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Background

×LBO is relatively a common entity in our practice and 
may be challenging.

VDue to many underlying pathologies.

VOlder patients who have comorbidities influence decision 
making.

×Varying C/P:

VGradual derangement in bowel function.

VSub acute IO. 

VAcute IO with ischemia or even perforation requiring 
emergency surgery.



Causes



Pathophysiology

Å75% competent ileocecal valve: closed loop 
obstruction.

Jaffe et al. Radiology. 2015;275:651ς63



C/P
×Cessation of flatus(90%). 

×Cessation of feces(80.6%). 

×Abdominal distension(65%). 

×Vomiting is late.

×Bowel ischemia?!:

VContinuous abdominal pain.

VFever, tachycardia.

VSigns of peritonitis with toxicity.

Markogiannakiset al. orld J Gastroenterol.2007;13:432ς437.

Sawaiet al. Clin Colon Rectal Surg. 2012;25:200ς203.



Radiological investigations

×CTis the imaging modality of choice with a reported 
sensitivity and specificity of 96% and 93%. 

×Water-soluble contrast enema has a 96% sensitivity 
and 98% specificity, but does not commonly elucidate 
the etiology of the process.

Taourelet al. AbdomImaging. 2003;28:267ς75.

Pisano et al. World J EmergSurg. 2018;13:36.

Imuta et al . RadiatMed. 2007;25:113ς8.



Diagnostic modality of choice



Malignant LBO

×10-20% of CRC patient.

×The obstructive feature of colon cancer is an 
independent high-risk factor of recurrence, because of 
the advanced cancer stage with poor prognostic 
factors.

×Patients requiring emergency surgery for obstructive 
colon cancer have worseshort-term and long-term 
oncologicoutcomes compared to those with elective 
surgery.

×Ultimate decision making is important. 
Chen  et al .World J SurgOncol2017; 15: 164

Dahdaleh, et al. Surgery 2018; 164: 1223-1229

Cortet, et al . Colorectal Dis 2013; 15:1100-1106



Site

×Usually classified as right-sided or left-sided 
obstruction according to proximal or distal to the 
splenic flexure. 

×Most common site is in the sigmoid colon.

×The larger diameter of the cecum and ascending 
colon allows a bulky and locally advanced 
characteristics of the tumor. 

×Obstructed rectal cancer is the least frequent due to 
the sizeable luminal diameter of the rectum and the 
early symptoms. 

Høydahl, et al. BMC Cancer 2020; 20: 1077

Frago, et al .Am J Surg 2014; 207: 127-138

Decker, et al. JAMA Netw Open 2020; 3: e205741



Right side
Å30-40% of LBO cancer cases.

ÅRight hemicolectomy with anastomosis has been 
advocated because of rich blood supply and simple 
manipulation of the dilated bowel with enough length. 

VSurgeonsΩ intraoperative judgment through assessment of 
intraoperative blood supply and tissue qualityremains 
the corner stone for the decision either anastomosis or 
stoma.

VEmergency itself is a risk factor for AL and morbidity 

Pisano et al, World J EmergSurg2018; 13: 36

Manceauet al , Dis Colon Rectum 2019; 62: 941-951

Frassonet al, Int J Colorectal Dis 2016; 31: 105-114 

ElectiveEmergency

4.1%12-16%AL rate

30%46-54%Morbidity rate

2.5%14.5%Mortality rate

goodbadShort term outcomes



×Other treatment options:
VLoop ileostomy after resection and anastomosis. 
VResection with double barrel ileo-colostomy. 
VLoop ileostomy only.
VBypass.
VSEMS
ÅSEMS insertion could be considered when the 

obstructive cancer is located beyond the cecum, no 
signs of perforation and presence of experience.

Boedinget al Ann Surg Oncol 2021; 28: 3545-3555
Suzuki et al. World J Gastroenterol 2019; 25:1975-1985

Right side

ElectiveSEMS

4.1%5.5%AL rate

30%7-44%Morbidity rate

2.5%1.2%Mortality rate

goodgoodShort & long termoutcomes



Lt side 
×The treatment options for left sided obstructive colon 

cancer are diverse and controversial.

üResection with an end stoma (HP).

üJust diversion stoma.

üResection anastomosis ± intraoperative lavage ±
covering stoma.

üSEMS.

Meyer et al, Tech Coloproctol2004;8:s226-s229.

Timmermanset al, Med Care1997; 35: 701-713.



Lt side

×Defunctioning loop colostomy Vs. primary resection:

üNo significant differences in terms of morbidity rate or 
overall survival between the two approaches. 

To divert or to do oncological resection? 

2004



Lt side

üOncological resection when feasible. 

üReserve loop colostomy formation for:

VVery frail patients.

VPalliative procedure to relieve the obstruction in non-
resectable disease.



Lt side
×HP safest but complex.
VRisk of morbidity and mortality.
V21-36% risk of morbidity during surgery for stoma reversal. 
V71%of patients neverundergo surgery for stoma reversal, 

affecting their quality of life.

üRisk factors of non reversal of stoma: 
VOld age with comorbidities.
VAdvanced cancer stage.
VDeveloped postoperative complication after emergency 

surgery.

Hallamet al, Ann R Coll Surg Engl 2018; 100: 301-307.
Kang et al. SciRep 2020; 10: 16820.

Whitney et al. Int J Colorectal Dis 2020; 35: 1875-1880.



Lt side
Diversion or anastomosis ?

ÅSurgical dogma was raised to make a primary anastomosis 
in the setting of colectomy for a left-sided LBO, as a 
combination of bowel wall edema and an unprepared 
colon made fashioning an anastomosis ill-advised.

Å2-12% AL comparable to elective 2-8%??!! 

Tekkiset al. Ann Surg.2004;240:76ς81.

Ansaloniet al. World J EmergSurg.2010;5:29.



ÅOn table lavage vs. decompression, no difference in leakage 
rate. 

ÅLong operative time for irrigation. 

ÅManual decompression is safe.

2005



To do covering ileostomy or not?

Å 743 patients

Å 1 stage vs. anastomosis with covering ileostomy vs. HP.

Å No difference between 1st two groups at AL rate 7% vs. 8%??!!

Å No difference in morbidity and hospital stay between all groups.

Å Conclusion: Primary anastomosis for emergency left colon carcinoma 
obstruction should only be regarded as indicated in cases where the risk 
profile is favorable.

Å High-riskcases HPshould be used.

Å A protective stoma did not appear to confer any advantage.

EJSO
2010



When to perform total colectomy? 

üProximal colonic ischemia. 

üCecal serosal tearing not amenable for primary 
repair or cecal perforation.

üSynchronous colonic lesion.

×Anastomotic leak rates of 0ς10% and mortality rates of 
0ς11% .

×Bowel function?!

Klatt et al. Am J Surg. 1981;141:577ς8.

Finanet al. Colorectal Dis. 2007;9:1ς17.



üSCOTIA trial: Segmental colectomy Vs. subtotal colectomy.

üNodifference in morbidity or mortality rates.

ü Increased bowel frequency (җ3 bowel motions /day) in the 
subtotal colectomy group up to 4 months of follow up.



Self Expandable Metallic Stent
(SEMS)



SEMS
×Dohmoto1991, described the use of a palliative stent for 

malignant obstruction. 
×Tejeroet al. 1997 reported his experience with SEMS to 

relieve colonic obstruction before curative resection with 
92-100% success rate. 

×Then the era of the colonic stent was born. 

ÇThe aim: 
ü Bridge to surgery. 
ü Decrease morbidity rates compared to emergent resection.
ü Patient could be liable for MIS.
ü Reduction in stoma rate.

Dohmoto.EndoscDig.1991;3:1507ς1512.
Tejeroet al. Dis Colon Rectum. 1997;40(4):432ς6.

Cheung et al. Arch Surg. 2009;144(12):1127ς32.



Some technical tips for SEMS
ÅCT or barium enema to show the anatomy.

ÅThe stent should be deployed with at least 2 cm of 
overlap above and below the stricture.

ÅTo prevent re-obstruction, the diameter should be 24 
mm at the mid-stent position .

ÅBallon dilatation should be avoided.

ÅFor patients with resectable tumors, definitive surgery is 
best done within 7ς14 day of stent placement.

ÅSuccess rate 78-83%. However still 30-40% of patients  
required stomaduring surgery.

van Hooft et al. GastrointestEndosc. 2014;80(5):747ς61. e1-75.

Small et al. GastrointestEndosc. 2010;71(3):560ς72.



SEMS

×Complications:

üFailure. 

üMigration.  

üPerforation with Bevacizumab(Avastin).

üTumor regrowth.

üObstruction.

Small et al. GastrointestEndosc. 2010;71(3):560ς72.

Cennamoet al. ClinGastroenterolHepatol. 2009;7(11):1174ς6.



SEMS

Å8 RCT, 497 patients.

ÅComparing SEMS Vs. Emergent surgery 

ÅNo significant difference in 60-day mortality.

ÅHigher 60-day mortality in emergency group

ÅSignificant difference in the temporary stoma rate SEMS 
(33.9%) Vs. ES (51.4%) [p<0.001].

2017



SEMS

Covered Vs. uncovered stents?

ÅWhile covered stents were thought to inhibit the rate of 
tumor ingrowth.    

ÅHowever, covered stents may not anchor to the bowel 
wall as effectively as an uncovered stent and may
migrate more easily. 

Masharet al. International Journal of Colorectal Disease. 2019;34;773-785.  



SEMS

Å10 studies.

ÅThe uncovered stent group was associated with a lower 
risk of tumor overgrowth, decreased risk of stent 
migration, and lower need for stent reinsertion.



SEMS
ÅPossible tumor cell dissemination??!! after stenting, especially 

in cases complicated by subtle or iatrogenic perforation.

ÅPerforation rate 13% &  Failure rate 17%. 

2011



SEMS oncologic outcomes



SEMS
üOnly for ; Patients with non-metastatic LBO who are 

poor surgical candidates and need medical 
optimization.

van Hooft et al. GastrointestEndosc. 2014;80(5):747ς61-75.

2014

2014



SEMS



SEMS


