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Abstract

Background:Large bowel obstruction (LBO) is a serious and potentially life-threatening
surgical emergency which is associated with high morbidity and mortality rate, ranging from
23 to 77.6% and 11.9 to 27%, respectively. There are various etiologies of LBOs. The most
common is colorectal cancer which accounts for over 60% of all LBOs.

Aims and Objectives: To Analyze the large bowl malignancy presenting as acute obstruction
in a tertiary care teaching hospital.

Materials and Methods: This prospective study, was conducted in theDepartment of surgery
of Pandit Bhagwat Dayal Sharma Post Graduate Institute.Of Medical Sciences (PGIMS),
Rohtak, Haryana, India between October 2021 andSeptember 2022. Total of 22 cases of
Malignant Large Bowel Obstruction, 13 patients were male and9 were female.

Results and Observations: There were 13 male and 9 females in our study. The average age
of patients was 72.5 years (from 52-82 years). For hemicolectomies, 4patients for Hartman’s
procedure were performed. Average hospital stay was 14daysand there were 13patients with
complications, respectively 4 with anastomotic leakage and 9 with wound infection.
Conclusion: Treatment of bowel obstruction because of colorectal carcinoma is challenging
even for experienced surgeons. Several parameters such as staging of the tumor, presence of
complications, lymph node metastasis, general condition of the patient and experience of the
surgeon should be taken into consideration while making the decision of primary bowel
procedure and anastomosis, or procedures without anastomosis (colostomy) would be the best
solution for the patient. According to our experience we suggest that primary bowel
procedure and anastomosis should be the preferred method, except in cases of bowel
perforation.

Keywords: Large bowel obstruction (LBO), malignant bowel obstruction, colon cancer,
palliative treatment, anastomosis, colorectal cancer
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Introduction

Large bowel obstruction (LBO) is a serious and potentially life-threatening surgical
emergency which is associated with high morbidity and mortality rate, ranging from 23 to
77.6% and 11.9 to 27%, respectively™™*®!. There are various etiologies of LBOs. The most
common is colorectal cancer which accounts for over 60% of all LBOs. Other common
etiologies include volvulus of the cecum or sigmoid and diverticular disease which account
for 10 to 15% and 5 to 10% of all LBOs, respectively. This study will focus on LBOs caused
by malignancy. Regardless of the etiology of the obstruction, proper assessment, thoughtful
decision-making, and prompt treatment is necessary to decrease the high morbidity and
mortality which is associated with this entity. Each decision is critical, as each decision made
will influence the patient's ultimate outcome. It is necessary to think of not only the current
situation, but how the decisions made at this time, may affect future treatment options. The
surgeon caring for these patients has two challenges to resolve. First and foremost is to
relieve the obstruction and then second, if possible, to treat the etiology of the obstruction. To
do this, it is necessary to have a comprehensive knowledge of the various treatment options
available and when each is best utilized in caring for these patients.

Materials and Methods: This prospective study, was conducted in theDepartment of surgery
of Pandit Bhagwat Dayal Sharma Post Graduate Institute. Of Medical Sciences (PGIMS),
Rohtak, Haryana, India between October 2021 andSeptember 2022. Total of 22 cases of
Malignant Large Bowel Obstruction, 13 patients were male and,9 were female.

Results and Observations: There were 13 male and 9 females in our study as in Table 1 and
Figurel. The average age of patients was 72.5 years (from 52-82 vyears). For
hemicolectomies, 4patients for Hartman’s procedures, were performed. Average hospital stay
was 14days, and there were 13patients with complications, respectively 4 with anastomotic
leakage and 9 with wound infection,All the patients are presented in our department with
signs of a mechanical ileus. The main complaints of patients during admission have been
diffuse abdominal pain, constipation, abdominal distension, vomiting, blood in the stool,
decrease in stool caliber (thickness), loss of appetite, loss of weight, weakness and anemia.
After admission all of them were initially treated conservatively by nasogastric aspiration, 1V
fluids, antispasmodics, anti-vomiting and keeping nil per oral. After that laboratory and
clinical examinations, such as abdominal CT and ultrasound was performed in all patients. As
in table 2 and figure 2, 5 of them cause of obstruction was a presence of tumor in the left
colon, in 4 patients other in the rectum whereas the right sided tumor was diagnosed in 12
patients. In 4 patients bowel perforation on tumor site was detected by abdominal CT, X ray,
whereas in another 4 liver metastases were present. Urgent surgical intervention was
performed in all patients. As in table 3 and figure 3 In 9 of them a right hemicolectomy were
done, in 4 procedures of sigmoid colon, in other 4 the left hemicolectomy, whereas in 4
patients because of perforation of large bowel the Hartmann procedure was done. There were
9 patients with post wound infections. The median length of hospital stay was twelve days. In
13 patients adenocarcinoma, moderately differentiated, whereas in 9 of them poorly
differentiated. According to the As in table 4 and figure 4, TNM Classification of Malignant
Tumors, 9 patients were on stage I11A, 9 on I1IB, and 4 on I1IC. In all patients, approx 20-25
lymph nodes were removed. In lymph nodes were negative in 4 patients.

Tablel: Sex Distribution

Sex No of patients %
Male 13 60
Female 9 40
Total 22 100
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Fig 1: Sex Distribution
Table 2: Location of Malignancy
Tumor location No of patients %
Left colon 5 23
Rectum 4 18
Right sided tumor 13 59
60 -
50 -
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30 - m No of patients
20 - m%
10 -
0 T T 1
Left colon  Rectum Right sided
tumor

Fig 2: Tumor Location

In 4 patients bowel perforation on tumor site was detected by abdominal CT, whereas in
another 4 liver metastases were present.

Table 3: Suggested Urgent Surgical Procedures to the patients

Surgical Procedures No of patients %

Right Hemicolectomy 9 40

Procedures of sigmoid colon 5 20

Left hemicolectomy 4 20

Perforation of large bowel the Hartmann procedure 4 20
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Fig 3: Suggested Urgent Surgical Procedures to the patients

Table 4: TNM Classification of Malignant Tumors

Stages No of patients %
Stage Il1A 9 40
Stage 111B 9 40
Stage I11C 4 20
Total 22 100
100 -
8o
60 -
M No of patients
40 -
m%
20
0 T T T T
Stage Stage Stage Total
A B nc

Fig 4: TNM Classification

Discussion
Colorectal cancer is a common cause of morbidity and mortality all over the world with the
high incidence in developed country 2%, Early diagnosis of colorectal cancer is the main
factor that determines the five year survival rate. This is the reason why the use of screening
programs for early detection of CRC are widely implemented all over the world 2. The
incidence of Colorectal cancer is increasing after age 40, whereas the peaks of this disease is
between the ages of 60-75 years . According to data of our study result that males and
females have the equal risk for the development of colorectal cancer. In many other studies
male gender was reported to be a poor prognostic factor . A significant percentage of
atients with colorectal cancer present in emergency department with acute bowel obstruction
1113341 "1t js estimated that about 15-25% of the patients with CRC develop this complication.
All the patients with bowel obstruction due to CRC should be treated with urgent surgical
interventions. There are several options for surgical treatment of acute bowel obstruction due
to colorectal cancer. This options depend on many factors such as location of obstruction,
TNM staging, presence of complications such as perforation and peritonitis, presence of
chronic disease, patients general condition etc. [*®). During surgery procedure of the involved
segment of the colon followed by the end to end anastomosis is the preferred procedure. In
cases of inoperable tumor mass or poor general condition of the patient, Hartman procedure
must be a technique of choice for treatment of these patients [). The most important
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prognostic factor in colon carcinoma is tumor staging after surgery. Another important
prognostic factor for survival of patients treated because of colorectal cancer is the degree of
tumor differentiation and presence of lymph node metastasis %", Today is widely accepted
that if the tumor has spread to the lymph nodes the five-year survival rate decreases
significantly. Greater number of affected lymph glands, is a poor prognostic factor for
survival of this patients &9,

Conclusion

Treatment of bowel obstruction because of colorectal carcinoma is challenging even for
experienced surgeons. Several parameters such as staging of the tumor, presence of
complications, lymph node affection, general condition of the patient and experience of the
surgeon should be taken into consideration while making the decision of primary bowel
procedure and anastomosis, or procedures without anastomosis (colostomy) would be the best
solution for the patient. According to our experience we suggest that primary bowel
procedure and anastomosis should be the preferred method, except in cases of bowel
perforation.
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