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ED Consult

• 60 yo male presents with 4 
days of worsening 
abdominal distension, 
abdominal pain, decreased 
bowel function and 1 
month history of weight 
loss

• Vital signs unremarkable
• Labs notable for WBC 14K
• Imaging is obtained…





Why are large bowel obstructions worth talking 
about??

• Less frequent than SBO with different etiologies 
• True emergency 
• Associated with high morbidity and mortality 
• Often delayed diagnosis and subsequent delayed 

treatment 



Etiology

Neoplasm Volvulus Inflammatory
Mediated

Hernias Other

• Colorectal
origin 

• Local non-
colonic origin 
with tissue 
invasion or 
compression

• Metastatic

• Cecal
• Sigmoid

• Diverticulitis
• Acute
• Chronic –

stricture
• Crohn’s
• Radiation

• Inguinal
• Ventral
• Internal

• Intussusception
• Adynamic: 

Ogilvie’s
• Ischemic stricture
• Foreign body
• Fecal impaction
• Adhesions
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Pathophysiology



Clinical Presentation 

• Abdominal distension – often initial symptom
• Abdominal pain 
• Nausea +/-vomiting
• Constipation or obstipation 



Diagnosis

• Physical Exam
– Include thorough hernia evaluation

– DRE 

• Complete laboratory work-up
• Imaging:

– Abdominal radiograph

– CT scan

– Water-soluble contrast enema 



Treatment options?

OR



Endoscopic Colonic Stents

• Introduced in 1991 
• Types include:

– Self-expandable metal stents (SEMS) – bare, partially 
covered, fully covered 

– Self-expandable plastic stents (SEPS)

– Biodegradable stents (BDSs)

• Delivered ”through the scope” operative channel or 
passed “over the wire” out of the scope 









Suggested Indications for Stenting:

• Malignancy 
• Palliation 
• Bridge to Surgery 
• Cancer recurrence after surgery at the anastomosis
• Benign lesions
• Anastomotic stricture
• Extrinsic compression 



So why stent?

• Urgent surgery carries robust morbidity (32-64%) 
and mortality (15-34%) rates 

• Efficacy of SEMS has been supported by multiple 
RCTs for malignant colonic obstruction

• Palliation – faster return to diet, decreased stoma 
rates, reduced post-procedural stay and some QoL
benefits 

• Bridge to surgery – lower mortality (<5%) in elective 
surgery setting 



CReST trial – UK ColoRectal Endoscopic Stenting 
Trial 

• Randomized phase III study of stenting as bridge to surgery in 
obstructing colorectal cancer

• Results:

– 30-day post-operative mortality: stent 5.3%, surgery 4.4%

– Length of hospital stay: stent 15.5d, surgery 16d

– Rate of stoma formation: stent 45%, surgery 69%

• Conclusion: Patients fit to undergo surgery – stenting as 
bridge to surgery reduced stoma formation without a 
detrimental effect on 1-year survival 



• Multicenter randomized controlled trial comparing morbidity 
rates after colonic stenting as a bridge to surgery (SBTS) versus 
emergency surgery (ES) in the management of left-sided 
malignant LBOs

• Results:
– 60 day complication rates: SBTS 51.8%, ES 57.6%

– Rates of stoma formation: SBTS 22.2%, ES 39%

– Progression disease at 36 mo: SBTS 30.3%, ES 33.9%

• Conclusion: “Our findings indicate the two treatment strategies are 
equivalent…The significantly lower stoma rate note in the SBTS 
groupd argues in favor of the SBTS procedure when performed in 
expert hands.”





EAST Guidelines

1. In adult patients with colonic obstruction (benign or malignant), should surgery 
or endoscopic stenting be performed to decrease mortality?

2. In adult patients with colonic obstruction (benign or malignancy), should 
surgery or endoscopic stenting be performed to decrease emergency, 
nonplanned procedures?

“Conditionally recommend endoscopic, colonic stenting as the initial therapy for 
colonic obstruction…[as it is] associated with decreased mortality and rates for 
emergency, nonplanned procedures to include reoperations.”



Stents sound good but…

• Complications:
– Decompression failure

– Perforation

– Tumor ingrowth or overgrowth

– Stent migration 

– Bleeding

– Fecal incontinence 

– Pain 



So what do you do if you don’t know whether 
benign or malignant?

• Surgical resection has traditionally been gold 
standard

• Stenting has become valid option in clinical 
management of symptomatic patients to restore 
fecal and gas transit 

• Inconclusive data about efficacy and safety of 
stenting in benign setting

• If patient will not tolerate physiologic stress of colon 
resection, can opt for diverting loop colostomy 



Take home points:

• Fit patient with curable disease – surgery is still 
preferred 

• Physiologically poor patients with complete 
malignant bowel obstructions – SEMS is the 
preferred initial therapy 

• Benign or unknown obstruction  – surgery is 
recommended

• Physiologically poor patients with benign obstruction 
– diverting loop colostomy 
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