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Abstract

Introduction: The management of colonic obstruction due to malignant lesions still remains a challenging
problem.

Methods: A retrospective study was performed from 2014 to 2020 of 10 consecutive patients (male 06; female
04, range 60 to 89 years) who underwent emergency surgical procedures for acutely obstructing colorectal
cancer in our unit. Patient demography, characteristics of the obstructing tumours, type of management and
outcome was analyzed by tabulating the post operative mortality risk using Association of Coloproctology of
Great Britain and Ireland (ACPGBI) malignant large bowel obstruction (MBO) score.

Results: All patients presented with features of acute intestinal obstruction. Most of the tumours were in Dukes
C (5). The majority of patients were in ASA 2 (5). One had left hemi-colectomy; 5 sigmoid colectomy; 2 subtotal
colectomy; 2 anterior resections. One had Hartmann'’s procedure and rest had primary anastomosis with 4
defunctioning illeostomies. Five patients required on table colonic lavage. One patient died (1/10). No
anastomotic leaked were recorded. Three patients had superficial surgical site infections. Age over 70 years,
higher ASA and Dukes staging and male gender were associated with higher MBO scores. The average
ACPGBI- MBO score for Hartmann'’s procedure was 2.2426 +/- 0.2391 SEM % and mortality score was 2.371
+/- 1.312 SEM. The average ACPGBI- MBO score for primary anastomosis was 1.6246 +/- 0.2444 SEM % and
mortality score was 1.8112 +/- 0.995 SEM. There was no significant difference in survival after Hartmann'’s
Operation compared to the primary anastomosis with diversion. (P-0.1)

Conclusion: Obstructing colorectal cancer is associated with a poor prognosis. It appeared that Hartmann’s
operation did not confer additional survival benefit over primary anastomosis with diversion. However further
studies need with large number of patients.
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I.  Introduction

Between 15-20% of patients with colonic cancer present with symptoms of acute obstruction.(1-4)
Emergency surgery for acute colonic obstruction carries a significant risk of mortality and morbidity. A large
number of patients will have a colostomy which is either temporary or permanent.(1,2,5,6) There are several
treatment options which include, simple colostomy, primary resection with end colostomy (Hartmann's
operation), one-stage resection anastomosis which could be subtotal colectomy or segmental colectomy, with or
without intra-operative colonic irrigation and colonic stenting. However, the emergency management of acute
left-sided colonic obstruction remains controversial.(8-11) The Association of coloproctologists of Great Britain
and Ireland (ACPGBI) bowel cancer model was developed to provide a risk adjusted estimate of post-operative
mortality for patients undergoing surgery for bowel cancer. The probability of a post-operative death within 30
days can be calculated by entering into the model values for the following risk factors; age (years), ASA grade,
operative urgency, Dukes’ staging and cancer excision. (5) The aim of this retrospective study is to compare the
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different surgical approaches in obstructing colorectal cancer in terms of mortality and morbidity and also to
tabulate the post operative mortality risk using ACPGBI malignant large bowel obstruction (MBO) score.

Il. Methods:

Ten consecutive patients, who presented with acutely obstructed colon due to colorectal cancer to our
unit from 2014 to 2020, were retrospectively analyzed. Patient demography, characteristics of the obstructing
tumours, type of management and outcome was analyzed. Patients underwent, left hemi-colectomy, sigmoid
colectomy, subtotal colectomy, anterior resections or Hartmann’s procedures either primary anastomosis or
defunctioning illeostomies, accordingly. Further, risk prediction of probability of 30 days post-operative death
was calculated for age categories, ASA grading, dukes staging and according to the sex of the patients, using
ACPGBI- MBO scoring system.

All surgical procedures were performed under general anaesthesia by a single surgical team, with
intermittent positive pressure ventilation. All subjects underwent laparotomy through a midline incision and
initially managed in an intensive care unit, with intermittent positive pressure ventilation. Intravenous dose
(1.2mg) of co-amoxiclav and intravenous metronidazole 500mg at the time of induction of anaesthesia, followed
by three post-operative doses per day of antibiotic for minimum of 5 days.

Statistical analysis: Data are expressed as mean (SEM) and analyzed using a Statistical Package for Social
Sciences version 11, (SPSS 11.0, Chicago, lllinois, USA). The mean MBO scores of age categories, ASA
grading, dukes staging and according to the sex of the patients were compared using the t-test. Significance was
assigned to a p-value of <0.05.

I11. Results:

A retrospective study was performed from 2014 to 2020 of 10 consecutive patients (male 06; female
04, range 60 to 89 years) who underwent emergency surgical procedures for acutely obstructing colorectal
cancer in our unit. The majority of patients were in ASA 2 (5) whilst ASA 3 (3) and ASA 4 (2). The majority of
the patients were in the age of 60 -70years (7). There were 3 Dukes B, 5 Dukes C and 2 Dukes D cancers.
Timing of surgery range from 6 to 12 hours of admission. One had left hemi-colectomy; 5 sigmoid colectomy; 2
subtotal colectomy; 2 anterior resections. One had Hartmann’s procedure and rest had primary anastomosis with
4 defunctioning illeostomies. Five patients required on table colonic lavage. One patient died (1/10). No
anastomotic leaked were recorded. Three patients had superficial surgical site infections. Median length of stay
in hospital is 9 days (range 8-12 days).

Significantly higher MBO scores were seen over the age of 70, (71 to 80 years; 1.7444 +/- 0.3445 SEM
% and 81 to 90 years 2.0246 +/- 0.2674 SEM %).Whilst, ASA grade 4 had the highest MBO score 2.1178 +/-
0.5247 SEM %. Dukes staging 4 had the highest MBO score 2.1178 +/- 0.5247 SEM %. The males had a
significantly a higher cumulative MBO score than the females (1.8367 +/- 0.4325 SEM % vs. 1.3246 +/- 0.3674
SEM %, P-0.02). The average ACPGBI- MBO score for Hartmann’s procedure was 2.2426 +/- 0.2391 SEM %
and mortality score was 2.371 +/- 1.312 SEM. The average ACPGBI- MBO score for primary anastomosis was
1.6246 +/- 0.2444 SEM % and mortality score was 1.8112 +/- 0.995 SEM. There was no significant difference
in survival after Hartmann’s Operation compared to the primary anastomosis with diverting illeostomies. (P-0.1)

IV. Discussion:

Primary colonic resection for acute colonic obstruction is considered the standard treatment by most
surgeons. Debate exists, however, as to the type of operation. Primary resection with end colostomy, known as
Hartmann's procedure, is considered the safest option.(6,10-14) The main advantages are that there is no risk of
anastomotic dehiscence and the operation can be performed by less experienced and non-specialist surgeons.
The main disadvantages of Hartmann's operation are the need for a second major operation to reverse the
colostomy, and the fact that 40-60% of patients do not have their colostomy reversed, thereby significantly
affecting their quality of life.(10,11,15-18) The reversal rate for Hartmann's operation done specifically for
cancer is actually much lower at less than 20%.(10,11)

Primary resection and anastomosis has an advantage since it is a definite procedure that does not
require further surgery. The main disadvantages are that it requires a more experienced surgeon and there is a
risk of anastomotic leakage from an unprepared bowel in an already very ill patient. There are no sufficient data
to compare the two techniques. (18-21)

According to the literature, it had not been shown that Hartmann’s operation to have any benefit in
mortality.(5-7, 11-13) Indeed, studies have shown Hartmann's operation to be associated with a poorer
prognosis.(11-13) Our study also revealed that the average ACPGBI- MBO score for Hartmann’s procedure was
2.2426 +/- 0.2391 SEM % and mortality score was 2.371 +/- 1.312 SEM. The average ACPGBI- MBO score for
primary anastomosis was 1.6246 +/- 0.2444 SEM % and mortality score was 1.8112 +/- 0.995 SEM and there
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was no significant difference in survival after Hartmann’s Operation compared to the primary anastomosis and
divertion. (p=0.1)

Although one-stage resection and anastomosis is considered to be a better option than Hartmann's
procedure in left-sided colonic obstruction, this is not true for all patients, and other parameters should be
examined before choosing the operation. Patients should be stratified according to risk predictors as stated by
the Association of Coloproctology of Great Britain and Ireland (ACPGBI).(5,21,22)

As shown by our study that there were significantly higher MBO scores seen over the age of 70, (71 to
80 years; 1.7444 +/- 0.3445 SEM % and 81 to 90 years 2.0246 +/- 0.2674 SEM %), ASA grade 4 (MBO score
2.1178 +/- 0.5247 SEM %), Dukes staging 4 ( MBO score 2.1178 +/- 0.5247 SEM %) and the males had a
significantly a higher cumulative MBO score than the females (1.8367 +/- 0.4325 SEM % vs. 1.3246 +/- 0.3674
SEM %, p-0.02). Similar results were shown by other studies.(13,23-24) Therefore, it would be considered
appropriate to choose a simpler and safer procedure such as Hartmann's operation or even a diverting colostomy
for patients deemed to be at high risk after patients have stratified according to risk predictors as stated by the
Association of Coloproctology of Great Britain and Ireland (ACPGBI).

V. Conclusions:

Obstructing colorectal cancer is associated with a high operative mortality and a worse prognosis.
Hartmann's operation is indicated in cases of metastatic disease, technically difficult anastomosis or when there
is simultaneous colonic perforation. As Hartmann’s operation did not confer additional survival benefit over
primary anastomosis and diversion, the later may consider as an option. However this need further studies with
large number of patients.
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