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Abstract:

Colorectal emergencies are a common situations taeds
surgeons in ER and having different modalities ahagements
based on doing primary repair of the colon or stodmzersion.
We therefore did this prospective study conductedforty cases
represented different conditions of colorectal egeacies (24
cases) of colonic trauma , (10 cases) of obstmcind (6 cases)
of peritonitis due to non traumatic colonic pertaya regarding
surgery and morbidity. Wound infection was the mo@inmon
complication (65%). Overall mortality was 5%. Matly is
significantly influenced by an advanced age, ASArec an
advanced lag period (>72 hours) and poor hemodynatability
at the time of operation. PR is a safe procedurentergency
surgeries as long as patient is stable preopelatwvel peritoneal
cavity is non compromised. SF seems to be a betigon in
adverse patient conditions. Patient outcome isi@mited by poor
clinical parameters and patient demographic ireeislurgery
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Introduction

Colorectal emergencies include: traumatic (blunt,
penetrating, iatrogenic, .. etc), obstructive (gnadint, volvulus,
..etc) and inflammatory (perforated diverticulungnplicated

inflammatory bowel diseases,...Etc).

In the beginning of last century treatment of oato
trauma was stomal diversion and this concept #tachange in
the second half of this century to be primary re@md this
change due to development in antibiotics,blood sfi@sion and
ICU protocols(C. Gene et al., 1998).

Stone and Fabian defined the so called "Stone abthF"
exclusion criteria to determine when to do primaepair of
colonic traumagStone HH et al., 1979k lint and Vitale become
more liberal in determining when to do primary agpand
modifie the previous exclusion criteria of stonel dabian(Flint
L et al., 1981).

No significant changes observed in prospective and
retrospective studies which compare the 1ry repdir diversion
regarding sepsis whatever mechanism,site,numbeassdciated
intra-&extra-abdominal traumas,extended of traumd patients
condition at admissior{Sasaki LS et al., 1995).
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Primary repair in treatment of colonic traumas haeen
pointed out to have better results than diversiorcases have
similar general and local trauma and the same dpg&eative
findings regading mortality,morbidity and final ©ome
(Gonzalez RP et al., 1996) , (Velmahos GC et al.96)9Taylor
M et al.,2005).

According to American Association for the Surgery o
Trauma (AAST) results of prospective multicentealtpointed
that the main indications for performing stomal etsion are:
severe colon edema (whatever the cause),advangeréezhitis
and questionable colon blood sugdplgmetriades D, 24) (
Ranko G Lazovic et al. ,2010).

The previous contraindications to do primary repair
colonic injuries including sever blood loss, contaating left
sided colonic trauma and trauma to more than tvgamms have

been obsoleted by many authdii&zovoras G et al., 2005).

Primary repair of colon injuries appears safe mrmajority
in patients after damage control laparotomy primanjonic
repair appears to be safe even there are higlofdéak because
the open abdomen allow for careful inspection & &tvdominal
contents at reexploration and identify who requtdgsequent
diversion(kashuk jl et al., 2009).
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