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Definition

• Previously: below lig of Treitz
• Since capsule endoscopy…
• Upper, small bowel and lower

• For the purposes of this talk…..colonic



Emergencies

• Haemorrhage
• Obstruction
• Ischaemia
• Peritonitis



Haemorrhage: causes

• Upper GI bleed
• Vascular: AVM

Diverticular
Ischaemic

• Inflammation: Infection
IBD

• Neoplasm: Adeno
GIST
Lymphoma



Haemorrhage: causes

• Medical
• Proctology: haemorrhoids

Fissure
• Trauma
• Small bowel: Meckle’s

Lymphoma



Haemorrhage: clinical

• Overt/obscure/occult
• Acute/chronic
• 80% resolve with resus



Haemorrhage: mindshift

• Unlike the simple world of upper GI bleeds

• Diverse pathology
• Co-morbidities
• No prevention
• No predictive scoring system





Oakland score



Medical

• Warfarin: stop
Reverse
Restart after 7 days

• Aspirin: stop permanently
• Consult cardiologist
• LMWH bridging





Beware

• Shock Index on β-blockers
• Becoming too reliant on the donut of death



We recommend that no patient should proceed to
emergency laparotomy unless every effort has been
made to localise bleeding by radiological and/or
endoscopic modalities, except under exceptional
circumstances (strong recommendation, low quality
evidence).



However, in the real world

• In literature: CT angiogram
Sens 79–95% spec 95–100%
“national audit the diagnostic yield of CTA was 49.7%”

• Small number of patients too unstable for CT



My algorithm

• Responder who stops bleeding
Out patient Colonoscopy 



My algorithm

• Responder who continues to bleed
• CT angio
• Formal angio
• Colonoscopy 
• Labled red cell scan

• Micro angioembolisation
• Endoscopy: Clip

APC
Inject
Diathermy



Clips



Science fiction



My algorithm

• Non-responder
• On table colonoscopy
• Laparotomy with sequential clamping
• Total colectomy



Obstruction

• Extrinsic: volvulus
Adhesive
Hernia

• Mural: neoplasm
Crohn’s

• Luminal: faecal impaction
• Ileus: Ogilvie

Sepsis
Pancreatitis 





Malignant obstruction





Obstruction: Management

• Treat cause
• Resect
• Bypass
• Divert
• Detort: gas only
• Stent: uncovered



Obstruction: colostomy siting



Obstruction: colostomy siting

• Look for a flat area

• Stay away from:
• Boney prominence
• Umbilicus
• Skin fold



Ischaemia: causes

• Non-occlusive
• Occlusive: Thrombotic

Embolic



Ischaemia

• Mild
• Moderate
• Severe



Ischaemia diagnosis

• Clinical suspicion
• CT angio
• Colonoscopy







Ischaemia management

• Conservative
• Best medical therapy
• Resection



Peritonitis

• Purulent
• Faeculent
• Complication  of above conditions



Peritonitis: treatment

• Source control: peritoneum
Colon

• Systemic therapy
• Relaparotomy on demand probably safer than planned





Conclusion

• Colon can be covert and dangerous
• Emergent surgical intervention still necessary
• Use your resources and skills available
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