal abscess                           -
8                  –             DVT (Peripheral)               21                TPE               607             3,700          Intraperitoneal bleeding                            

LLND: Lateral lymph node dissection; DVT: deep venous thrombosis; TPE: total pelvic exenteration; APR: abdominoperineal resection; LAR: low
anterior resection. 

Table III. Association between lateral lymph node dissection (LLND) and venous thromboembolism (VTE).

                                                                                                               LLND+ group (n=113)                    LLND– group (n=432)                     p-Value

VTE (+), n (%)                                                                                                 5 (4.42%)                                         3 (0.69%)                                  0.01
VTE (–), n (%)                                                                                               108 (95.6%)                                     429 (99.3%)                                    



complications after LLND was from 12.5% to 22.0% (21-
24). Our current study presented that the incidence rates of
severe postoperative complications after LLND were 11.5%,
which is lower than those reported in previous studies.
Additionally, the multivariate analysis in the current study
identified LLND as an independent risk factor for VTE.
There are no strict guidelines how to follow up patients who
underwent surgery for rectal cancer with LLND. Our results
suggested that patients after LLND may warrant close
follow-up such as CT scan to identify an asymptomatic VTE
and extended postoperative prophylaxis of VTE.

Furthermore, colorectal surgeons need to compress the iliac
vein during surgery to perform LLND and sometimes repair
or resect it. Interestingly, two of the patients who had VTE
after surgery required to repair external iliac vein
intraoperatively for preventing bleeding or to resect internal
iliac veins for the achievement of radical resection. The
associations between compression of iliac vein and VTE have
been frequently discussed in the field of orthopedics (25, 26).
It has been also reported that May-Thurner syndrome, in
which the iliac vein is mechanically compressed between the
artery and the bone should be a risk factor for VTE (27, 28).
Though those two patients in the present study did not have
the postoperative stenosis of iliac vein, it is possible that the
physical irritation of iliac vein during the procedure may have
influenced the development of VTE. Our study suggested that
the patients may warrant careful monitoring to identify VTE
earlier if intraoperative repair or complicated resection of the
iliac vessels is required.

A limitation of this study was that the background in the
LLND+ group differed from that of the LLND– group w
including the surgical approach, operating time, blood loss, and

various other factors. These results suggest that LLND
procedures are considered highly invasive. Because extensive
surgical procedures, involving longer operating times and
greater blood loss, have been reported as risk factors for VTE,
this study alone may not be sufficient to conclude that LLND
is a direct risk factor for VTE. To assess the associations
between LLND and postoperative VTE more accurately, a
prospective study with a larger cohort is necessary. However,
considering that five of eight patients in whom DVT was
observed underwent LLND, and two of these five patients also
required intraoperative repair of the iliac vein during the LLND
procedure, we consider that our study provides an important
suggestion that patients undergoing LLND procedures should
be monitored closely for signs of VTE.

Conclusion

In conclusion, undergoing LLND as part of rectal cancer
surgery and experiencing postoperative complications are the
independent risk factors for VTE. Based on our findings,
patients undergoing LLND, especially those requiring repair
of iliac vein during surgery, should be closely monitored for
signs of VTE.
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Table V. Univariable and multivariable analysis of factors associated with venous thromboembolism.

                                                                                                               Univariate analysis                                                 Multivariate analysis

Variables                                                                               OR                     95%CI                   p-Value               OR                  95%CI               p-Value

Age (year-old) [≥66/<66]                                                    1.33                  0.32-5.65                  0.78                                                                             
Sex [Female/Male]                                                              4.60                 0.56-37.67                 0.15                                                                             
Body mass index [≥25/<25]                                                1.23                  0.24-6.21                  0.80                                                                             
Location [RS, Ra/Rb, P]                                                     2.13                  0.50-8.98                  0.30                                                                             
Operation time (min) [≥300/<300]                                     4.57                 0.56-37.38                 0.090                                                                          
ASA-PS [≥3/<3]                                                                  0.00                       0-0                       0.31                                                                             
Pharmacologic prophylaxis of VTE [+/–]                          2.55                 0.60-10.80                 0.20                                                                             
Postoperative complication [+/–]                                        8.11                 1.86-35.26                 0.0053               5.05               1.02-24.94              0.05
Surgery for locally recurrent rectal cancer [+/–]               1.88                 0.22-15.65                 0.56                                                                             
POD3 D-dimer [≥4.37/<4.37]                                             5.35                 0.47-60.78                 0.18                                                                             
Immobilization (day) [≥3/<3]                                             4.83                 1.19-19.69                 0.0022               2.08                0.44-9.87               0.36
Surgery for locally recurrent rectal cancer [+/–]               1.88                 0.22-15.65                 0.59                                                                             
Multivisceral resection [+/–]                                               3.24                 0.76-13.80                 0.14                                                                             
LLND [+/–]                                                                          6.62                 1.56-28.13                 0.0105               4.96               1.11-22.25              0.04

LLND: Lateral lymph node dissection; OR: odds ratio; CI: confidence interval; POD: postoperative day. 



Kobayashi, Mamoru Uemura, Masakatsu Paku, and Masatoshi
Kitakaze. The first draft of the manuscript was written by Yuta
Kobayashi and all authors commented on previous versions of the
manuscript. All Authors read and approved the final manuscript.

References
1 Jemal A, Siegel R, Ward E, Hao Y, Xu J, Murray T, Thun MJ:

Cancer Statistics, 2008. CA Cancer J Clin 58(2): 71-96, 2008.
DOI: 10.3322/CA.2007.0010

2 Yamashita S, Nishi M, Ikemoto T, Yoshikawa K, Higashijima J,
Tokunaga T, Takasu C, Kashihara H, Eto S, Yoshimoto T,
Shimada M: Clinical analysis of postoperative venous
thromboembolism in Japanese patients after colorectal cancer
surgery. Surg Today 51(6): 1022-1027, 2021. DOI: 10.1007/
s00595-020-02201-5

3 Moghadamyeghaneh Z, Hanna MH, Carmichael JC, Nguyen NT,
Stamos MJ: A nationwide analysis of postoperative deep vein
thrombosis and pulmonary embolism in colon and rectal surgery.
J Gastrointest Surg 18(12): 2169-2177, 2014. DOI: 10.1007/
s11605-014-2647-5

4 Huber O, Bounameaux H, Borst F, Rohner A: Postoperative
pulmonary embolism after hospital discharge. Arch Surg 127(3):
310, 1992. DOI: 10.1001/archsurg.1992.01420030076014

5 Hayes JW, Ryan ÉJ, Boland PA, Creavin B, Kelly ME, Beddy
D: The prevalence of venous thromboembolism in rectal surgery:
a systematic review and meta-analysis. Int J Colorectal Dis
34(5): 849-860, 2019. DOI: 10.1007/s00384-019-03244-y

6 Colapkulu-Akgul N, Ozemir IA, Beyazadam D, Alimoglu O:
Perioperative short term prophylaxis against deep vein
thrombosis after major abdominal cancer surgery: retrospective
cohort study. Vasc Specialist Int 37: 45, 2021. DOI:
10.5758/vsi.210065

7 Lewis-Lloyd CA, Humes DJ, West J, Peacock O, Crooks CJ:
The duration and magnitude of postdischarge venous
thromboembolism following colectomy. Ann Surg 276(3): e177-
e184, 2022. DOI: 10.1097/SLA.0000000000005563

8 Yao J, Lang Y, Su H, Dai S, Ying K: Construction of risk
assessment model for venous thromboembolism after colorectal
cancer surgery: a Chinese single-center study. Clin Appl Thromb
Hemost 28: 10760296211073748, 2022. DOI: 10.1177/10760296
211073748

9 Yasui M, Ikeda M, Hata T, Okamura S, Miyake Y, Sakisaka H,
Takahashi H, Miyoshi N, Uemura M, Mizushima T, Yamamoto
H, Murata K, Doki Y, Eguchi H, the Clinical Study Group of
Osaka University (CSGO), Colorectal Group: Risk factors for
postoperative proximal deep vein thrombosis and pulmonary
embolism after laparoscopic colorectal cancer surgery: analysis
of a multicenter randomized controlled trial. Surg Today 52(6):
881-888, 2022. DOI: 10.1007/s00595-021-02422-2

10 McNally MP, Burns CJ: Venous thromboembolic disease in
colorectal patients. Clin Colon Rectal Surg 22(1): 34-40, 2009.
DOI: 10.1055/s-0029-1202884

11 Hashiguchi Y, Muro K, Saito Y, Ito Y, Ajioka Y, Hamaguchi T,
Hasegawa K, Hotta K, Ishida H, Ishiguro M, Ishihara S,
Kanemitsu Y, Kinugasa Y, Murofushi K, Nakajima TE, Oka S,
Tanaka T, Taniguchi H, Tsuji A, Uehara K, Ueno H, Yamanaka
T, Yamazaki K, Yoshida M, Yoshino T, Itabashi M, Sakamaki K,
Sano K, Shimada Y, Tanaka S, Uetake H, Yamaguchi S,
Yamaguchi N, Kobayashi H, Matsuda K, Kotake K, Sugihara K,

Japanese Society for Cancer of the Colon and Rectum: Japanese
Society for Cancer of the Colon and Rectum (JSCCR) guidelines
2019 for the treatment of colorectal cancer. Int J Clin Oncol
25(1): 1-42, 2020. DOI: 10.1007/s10147-019-01485-z

12 Sugihara K, Kobayashi H, Kato T, Mori T, Mochizuki H,
Kameoka S, Shirouzu K, Muto T: Indication and benefit of
pelvic sidewall dissection for rectal cancer. Dis Colon Rectum
49(11): 1663-1672, 2006. DOI: 10.1007/s10350-006-0714-z

13 Ogura A, Konishi T, Beets GL, Cunningham C, Garcia-Aguilar
J, Iversen H, Toda S, Lee IK, Lee HX, Uehara K, Lee P, Putter
H, van de Velde CJH, Rutten HJT, Tuynman JB, Kusters M,
Lateral Node Study Consortium: Lateral nodal features on
restaging magnetic resonance imaging associated with lateral
local recurrence in low rectal cancer after neoadjuvant
chemoradiotherapy or radiotherapy. JAMA Surg 154(9):
e192172, 2019. DOI: 10.1001/jamasurg.2019.2172

14 Ogura A, Konishi T, Cunningham C, Garcia-Aguilar J, Iversen
H, Toda S, Lee IK, Lee HX, Uehara K, Lee P, Putter H, van de
Velde CJH, Beets GL, Rutten HJT, Kusters M, Lateral Node
Study Consortium: Neoadjuvant (chemo)radiotherapy with total
mesorectal excision only is not sufficient to prevent lateral local
recurrence in enlarged nodes: results of the multicenter lateral
node study of patients with low cT3/4 rectal cancer. J Clin Oncol
37(1): 33-43, 2019. DOI: 10.1200/JCO.18.00032

15 Nagawa H, Muto T, Sunouchi K, Higuchi Y, Tsurita G,
Watanabe T, Sawada T: Randomized, controlled trial of lateral
node dissection vs. nerve-preserving resection in patients with
rectal cancer after preoperative radiotherapy. Dis Colon Rectum
44(9): 1274-1280, 2001. DOI: 10.1007/bf02234784

16 Agnelli G, Bolis G, Capussotti L, Scarpa RM, Tonelli F,
Bonizzoni E, Moia M, Parazzini F, Rossi R, Sonaglia F, Valarani
B, Bianchini C, Gussoni G: A clinical outcome-based
prospective study on venous thromboembolism after cancer
surgery: the @RISTOS project. Ann Surg 243(1): 89-95, 2006.
DOI: 10.1097/01.sla.0000193959.44677.48

17 Alcalay A, Wun T, Khatri V, Chew HK, Harvey D, Zhou H,
White RH: Venous thromboembolism in patients with colorectal
cancer: incidence and effect on survival. J Clin Oncol 24(7):
1112-1118, 2006. DOI: 10.1200/jco.2005.04.2150

18 Pak J, Ikeda M, Uemura M, Miyake M, Nishikawa K, Miyamoto
A, Miyazaki M, Hirao M, Nakamori S, Sekimoto M: Risk
factors for bleeding in patients receiving fondaparinux after
colorectal cancer surgery. J Anus Rectum Colon 1(4): 131-135,
2018. DOI: 10.23922/jarc.2017-022

19 Ogata M, Ama Y, Ogata T, Hirabatake M, Yasui H, Satake H:
Direct oral anticoagulants for the treatment of venous
thromboembolism in patients with active cancer. In Vivo 35(5):
2747-2753, 2021. DOI: 10.21873/invivo.12559

20 Tanaka Y, Yamada A, Hirata S, Tanaka H, Sakuratani T,
Matsuhashi N, Yamaguchi K, Shimokawa T, Yoshida K: Efficacy
and safety of enoxaparin for prophylaxis of postoperative venous
thromboembolism after esophagectomy: a single-center
prospective randomized controlled phase II study. Anticancer
Res 39(5): 2615-2625, 2019. DOI: 10.21873/anticanres.13385

21 Zhou S, Tang J, Mei S, Lou Z, Fu W, Feng B, Yang Y, Sun Y,
Liu Q, Chinese Lateral Node Collaborative Group: Risk factors
and prognostic significance of postoperative complications
following lateral pelvic lymph node dissection for rectal cancer:
results of the multicenter lateral node study in China. Jpn J Clin
Oncol 52(10):1150-1158, 2022. DOI: 10.1093/jjco/hyac109

ANTICANCER RESEARCH 44: 695-701 (2024)

700



22 Yang B, Huang J, Zhou S, Tan J, Zhong G, Gao H, Han F:
Laparoscopic versus open selective lateral pelvic lymph node
dissection following total mesorectal excision for locally
advanced low rectal cancer. Int J Colorectal Dis 35(7): 1301-
1309, 2020. DOI: 10.1007/s00384-020-03609-8

23 Fujita S, Akasu T, Mizusawa J, Saito N, Kinugasa Y, Kanemitsu
Y, Ohue M, Fujii S, Shiozawa M, Yamaguchi T, Moriya Y:
Postoperative morbidity and mortality after mesorectal excision
with and without lateral lymph node dissection for clinical stage
II or stage III lower rectal cancer (JCOG0212): results from a
multicentre, randomised controlled, non-inferiority trial. Lancet
Oncol 13(6): 616-621, 2012. DOI: 10.1016/s1470-2045(12)
70158-4

24 Watanabe J, Ishibe A, Suwa Y, Ozawa M, Nakagawa K, Suwa
H, Ota M, Kunisaki C, Endo I: Short- and long-term outcomes
of laparoscopic versus open lateral lymph node dissection for
locally advanced middle/lower rectal cancer using a propensity
score-matched analysis. Surg Endosc 35(8): 4427-4435, 2021.
DOI: 10.1007/s00464-020-07943-4

25 Kim JH, Lee SK, Kim JY: Iliac vein compression syndrome by
lumbar degenerative changes is associated with deep vein
thrombosis after total knee arthroplasty. Arch Orthop Trauma Surg
143(9): 5833-5842, 2023. DOI: 10.1007/s00402-023-04811-3

26 Al-Khatib Y, Tyas B, Kalson NS, Agni N, Bhutani P, Petheram
T, Carluke I, Partington P: Quantification and severity grading
of femoral vessel compression by adverse reactions to metal
debris in metal-on-metal total hip arthroplasty. HIP Int 7:
11207000231190738, 2023. DOI: 10.1177/11207000231190738

27 Kelly R, Blecha M: Recanalization of inferior vena cava and
bilateral iliac veins 15 years after May–Thurner syndrome-
related occlusion. Am Surg 23: 000313482311673, 2023. DOI:
10.1177/00031348231167394

28 Brown M, Hsu E, McCoy C, Whited M: A case report of May-
Thurner syndrome identified on abdominal ultrasound. J Educ
Teach Emerg Med 7(3): V14-V19, 2022. DOI: 10.21980/J8C64K

Received December 14, 2023
Revised January 3, 2024
Accepted January 4, 2024

Kobayashi et al: VTE Following LLND for Rectal Cancer

701


