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ABSTRACT

The colorectal cancer is diagnosed at its complicated stage in 40 to 60%, including 35% with symtptoms of co-
lonic obstruction' The postoperative mortality remains high, as well as the lethality. Our aim is to study the
up-to-date aspects in the clinico-pathological characteristics and treatment of malignant colonic obstruction
(colon ileus-cancer). From 1009 patients operated for 24 years (1982-2005) with colorectal cancer with me-
dian age 67 years 378 patients (37.4%) were over 70 years. The most important aim is to overcome the ob-
struction and restore the intestinal passage and if possible perform a resection of the tumor. The surgical
tactics in case of malignat obstruction of the right colon is well described in the literature, but the question of
tactics in case of left colon remains — single or double-stage operation.Other methods have also been discussed,
such as cecostomy, NdYAG laser vaporization of the obstructing tumor. The stenting is related with signifi-
cant advantages and is used for palliative procedures or as a bridge to surgery.
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Fig. 2. Algorithm for treatment of acute malignant colo-rectal obstruction (Bonin E., Todd H. Baron, 2010, (4).
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dinavian countries it reaches 35/100 000. In Austria 5 000
new cases are found yearly, and in the world - 572 000 (23).
The colon cancer takes the third most common oncological
disease in the USA - 106 100 develop the disease yearly
and 49 920 have deceased in 2009 (4).
The colonic obstruction in the USA is a common reason for
hospitalization - 15% emergency admittance with abdomi-
nal pain or 300 000 hospitalizations yearly; the increase is
3% for patients with cancer and for patients with colorectal
cancer tumour is 10-28%.
In 2006 in Europe 412 900 new cases of colon cancer have
been registered and 207 400 have deceased (12).
The colorectal cancer is diagnosed at its complicated stage in
40 to 60%, including 35% with symtptoms of colonic ob-
struction (9,19). For elderly patients the complicated stages
vary from 42.5% to 86.2% (2). The postoperative mortality
remains high about 30% (2,7,13,16). Despite the signifi-
cantly better results (2,9,19,23) in unselected group of pa-
tients, the lethality remains daunting high - above 20%
(2,9,19).
Our aim is to study the up-to-date aspects in the
clinico-pathological characteristics and treatment of malig-
nant colonic obstruction (colon ileus-cancer).
The surgical tactics is based on the following factors: local-
ization of the cancer, duration of the operation, the opera-
tions being primary discontinuity resections, anus
praecternaturalis, primary resections with anastomosis,
by-pass anastomoses.
The surgical strategy in treatment of malignant obstruction
of the colon cancer includes:

* colostomy, ileostomy;

* coecostomy;

* three-stage resections;

e Hartmann's resection (two-stage resection)

* Subtotal colectomy;

* Endoluminal stenting.
The obstructive cancer is most commonly located in the
sigma and rectum (53%), cecum (10.6%), ascending
(5.5%) and descending colon (6.6%). The proportion of left
and right colon (in our study over 350 patients with malig-
nant obstruction, who underwent surgery) is 241 (68.6%)

Tabl. 2. Progression of the colorectal cancer in elective
and emergency surgery (no Pavlidis T.E. et al.)

Progression Elective surgery |Emergency surgery
No progression 638 (72%) 50 (57.8)
Invasion of adjacent 107 (12%) 17 (14%)
organ

Liver metastases 116 (13%) 22 (18.2%)
Desseminated 27 (3%) 12 (10%)
peritoneal carcinosis

Total 888 121

vs. 79 (22.6%) - three times less frequently than in the left
colon. This data is correlating to those found in the litera-
ture - 75 (62%) v.s. 29 (24%) (Pavlidis T.E. et al.)

The surgical tactics in case of malignat obstruction of the
right colon is well described in the literature, but the ques-
tion of tactics in case of left colon remains — single or dou-
ble-stage operation (2,9,19,21).

The complete obturation is an emergency condition, which
requires urgent decompression because of dilation of the
colon, bacterial dislocation, fluid and electrolyte imbalance,
risk of necrosis and perforation of the colon.

Tabl. 3. Performed planned and emergency operations
for colorectal cancer (Pavlidis T.E. et al.)

e Segment resection with intraoperative lavage; Planned Emergency
* Segment resection without decompression or surgery surgery
by-pass operation; - Colostomy 25 (2.7%) 23 (19%)
* NdYAG photoablation;
Right hemicolectomy 188 (21.5%) 22 (18%)
Tabl. 1. Localization of the colorectal cancer in elective
and emergency operations (Pavlidis T.E. et al.) Resection of colon 24 (2.7%) -
transversum ’
Localization Elective surgery | Emergency surgery Left hemicolectomy 46 (5%) 12 (10%)
o 0 . . .
Cecum 92 (10.5%) 9 (7.5%) Resection Qf sigma with 195 (22%) 19 (16%)
anastomosis
Ascending colon 65 (7.3%) 10 (8%)
] Hartmann's procedure 54 (6%) 34 (28%)
Hepatic flexure 38 (4.3%) 7 (6%)
Subtotal colectomy 14 (1.6%) 4 (3.3%)
Transversal colon 52 (6%) 3(2.5%)
] Miles' procedure 90 (10.5%) 0
Splenic flexure 18 (2%) 11 (9%)
Anterior resection of the
Descending colon 29 (3.2%) 18 (15%) rectum 180 (20%) 0
Sigma 259 (29%) 46 (36%) Palliative excision 60 (6.7%) 2 (3%)
Rectum 33537.7%) 17 (14%) Palliative anastomosis 12 (1.3%) 0
TOTAL 888 121 TOTAL 888 121
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The current diagnostic and treatment methods are de-
scribed in the algorithm for treatment of acute malignant
colorectal obstruction (fig.2).

From 1009 patients operated for 24 years (1982-2005) with
colorectal cancer with median age 67 years 378 patients
(37.4%) were over 70 years. 121 patients (12%) underwent
emergency surgery, 61 (51.4%) being over 70 years of age.
99 patients were with malignant obstruction (82%), with
perforation and peritonitis — 12 patients (10%) and haemor-
rhage — 10 patients (8%). With left localization of the tumor
were 62%, right colon — 24%, rectum — 17 patients (14%)
(fig.1).

In the planned surgery group of patients the tumor was lo-
calized in the left colon in 34.2%, in the right — 28.1% and
in the rectum — 37.7% (Pavlidis T.E. et al.) (tabl.1).

In the emergency operations group no macroscopic spread
of the disease was observed in 50 patients (57.8%), while in
51 (42.2%) a progression of the disease was observed,
18.2% of the patients were with liver metastases, 14% with
invasion to adjacent organ and 12 (10%) — diffuse
intraabdominal dissemination (tabl.2).

No macroscopic dissemination was observed in 58% of the
emergency operations and in 72% of the elective
operations

Emergency operation with resection and primary anasto-
mosis was performed in 57 patients (47.3%), Hartmann —
34 patients (28%), colostomy — 23 patients (19%), pallia-
tive excisions — 4 (3.3%), ileo-transversoanastomosis — 3
patients (2.4%) (tabl.3).

The rate of resectability for emergency operations was
75%, while for the planned surgery was 95% (tabl.3.) (19).
The decompressive colostomy is performed only in
oncologically inoperable patients, while the primary
anastomisis is the method of choice (17).

In our study the operations on the right colon were right
hemicolectomy (primary resection with anastomosis) — 87
patients (24.9%). The rate of primary resections with anas-
tomosis for left colon cancer was 32.4%, the primary dis-
continuity resections — 34.6% (on 121 patients);
decompressive enterostoma with delayed resection—5.1%.
The primary resections with anastomosis are about 58.8%
and with the primary discontinuity - 35%.

An important characteristic of this group of patients is the
advanced stage of the cancer. 231 patients (66%) were in
II"™ and IV" stage. The primary resections with anastomo-

Tabl. 4. Distribution of patients with colorectal cancer
according to Dukes (Pavlidis T.E. et al.)

Stage Elective surgery Emergency surgery
A 115 (13%) 1(1%)

B 367 (41%) 53 (44%)

C 263 (30%) 32 (26%)

D 143 (16%) 35 (29%)
Total 888 121
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sis (radically operated) accounted 62.8% for second stage,
third stage — 60.9%, fouth stage — 50%. There is no signifi-
cant difference in the rate of the performed operations ex-
cept for the more frequent discontinuity operations and
decompressive ostomies in case of IV" stage cancer.

Our study demonstrates that 202 patients (57.7%) were in
1™ and IvV*® stage of obstruction. The primary resections
with anastomosis in I* stage were 83.7% and decreased to
50% for IV™ stage cancer, where the number for primary
discontinuity resections was the same.

The frequency of cell differentiation was as follows: 16.5%
with poorly differentiated, 63% - moderately differentiated,
20.5% - with well differentiated. There was no significant
difference between emergency and elective operations, as
well as between patients over 70 years and under 70 years
and the depth of invasion (19).

Cancer stage was more advanced in patients with emer-
gency operation in comparison to those with planned sur-
gery and over 70 years (acc. to Duke’s stage —tabl.4). From
oncological point of view the emergency operations estab-
lished wider spread of the disease with higher number of
metastatic and resected lymph nodes.

The letality in the emergency surgery group was 5.8% (7
patients) or 8.2% for patients over 70 and 3.3% for patients
under 70, and the morbidity was 20% (19). The emergency
operations for patients over 70 years were associated with
higher morbidity of 42.6% and mortality — 27.8%, as well
as higher rate (19).

Predictors for postoperative lethality for patients with
ileus-carcinoma are: emergency operation, loss of body
weight more than 10%, history of neurological disesase,
age over 70 years, high APACHI Il index, there is also indi-
vidual risk-index (Kr. Ivanov).

The early diagnosis and staging before the acute presenta-
tion of the disease are crucial in the operative treatment, as
well as the need for screening of high-risk patients.

The most important aim is to overcome the obstruction and
restore the intestinal passage and if possible perform a re-
section of the tumor (19,21,23,9).

In case of malignant left colon obstructions the decision for
resection with primary anastomosis is difficult because of
the dilated colon, which is filled with feces, the poor gen-
eral condition and the high risk of anastomotic leakage.
This led to the development of many methods — single,
double and three stage surgery (9,16,19,21).

The three-stage surgery was the most widely used method
until the 70ties and was considered the only safe approach
for malignant obstructions of the left colon.

The disadvantages of this approach are the frequent opera-
tions, all of them resulted in ostomy and in 25% the ostomy
was never closed, which have worsened the quality of life (9).
The double stage operations were introduced later and led
to more frequent resection of the tumor with closure of the
distal colon and terminal ostomy, as well as primary opera-
tion (e.g. Hartmann’s procedure). The closure of the
ostomy was performed on second stage. The hospital stay
was shorter in comparison to the three-stage operations, but
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the ostomy was never closed in 60% of the patients (9), be-
cause of advanced age and severe comorbidity.

Some patients may reject ostomy because of religious con-
sideration (9,21).

The double stage operation for malignant obstruction of the
left colon is the most safe procedure. With this diagnosis
were operated 56 patients. In 12 patients was performed
laparotomy, and in the rest — primary colostomy (median
age 76 years). Among 42 survivours the second operation
was not performed in 6 patients (poor general condition or
progression of the disease). In 34 resections the ostomy was
closed in 28 patients, and in 6 patients was closed much
later. The staging was as follows (Dukes): B - 3 patients, C
—19, D — 14 patients (6).

In a retrospective study of 115 patients (Sjodahl R. et al.)
with primary or multi-stage resection for malignant ob-
struction of the colon the complications were 15% for pri-
mary resection (Hartmann’s operation - 27.8%, sin-
gle-stage resection — 73%) and 25% for multi-stage opera-
tions. The increased morbidity is related to the ostomy; the
morbidity after primary and staged resections is 10% vs
15%, respectively. Better results are observed after
Hartmann’s procedure in comparison to triple stage and
especially after single-stage operations (17).

The completion, forming and closure of the ostomy in sin-
gle-stage operations was related with mortality rate of 7%
and morbidity rate of 21-37% (17). The passage was not re-
stored in 25% to 50% of the patients due to high operative
risk or comorbidity, patient’s poor cooperation, worsened
quality of life.

The complications were the same in single-stage and multi-stage
operation and the method had no influence over mortality, as well
as the stage of the disease and APACHI 1I score (17).

There is a discussion which is the best operative methods
for treatment of malignant colonic obstruction (17).

Two single-stage operations deserve more attention: subto-
tal colectomy and segment resection with intraoperative
decompression (22).

The subtotal colectomy (32% in Minessota, USA) has de-
creased the complications from the anastomosis, because
the ileo-colo and ileo-rectal anastomosis were performed
when the lumen is normal and not on dilated colon.
Synchronous lesions were observed in 3% to 5% of cases
with left colon cancer, but they could not be removed with
subtotal colectomy. No further follow-up is required after
removal of metachronous lesions. The subtotal colectomy
is often related with fecal incontinence, which is not typical
for the segment resection.

The primary resection of the colon with latero-terminal anas-
tomosis with stapler and with the use of protective colostomy
is the alternative method for selected patients. This type of
enterostomy is described in 1961 by Santulli and Blanc. The
enterostomy is closed by local incision. It is described in 10
patients (16) and it gives safety and proximal decompression
and the benefits of the primary anastomosis (16).

Primary anastomosis was performed in 83 patients with
malignant obstruction of the colon. With right colon cancer
were 36 patients (43.3%), left colon cancer—47 (56.7%). In

45 patients was performed intraoperative decompression
and anastomosis. The late results are compared to 369 pa-
tients with colon cancer without obstruction (39% right and
61% left colon cancer). The morbidity was 25.3% and the
lethality - 6%; anastomotic leakage was observed in 6%.
The five-year survival was poorer in patients with malig-
nant obstruction in comparison to those without ileus. The
malignant obstruction is associated with advanced age and
advanced stage of the disease (3).

Tabl. 5. Localisation of the cancer causing malignant
obstruction.

Localisation of the Group 1 n=72 Group II n=74
cancer

Transverse colon - 1

Lienal flexure 1 24
Descendant colon 4 7
Sigma 67 42

Group I — patients underwent Hartamnn’s procedure.
Group II — patients underwent subtotal colectomy.

The advantages of the single-stage operations are avoiding
of ostomy and need for only one operation. Most oftenly
was performed a resection of the colon with intraoperative
decompression of the pre-anastomotic part of the colon or
subtotal colectomy (9,13,21).

One randomized study demonstrates that both methods are
equally safe, but the late results after subtotal colectomy are
worse (9).

Two groups of patients with malignat obstruction are de-
scribed in second and third stage of the disease, which under-
went emergency surgery for a period of six years (2000 —
2006). 74 patients with subtotal colectomy were included in
the first group, in whom the passage was restored immediately
with ileo-sigmoanastomosis. The operative method depends
on the choice and experience of the surgeon (2). The patients
have been hospitalized due to colonic obstruction in second
and third clinical stage, requiring emergency surgery.

The indications for subtotal colectomy are described —
more proximal localization of the tumors, higher risk for
synchronous and metachronous tumors (5), younger pa-
tients and family history (9); this operation proves as
oncologically safe.

According to different authors the postoperative complica-
tions after operation are observed in 8% to 28%. The most
frequent complications are anastomotic leakage (2-28%),
postoperative diarrhea (up to 31%), wound infection, infec-
tion of the urinary system, ileus, respiratory insufficiency,
etc (2,9).

The lethality varies from 3% to 23% and in some selected
gropus reaches 0%. In comparison to the planned surgery
the mortality was 2%-13%, and after primary resection
with restoration of the colon continuity on second stage
(Hartmann’s procedure) reaches 10-25% (2,9).
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The decompression takes time when it is not performed
correctly and may lead to catastrophic feculent peritonitis.
The question about simple pre-anastomotic decompression
remains. May be the difference between the two options re-
mains scarce, but both are technically difficult and the large
operations can be compromised in hemodynamically
unstable patients (9).

Tabl. 6. Anastomtic leakage in single stage operations:

Groupl | Group2 | Group3
Author Year (%) (%) (%)
SCOTIA 1995 - 7 9
Nyam 1996 0 3 -
Van
Gekdere 2002 1.2 - -

Group 1 —segment resection, anastomosis, without bowel preparation
Group 2 — segmental resection, anastomosis, intraoperative lavage

Group 3 —subtotal colectomy, anastomosis

The subtotal colectomy is recommended in patients with
perforation of ischaemic coecum or with synchronous le-
sions in the proximal colon (SCOTIA group). In all other
cases is recommended a segment resection with decom-
pression. The primary anastomosis without mechanical de-
compression is revised in 30 years.

The single stage operation of choice is wide resection of the
colon with primary anastomosis — “safe operation for ma-
lignant obstruction of the colon” (9). It is possible in 70% of
the patients (21).

From 23 patients with malignant obstruction of the left colon
(39 to 83 years of age) in 14 patientsis performed a single
stage operation with primary anastomosis (in 10 with
intraoperative decompression, 4 with subtotal colectomy), in
4 — Hartmann’s procedure, in 5 — colostomy). The rate of the
anastomotic leakage after primary resections with anastomo-
sis was 7.1%, and in multi-stage resections was 22.2% (7).
The primary resections with anastomosis after decompres-
sion were related with 10% ad 5% rate of anastomotic leak-
age (9,19,21).

In all patients was performed a primary anastomosis after
segment resection with intraoperative lavage — pro- and
retrogradient, in compliance to the oncological standarts
(68% in Minessota). The overall morbidity was 11%, the
mortality — 12.5%. 15% of the subtotal colectomy cases
were with permanent ostomy, after segment resection —
2%, the rate of anastomotic leakage was 7% and the mor-
tality was 11%. The rate of anastomotic leakage and mor-
bidity after subtotal colectomy was 9% and 13%,
respectively.

The mortality after colonic resection due to obstructive can-
cer was 4% to 10% and the anastomotic leakage reached
0-4% (SCOTIA group).

The study of the SCOTIA group focused on the evaluation
of the disadvantages of each operation.
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In comparison to males the female gender bared higher risk
of malignant colonic obstruction with the increase of age,
higher risk of incomplete cure and shorter survival com-
pared to those without obstruction. The five-year survival
in patients with obstructive cancer was 35.8% vs. 55.5% in
those without obstruction. The chance in the first group is
worst due to the more advanced stage of the disease (17).
The obstructive adenocarcinoma is 22-33% Duke’s stage
C, 14-29% stage D. 62-72% of the patients undergo radical
surgery after surgeon’s decision (17).

The choice of emergency surgical procedure for malignant
obstruction of the left colon remains controversial subject (22).
The emergency surgery bears a significant risk of lethality,
morbidity and high number of colostomies — temporary and
definitive.

A COCHRANE systematic review compares the
multi-stage operations vs. primary resection and significant
differencies in lethality or mortality were observed. The
primary resections for acute malignant obstruction of the
left colon are standart treatment of choice for many sur-
geons, but the type of operation is debated (22).

In 9 randomized meta-analyses 7 of them don’t prove that
mechanical preparation of the bowel is related to lower rate
of anastomotic leakage after planned surgery (22). One ran-
domized study compares the lavage with manual decom-
pression and no significant differencies in lethality and
morbidity was observed, but it proved to be easier than la-
vage. Another study shows that manual decompression is
not a safe method (22).

In England the Association of Coloproctology performed a
study and established four predictors for the treatment re-
sult of malignant obstruction of colon and rectum — age,
ASA, emergency and Duke’s stage (22).

The analysis shows that the safety of segment resection of
primary anastomosis without colonic preparation or de-
compression for overcoming of obstruction and defecation.
The single stage resection is better preferred than segment
resection with lavage or subtotal colecomty, although no
prospective randomized trials support this (17).

From 1986 to 2003 214 patients have been operated with
acute colonic obstruction with single stage resection and
anastomosis. From 80 patients with obstruction 71 of them
were with right colon cancer. The operative mortality was
10% (8 of 80 patients), 2.5% with anastomotic leakage.
From 134 patients with obastruction of the left colon 127
were with cancer. The operative mortality was 1.5% (2 of
134 patients) (25).

The lowest mortality rate after emergency surgery for co-
lonic ileus-cancer is about 3%, even when experienced sur-
geons operate. Most often it is 10 to 25% (14,9).

The safest procedure must be chosen for patients with very
high risk (22). The consensus questionnaire in 2002 in USA
for colorectal surgeons shows that 67% would perform
Hartmann’s procedure and 26% consider that it is preferable
to perform only colostomy in patients with high risk.

A dilemma remains in the case of non-resectable tumors
with peritoneal carcinomatosis and colonic obstruction.
Ascites  was  established intraoperatively.  The
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carcinomatosis was never fully evaluated because of adhe-
sions or small incision (10).

The median period between the primary and palliative
treatment was 14 months (form 3.5 to 61 months). 9 pa-
tients underwent primary resection, 6 — colostomy (5 of
them with transversorectostomy and 1  with
transversosigmostomy), 11 patients - colonic bypass (3 —
with double, 2 — with triple, 1 —with colonic resection with-
out removal of the tumor), 3 bypass with colostomy (21 pa-
tients totally). No anastomotic leakage, mortality and
morbidty were observed. Postoperative chemotherapy was
applied to 7 patients (10).

The obstructive recurrence was observed 61 days medially
with asymptomatic period (14 patients) with less than
100ml of ascites, but in a group of 7 patients the ascites was
over 100ml, the recurrence was observed after 9 days, as
well as with postoperative chemotherapy. The levels of tu-
mor spread can be proven even if few levels of obstruction
are observed. The peritoneal carcinomatosis may cause
problems in the passage due to secondary paralysis and in-
vasion to the mesenterium, which cannot be solved by by-
pass surgery. This paramether can be significant for the
asymptomatic survival (10).

The peritoneumectomy and the perioperative chemother-
apy may be used as palliative care for colonic obstruction in
caseof recurrent colorectal cancer (10).

The lethality after palliative surgery is 21%. It may be ap-
plied with safety, especially in the absence of ascites, be-
cause the postoperative results are unexpected — no mortal-
ity and morbidity was observed (10).

Meta-analyses have compared the stenting vs. surgery in
case of obstructive colorectal cancer. The stenting is related
with significantly lower morbidity and mortality, lesser
number of complications, shorter hospital stay even in pa-
tients with stenting as the only therapeutic option, faster re-
covery, cheaper than surgery, although the stent itself is ex-

pensive. The placement of the stent is not a contraindication

for preoperative chemotherapy if required (21).

In case of obstructive cancer of the left colon the surgery is

indicated when there is a suspicion for infarction of the co-

lon or perforation, peritonitis, acidosis, sepsis, non-ade-

quately placed stent (9,21).

The self-expandable stent are used:

1. For palliative procedure in incurable cases:

In a study including 168 patients who underwent stenting as

palliative care, quick recovery was observed in 96.9%; 41

(24.4%) suffered complications: perforation 9%, occlusion

9%, migration 5%, erosion or ulceration 2% (E. Bonin et al.).

Stenting and surgery was performed on 44 patients with

obstructive colonic cancer and extracolonic cancer in in-

curable patients. Successfully stented were 30 patients, in

14 patients was performed ostomy; 80% of the patients in

both groups were with better scoring after 28 months.

2. Bridge to surgery for colonic decompression and
consequtive  radical  resection  with  primary
anastomosis:

A randomized study of stenting as bridge to surgery have
established that in 48 patients with left colon cancer 24
were stented with consequent laparoscopic resection and
other 24 underwent emergency open surgery. The laparo-
scopic surgery decreased blood loss, the rate of anastomotic
leakage and wound infections was lower. The single-stage
surgery with primary anastomosis was was 16/9. None of
the patients from the laparoscopic group had permanent
ostomy in comparison to 6 patients from the emergency
open surgery group.

In 8000 patients who underwent emergency surgery the

mortality was 19.3% compared to 5.6% after planned sur-

gery. The patients with acute malignant obstruction of the

colon and rectum underwent emergency surgery — 41%

had primary anastomosis, compared to 87% of those who

Tabl.7. Indications for treatment, advantages and problems in malignant left-sided colonic obstruction. (Trompetas V,

2008, (22)
Indication Advantages Problems
Less centers have the possibility
Stentin, Palliation Bridge to surge: Less colostomies Less mortali for stenting. Not always
& g gery vy successful. The long-term results
are unknown
Single-stage rescctions with Low risk patients No colostomy Anastomotic leakage

anastomosis

Intraoperative lavage of the colon

In combination with single-stage

. . Time-consuming No prove for its
Need for colonic preaparation Uming o prov

patients

resection with anastomosis necessity
High lesions of the colon due to . .
total colect . fi t i L Diarrh
Subtotal colectomy obstruction or synchronous tumors Safe as segment resection arge surgery Diarrhea
Need for next large operation for
Hartmann's operation High-risk patients Inexperienced No risk for anastomotic leakage restoratlpn of the passage. In
surgeon many patients the colostomy is
never closed.
Only colostomy Palliation for very high-risk The only option if stenting is Care of the colostomy

impossible
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had primary stenting and after that underwent planned sur-
gery (Martinez-Santis, 24).

The stenting and non-operative decompression in case of
obstructive left-colon cancer was probably the most im-
pressive advance in the modern coloproctology (9,21). The
clinical and technical success rate was up to 90%.

Cecostomy and laser

Cecostomy is accompanied with many complications (of-
ten obstruction). It is applied as single operation or as defin-
itive treatment after surgery or when the condition of the
patient doesn’t allow further operations. The morbidity and
mortality are 15% and 24%, respectively (17).

NAYAG laser

It is widely applied for palliative treatment as represents an
effective option for overcoming of the obstruction and de-
creasing the bleeding after radio- and chemotherapys; it is an
alternative to the permanent colostomy (17).

The choice between primary resection and anastomosis or
multi-stage resection as radical surgical treatment for ma-
lignant obstruction of the left colon is debatable. Further
comparative studies are required and further clarification of
the rates of morbidity and mortality, although 2043 citation
on this subject can be found (8) (tab.7).

“Whatever you do, some people will be unhappy. If you do
a colostomy there will be always someone to ask you why
not primary anastomosis? If you do a primary anastomosis
there will be always someone to say why not colostomy?
(M. Schein et al) — the decision is made by the surgeon de-
pending on his knowledge and experience.
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