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CASE REPORT

Introduction:
Colorectal cancer is the most common malig-
nancy of the digestive tract, mostly aff ecting pa-
tient aged from 40-70 years.

According to the literature in 15-20% of the 
patients a colorectal carcinoma clinically mani-
fests as bowel obstruction without any warn-
ing symptoms.1 In cases where the obstruction 
is the primary symptom, even aft er successful 
radical surgical treatment, there is signifi cantly 
higher risk of metastatic dissemination, malig-
nancy recurrence and lethality.2 Colorectal car-
cinoma may have an acute fi rst presentation as 
surgical emergency presenting with higher mor-
bidity and mortality and worse prognosis than 
in usually electively managed patient.3 Despite 
the eff ort to convert an emergency or urgent 
clinical situation, into a more elective one, there 
are various reasons why surgical management 
of acutely obstructed colon remain necessary. 
Insertion of metallic stent has been shown to 
be of benefi t4, but the technique may not be ex-
ecutable. Th erefore surgical procedure remains 
a major component of the management of this 
condition. Dehydration, distended unprepared 

bowel, advanced disease are the factor that pre-
dispose to complications.5

Splenic fl exure colon cancers are known to be 
relatively rare, and these account for 2-5% of all 
the colorectal cancer occurrences. 6,7

Splenic fl exure colon cancers carry a high risk 
of obstruction. Some studies have reported that 
the incidence of obstruction for these cancers 
is approximately four times that of other colon 
cancer sites.8 Th is high frequency may refl ect 
that the splenic fl exure has an acute angle, and 
that the Splenic fl exure tumors tended to be 
relatively large.

It is widely accepted that right sided colonic ob-
struction may be treated by resection and anas-
tomosis in one stage procedure. On contrary 
treatment of left  sided colonic obstruction is a 
topic of controversy.

Th e management of acute left -sided colonic ob-
struction still remains a challenging problem de-
spite signifi cant progress.

Abstract
Th is study aimed to describe a case in which an obstructing splenic fl exure carcinoma treated 
with segmental colectomy with primary anastomosis  aft er decompression of the obstructed 
unprepared colon without intraoperative colonic lavage . A wide review of the literature 
was also performed. A 54 years old man was admitt ed to our hospital with abdominal pain, 
distension, repeated vomiting and absolute constipation. Patient investigated and underwent 
emergency laparotomy with a presumptive diagnosis of an obstructing splenic fl exure carci-
noma, segmental colectomy with primary anastomosis was done. Pathological fi ndings were 
consistent with moderately diff erentiated mucinous adenocarcinoma stage2 (Astler and Col-
ler classifi cation). Th is paper is also a review of the existing literature.
 
Keywords:

King Abdullah hospital, 
Bisha, Kingdom of Saudi 
Arabia
MMAE Hagras

Correspondence:
Medhat Moustafa Abd 
Elgaber Hagras
Consultant General and 
Laparoscopic Surgery, 
King Abdullah hospital, 
Bisha , Kingdom of Saudi 
Arabia

Medhat Moustafa Abd Elgaber Hagras

Management of acute malignant large-bowel obstruction 
of the splenic fl exure: Case presentation and review of the 
literature



230

Pak J Surg 2013; 29(3): 229-232

Management of acute malignant large-bowel obstruction of the splenic fl exure: Case presentation and review of the literature

Case Report: 
We reported a 54-years-old male with past med-
ical history was remarkable for diabetes mellitus 
on oral hypoglycaemic drugs, hypertension and 
long standing reducible para-umblical hernia. 
Unremarkable past surgical history, no family 
history of malignancy. 

Patient was admitt ed through emergency de-
partment due to abdominal distention, sever 
colicky abdominal pain, constipation and vomit-
ing 4 days. On physical examination revealed de-
hydration, abdomen distended, soft  with reduc-
ible paraumblical hernia and hyperactive bowel 
sound. Per rectal examination did not reveal any 
per rectal bleeding or melena.

Complete blood count a haemoglobin level of 
16g/dl, platelet count of 321per mcL and white 
cell count of 15.3 x 109/L. Blood urea was el-
evated 11.7mmol/L(1.7-8.3), normal serum 
creatinine 101. Direct conjugated bilirubin 21.4, 
total bilirubin 47.1, ALT 50.8, AST42.8, serum 
albumen 29.5, blood glucose random 12.89.

Plain abdominal fi lms demonstrate gaseous dis-
tension of the right and transverse colon, it is 
worth noting that the small bowel loops are not 
prominent and there is no signifi cant air bubble 
of gastric air.

CT scan abdomen with oral and iv contrast  
shows an obstructing mass at the splenic fl exure 
of the colon; patient liver and intraperitoneal 
structures do not show any evidence of meta-
static disease or ascites.

Gastrographin enema was diagnostic which re-
vealed complete colonic obstruction by circum-
ferential mass at the level of the splenic fl exure 
of the colon .

Emergency laparotomy with a presumptive 
diagnosis of an obstructing splenic fl exure 
carcinoma,segmental colectomy with primary 
anastmosis was done.

Operative technique:
At laparotomy an obstruction lesion present 
at the splenic fl exure of the colon , which was 

mobilized for resection, a ten cm segment of 
the distended colon immediately proximal to 
the obstructing lesion was emptied from the 
contents by manual milking it proximally and 
placing a kocher clamp across the colon. Purse-
string suture were placed in this 10cm collapsed 
segment of the bowel between the kocher and 
obstructing lesion and a 36 multi-perforated 
Nelaton tube was introduced by colostomy se-
cured by burse string suture. Gentle suction was 
applied to the tube as the crushing clamp was 
removed and the Nelaton tube slide proximally 
into the obstructed distended colon. Th e colon 
decompressed rapidly and easily since it was dis-
tended by gases and liquid fecal matt er, the tube 
was fl ushed by saline when solid fecal matt er 
was encountered. Th e tube was withdrawn aft er 
colonic decompression and the sutured burse –
string was tied.

Division of the mesentery of the colon, colon 
resection and primary anastomosis with 3/0 
vicryl inverted sutures technique ,two layers 
without tension. Th e abdomen was closed with 
drain which was removed on the fi ft h day post-
operatively. Wound was inspected on the fi ft h 
post operative day and complete stitch removal 
on the tenth post operative day

Th ere was no evidence of wound infection or 
anastomotic dehiscence. 

Th e obstructed lesion was proven histologically 
to be moderately diff erentiated mucinous ad-
enocarcinoma grade C2 (Astler and Coller clas-
sifi cation). Th e patient was referred to clinical 
oncology for post operative adjuvant therapy.

Malignant left -sided colonic obstruction is the 
most common etiology for emergency condi-
tion in colon cancer. 9

Th ere is still signifi cant debate regarding the best 
surgical treatment for malignant left  the surgical 
management of left  side malignant large bowel 
obstruction has evolved in a few past decades.

 In the 1950s and 1960s the treatment consisted 
of a three-stage operation: formation of colosto-
my follow by later resection with further admis-
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sion for closure of the colostomy. 

Th is approach was gradually replaced by a two-
stage operation consisting of primary excision of 
tumor with end colostomy (Hartmann’s proce-
dure) follow by subsequent restoration of bowel 
continuity. 

Aft er that the two-stage procedure was going to 
be replaced by a one stage operation for colec-
tomy with or without intraoperative lavage.10,14

One-stage surgery with primary anastomosis 
performed in an emergency sett ing for obstruc-
tive lesions of right side of the colon is now the 
standard of practice. However, for lesions at or 
distal to the splenic fl exure, this is not widely ac-
cepted and, until recently, was considered haz-
ardous (Torralba et al, 1995).15

Methods for dealing with this adverse factor 
have been described; one of these is decom-
pression and delayed resection using tube ce-
costomy or ileostomy as the initial treatment 
for obstructing colonic carcinoma, followed by 
elective resection (Perrier et al, 2000).16

transanal stenting device to clean the bowel and 
perform one-stage operation safely later on has 

been tried with some success (Malamah et al, 
1998; Nozoe & Matsumata, 2000).17

Subtotal colectomy in which the dilated unpre-
pared proximal bowel is removed and this con-
stitutes in eff ect a surgical bowel preparation 
then an anastomosis between the ileum and the 
undilated distal colon can be constructed. Th is 
may be preferable to colo-colic anastomosis that 
follows a segmental resection since the leakage 
rates are 10 and 18% respectively. Th is tech-
nique was reported by (Klatt  et al 1981).18

An alternative method is intra-operative ir-
rigation of the colon in an ante grade method 
through the appendix, caecum, or the terminal 
ileum. Th e major disadvantage of this single op-
eration is the time consuming, more risk of spill-
age, fl uid and electrolytes imbalance from large 
amount of saline irrigation and intraoperative 
hypothermia.19 Recent evidence shows no clear 
association between failure to clean the colon 
thoroughly and anastomotic dehiscence. 20

Contraindications for resection and primary 
anastomosis include poor general condition, 
chronic corticosteroid therapy, fecal or ad-
vanced purulent peritonitis, Proximal colonic 
damage and advanced lesion. Th e alternative is 
Hartmann s operation or colostomy.21 

Decompression of the colon is recommended 
as it improve the blood supply and the tone of 
the decompressed gut wall especially when the 
decompression is done before the mesentery is 
divided and the gut resected.22

Th e anastomotic leakage rate is probably the 
most important factor for assessing the safety of 

Figure 1: (a); (b);  (c); (d); (e)

Figure 2: (a); (b)
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one-stage surgery, the rates of 0-4.5% reported 
(Lau et al, 1995).13

Wound sepsis was 8% with (Chiappa et al, 2000) 
and 16% with (Biondo et al,1997).24

Deep venous thrombosis was present in 4.3%, 
and pneumonia in 8.6%; reported by (Lau et al, 
1995).23

Th e average postoperative hospital stay was 13 
days, ranging from 10 to 21 days, (Biondo et al, 
1997).24

Cararo et al, 2000 found that patients present-
ing with obstructing tumors of the colon have a 
lower survival rate than that of patients with non 
obstructing lesions, however local recurrence 
patt ern is similar between the both groups.25

Conclusion:
One-stage surgery with primary anastomosis 
for obstructing left  sided colorectal cancer is 
feasible, safe, and has advantages over two and 
three stages.

Decompression of the colon is recommended 
as it improve the blood supply and the tone of 
the decompressed gut wall especially when the 
decompression is done before the mesentery is 
divided and the gut resected.
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