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ABSTRACT: The authors in this literature review consider and reveal the history of the issue, epidemiological and surgical aspects 

of acute obstruction of the colon of tumor genesis. It is noted that patients with colostomy are permanently disabled in acute large 

bowel obstruction of tumor origin. The presence of a colostomy in these patients often exacerbates the course of comorbidities, 

thereby making it difficult or excluding the possibility of performing the recovery phase of the operation. 

They conclude that today there is still a need for further research and a comprehensive in–depth study of the issues of surgical 

tactics. The solution of these issues will reduce the frequency of postoperative complications, mortality, improve the performance 

of labor and social rehabilitation of this contingent of seriously ill patients. 
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The history of the development of colon surgery dates back more than 200 years ago, when surgical treatment was first 

performed for colonic obstruction due to its tumor process [17]. In world practice, the first surgical intervention dates back to 1776, 

when a cecostomy [Shoge R.] was applied for cancer of the transverse colon, and in 1833, Reybard performed a resection of the 

caecum for a tumor process [37]. With colonic obstruction, Maisonniuve in 1854, performed the imposition of a bypass anastomosis, 

leaving the affected area if it was impossible to remove it. In Russia, in 1886, Pavlov E.V. the first report on resection of the caecum 

with the formation of an ileotransversoanastomosis according to the "side-to-side" principle between the ileum and ascending colon 

over a tumor of the caecum complicated by the colon is given [15]. Gussenbauer and Martini, in 1879, performed a resection of the 

affected area in cancer of the sigmoid colon with the removal of the adductor and efferent loops of the intestine with a favorable 

outcome. In turn, in 1886, Heinecke with colonic obstruction, as the first stage of the operation, performed the formation of an 

unloading fistula, and a few weeks later resected the area of the intestine affected by the tumor [19]. 

In 1898, Zeidler proposed multi–stage operations for tumor lesions of the large intestine with the development of its 

obstruction [24]. The author recommended the formation of an unloading fistula on the caecum as the first stage, the second stage, 

after improving the general condition of the patient, is the resection of the intestine affected by the cancerous process, and the third 

stage is the restoration of the integrity of the intestinal tube. In turn, Schloffer in 1903 developed a method of surgical treatment for 

a tumor of the left half of the colon, complicated by intestinal obstruction [40]. Subsequently, B.L. Bronstein proposed to call this 

method the Zeidler–Schloffer operation [17]. 

In 1902, Mikulicz developed a multi–stage method of resection of the large intestine, which consists in a two–stage resection 

of the intestine with external removal of intestinal contents. The initially mobilized segment of the intestine with the tumor is brought 

to the abdominal wall and the adductor and efferent knees of the intestine are sutured. After 2–3 days, the withdrawn intestinal loop 

is resected together with the tumor, then after two weeks a spur crush is formed to create an anastomosis between the intestinal 

loops. After 1.5-2 months, it closes the intestinal fistula [36]. 

Subsequently, the operation of Mikulich was modified by Grekov I.I. in 1928 [5]. The essence of Grekov’s operation is 

reduced to external and internal removal of intestinal contents. A distinctive feature of Grekov’s operation is the formation of a 

lateral anastomosis in the abdominal cavity between the adductor and efferent segments of the intestine. 

However, these methods of operations are accompanied by a number of disadvantages. When they are performed, it is not 

possible to radically remove the mesentery together with the lymph nodes at the base of the mesenteric vessels, the removal of 

swollen loops of the colon with a tumor through a small incision in the abdominal wall can lead to a further deterioration in the 
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blood supply to the removed loop with the development of peritonitis, and leaving a large hole in the abdominal wall threatens gut 

eventration. 

Removal of a segment of the colon with a cancerous lesion without restoring intestinal continuity was first proposed in 1908 

by Lockhart–Mummery. H. Hartmann in 1921 at the XXX Congress of French surgeons for the first time presented this operation 

to a wide range of specialists, calling it “a new way to remove the final part of the pelvic colon”. The author performed a resection 

of the rectosigmoid section, brought the proximal segment of the intestine to the abdominal wall in the form of a single–barreled 

artificial anus, and sutured the distal end tightly and peritonized [34]. 

With the accumulation of experience and the improvement of the implementation of this method, today most surgeons use 

the name “Hartmann–type operation” to refer to a whole group of surgical interventions on the left half of the colon, in which, after 

removal of the pathological focus, the discharge end of the intestine is sutured tightly, and the adductor is brought into the form of 

an unnatural anus on the anterior abdominal wall. 

The first report in Russia belongs to N.N. Petrov, who called this intervention the Coffey–Hartmann operation, or one–stage 

transperitoneal operation according to Hartmann [19]. For many decades, the term “obstructive resection of the colon” has been 

widely used in foreign and domestic literature. A two–stage operation under this name was developed and put into practice by the 

American surgeon F.W. Rankin in 1928 [38]. At the same time, obstructive resection of the colon according to Rankin can be 

performed only in a planned manner, in contrast to the Hartmann operation, which is performed, among other things, in acute 

obstructive colonic obstruction. 

To date, the following names using the name of Hartmann are correct: “resection of the sigmoid colon according to 

Hartmann” (with the formation of a flat sigmostoma and suturing of the stump of the sigmoid colon); “Resection of the sigmoid and 

rectum according to Hartmann” (with the formation of the supraampullary or ampullar parts of the rectum); left–sided 

hemicolonectomy according to the type of the Hartmann operation” (with the formation of a flat transversostomy and suturing of 

the stump of the transverse colon) [9]. 

Correa Marinez A. et. al. [32] studied the relationship between the technique of forming intestinal stoma and the incidence 

of complications. The demographics of patients in all three groups are the same. A total of 127 patients (63%) developed some type 

of complication. However, the impact of the surgical technique of stoma formation or risk factors for stoma–related complications 

could not be identified. 

Over the past decades, the indications for the Hartmann operation have not changed significantly. The indications for this 

surgical intervention are a stenosing tumor of the sigmoid and rectum, complicated by tumor perforation or peritonitis, a serious 

condition of the patient due to concomitant diseases or senile age [41]. 

Researchers note a widespread increase in the number of patients with tumor lesions of the colon (3–4 times) and ranks first 

in the structure of all tumors of the digestive canal [1, 3, 33]. According to Martynyuk V.V. [11] the incidence rate of the Russian 

population was 16.2 per 100,000 population. About 600,000 new cases are registered annually in the world, of which at least 130,000 

occur in the United States, where in 2000 130,200 cases of tumors of the rectum and colon were registered, while the mortality rate 

was 56,300 patients, 93% are in persons of older age groups – 50 years and older [19]. 

According to WHO, more than 500 thousand cases of colorectal cancer are registered annually in the world. The highest 

incidence occurs in Western countries, Western Europe and Russia. In Asia and Africa, the increase in incidence is less pronounced. 

The most frequent and dangerous complication of cancerous lesions of the colon is its obstructive obstruction (COO), which is 

diagnosed in 75% of cases [10, 22, 35]. At the same time, obstructive obstruction in cancer of the left half of the colon occurs 4–5 

times more often than in the right half (cancer of the sigmoid colon is detected in 40–41% of patients, rectosigmoid rectum – in 33–

34%. 

According to Zaporozhchenko B.S. et al. [6], as a rule, patients with COO are hospitalized in general surgical hospitals, and 

treatment tactics depend on the qualifications of the team on duty. At the same time, most surgeons note the best results with two–

stage operations. The first stage is an obstructive resection of the colon with the removal of a single–barrel colostomy, the distal end 

is sutured tightly (Hartmann–type operation). Of the staged operations, this is the only one that allows you to simultaneously solve 

two problems: eliminate intestinal obstruction and radically remove the tumor. The second stage restores the continuity of the colon. 
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At the same time, radical surgical treatment is possible only in 30–40% of patients [21, 26]. Acute colonic obstruction (ACO) 

is the most common complication of colon cancer, diagnosed in 15–49% of patients [10, 23]. Up to 65% of emergency operations 

on the colon end with the formation of a colostomy [7, 27]. 

Literature data on COO shows that to this day a number of issues in the surgical treatment of this problem remain 

controversial and not fully understood. A number of contradictions remain in the definition of surgical tactics, the definition of 

which is influenced by the general condition of the patient, the presence of peritonitis, the level of intoxication, metabolic disorders, 

and the duration of the disease [28, 30, 31]. 

When the tumor is localized in the left half of the colon, resection of the intestine with the formation of a primary colonic 

anastomosis during a planned operation is currently considered the generally accepted method. However, in the conditions of COO, 

such an operation is associated with a greater degree of risk, primarily due to the likelihood of developing an incompetence of the 

colonic anastomosis and the dire consequences ensuing from this [8, 20]. 

According to the literature, the failure of the primary formed anastomosis of the large intestine in conditions of obstruction 

ranges from 25.1–69.2% [25, 27]. Based on this, in more than 50% of patients, surgical interventions end with the formation of a 

colostomy, more often according to Hartmann. Some authors are supporters of the three–stage Zeidler–Schloffer operation [19, 24, 

39]. 

The problem of treating patients with COO has a dual focus: saving the lives of patients in an emergency situation and the 

need to address the issue of the possibility of radical treatment of a malignant neoplasm [12]. 

There are separate reports on performing simultaneous operations on the left half of the colon for cancer with the formation 

of a primary colonic anastomosis at the height of the obstruction [14]. Other surgeons consider it expedient to perform minimal 

interventions at the first stage in the form of formation of unloading colostomes, offering multi–stage operations [18, 19]. According 

to the majority of authors, the best type of surgical intervention for complicated forms of cancer of the left half of the colon is a 

Hartmann–type operation. However, the formation of a colostomy significantly reduces the possibility of social and labor 

rehabilitation of patients [2, 13]. 

In recent years, the diagnosis and treatment of OOC has improved. Great progress has been noted in anesthesia care and 

postoperative treatment, but despite these achievements, postoperative mortality remains quite high even in specialized hospitals 

for emergency surgical care and ranges from 16.0 to 52% [4, 16]. The frequency of postoperative purulent-septic complications, 

according to the same authors, reaches 38.6 – 80% 5–year life expectancy remains within 43.3 – 55% [3, 7]. 

It is important to note that to this day, the problem of surgical rehabilitation of colostomy patients is still not fully resolved 

and relevant, due to the fact that these surgical interventions are no less complicated than primary operations. According to Yargunin 

S.A. et al. [29], restoration of intestinal continuity becomes impossible in 40–72% of cases. The performance of the recovery phase 

of the operation is often marred by a high rate of postoperative complications and mortality – up to 19.4% [3, 39]. 

In turn, according to Khanevich M.D. [21], the formation of primary anastomoses against the background of colonic 

obstruction is accompanied by a high incidence of anastomotic suture failure, which ranges from 25.1–69.2%. In this regard, in 

more than 50% of patients, surgeons complete surgical interventions with the formation of a colostomy, more often according to 

Hartmann. 

Under the conditions of elective surgery for tumors of the left half of the colon, there is a method of resection of the affected 

part of the colon with the primary restoration of intestinal continuity using a T–shaped terminal anastomosis [18, 19]. 

 

CONCLUSION 

Thus, acute large bowel obstruction of tumor origin remains extremely relevant due to a number of unresolved issues in determining 

surgical tactics and surgical rehabilitation of colostomy patients. In particular, there is a high incidence of postoperative 

complications and mortality, as well as persistent disability in patients with colostomy. The presence of a colostomy in these patients 

often exacerbates the course of comorbidities, thereby making it difficult or excluding the possibility of performing the recovery 

phase of the operation. In this regard, today there is a need for further research and a comprehensive in–depth study of the issues of 

surgical tactics and surgical rehabilitation of this group of patients. The solution of these issues will reduce the frequency of 

postoperative complications, mortality, improve the performance of labor and social rehabilitation in patients with acute large bowel 

obstruction of tumor genesis. 
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