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Treatment of Patients with Colon Cancer     
Complicated by Acute Obstruction

ABSTRACT

Background. According to several surgeons, after surgical interventions are performed after more than 24 hours, the num-
ber of postoperative complications and deaths is significantly higher. Some recommend continuing preoperative preparation 
for 24 hours. Others allow preoperative preparation for up to 2 days.
Material. We studied the results of decompression therapy in 462 colon cancer patients hospitalized on an emergency basis 
with an acute obstruction clinic in our clinic from 2000 to 20-20 years.
Conclusion. The possibilities of modern special methods used in the diagnosis of colon cancer complicated by acute ob-
struction have been clarified, and a rational program for their use has been developed.   In patients with colon cancer com-
plicated by an acute obstruction, the effectiveness of conservative methods of resolving obstruction has been studied, de-
pending on the size of the cancer canal and the localization of the stricture.  In patients with colon cancer complicated by an 
acute obstruction in a comparative aspect, an assessment of the effectiveness of using various methods of resolving obstruc-
tion using endoscopes is given. Minimally invasive methods of decompression and detoxification therapy have been im-
proved, allowing more effective decompression and detoxification therapy.   And the dynamics of the development of 
changes in the intestinal wall, intra-abdominal pressure, and intoxication syndrome in patients with colon cancer, compli-
cated by an acute obstruction, depending on the method of decompression, has been developed. A rational program has 
been developed for the use of various methods of decompression in patients with colon cancer complicated by obstruction.
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INTRODUCTION

One of the most difficult in the field of emergency 
surgery and oncology remains the treatment of 
colon cancer, complicated by acute obstruction. 

Despite the introduction into medical practice over the 
past 20-25 years of modern diagnostic and therapeutic 
technologies, the mortality rate for this pathology, ac-
cording to various authors, ranges from 15 to 25% and 
does not tend to decrease [17, 34, 44].

In the treatment of patients with colon cancer, com-
plicated by an obstruction, surgeons face the question not 

only of saving the patient's life from acute surgical 
pathology, but also, if possible, getting rid of his cancer, 
which requires radical surgical interventions and com-
bined methods of treatment. However, in most patients 
whose age exceeds 60 years or more, along with the 
severity of the process itself, there are many concomitant 
diseases that can themselves complicate the intra- and 
postoperative period and lead to death [27, 29, 33, 37].

In this regard, the implementation of radical surgical 
interventions increases the risk of complications and 
deaths, and some surgeons prefer conservative therapy in 
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most patients with colon cancer, complicated by obstruc-
tion upon admission. Justifying this by the fact that the 
tumor almost never causes a complete obstruction of the 
intestinal lumen [18, 28, 33, 39, 43].

Some authors believe that with colon cancer compli-
cated by an obstruction, conservative treatment should 
not be continued for more than 2-3 hours, during this 
time it is necessary to decompress the upper and lower 
intestines, to compensate for introductory electrolyte 
disorders, and longer conservative treatment reduces the 
chances of a favorable outcome of the operation [8, 15, 
25, 33, 37].

According to several surgeons, after surgical inter-
ventions are performed after more than 24 hours, the 
number of postoperative complications and deaths is sig-
nificantly higher. Some recommend continuing preopera-
tive preparation for 24 hours. Others allow preoperative 
preparation for up to 2 days  [7, 14, 28, 29].

The most difficult in tactical terms remains a group of 
patients in whom, against the background of conserva-
tive treatment, it is temporarily possible to achieve an 
improvement in the general condition, partial discharge 
of stool and gases. This leads many surgeons to the idea 
of the success of decompression and infusion therapy, 
which they continue even with repeated attacks of ob-
struction. In this regard, a favorable moment for surgical 
intervention is missed [6, 12, 24, 44]. 

To improve the results of surgical treatment of this 
contingent of patients, many authors propose to resolve 
the obstruction on the first ethane by conservative or 
minimally invasive methods, and already at the second 
stage, under the most favorable conditions, perform radi-
cal surgical intervention [5, 10, 15, 20, 25, 30]. However, 
despite the clear task, the proposed solutions are rather 
contradictory. Some authors recommend first performing 
conservative methods of decompression, others - with 
the help of endoscopes to use various technologies for 
recanalization of the cancer canal, others - at the first 
stage to perform laparotomies and impose unloading 
proximal stomas, the fourth - at the first stage impose 
proximal stomas by laparoscopic access or through mini 
access [4, 8, 17, 34, 40].

With adequate decompression in patients with com-
plicated colonic cancer, favorable conditions are created 
for complex treatment, which undoubtedly makes it pos-
sible to improve not only the near, but also the long-term 
results of treatment [35, 39, 43, 44].

MATERIAL AND METHODS 
We studied the results of decompression therapy in 

462 colon cancer patients hospitalized on an emergency 

basis with an acute obstruction clinic in our clinic from 
2000 to 20-20 years.

Within 6 hours from the onset of the disease, only 14 
(3.03%) patients were admitted, from 6 to 24 hours - 72 
(15.6%), from 1 to 3 days - 223 (48.3%) and 4 or more 
days - 153 (33.1%). Of these, men were 269 (58.2%), 
and women 193 (41.8%). The average age of the patients 
was 65 years. 

Elderly age in the studied patients also led to many 
concomitant diseases. In 68.3%, cardiovascular diseases 
were detected, including coronary heart disease, athero-
sclerotic and coronary cardiosclerosis, hypertension. 
14.5% of diseases of the cardiovascular system were ac-
companied by rhythm disturbances, in 8.6% by circulato-
ry disorders, in 11.5% by cardiovascular insufficiency.

In all 462 patients, general clinical and laboratory 
research methods were carried out using generally ac-
cepted methods, which made it possible to establish the 
state of homeostasis and the level of intoxication, as well 
as to monitor their dynamics.

In most patients on admission, there was an II or III 
degree of severity of the physical condition, 41.5% and 
42.9%, respectively. Mild - detected only in 7.9% and 
extremely severe in 8.1%.

To objectively assess the effectiveness of decompres-
sion therapy, we assessed the severity of the physical 
condition and the degree of surgical risk for all patients 
upon admission. Subsequently, in patients with conserva-
tive and endoscopic methods of decompression after 24 
hours, then after 3-5-7 and, if necessary, after 10 days.

In patients whose decompression was carried out by 
surgical intervention, that is, a proximal double-barreled 
stoma was applied through mini-access, or a laparotomy 
was performed with resection of the intestine site with 
the imposition of a stoma, the severity of the physical 
condition was assessed both upon admission and before 
surgery, then IA 1-3-5-7 and 10 days. In our observa-
tions, patients with II and III prevailed upon admission.  
the severity of the physical condition. Most often, ob-
struction complicated the course of cancer when it was 
localized in the distal parts of the colon

In 261 (56.5%) patients, cancer was localized in the 
colon, including 33 (12.6%) patients in the ascending 
colon, 16 (6.1%) in the transverse colon, in the descend-
ing colon - in 50 (19.1%) and the sigmoid colon in 162 
(62.1%). In 201 (43.5%) patients, the tumor was local-
ized in the rectum, including 26 (12.9%)patients up to 7 
cm from the edge of the canal, 46 (22.9%) - from 7 to 12 
cm, and above 12 cm in 129 (64.2%) patients.

Of 462 patients in 394 (85.2%) adenocarcinomas, 31 
(6.7%) - non-differentiated cancer, in 27 (5.8%) muci-
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nous adenocarcinomas, 11 (2.3%) persevering-cleft can-
cer.

In 205 (44.4%)patients with colon cancer complicat-
ed by an acute obstruction, there were regional or distant 
metastases or there was a spread of the tumour to the 
sedimentary organs.

Using the data from sigmoidoscopy, colonoscopy, 
rhinoscopy, and intraoperative and macro-morphological 
description of the tumour in 359 patients, the size of the 
tumour canal was determined.

In 103 patients, information about the size of the can-
cer canal was not available in the medical documenta-
tion. Including 78 patients who, for various reasons, after 
a short preoperative preparation, were performed by ap-
plying a proximal colostomy. Decompression therapy 
was performed on 384 patients. It was started immediate-
ly after performing a survey X-ray and continued for 6 
hours, then performed a second review of the abdominal 
cavity.

The outcomes of decompression therapy were as-
sessed by changes in laboratory data, clinical manifesta-
tions, radiological and ultrasound patterns, and dynamics 
of intra-abdominal hypertension.

For a refined diagnosis of colon cancer complicated 
by an acute obstruction, we prescribed survey ra-
diography of the abdominal cavity immediately after the 
general clinical and laboratory methods of examination 
and only after that we used other special methods. With 
the help of a survey radiography of the abdominal cavity 
in 409 (88.5%) patients with a clinic of acute intestinal 
obstruction, fluid levels or pronounced pneumatosis were 
detected upon admission. The remaining 53 (11.5%) pa-
tients on the survey radiographs of the abdominal cavity 
had an accumulation of gas in the colon, which did not 
allow to confirm with certainty the alleged diagnosis.

RESULTS

The diagnosis of acute impairment of colon paten-
cy using survey radiography of the abdominal 
cavity was established in 29 (87.9%) patients 

with cancer of the ascending region, in 15 (93.7%) - of 
the transverse colon, in 43 (86%) patients with cancer of 
the outgoing department, in 149 (91.9%) cancer of the 
sigmoid colon and 186 (92.5%) of rectal cancer. 313 
(67.7%) had signs of acute colon obstruction,   in the re-
maining 149 (32.3%) - thick-small intestine.

Survey radiography of the abdominal organs made it 
possible to tentatively establish the level of localization 
of the stricture. But for an updated diagnosis in this con-
tingent of patients, more informative methods of exami-
nation were needed.

Of the 384 patients who underwent follow-up studies 
after 5-6 hours, 132 (34.4%) patients on survey radi-
ographs showed a decrease in fluid and gas levels by 
more than 30%. In these patients, we exhibited stage I of 
impaired patency of the colon, in 155 (40.1%) patients 
on repeated radiographs performed against the back-
ground of the recommended volume of decompression 
therapy, after 6 hours, a decrease in gases above fluid 
levels by less than 30% was revealed. In 97 (25.5%) pa-
tients on control survey radiographs performed after 6 
teas, an increase in the size of the gas area above the liq-
uid levels was noted and stage 3 intestinal obstruction 
was exposed.

In 138 patients out of 384 patients, to clarify the di-
agnosis of colon cancer complicated by an acute obstruc-
tion, recto scope was performed, in 57 (41.3%) patients 
this method was ineffective, tumors were not detected. 
Including 41 due to the localization of cancer beyond the 
reach of the rectoscope, the remaining 16 patients had 
pain during the rectoscope, and they refused to continue 
the study.

In 81 patients who managed to detect a tumor during 
rectoscope, a biopsy was taken, the size of the external 
hole was determined, and its visual features were stud-
ied.

With the help of a rectoscope, 37 attempted cancer 
canal recanalization, and 12 patients had a contrast X-ray 
examination.

In 58 patients, a rectal sensor was inserted into the 
rectum and distal third of the sigmoid colon to the level 
of stricture localization and an ultrasound examination of 
the tumour and surrounding organs and tissues was per-
formed. 

With the help of colonoscopy, it was possible to iden-
tify the cause of the development of mechanical obstruc-
tion in 158 (88.8%) patients to whom this study was per-
formed. In the study, the tumour localization site was 
established, a biopsy was taken, the visual characteristics 
were studied, and the diameter of the external opening of 
the cancer canal was determined. In 20 (11.2%) patients, 
a colonoscopy could not be performed because of the 
pronounced pain syndrome during the apparatus through 
the intestine and the patient's refusal to further investiga-
tions.

With cancer of the ascending department, it was pos-
sible to identify a tumor only in 12 (75%) patients, with 
cancer of the transverse colon in 4 (57.1%) patients. 
With cancer of the descending section in 17 (89.5%), 
with sigmoid colon cancer in 81 (96.4%) and with rectal 
cancer in all 52 (100%) patients.
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Irrigoscopy was performed in 275 patients with colon 
cancer complicated by an acute obstruction, in 244 
(88.7%) the causes of obstruction and tumour localiza-
tion were revealed. Including 67 (27.5%) patients, the 
diameter of the cancer canal and its length and configura-
tion was determined, in 138 (56.%) patients the contrast 
filled only the distal opening and part of the cancer canal. 
And in 39 (15.9%) patients with irrigoscopy, it was pos-
sible to establish only the level of obstruction without a 
clear contrast of the lumen of the cancer canal.

In 15 (71.4%) patients using this method of research 
in the right departments, the presence of an obstacle and 
its level were revealed. In 4 patients, its size was deter-
mined, and its patency was ascertained. In 6 patients, the 
contrast filled only the distal parts of the cancer canal.

In transverse colon cancer, the presence of an ob-
struction and its localization by irrigoscopy were deter-
mined in 8 (72.7%) patients. Including 3 patients, the 
stricture was traced throughout, and its patency was as-
certained. In the rest of the patients, only the external 
opening of the cancer canal was contrasted.

With tumours of the descending department in 29 
(85.3%) patients, the presence of an obstacle and the lev-
el of its localization was revealed. In 12 (35.3%) pa-
tients, the length of the cancer canal was determined, and 
its patency was ascertained. In the remaining 17 (50%) 
patients, the contrast agent filled only the distal opening 
of the cancer canal.

In sigmoid colon cancer, irrigoscopy was able to de-
termine the presence of an obstruction and its location in 
86 (94.5%) patients, and the size and patency of the can-
cer canal in 26 (28.6%) patients. In rectal cancer, 114 
(96.6%) of 118 and 26 (28.6%) patients, respectively, 
had rectal cancer. The diameter of the external opening 
of the cancerous canal was determined in 65 (71.4%) 
patients with sigmoid colon cancer and in 81 (68.7%) 
with rectal cancer. Ultrasonographic examination was 
used in 384 patients with colon cancer, complicated by 
acute obstruction. With the help of ultrasound examina-
tion in 350 (91.1%) patients, the presence of obstruction 
was confirmed, in 224 (58.3%) a tumour was detected, in 
205 (53.4%) its size, the size of the cancer canal and the 
thickness of the tumour walls were described. 124 
(32.3%) had germination in neighboring organs or a peri-
focal inflammatory process. In 74 (19.2%) metastases in 
the liver were determined. In 286 (74.5%) patients with 
the help of control studies performed after 6-12-24 hours 
and their comparison, the dynamics of the development 
of acute colon obstruction against the background of de-
compression therapy was tracked.

The results of the study of the possibilities of special 
diagnostic methods in patients with colon cancer, com-
plicated by an acute obstruction, showed that survey ra-
diography of the abdominal cavity, ultrasound and recto-
scope or colonoscopy makes it possible to diagnose 
acute intestinal obstruction, to conduct differential diag-
nosis between mechanical and dynamic obstruction, be-
tween colonic and small intestinal obstruction and to es-
tablish localization of the tumour. Determine its size, the 
presence of a perifocal inflammatory process and the 
germination of the tumor into neighbouring organs and 
tissues, as well as the size of the cancer canal and the 
thickness of the walls of the intestine and tumour. Identi-
fy the presence of distant and local metastases. It is 
enough to clearly assess the size of the intestine, the 
thickness of its walls and the severity of the peristaltic 
activity. Along with this, to conduct an objective dynam-
ic control over the effectiveness of decompression thera-
py and predict the outcome of this therapy. And the pro-
posed improved methods can increase the diagnostic ca-
pabilities of the methods described above.   diagnosis, 
individually for each patient to determine the possibility 
of recanalization of the cancer canal and immediately 
after the end of the study to attempt to implement it.

To determine the effect of the size of the cancerous 
canal on the development of acute intestinal obstruction 
in 354 patients with the clinic of acute obstructive 
colonic obstruction, a macroscopic examination of the 
removed areas of the intestine with a tumor, irrigoscopy, 
colonoscopy and ultrasonography of the tumour and its 
canal was performed. In no case was complete closure of 
the intestinal lumen by the tumor revealed, the maximum 
size of the cancerous canal reached 17 mm, and the min-
imum was 3 mm.   all patients had advanced forms of 
cancer (TK-T4). Complete obduracy and lumen of the 
intestine occurred due to the filling of the lumen of the 
cancerous canal with dense faeces, coarse fibre, seeds, or 
fruit peel with a decrease in the diameter of the cancer-
ous canal, an increase in the number of patients with 
acute impairment of colon patency was also noted. So 
only in 8 (2.2%) patients with acute intestinal obstruction 
did the size of the stricture reached 16-17 mm, in all 
these patients the tumors were localized in the rectum.

In 86 (23.9%) patients with acute intestinal obstruc-
tion, strictures with a diameter of 11-15 mm were detect-
ed, in 114 (32.2%) patients 6-10 mm and the largest 
number of patients 146 (40.7%) - narrowing of the can-
cer canal to 5 mm.

Another trend is quite clearly noted, the more distal 
the tumor was located, the more often there was a devel-
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opment of acute obstruction with the same or even larger 
diameter of the stricture.

So, in all 8 patients with the largest diameter of nar-
rowing (up to 16-17 mm), the tumour was localized in 
the rectum. At the same time, only one patient with can-
cer in the walking parts of the colon, complicated by an 
acute obstruction, had a cancerous canal diameter of 
more than 10 mm, but it should be noted that in this pa-
tient the length of the stricture reached 120 mm. Also, 
only in one of the 12 patients with cancer of the opercu-
lum colon and in one of the 39 patients with cancer of 
the descending intestine, the diameter of the stricture 
exceeded 10 mm. While in cancer of the sigmoid and 
rectum in 42 and 37 respectively. Thus, the more distal 
the tumor was localized, the more often an acute viola-
tion of the patency of the colon developed.

Of the 354 patients with acute intestinal obstruction 
who determined the size of the cancer canal in 184 
(52.6%) patients, the length of the stricture was 60-100 
mm, and in 130 (36.2%) patients 100 -150 mm. And only 
in 40 (11.1%) patients with acute intestinal obstruction, 
 the length of the cancer canal was less than 50 mm.

Only 36 (10.2%) patients had a narrow (<5 mm), but 
not an extended (up to 50 mm) cancer channel. In most 
patients, the size of the cancer canal was from 6 to 10 
mm in diameter and a length of 60-150 mm. At the same 
time, the channel had a convoluted character and the 
longer it was, that is, the larger the size of the tumor, the 
more pronounced the macro-morphological signs of tu-
mour decay were more pronounced in the central part of 
the canal.

With microscopic examination of tumour tissues lo-
cated along the wall of the cancer canal, in almost all 
cases when the cancer channel was longer than 60-70 
mm, there were signs of tumor disintegration, as well as 
more pronounced in the central parts of the cancer canal. 
At the same time, the thickness of the tumor wall in 
some places did not exceed 10-15 mm, and its integrity 
was easily violated.

Thus, acute obstruction in patients with colon cancer 
can develop already with a narrowing of the intestine to 
17 mm, at the same time, complete obturation of the tu-
mour of the intestinal lumen does not occur due to the 
disintegration of the tumor along the course of the cancer 
canal. The cause of the development of acute violation of 
the patency of the colon in stenosing cancer is the block-
age of its lumen with dense faeces, coarse fiber, peel 
from fruits and other inclusions of faeces. At the same 
time, the narrower and longer the cancer canal and the 
more distal the tumor is located, the greater the likeli-

hood of developing an acute violation of the patency of 
the colon.

Based on the foregoing, in patients with colon cancer 
complicated by an acute obstruction, the possibility of 
resolving obstruction by conservative or minimally inva-
sive methods remains.

The dynamics of the development of obstruction 
against the background of decompression therapy, de-
pending on the size of the cancer canal, we studied in 
354 patients.

We began to carry out complex decompression and 
corrective therapy immediately after the diagnosis was 
established. It included gastric drainage and administra-
tion through a nasogastric probe of petroleum jelly oil in 
an initial dose of 50-60 ml and subsequently in a dose of 
30 ml every 2 hours, prolonged epidural blockade, stim-
ulation of intestinal motility (crucial 2 ml (20 mg) iv/ m, 
Proserpine 0.05% - 2 ml intramuscular, hypertonic solu-
tion of sodium chloride 10% - 20 ml iv) siphon and hy-
pertonic enemas. Along with this, in parallel, correction 
of water-electrolyte balance was carried out, along acid-
base state, microcirculation, administration of antispas-
modics, non-narcotic analgesics, and infusion-detoxifica-
tion therapy.

Temporarily, but completely (stage 1 acute intestinal 
obstruction), it was possible to resolve the obstruction in 
124 (35.02%) patients. Including 88 (93.6%) patients 
with a cancer canal diameter of more than 10 mm and 
any length, all 4 patients with a stricture diameter of 5-10 
mm and a length of up to 50 mm, in 20 (55.5%) patients 
with a diameter of less than 5 mm, and a length of not 
more than 50 mm.

With a stricture of 6-10 mm and a length of 50-100 
mm, obstruction was resolved in 10 (14.5%) patients, 
and only in 2 (3.2%) cases with a stricture diameter of 5 
mm and a length of 6-100 mm. In other patients, the ob-
struction took on a persistent or increasing character.

In patients with stage, I acute intestinal obstruction, 
  the above therapy continued in full condition until the 
obstruction was completely resolved. Then, against the 
background of correction of metabolic and cardiovascu-
lar disorders, treatment of concomitant diseases, detoxi-
fication and, if necessary, anti-inflammatory therapy, 
without a slag diet and natural diet. They continued to 
prescribe petroleum jelly oil 30 ml 5-6 times a day, up to 
surgery, which was usually performed for 7-10 days. On 
the eve of surgery, cleansing enemas were again pre-
scribed (2 in the evening and 2-3 in the morning). The 
therapy was effective in all patients in this group. 

If, upon admission, the pain syndrome was detected 
in 83% of patients, then after 6 hours only in 51.7%, af-
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ter 12 hours in 20.1% and after 24 hours it was not de-
tected in any. Nausea, vomiting, and dry mouth were 
present at admission in 65%, 49.2% and 45.2% of pa-
tients by 12 o'clock notin any of them. Bloating by 24 
hours was noted only in 4% of 90.3% of patients admit-
ted with this symptom. From the first hours of the begin-
ning of decompression therapy, almost all patients noted 
the discharge of stool and gas,   increased peristaltic ac-
tivity, normalization of the pulse. That is, there was a 
clear clinical picture of the resolution of obstruction. 

Of the 124 patients with   stage, I acute intestinal ob-
struction upon admission, 105 (84.7%) had fluid and gas 
levels on radiographs. Including 41 small-colonic and 63 
colonic levels. The remaining 19 (15.3%) have pneu-
matosis of the colon. The size of the area above the lev-
els of fluid is different, from 5-10 to 300-500 square cen-
timetres.

After a control X-ray examination performed after 5-
6 hours, in 43 (34.7%) patients, radiographic signs com-
pletely disappeared, in the rest they resolved within 6-48 
hoursagainst the background of continuation in full cov-
erage of the therapy.

A similar dynamic was noted during ultrasound ex-
amination. Of the 82 patients, 29 (35.4%) during the 
control ultrasound examination after   5-6 hours in the 
lumen of the colon did not have sequestered fluid. The 
size of the intestine and the thickness of its walls also 
decreased, on average the diameter from 7.43±0.32 cm, 
to 4.64±0.25 cm (p<0.01), the thickness of the intestinal 
wall from 5.24±0.22 mm to 3.1±0.18 mm (r<0.02). In all 
4 patients with paresis   peristaltic waves began to be de-
termined.

In the remaining 53 (64.6%) patients with stage I 
acute intestinal obstruction with a control ultrasound ex-
amination performed after 6 hours, a decrease in the vol-
ume of fluid in the lumen of the intestine was also de-
tected, in 38 patients it was from 30 to 50%, in the rest 
50% or more. There was also a decrease in the diameter 
of the intestine from 8.3±0.45 cm to 5.7±0.35 cm 
(p<0.16) and thickness from 5.1±0.27 mm to 3.6±0.16 
mm (r<0.02). In 5 patients, with a dilated wall, an in-
crease in wall thickness from 2.1±0.17 mm to 3.4±0.23 
mm (p<0.02), a decrease in its size from 9.7±0.34 mm to 
4.8±0.45 mm (p<0.5), the appearance of peristaltic 
waves was revealed.

In 138 patients with stage II acute intestinal obstruc-
tion after diagnosis, either an attempt was made to re-
canalize the cancer canal by endoscopic methods or pre-
operative preparation was performed from 6-7 to 24 
hours.

Against the background of decompression therapy 
and correction of water-electrolyte and cardiovascular 
disorders, almost all patients noted the discharge of gases 
and intestinal contents, increased peristaltic activity. Of 
the 128 (92.7%) patients - 39 patients did not complain 
of bloating, the rest noted their decrease. Pain syndrome, 
nausea and vomiting after 12 hours occurred respectively 
in 44.9% of 86.2%,   26.8% of 69.6%, and 12.3% of 
51.4%.

In all 138 patients with stage II acute intestinal ob-
struction on a control X-ray examination performed after 
5-6 hours, regardless of the degree of intestinal pneumo-
tization, there was a decrease in the gas area above the 
fluid levels by less than 30% of the original.

In 92patients with stage 3 acute intestinal obstruction 
after diagnosis, preoperative preparation was performed 
for 12 hours. In all 92 patients with   stage III acute in-
testinal obstruction on survey radiographs made after 5-6 
hours, regardless of the initial level of pneumotization, 
stabilization or increase in the gas area above fluid levels 
was noted. 

At the same time, patients noted a significant im-
provement in well-being. On clinical examination, bloat-
ing decreased slightly, as well as pain withindrom. A de-
crease in the pulse rate was noted in almost all patients. 
The discharge of stool and gas was noted only in 16.3% 
of patients. Increased peristaltic noises occurred in 
92.4%, in 4% there was a decrease in them. Also, in all 
patients, a decrease in pain, nausea and vomiting was 
noted.

We tried to recanalize the cancer canal in patients 
with   stage II and III acute intestinal obstruction due 
topreoperative preparation. With the help of a rectoscope 
and a special device developed by us, acute phenomena 
of impaired colon patency were resolved in 16 (43.2%) 
patients, including almost all patients with a cancer 
channel up to 5 mm in diameter and a length of 25 to 50 
mm. With   a cancerous canal with a length of 50-100 
mm and a diameter of up to 5 mm was able to hold a 
stand in 2 out of 7 patients, in these 2 patients the length 
of the canal did not exceed 60-70 mm. With a length of 
more than 100 mm and a similar diameter in none of the 
9. An attempt to conduct a silicone stent in patients with 
a cancer canal dimeter of 6-10 mm and its length of 
60-100 mm bla successful in 8. With a stricture diameter 
of 6-10 mm and a cancerous length A 100-150 mm canal 
was removedfromthe ability to resolve obstruction in 2 
out of 6 patients.

It should be noted that in patients with extended can-
cer channels, that is, large tumors prone to disintegration, 
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we stopped conducting the probe at the slightest resis-
tance.

None of the 37 patients that we attempted to recanal-
ize the cancer canal with a rectoscope and the proposed 
methods, complications and lethal outcomes would 
havebeen affected.

Colonoscopy using the technology developed by us to 
resolve obstruction was successful in 11 (32.2%)    pa-
tients. In all cases, the "ballooning" probe, and along it 
the silicone wall, were carried out in the overlying de-
partments. It was possible to temporarily resolve acute 
obstruction in 4 patients out of 5 with a cancer diameter 
of less than 5 mm and its length of 25-50 mm,   also in 1 
out of 5 patients with a cancer canal diameter of less than 
5 mm and a length of 60-100 mm. But in no case of 8 
with the same diameter, but a length of more than 100 
mm. More successful was the ability to resolve obstruc-
tion in patients with a stricture diameter of 5-10 mm. 
With its length up to 50 mm, it was successful in all 4 
patients. , with a length of 50-100 mm in 5 out of 8, and 
with a length of more than 100 mm in 1 out of 2 patients. 
There were no deaths and complications when trying to 
stent the cancer canal. It should be noted that we refused 
to try to conduct a probe above the tumor, if in the 
process of its implementation there was a noticeable re-
sistance.

In all 27 patients who underwent cancer canal re-
canalization using endoscopic methods that we had im-
proved; the clinical manifestations of acute obstruction 
began to resolve immediately during recanalization. Pain 
syndrome, nausea vomiting, dry mouth and eliminated in 
all patients within 6-12 hours, bloating within 24 hours. 
All patients also noted the discharge of feces and gases, 
registration of intestinal noises during the first hours 
from the beginning of recanalization, normalization of 
the pulse by 12-24 hours was noted in almost all patients.

On survey radiographs produced after 6 hours, there 
was a clear tendency to resolve obstruction. By 24 hours, 
radiographic signs of obstruction were completely re-
solved in 21 patients, in the rest within 24-48 hours.

An attempt to install self-expandingstentswas made in 
11 patients. It was successful in all 3 patients with a can-
cer canal diameter of less than 5 mm and a length of 25-
50 mm. In 1 patient with a cancer canal up to 5 mm in 
diameter and up to 60-100 mm in length, an attempt to 
conduct a self-expanding stent through the cancer canal 
failed. In patients with a stricture diameter of 5-10 mm 
and a length of 60-100 mm, it was possible to recanalize 
the cancer canal using a self-expanding stent. In patients 
with a stricture diameter of 5-10 mm and its length, it 
was possible to recanalize the cancer canal using a self-

expanding stent. In patients with a stricture diameter of 
5-10 mm and its length, it was possible to recanalize the 
cancer canal using a self-expanding stent.   in 3 out of 4 
patients. It was possible to install a self-expanding stent 
in 3 patients with a cancer canal diameter of more than 
10 mm.

Given the high cost of self-expanding stents and pre-
vious experience in recanalizing the cancer canal with 
semi-rigid metal probes and silicone stents, we did not 
try to use metal self-expanding stents in patients with a 
long cancerous canal and a narrow lumen. The above 
factor was also the reason for installing self-expanding 
stents, as a rule, only for permanent decompression in 
patients.  with inoperable forms of colon cancer.

All 9patients immediately after the establishment of 
the stent noted the discharge of gases and liquid intesti-
nal contents, increased peristaltic activity, the disappear-
ance of nausea, vomiting and dry mouth. The tendency 
to normalize pulse indicators. On control radiographs 
produced after 6 hours, a clear positive trend was noted, 
and by 24 hours the elimination of radiographic signs is 
notthe same.

Of the 29 patients with ileostomies in 22 patients, 
they were applied in the right iliac region by performing 
mini access with a pararectal incision. Surgical interven-
tions in 15 patients were performed under general anes-
thesia, in 9 under epidural anesthesia, in 5 under local 
anesthesia. Of the 29 patients in 21 patients, after the 
removal of the small intestine loop, the contents of the 
large intestine were forcibly removed and its lumen was 
sanitized, in 8 patients this procedure was not performed. 
After the imposition of a double-barreled loop ileostomy, 
there were no deaths, inflammatory complications were 
identified in 4 (13.8%) patients. The ileostomy began to 
function within 9 hours in all patients. Around the same 
time, intestinal noises began to be heard. Within 6-12 
hours, pain, nausea, vomiting, and dry mouth were elim-
inated. There is a clear tendency to normalize the pulse. 
It should be noted that the tendency to subside the clini-
cal manifestations of acute obstruction occurred in pa-
tients with forced emptying of intestinal contents. After 
12 hours, we performed a follow-up X-ray examination 
in 3 patients after forced removal of intestinal contents 
and in 4 patients without it. Only in 2 patients to whom 
we did not evacuate the contents of the intestine, single 
levels of fluid and gas were preserved in the lumen, but 
much smaller. Ultrasound examination 12 hours after the 
application of the ileostomy was performed in 17 pa-
tients, including 13 patients with forced evacuation of 
intestinal contents and 4 without it. With ultrasound ex-
amination , intestinal peristalsis was registered in all 17 
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patients. The size of the intestine decreased to normal in 
9 patients with forced evacuation and in 2 without it. In 4 
patients after forced removal of intestinal contents and in 
2 patients without removal, the size of the intestine re-
mained enlarged, the walls are edematous, up to 3-4 mm 
thick. Subsequently, after 24 hours,   in these patients, 
with a control ultrasound examination, the phenomena of 
intestinal obstruction were not detected.

To decompression, unloading colostomies were ap-
plied in 142 patients with colon cancer complicated by 
acute intestinal obstruction through a mini access. In-
cluding 105 patients with double-barreled loop transver-
zostomies, 31 patients had double-barreled loop 
colostomies directly above the tumor. And in 6 patients 
with lower ampullary rectal cancer, single barrel candg-
mostomes according to the method developed in the clin-
ic.

Of the 142 patients, 64 (45.1%) patients underwent 
forced removal of the contents of the colonand sanitation 
of its lumen. After applying the colowiththat through the 
mini access had 4 (2.8%) patients, inflammatory compli-
cations were detected in 26 (18.3%) patients. Only in 2 
patients out of 6 with forced and in 4 out of 11 seconds  
independent emptying, on radiographs made after 24 
hours, single small levels of fluid and gas above them 
were revealed, in the rest the radiographic signs of ob-
struction were completely resolved.

DISCUSSION

After the imposition   of double-barreledcolossus, 
all patients have a    decrease in intacusfrom the 
iccation withthe indrome, both in terms of clini-

cal manifestations and laboratory data [39,41,42,44]. In 
almost all patients, after the imposition of proximal dou-
ble-barreled colostomy, a double-barreled colostomyis 
noted   discharge of intestinal contents and gases, relief 
for 6-12 hours of pain, nausea, vomiting, dry mouth, and 
bloating, increased peristaltic activity, a tendency to 
normalize the pulse [3,6,9,12,24,27,45]. 

In our studies, in 78 patients with colon cancer com-
plicated by acute intestinal obstruction,   surgical inter-
ventions were completed by laparotomy with the imposi-
tion of double-barreled loop stomas over the tumor. In-
cluding 73 patients were given double-barreled loop 
colostomies and 5 patients with double-barreled loop 
ileostomies. 

In the postoperative period, 12 (22.2%) patients died, 
29 (37.2%) developed inflammatory complications. Dur-
ing the first day of positive clinical symptoms, according 
to various clinics, practically no patient is noted 
[2,4,8,16,32]. Although in almost all patients immedi-

atelyafterthe imposition of laparotomycewithcolostomy 
is noted.  discharge of intestinal contents and gases, sub-
sequently increased peristaltic activity was recorded only 
on 3-4 days [1,7,14,21]. 

In our studies ofreview radiography of the abdominal 
cavity in all 22 patients who underwent a follow-up 
study after 48 hours, signs of intestinal paresis of varying 
severity were determined on radiographs. In a follow-up 
study after 72 hours, 17 of them showed positive dynam-
ics on radiographs, in 5 patients there was an increase in 
signs of intestinal paresis.

The study made it possible to assess the effectiveness 
and feasibility of using conservative, endoscopic and 
minimally invasive surgical interventions for the purpose 
of decompression in patients with colon cancer compli-
cated by acute obstruction.

CONCLUSION

The use of a survey radiography of the abdominal 
cavity, ultrasound, colonoscopy or irrigoscopy 
allows a patientwith colon cancer complicated by 

acute obstruction to establish the presence of obstruction, 
the dynamics of its development against the background 
of decompression therapy, the level of obstruction, the 
size of the tumor and its channel, the presence of local 
spread or erifocalinflammatory process, regional and 
distant metastases.  At the same time, colonic obstruction 
develops already with a narrowing of the cancerous 
canal to 17 mm, but there is never a complete obturation 
of the intestinal lumen. Most often, acute obstruction of 
the colon develops with a narrowing of the cancer canal 
from 10 to 5 mm or less and its length from 50 to 100 
mm. In all patients with cancer strictures longer than 50 
mm in the central part of the cancer canal, the develop-
ment of necrotic changes and tumor disintegration is 
noted.

Against the background of decompression and correc-
tive therapy, 34.4% of patients have a temporary, but 
complete resolution of obstruction, 40.3% have a persis-
tent course and 25.5% have stabil obstruction is with-
drawn or increases. At the same time, both with complete 
and persistent andland increasing variant, during the rec-
ommended preoperative period, all patients have an im-
provement in well-being, clinical indicators, and cardiac 
indicators -vascular activity, a decrease in intra-abdomi-
nal pressure and intoxication syndrome. In patients with 
 stage II and III stages of acute obstructive obstruction of 
colon patency and a cancer canal less than 50 mm long 
and of any diameter, endoscopic methods of recanaliza-
tion are shown. Endoscopic methods of decompression 
are quite effective in patients with a cancerous canal di-
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ameter of 5-10 mm and a length of up to 100 mm, to 
produce   recanalization is possible in 39.7% of patients. 
The expediency of their use in patients with a diameter 
of 5 mm and a length of up to 100 mm decreases, since 
success can be achieved only in 21.4%, while the likeli-
hood of perforation of the cancer canal wall increases. 
Given the high cost and equal effectiveness of self-ex-
panding stents and the above-described endoscopic 
methods of decompression, self-expandingandesya stents 
are advisable to use in patients who needlong-term de-
compression with inoperable forms of colon cancer 
complicated by acute obstruction.

With the ineffectiveness of conservative and endo-
scopic methods of decompression in patients with colon 
cancer located above 6-7 cm from the canal, complicated 
by acute obstruction, overlays of ileo- or transverzosto-
my are indicated, respectively, in the right iliac region or 
in the right hypochondrium. For tumors located below 7 
cm of single barrel sigmostoma in the modification of the 
clinic using intraoperative methods of removing the con-
tents of the intestine.
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