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Welcome

The course has been running successfully for almost 30 years and it has the 
underlying ethos of delivering a concise summary of everything colorectal 
trainees need to know to pass the final FRCS as well as practical tips and updates 
of clinical issues consultant surgeons will likely meet in their regular practice. 
This maintains and improves the clinical practice of the busy surgeon.

The format includes short presentations by a well-chosen faculty who know 
their topics well and present fluently. In addition, there is a generous amount 
of time for each of the presentations to be discussed on a practical basis with 
audience engagement and interrogation of the panel of speakers. A recurring 
component is the opportunity for the trainees in the audience to participate in 
mock vivas with real time feedback.

In view of the expense of this format, we are very grateful for the support from 
our industry sponsors. I would strongly urge you to show your appreciation by 
engaging with as many as you can, both during the course and after.

The virtual format has the additional advantage of opening the course up to a 
larger audience. We hope that those who join and have never attended before 
will appreciate the quality and value of what we will present and consider 
attending again in the future.

In the meantime, enjoy the course!

Pete Sagar

ACPGBI President
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organising committee:
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Excisional Haemorrhoidectomy.  When and how?

Steve Brown,
Sheffield Teaching Hospitals NHS Foundation Trust,
Consultant Colorectal Surgeon, Past President of ACPGBI

There are numerous guidelines that have attempted to amalgamate the current literature 
into a digestible form and guide selection of patients.  Many of these guidelines are not 
methodologically sound.  Subtle variation in recommendations are seen, many of which are 
not explained by differences in patient preferences or health care resource in the country of 
origin of the guidelines[1].  An assessment of the quality of each of these guidelines reveals 
only one that meets adequate standards.  If any guidelines are to be followed I would 
therefore recommend only the ESCP publication[2].

1. Who should have an excisional Haemorrhoidectomy?
The ESCP guidelines are clear in that all patients considered for elective should have initial 
conservative therapy in the form of dietary and lifestyle manipulation.  Clearly more sinister 
causes of symptoms should be excluded and with thorough shared decision making, many 
patients will be satisfied and elect to avoid surgery.  
The current recommendation is that haemorrhoidectomy could be used in patients 
with grade II-III haemorrhoids and should be used in patients who are refractory to 
outpatient procedures.  A course of rubber band ligation (or injection sclerotherapy) 
may satisfactorily resolve symptoms in some of this group (especially those with grade 
II haemorrhoids) although recurrence is common.  Other interventions (haemorrhoidal 
artery ligation or stapled hameorrhoidopexy) are common alternative operative techniques. 
Hemorrhoidectomy should be used for grade IV haemorrhoids.

2. How do you do it?
For such a straight forward procedure it is amazing how much subtle and justified variation 
can occur in the technique.  It is therefore difficult to be too prescriptive.  However, there 
are some essential requirements.  The mucosal bridges between each pedicle should be 
preserved, the sphincter complex should be seen and protected and there is good evidence 
that ligation of the mucosal pedicle is not necessary and leads to increased pain[3,4].  My 
personal caveats, whilst doing a Milligan-Morgan type procedure, also include;

− Doing as a day case and following day case protocols [5].

− Utilising general or regional anaesthesia rather than purely local anaesthetic

− Starting with the most inferior haemorrhoid to avoid potential bleeding obscuring
dissection of other pedicles

− Use of a high diathermy setting (50 plus)

− Pre-infusion of local anaesthetic plus adrenaline to enhance anatomical dissection
and reduce bleeding and pain.

35

38 

40

44

33

Rectal prolapse - options for surgery and reasons for failure  -  Shahab Siddiqi
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− Meticulous haemostasis, during and at the end of excision

− Visualisation of the internal sphincter.

Whilst I prefer the sole use of diathermy, tissue sealing devices, such as ligasure and the 
harmonic scalpel, have been used by others and evidence suggests that they may reduce 
postoperative pain [5]. The disadvantage is the increased cost which I consider unjustified 
for most cases.

3. What is the efficacy and morbidity?
Probably the best evidence regarding efficacy comes from the Ethos trial [6].  This study 
followed a rigorous governance protocol and reflects as close as we can get to real world 
data.  

− The recurrence at 1 year was 10% (39/386).

− The main issue with excisional haemorrhoidectomy was pain.  A median score of
5.3/10 was recorded at 1 week and 2.6/10 at 3 weeks, with 97% of patients  requiring
analgesia.  However, by 6 weeks around 90% of patients had returned to normal
activities.

− Ten per cent of patients had early complications (pain, bleeding, urinary retention,
constipation, tenesmus).

− Two per cent  of patients recorded late complications (Persistent pain and bleeding,
fissure).

− Whilst faecal incontinence is a risk factor, there were no recorded cases one year
after  the intervention.

4. Any adjuncts?
Although an excisional haemorrhoidectomy is likely the most efficacious intervention for 
haemorrhoids in terms of recurrence, the procedure can be painful immediately post-
operatively.  Various adjuncts have been employed to help reduce this pain.  

− There is mixed evidence in terms of reduction in pain if a haemorrhoidectomy is
carried out under local anaesthesia alone rather than regional or general anaesthetic.
Meta-analysis suggests a lower need for rescue analgesia within the first 24 hours [7].
It is difficult to imagine that many patients would tolerate or prefer this method in my
patient group.

− Doing the procedure as a day case appears safe.  The commonest cause of
readmission after the procedure is pain and the readmission rate appears to be
around 10-14% whether the patient is discharged that day or is an inpatient [5]

− Metronidazole has been shown in 2 meta-analyses to reduce post-operative pain,.
It probably works by offering protection from anaerobic enteric contents that may
induce infection as well as promoting healing as a consequence of its anaerobic
effects.  Method of delivery could be topical or oral [8,9].
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− Mesoglycan is a polysaccharide complex with antithrombotic and profibrinolytic
properties that may act to reduce oedema/thrombosis of the mucosal bridges after
haemorrhoidectomy.  There is some evidence to suggest use as an intra-muscular
agent for 5 days postop and then oral agent for a further 30 days reduces pain [10].

A definitive method of reducing pain due to anal spasm is a lateral sphincterotomy.  A meta-
analysis of over 1500 patients suggests this is an effective intervention but the trade off is a 
more than 3 fold increase in incontinence to 6.6% [11].
Laxatives, in the form of lactulose pre and postoperatively for 4 days, has been shown to 
reduce pain and should be prescribed [4].
There is some evidence to recommend the use of topical GTN 0.4%.  However, some 
patients cannot tolerate due to increased local discomfort and headache. [5].
Flavinoids, mechanical bowel prep, IV antibiotics, Botox, topical diltiazem do not have any 
evidence to recommend use [4].  

5. Special situations

− Acute thrombosis:

In my experience almost all thrombotic (strangulate) piles can be treated conservatively 
and do not need emergency haemorrhoidectomy.  The use of salt/sugar and ice packs can 
help.  I have always found hyaulronidase (always available in plastics theatre cupboard) 
and lignocaine injection to be useful in reducing swelling and relieving pain, allowing 
early discharge.  If surgery is unavoidable (necrotic thrombosed pile) ensure to preserve 
as much tissue as possible.  Bill Heald is famous for something else other than TME and 
that is the recommendation in such cases to excise only the most prominent element of 
thrombosis [12].

− Pregnancy:

Haemorrhoids are very common during pregnancy.  However, since they will gradually 
resolve after delivery the key is again conservative management.  Haemorrhoidectomy is 
reserved for necrotic thrombosed piles as above.

− Immunocompromised:

In general avoid surgery due to the risk of anorectal sepsis.  If operation is necessary 
ensure appropriate antibiotic prophylaxis.

− Cirrhosis:

Clearly it is important to differentiate haemorrhoids from rectal varices.  As the name 
suggests varices will extend into the rectal mucosa.  Sclerotherapy or suture ligation are 
the preferred techniques.

− Antithrombotic therapy:
Bridging therapy is indicated.

− IBD
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Whilst haemorrhoidectomy has been shown to be safe in selected patients with IBD [13] 
it seems more sensible that these patients undergo a tissue preserving technique such as 
haemorrhoidal artery ligation.  Clearly perianal Crohn’s should be excluded as the cause 
of the ‘haemorrhoids’. 
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How to perform an EUA
Ciaran Walsh,
Consultant General and Colorectal Surgeon,
Wirral University Teaching Hospital NHS Foundation Trust

Examination of the anorectum and perineum under general anaesthesia can be an 
important adjunct in reaching a diagnosis and treatment plan in colorectal practice.

The key points are that:

•  It should not be performed in isolation but rather in the full knowledge of the 
patient’s history and the findings of clinical examination when awake.

•  The anticipated findings should be thought about in order to reduce the chance of 
missing a diagnostic clue during the EUA.

• The patient’s position for the examination should be carefully planned whether that 
is to be lateral, extended lithotomy or prone.

Anal Potpourri
Jamshed Shabbir 
Consultant Colorectal Surgeon,
University Hospitals Bristol and Weston 

As the title suggests, this lecture will cover some of the most common anorectal conditions 
with brief discussion focussing on:

• Anal Fissure

• Perianal abscess

• Anal fistula- common pitfalls
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Rectovaginal (RVF) and Pouch-vaginal (PVF) fistula
Karen Telford
Consultant General and Colorectal Surgeon &
Chair of the Pelvic Floor Society,
Manchester University NHS Foundation Trust

RVF:

RVF present a difficult problem that is frustrating for patients and surgeons alike. Multiple 
trips to the operating room are generally required to resolve the fistula, and the recurrence 
rate approaches 40% when considering all the surgical options.  Surgical options range 
from collagen plugs and endorectal advancement flaps to sphincter repairs or resection 
with colo-anal reconstruction.  When it comes to selecting operative options, the available 
literature is limited with no large prospective trials comparing the different surgical options.

The rectovaginal fistula is an epithelial tract between the rectum and the vagina.  It usually 
presents with the passage of air or faeces or even a purulent discharge into the vagina 
can be associated with recurrent urinary tract and vaginal infections and creates a serious 
psychosocial burden to the patient with loss of self esteem and can lead to loss of intimate 
relationships and loss of sexual function and increase in sexual health distress.

RVF are rare accounting for only 5% or perirectal fistulae, most commonly occurring as 
a result of obstetric injury (85%) and pelvic surgery (5-*%).  The other causes of RVF are 
comprised of neoplasia, Crohn’s disease, early of late consequences of radiotherapy and 
trauma including sexual trauma.  Although obstetric trauma is the commonest cause of RVF 
in our population it is still relatively uncommon, occurring in only 0.1% of VD in western 
countries, thought to be a consequence of a 3rd of 4th degree tear which has been missed or 
following a breakdown of a primary repair.  In contrast in developing nations RVF are highly 
prevalent; in sub-Saharan Africa and parts of South Asia, RVF are endemic with an annual 
incidence in up to 100000 cases per year due to prolonged and obstructed labour causing 
pressure necrosis of the rectovaginal septum.  

Although different classifications of RVF exist most RVF are classified including classifying 
according to aetiology, most clinicians classify these fistulae according to its anatomy (high 
vs low) or its complexity (simple vs complex) as we find this helps us select optimal surgical 
procedure to treat the fistula.  

Description of the anatomy of the fistula lends itself to classifying fistula into high, mid- or 
low fistulae.  High fistulae connect to the vagina at the posterior fornix, either directly from 
the middle third of the rectum or from bowel in the pouch of Douglas.  The mid-septal 
fistula is usually due to severe rectal disease.  And the low fistula which lies at the anorectal 
ring, that occur through the sphincter or distal to the anorectal junction and proximal to the 
dentate line.

RVF are also commonly classified according to its complexity, allowing differentiation 
on whether the fistula will be amenable to a local repair or whether there is a more 
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complicated pathophysiology that will require more complex surgery including a resection, 
interposition grafts and diversion.

The general principles that allow the best chance for resolution of the fistula with the 
least morbidity to the patient include identify and address the disease process (for 
example medical management of Crohn’s disease before attempting repair), resolve 
the inflammation or sepsis before attempting the repair (including the use of seton for 
drainage), identifying the anatomy, starting with least invasive surgical options, and use 
interposing healthy tissue for complex or recurrent fistulas.

Surgical Approaches to the RVF:

The anatomy of the individual patient and the fistula are the most important factors in 
selecting the surgical repair.  If the fistula is low and simple, then attempt a simple local 
repair with low associated morbidity and if that fails then a more complex approach 
(carrying potential higher morbidity) can be attempted.  However, in a fistula with a 
significant underlying disease with a more complex anatomy then a more “complex” 
surgical repair that includes diversion may needed at the initial operation. 

Low Approach:
Plug – used to form a biological seal.  Though they have been shown to have some benefit 
in treating perianal fistula of cryptoglandular origin, their use in treating RVF is more 
controversial with reported low success rates (20-50% healing rates) and the short tract in 
the RVF is thought to be an important factor in the low success rate of this surgical option.
Advancement Flap – by raising a flap of vaginal or rectal mucosa. Used to cover a fistulous 
tract after the defect has been debrided/ excised and then closed.  The flap should have a 
wide pedicle to ensure good blood supply and the flap is moved distally.
Transperineal approach – through the perineal body and dissection extended through and 
above the fistula to the rectovaginal septum.  This approach lends itself for more complex 
repairs.
with Sphincteroplasty –  a concomitant sphincteroplasty can be performed, important 
to perform in patients who have an associated sphincter defect or co-existing faecal 
incontinence or next step after a failed advancement flap. High success rates (65-100%) 
though technically challenging and with reported morbidity.
with Martius Flap – using bulbocavernosus muscle with labial fat pad.  Adapted to repair 
RVF. Consider for complex and recurrent RVF, for low and mid-fistulae, rotated 90 degrees, 
up to 5 cm proximal to the vaginal introitus. High success rates (65-100%) though reports of 
dyspareunia.
with Lotus Petal Flap – a new flap, a Fascio cutaneous flap from medial inner aspect of 
thigh, large flap, rotated 180 degrees to rectovaginal septum, low and mid- fistula.
with Graciloplasty – using gracilus harvested from the leg.  High success rates reported 
though higher morbidity associated with wound problems, sexual dysfunction and even loss 
of leg function.
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High Approach
The high or abdominal approach is the preferred approach for patients with a high fistula 
and can be performed using a minimally invasive or open approach.  The diseased bowel is 
often resected, and the vaginal defect can be repaired.  A piece of omentum is often placed 
between the rectum and vagina as transposition graft and success rates in healing appear to 
be high (95%).  In addition, the use of biosynthetic mesh placed abdominally has also been 
described in the literature.

PVF:

Pouch-vaginal fistula, a fistula between an ilio-anal pouch anastomosis and the vagina, 
affects 6% (Reported incidence 3 to 17%) of women after IAPP.   The majority present in 
the first year after surgery with 25% apparent before closure of ileostomy.  The incidence 
does increase with time with an increasing number presenting more than 10 years after 
IAPP construction.  In addition, fistulae arising from the dentate line (below the pouch 
anastomosis) appear cryptoglandular in origin and appear to occur more frequently in 
patients with IBD than in the healthy population.  The incidence of PVF may be related to 
several factors including technical factors, peri-pouch sepsis and a late diagnosis of Crohn’s 
disease.

PVF impacts on women’s quality of life and presents a technical challenge to the surgeon.

Several operative approaches have been described in the literature, though results from 
several case series are variable and are associated with high failure rates. Comparison of 
therapeutic options and outcomes in the treatment of PVF is a challenge and currently 
impossible due to lack of high-quality research and the heterogenicity in management 
strategies and aetiology in the published literature so there remains a lack of consensus in 
the literature on how to manage this problem.  However, most agree that the management 
depends of the position of the fistula in relation to the IAPP anastomosis, the extent of 
surrounding scar tissue and previous attempts to repair. Maslekar et al in 2012 present a 
systematic review of the evidence for managing the challenge of the PVF and propose a 
useful clinical algorithm, a structured approach in its management.

Further Reading:

1. Keighley and Williams Surgery of the Anus, Rectum and Colon. Volume 1 Chapter 12
Rectovaginal Fistula P493- 515

2. Kniery et al.  Operative Considerations for Rectovaginal Fistulas.  World Journal of
Gastrointestinal Surgery.  2015; 7(8): 133-7

3. Lambertz et al. Influence of diversion stoma on surgical outcome and recurrence rates in
patients with rectovaginal fistula.  International Journal of Surgery 25 (2016) 114-117

4. Reza et al. Perianal Fistula and the Ileoanal Pouch. Colorectal Disease 2020; 1436-9

5. Maslekar et al.  The challenge of pouch vaginal fistulas.  Tech Coloproctol.2012; 16: 404-415.
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Mesenteric Ischaemia
Fadlo Shaban,
Consultant Colorectal Surgeon,
Western General Hospital, Edinburgh

Mesenteric Ischaemia can be classified under various headings: acute vs. chronic, arterial vs. 
venous, embolic vs. thrombotic and other classifications such as ischaemic colitis and non-
occlusive mesenteric ischaemia. This talk will focus on Acute Mesenteric Ischaemia (AMI). 

AMI is defined as the sudden interruption of the blood supply, or venous drainage, to a 
section of bowel, leading to ischaemia, cellular damage and/or intestinal necrosis[1]. Bowel 
ischaemia was identified in 11.2% incidence in NELA dataset in 2021 with a 19.1% 30-day 
mortality and 23.1% 90-day mortality[2]

1. There are four main categories:

2. Arterial embolus (40-50% of cases)

3. Arterial thrombosis (25-35% of cases)

4. Non-occlusive mesenteric ischaemia (NOMI) (20% of cases)

5. Mesenteric Venous Thrombosis (10% of cases)

Diagnosis is difficult and needs high degree of suspicion. The ‘hallmark’ of AMI is sudden 
onset of severe abdominal pain out of keeping with the clinical signs, although this is 
not a very accurate symptom. Other symptoms include nausea, vomiting and diarrhoea. 
Late signs include peritonism, PR bleeding, pyrexia, and haemodynamic instability. Many 
risk factors[3] have been identified which mainly include old age and cardiovascular and 
vascular comorbidities. Others are AF, ischaemic heart disease, heart failure, hypertension, 
hyperlipidaemia, stroke, diabetes, alcohol intake, CKD, COPD, Cirrhosis, cardiac or vascular 
surgery (especially emergency repair of a AAA) and more rarely embryologic malformations. 

Investigations include blood tests and imaging. D-Dimer has the best sensitivity 93.4-96%, 
but is non-specific 36.4-40% [4], lactate and pH are both not sensitive nor specific. There is 
work on urinary intestinal fatty-acid binding protein levels but it not in wide clinical use yet.  
CT angiography is the gold standard imaging modality. Arterial and portal venous phases as 
a minimum, however adding an unenhanced phase increases sensitivity: unenhanced bowel 
hyper-density is highly specific for ischaemia[5]. There is no role for plain X-ray. There is little 
role for diagnostic laparoscopy. Flexible sigmoidoscopy can be used in stable patients with 
suspicion of colonic ischaemia. 

The principles of management include the 3 R’s: Resuscitation, Rapid diagnosis, and 
Revascularisation. Initial management comprises of fluids (balanced crystalloids is the 
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preferred choice), oxygen, broad spectrum antibiotics (may reduce the risk of bacterial 
translocation[6]), early discussion with vascular team if revascularisation is an option, ITU 
support (avoid vasopressors if possible: reduce mesenteric circulation); although prolonged 
pre-operative optimisation is of limited value as definitive treatment of the ischaemic 
segment is imperative. 

Definitive management depends on the cause, the presence of infarction and the patient’s 
status. Broadly speaking if there are signs of infarction – the management is laparotomy 
and resection; if there is ischaemia but no infarction, the option is revascularisation: open 
or endovascular, dependant on local expertise (better early outcomes with endovascular 
but equivalent long-term mortality[7]); if venous thrombosis then consider treatment with 
systemic anticoagulation (risk of developing portal hypertension). 

Patients with infarction/peritonism are usually critically unwell. The aim is for prompt 
resection of all ischaemic segments. Only consider an anastomosis if an obvious precipitant 
of ischaemia (e.g. strangulated hernia). May need to follow damage control surgery 
principles in critically unwell patients; and if so use laparostomy and review in 48 hours. 

Outcomes are poor. Mortality rates have not changed over the last decade (up to 63%)[8]. 
Arterial mesenteric infarction and NOMI are 3 times more likely to die in the index hospital 
admission than venous ischaemia. Early detection and intervention and regular national 
audit (e.g. NELA) can improve these outcomes. Long term complications include short bowel 
syndrome, stoma morbidity, and fistula and stricture formation. 

Post-operative management should focus on managing any complications (e.g. short gut, 
TPN, etc.) with referral to an IF unit if appropriate. Care should be taken to optimize vascular 
risk factors: assessment and management of AF, anticoagulation (if AF or pro-coagulable 
state) as well as considering other underlying pathologies (e.g. vasculitis / thrombophilia). If 
in doubt, discuss with haematology. 
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Decision making in large bowel obstruction (LBO)
Susan Moug,
Consultant Colorectal Surgeon & Honorary Professor,
Royal Alexandra Hospital

This presentation will discuss the following learning points for LBO using NBOCA Annual 
report (2021), NELA Patient Audit (2021) report and NICE (2020; [C9] Effectiveness of 
stenting for acute large bowel obstruction).

• LBO is an umbrella term for a wide range of benign and malignant pathology –
colorectal cancer; diverticular disease; IBD strictures/ masses; sigmoid volvulus;
hernia.

• there can be many options – surgical resection with or without primary anastomosis;
defunctioning stoma; stent; endoscopic decompression; conservative management.

• low threshold for suspecting perforation in patients whose observations are unstable
with a fever and that abdominal pain changes from cramping to constant pain

• although AXR will confirm obstruction, CT is highly likely to give you the underlying
pathology

• LBO should be considered as a surgical emergency with a threat to life – high
mortality association, especially in the older adult age group with malignancy

• 5/10 patients that present with malignant obstruction will end up being ‘cured’ –
compared to elective setting where up to 9/10 are cured.

• Prognosis scores and shared decision-making are essential in this setting.

References:
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Anastomotic Salvage
Jim Tiernan
Consultant Colorectal Surgeon
John Goligher Colorectal Unit, Leeds

Introduction:
Anastomotic leak is one of the most feared complications for both patient and surgeon. 
As a result, a great deal of effort, as evidenced by the number of published manuscripts, 
has been expended on reducing its incidence. Comparatively less expended effort has 
been reported regarding the management of leaks, with variation in practice and poorer 
agreement on treatment algorithms.

Summary:

Physiology

Patient baseline fitness, degree of sepsis and physiology at the time of diagnosis affect all 
subsequent decisions regarding management of the leak.

Not all anastomoses are equal

The anatomical location of the anastomosis, the tissue quality at the time of construction, 
the underlying pathology and the presence or absence of a diverting stoma are some of the 
nuanced (and often subjective) factors that determine management options. Some have a 
greater chance of successful anastomotic salvage than others, whereas in certain situations 
anastomotic resection and exteriorisation of one or both bowel ends is the only option. 
These will be explored.

Patient Selection

Salvage of an anastomosis carries a risk in most cases: often the simplest and safest strategy 
is resection and stoma, but this is not always the best option for the patient. Ideally the 
operating surgeon should explore the patient’s individual priorities to allow an intra-
operative judgement of risk vs benefit with this approach. In cases of severe systemic 
compromise this is sometimes not possible, but these cases are rarely appropriate for 
salvage attempts.

Timing

Sepsis source control dogma suggests all leaks should be immediately drained surgically 
or radiologically. In some cases a compromise between i) out-of-hours maximally invasive 
drainage versus ii) a delay to gain IR options or the appropriate personnel to allow 
anastomotic salvage is justified on a risk/benefit assessment.
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Technical

Leak management will be discussed for ileocolic, colo-colic, ileorectal, colorectal, coloanal 
and ileoanal anastomoses. Published algorithms and evidence will be reviewed and a ‘real-
world’, pragmatic, FRCS-friendly management strategy will be presented with particular 
considerations for each scenario, with case studies used to demonstrate principles. Surgical 
technical tips will also be given.

Useful References:

1. Landmann. Surgical management of anastomotic leaks, Seminars in Colon and Rectal
Surgery, 2014

2. Clifford et al. Early anastomotic complications in colorectal surgery:  a systematic review
of techniques for endoscopic salvage. Colorectal Endoscopy 2019

3. Krarup et al. A nationwide study on anastomotic leakage after colonic cancer surgery.
Colorectal Disease 2012

4. Hallet et al. Anastomotic salvage after rectal cancer resection using the Turnbull-Cutait
delayed anastomosis. Canadian Journal of Surgery 2014.

5. Adamina et al. Meta-analysis of the predictive value of C-reactive protein for the
prediction of infectious complications in abdominal surgery. British Journal of Surgery
2015.
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Rectal trauma
Kate Hancorn,
Consultant General, Colorectal and Trauma Surgeon,
Royal London Hospital

Rectal trauma is uncommon. It does carry significant morbidity and mortality within a young 
male patient cohort. There is a high association with other injuries to pelvic or abdominal 
organs, most commonly the urological tract. The evidence base for management is poor. 

The evaluation, imaging modalities and treatment options are discussed. Management of 
rectal trauma is contentious. Proximal diversion continues to be the mainstay of treatment 
and is dependent on the anatomy of the injury, the extent of injury and the patient overall 
stability. 

A Surgeon’s guide to emergency cross-sectional imaging
Gemma Faulkner,
Colorectal Surgeon
Royal Bolton Hospital, Greater Manchester

This presentation will focus on the modality of computed tomography (CT) for the 
investigation of the acute abdomen. 

A CT is a series of x-rays taken using a rotating source which are formed into cross-sectional 
images by computer processing.  This produces axial, coronal and sagittal two-dimensional 
views which can be built into a three-dimensional reconstruction of the body.

Tissues and organs absorb varying amounts of radiation as the x-rays pass through.  The 
Hounsfield Scale characterises the relative density of each tissue (or the amount of radiation 
absorbed).  Air (-1000 Hounsfield Units) appears black on a CT and compact bone (+1000) 
appears white.
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An ageing population, complex co-morbidity and frailty all contribute to difficulties in 
diagnosing abdominal pathology.  History, clinical examination and biochemical tests can 
be inconclusive.  The CT is an essential part of the investigation of abdominal signs.  The 
surgical team must provide adequate clinical information to allow the Radiologist to apply 
the correct protocol and contrast requirements to answer the clinical question. 

Intravenous (IV) contrast increases the brightness of tissues and vessels. If there is a limited 
blood supply to an organ, it will not enhance with IV contrast.  It is recommended that IV 
contrast is used in most cases for abdominal imaging.  IV contrast is not used for imaging 
the urinary tract as it can make the diagnosis of nephrolithiasis difficult.

Oral contrast is now needed less frequently as multidetector CT offers improved resolution 
making it easier to differentiate bowel.  Oral contrast can be neutral (e.g., water) or positive 
(iodinated e.g., gastrograffin or barium).  Oral contrast has a role in the delineation of 
fistulae and interloop abscesses or collections.  It is not required to diagnose appendicitis or 
diverticulitis or for imaging of the liver, pancreas, gallbladder, spleen, adrenals or urinary tract.

Acute and delayed reactions can occur to contrast media.  Contrast-induced nephropathy 
(CIN) is defined as an increase in serum creatinine of 25% within three days of IV contrast 
in the absence of another aetiology.  It is likely that the risk of CIN is over estimated[1].  
With-holding IV contrast can lead to a missed or delayed diagnosis.  CIN is more likely to 
occur in patients with pre-existing renal impairment.  The NICE NG148 guidelines updated 
in 2019 recommend IV hydration, omission of nephrotoxic drugs and discussion with renal 
physicians when proceeding with an emergency contrast-enhanced CT in patients with renal 
impairment[2].  

A systematic approach should be used to review a CT of the abdomen and pelvis.  Starting 
in the axial plane, the lung bases, solid organs, vessels, retroperitoneum, colon, small bowel 
and bones should be inspected sequentially.  It important to look specifically for free air and 
fluid.  The images should then be reviewed again in the coronal and sagittal planes.  

Magnetic resonance imaging of the abdomen is not routinely used in the emergency setting 
but it can be of use in pregnancy and when contrast is contra-indicated.

CT Findings in common surgical emergency presentations

• Appendicitis– dilated appendix > 6mm, thickened enhancing wall, bright faecolith,
mesenteric fat stranding and enlarged mesenteric nodes

• Small bowel obstruction – dilated small bowel loops > 2.5cm, collapsed distal loops,
small bowel faeces sign
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• Gallstone ileus- Rigler’s triad of pneumobilia, small bowel obstruction and an ectopic
calcified gallstone

• Caecal volvulus- huge dilatation of caecum, “whirl sign”

• Colovesical fistula- gas in bladder, visualisation of fistula tract in sagittal plane

• Colon cancer- circumferential wall thickening +/- obstruction, free air, pericolic fat
stranding or abscess

• Intestinal ischaemia- thickened, non-enhancing bowel wall, “target sign”, intramural
gas, portal venous gas, lack of contrast in mesenteric vessels

• Diverticulitis- colonic wall thickening, pericolic fat stranding, extraluminal gas locules
and fluid

• Pancreatitis- focal or diffuse parenchymal enlargement, indistinct margins,
retroperitoneal stranding or blood (high-attenuation), fluid collections, calcification
and lack of enhancement if necrotic

References:

1. Luk et al, Intravenous Contrast-Induced Nephropathy-The Rise and Fall of a Threatening
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Prevention of Thromboembolism in Colorectal Surgery
Michael Davies,
Consultant Colorectal Surgeon,
University Hospital of Wales, Cardiff

Background:
Thromboembolism is the most common cause of preventable death in surgical patients. 
Historical studies demonstrated rates up to 30% in patients undergoing Colorectal 
Surgery[1] and rates are higher compared with those for General Surgery. This correlates 
with the increased risk of thromboembolism associated with the most common indications 
for major Colorectal Surgery; Colorectal Cancer (CRC) and Inflammatory Bowel Disease 
(IBD). The cost of a thromboembolic event (VTE) is high.  Patients with a VTE have an 
average week longer inhospital stay and 30% of patients with PE and DVT suffer long-term 
symptoms. The annual cost across all English Hospital Trusts 2018/19 was £165m including 
medico-legal costs[2].

Risk Assessment:
Prevention of Thromboembolism is therefore a fundamental part of perioperative care of 
patients undergoing Colorectal Surgery to reduce VTE and its associated risks and costs.  In the 
UK Risk Assessment for VTE (including contraindications to VTE prophylaxis) is mandated for 
all surgical patients[3,4]. This should be undertaken preoperatively and prophylaxis applied 
promptly.  Risk Scoring measures are available and each hospital will have a Risk Assessment 
Tool to evaluate and document this. Reporting of Risk Assessment rates is mandated by NHS 
England and rates should exceed 95%.

Mechanical Prophylaxis:
Methods of prevention of VTE include basic surgical perioperative care; ensuring that 
patients are well hydrated and encouraged to mobilise.  Mechanical prevention options 
include Graduated Compression Stockings (GCS).  When combined with pharmacological VTE 
prophylaxis a 72% reduction in proximal DVT has been demonstrated but impact on PE is not 
clear[5].  Correct fitting and monitoring is essential to void complications.  Contraindications 
to GCS use should be identified and documented as part of Risk Assessment.  Intermittent 
pneumatic compression (IPC) devices can also be used during and immediately post surgery 
leading to a 50% reduction in DVT but no proven impact on PE rate[6]. 

Pharmacological Prophylaxis:
Pharmacological VTE prevention is strongly recommended and its use is supported by high 
quality evidence[7]. Use of Low Molecular Weight Heparin (LMWH) leads to a significant 
reduction in the incidence of VTE in Colorectal Surgical Patients[8] from 9.4% to a 2.8% risk 
of proximal DVT[1]. Combination of IPC and pharmacological prophylaxis leads to further 
reduction in VTE[9]. Risk Assessment is important to exclude the need to adjust dosing 
(increased obesity, reduced chronic renal disease or increased bleeding risk).  Extended use 
of LMWH (Extended Thromboembolism Prophylaxis, (ETP)), is recommended for four weeks 
following CRC surgery[2,3].  ETP following surgery for IBD should be considered but is not 
currently a standard of care[10].
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Higher Risk  Scenarios:
There are a number of scenarios where patients may be at higher risk of Thromboembolism 
or side effects of Prophylaxis (DVT/PE diagnosed on CRC staging investigations, Past History 
of DVT/PE,  Inherited or Acquired Blood Dyscrasias / Pre-existing need for Anticoagulation). 
Patient specific management should be undertaken to optimise each patient’s care with use 
of hospital guidelines and Specialist guidance.
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   Prehabilitation: improving patient “readiness” for
colorectal cancer surgery
John M Saxton,
Department of Sport,
Health & Exercise Science,
University of Hull

There has been growing interest in the role of pre-operative exercise as an intervention for 
optimising cardiometabolic fitness (‘physiological reserve’) and improving post-operative 
recovery outcomes after major cancer surgery [1]. Since Older et al. (1993) first reported 
an association between low cardiopulmonary fitness and poor outcome following major 
surgery in elderly patients [2], other studies have reported an association between 
cardiopulmonary fitness and post-operative recovery outcomes in cancer patients, including 
those undergoing colorectal resection [3]. Furthermore, supervised pre-operative aerobic 
and resistance exercise have been shown to improve cardiopulmonary fitness, maintain 
lean body mass and augment tumour regression grading in colorectal cancer patients 
following neo-adjuvant chemoradiotherapy [4, 5]. There is also evidence of improved 
functional (walking) fitness and maintenance of lean body mass in colorectal cancer patients 
throughout the peri- and post-operative periods following home-supported exercise 
programmes as a component of trimodal prehabilitation incorporating nutritional and 
psychological support [6, 7]. 

Yet despite reports of improved pre-operative cardiopulmonary and functional fitness 
outcomes, most studies to date have been unable to show that exercise training alone or as 
part of multi-modal prehabilitation translates into reduced peri-operative risk or improved 
post-operative outcomes in colorectal cancer patients undergoing surgical resection. 
Heterogeneity of study designs and patient populations is likely to account for inconsistent 
findings in the published literature. In addition, most studies of pre-operative exercise 
training have been small-scale, have not accurately reported pre-operative changes in 
cardiopulmonary fitness, and have been insufficiently powered to detect changes in post-
operative recovery outcomes.

Rigorous randomised controlled trials, including studies that are designed to test the clinical 
and cost effectiveness of different exercise delivery methods (e.g. hospital-supervised 
versus home-supported exercised programmes) are clearly needed. Home-supported 
exercise may be adoptable by higher numbers of patients and can be successfully continued 
soon after major cancer surgery. However, more closely supervised programmes (e.g. 
hospital-supervised exercise) may be more effective for improving cardiopulmonary fitness 
in short time-window before major abdominal surgery and the potential advantages of 
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supervised vigorous intensity aerobic interval exercise have been highlighted [8]. Post-
operatively, interventions that provide ongoing support via intervention contacts are likely 
to have the greatest impact on long-term health-related quality of life. 

This presentation will provide an overview of prehabilitation in the context of colorectal 
cancer surgery, before providing an update on PREPARE-ABC, a UK-based multi-centre 
randomised controlled prehabilitation-rehabilitation trial. PREPARE-ABC has been designed 
to assess the clinical and cost-effectiveness of pre- and post-operative supervised and 
home-supported exercise in relation to short- and longer-term post-operative recovery 
outcomes in colorectal cancer patients undergoing curative-intent major abdominal surgery. 
By addressing key limitations of previous research, the trial aims to generate robust clinical 
and cost-effectiveness data to underpin clinical guidance on how exercise programmes 
should be implemented in the routine management of colorectal cancer patients awaiting 
surgical resection.
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The Critically Unwell Colorectal Patient
Tan Arulampalam,
Consultant Laparoscopic and General Surgeon & Visiting Professor of Surgery,
East Suffolk and North Essex NHS Foundation Trust

Failure to identify, investigate and treat patients with colorectal pathology who become 
critically unwell forms a huge proportion of the morbidity and mortality seen in our hospi-
tals today. The cost to the patient is immeasurable and the burden on the healthcare system 
immense. The impact of late diagnosis and treatment of this group of patients also has an 
impact on surgeons, nurses, and members of the wider teams that we work within.

This talk focuses on a scenario that is not uncommon in our hospitals and explores the vari-
ous themes that become apparent. The failures seen are repeated often, but when analyzed 
in context reveal that the solutions rely on professionals addressing the system within which 
the patient is treated, the training of staff who look after these patients, having access to 
diagnostics, and finally the decision-making processes within the responsible teams.

The aim is to give a framework around which solutions can be developed based on individ-
ual hospital circumstances, for example the resources available, and may require innovation 
in the way teams work and how technology is deployed and used. The fundamental princi-
ples, however, rely on building a culture of learning that allows a broad view of all the areas 
of concern and how staff are empowered to address these issues. 
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Acute Severe Colitis
Katie Adams,
Consultant Colorectal and Emergency Surgeon,
Guy’s & St Thomas’ NHS Foundation Trust, London

One fifth of patients with Ulcerative Colitis (UC) will require a hospital admission for an 
acute flare of their disease at some point, most commonly as their first presentation of 
the disease. In adults, Acute Severe Ulcerative Colitis (ASUC) is classified according to the 
modified Truelove and Witts’ criteria. 

Mild Moderate Severe

Bowel movements (no. 
per day)

Fewer than 4 4-6 6 or more plus at least one 
of the features of systemic 
upset (marked with a *)

Bloods in stools No more than 
small amounts 
of blood

Between mild and 
severe

Visible blood

Pyrexia (temperature 
greater than 37.8°C)*

No No Yes

Pulse rate greater than 
90 bpm

No No Yes

Anaemia* No No Yes

Erythrocyte sedimenta-
tion rate (mm/hour)*/ 
CRP

ESR 30 or be-
low/

CRP <30

30 or below/

CRP <30

Above 30/

CRP >30

Truelove and Witts’ Severity Index

19% of patients will require a colectomy during their first ASUC admission, remaining high 
even with biologics (23%), rising to 38.2% if there are several admissions. Patients reaching 
the criteria for ASUC, should be admitted to hospital for urgent assessment, including 
bloods, stool sample including for clostridium difficile, AXR and flexible sigmoidoscopy (with 
evaluation for cytomegalovirus). Patients should keep an accurate record of their stool 
samples during this time, including the presence of blood. 

Only 5% of patients admitted with ASUC will demonstrate megacolon and should be 
referred urgently for a surgical opinion as an early colectomy is likely. If a perforation ensues 
pre-operatively, mortality rates remain up to 50%.
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First line medical management following admission is intravenous steroids, either 
methylprednisolone or hydrocortisone, without the need to wait for stool culture results. 
Response to intravenous steroids is achieved in approximately half of patients, usually with 
clinical improvement by day 3. Day 3 should be the threshold for a move to either rescue 
medical therapy or consideration given to a surgery. 

Higher initial stool frequency, transverse colon >5.5cm on AXR, low albumin <30g/L as 
well as more severe endoscopic features are associated with a higher risk of initial medical 
failure, and greater need for rescue therapy or surgery. 

Patients are typically under the gastroenterology or medical teams at the time of 
commencing steroids. Surgical opinion should be sought early (this is usually at day 3) at 
the time patients are being considered for a switch to rescue therapy, particularly if there 
are adverse features predictive of overall failure. The two main medical rescue therapies are 
either ciclosporin or Infliximab. With Ciclosporin, only a quarter to half of patients started 
on ciclosporin will still require colectomy on that admission, however there is a significant 
treatment toxicity with 5% incurring serious infections and mortality in 1-3%. Infliximab is 
also an effective treatment, comparable to ciclosporin, but is contra-intra indicated in those 
with latent TB, active sepsis and cardiac compromise. 

NICE guidelines recommend a colectomy within 7 days of rescue therapy, or earlier if 
associated complications (such as megacolon), with therefore surgical opinion prior to 
that time to allow appropriate time for decision making and to avoid delays. Optimal 
decision making for patients at this stage include combined input from gastroenterologists, 
colorectal surgeons and stoma therapists. Patient mortality increases with delay to surgery 
in medically refractory disease, with OR 2.12 at 6 days post admission (compared to 3 days) 
and 2.89 at 11 days. 

A subtotal colectomy, with or without a mucus fistula is operation of choice, either via 
a minimal access or open route. Minimal access affords the patient typically a shorter 
length of stay and reduced risk of infections, but method of choice should be guided by surgeon 
experience.

A mucus fistula may be formed either subcutaneously or matured to the skin with the 
hope of controlling any stump blow out, similarly the stump may be closed and left intra-
abdominally with a rectal catheter placed trans-anally. 

Delays to surgery are associated with higher rates of thromboembolism and infection, with 
complication rates in general being higher since the introduction of biological therapy, 
reflecting likely longer in patient treatment prior to surgery. 

Third line immunosuppressive therapies (such as Tofacitinib) may be given in specialist 
centres, with extra caution in these patients as their path to potential medical management 
failure will typically be longer, and so patients may have higher surgical risk by this point. 

Proctectomy is avoided in the acute setting to allow the patient to retain options of future 
restorative pouch formation, as well as reducing the risk incurred with proctectomy in a 
state of acute inflammation, as well as potential reduced rates of adequate sexual function 
and fecundity. 
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Useful resources: 

1. NICE guidelines for Ulcerative Colitis: management NG130, May 2019. https://www.nice.
org.uk/guidance/ng130

2. Aratari A, Papi C, Clemente V, et al. Colectomy rate in acute severe ulcerative colitis in 
the infliximab era. Dig Liver Dis 2008;40:821–6

3. ECCO Treatment Algorithm: http://www.e-guide.ecco-ibd.eu/algorithm/acute-se-
vere-colitis

Pouch complications 
Omar D Faiz 
Divisional Clinical Co-Director and Consultant Surgeon, St Mark’s Hospital & Professor of 
Practice (Colorectal Surgery) at Imperial College 

 

Pouch surgery is the ultimate ‘quality of life’ procedure. Patients elect to undergo a major 
surgical intervention in order to improve their quality of life. The rationale for complex 
surgery under these circumstances differs greatly from those undertaken for disease where 
surgery may save or extend a life. For these reasons complications, especially those with a 
lasting detrimental impact, can affect patients disproportionately.  

 

Within this presentation we will discuss the commonly encountered complications that can 
follow ileal pouch surgery. Specifically, we will explore

i. the common pitfalls that arise in patient selection for pouch surgery (and how  
 to avoid them)

ii. technical factors that can contribute towards complications (and how to try to  
 avoid them or salvage the situation should they arise) 

iii. offer a paradigm for investigation of pouch dysfunction. 

Complications will arise after major surgery. There is however a wisdom in understanding 
why they arise and how to prevent them. As Eleanor Roosevelt, an historical First lady of the 
United States and political activist, once said: “Learn from the mistakes of others. You can’t 
live long enough to make them all yourself.” 
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Small bowel Crohn’s disease

Valerio Celentano MD PhD FRCS
Consultant Colorectal Surgeon – Chelsea and Westminster Hospital NHS Foundation Trust
Honorary Senior Lecturer – Imperial College London

Abstract

Crohn’s disease (CD) is a chronic inflammatory condition of the gastrointestinal tract and 
terminal ileum and caecum are the most commonly affected areas. Surgery can become 
necessary in up to 80% of the patients, mainly for lack of response to medical management 
with common indications for surgery including abscesses, complex internal fistulae and 
fibrostenotic strictures.

Patients with CD require a multidisciplinary approach for an essential close and structured 
integration of medical and surgical management to identify the right time for surgery with 
the aim to minimise emergency surgery, postoperative complications, and recurrence. It is 
a quality requirement that patients having surgery for CD have it undertaken by a colorectal 
surgeon who is a core member of the Inflammatory bowel disease (IBD) multidisciplinary 
team [1] auditing stoma rate, complications, re-interventions and mortality [2].

A minimally invasive surgical approach for the treatment of CD has the advantages of 
quicker recovery, less adhesions formation (particularly relevant due to the high risk of 
redo surgery needed), and better cosmesis. However, there are technical challenges due 
to the thickened mesentery, the potential of abscesses and fistulae and the reduced tactile 
feedback.

There has been increasing interest on the extent of the resection of the mesentery, with 
advocates for radical mesenteric resection demonstrating a significantly reduced surgical 
recurrence rate when a substantial part of the mesentery is included in the resected 
specimen [3]. While the mesentery is likely to play a pathogenic role in CD, it is also crucial 
for intestinal vascularization, and extensive removal may compromise bowel tissue with 
concerns regarding haemorrhagic dangers associated with division of the mesentery 
in patients with CD and potential need for increased length of resected bowel if larger 
mesenteric segments are removed. 

Mesenteric-based surgery is also embraced by the Kono-S anastomosis technique, 
where the mesentery is divided close to the intestinal wall to preserve vascularization 
and innervation [4], and subsequently excluded from the anastomosis, considering the 
mesentery the initial site of CD recurrence.

Aim of the presentation and discussion will be to give an overview of multidisciplinary 
treatment of CD, with focus on surgical treatment, the role of minimally invasive surgery 
and common challenges in the management of stricturing and penetrating disease.
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Exclusive Enteral Nutrition
Thomas Pinkney,
Professor of Surgical Trials and Colorectal Surgeon,
University Hospitals Birmingham

Exclusive Enteral Nutrition (EEN) is the term used when a patient replaces their habitual diet 
with an exclusive liquid diet for a defined period of time. EEN is widely used in paediatric 
Crohn’s Disease (CD) as first line therapy for induction of remission without the use of 
steroids; indeed the 2020 joint ECCO/ESPGHAN guidelines include consideration of EEN as 
the primary treatment option to induce disease remission in children with mild to moderate 
Crohn’s, with the added benefit of improving  nutritional status and linear growth. Standard 
duration of EEN in most paediatric studies is six weeks and this has been shown to induce 
remission in 60-80% of children and adolescents.

To date, there have been no completed RCTs exploring the ability of EEN to induce remission 
in adults compared to usual unrestricted diet. A Cochrane review showed that EEN may be 
therapeutically beneficial, albeit inferior to steroids, although compliance issues might be 
impacting upon effectiveness.  

The existing evidence base supporting the use of EEN in adults with CD comes from 
observational studies, many of which are single-centre and/or retrospective. This said, they 
collectively yield potentially important signals in a variety of areas:

Reduced steroid use - Steroids are first line therapy for adults presenting acutely with active 
disease and are also used to control symptoms whilst awaiting elective surgery. However, 
steroid use is a risk factor for intra-abdominal septic complications OR 1.99; [95% CI 1.54-
2.57]. Steroids also delay wound healing and increase the risk of superficial and deep 
surgical site infection, pneumonia, myocardial infarction, renal insufficiency, and prolonged 
intubation. Steroid use also increases the risk of readmission within 30 days by 58%, risk 
of reoperation by 21%, hospital stay >30 days by 21% and risk of mortality by 32%. Two 
single centre studies showed the use of EEN pre-operatively allowed up to 62.5% of steroid 
dependent patients to successfully wean off steroids pre-operatively. 

Reduced operative complications – One study showed that patients started on EEN 
compared with matched controls had a shorter operating time and were nine times less 
likely to develop an abscess or anastomostic leak. Another demonstrated that patients 
who were immunosuppressant-free prior to the operation and given EEN had a reduced 
incidence of post-operative complications and a reduced need for an urgent operation.

Optimise Control of Crohn’s disease before surgery - Pre-operative management of fistula/
abscesses is recommended to reduce post-operative complications and data suggest that 
EEN may play a role in this alongside radiologically or surgical drainage. Retrospective 
studies in adults showed that EEN can be effective at inducing remission and help resolve 
fistula/abdominal abscess formation. One group demonstrated that those started on EEN 
compared with matched controls had a lower CRP at time of surgery and 25% of patients 
avoided surgery altogether. 
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Reduce the need for stoma formation - Several studies have suggested that pre-operative 
EEN reduces the requirement for stoma formation at the time of operation. Stomas 
are usually created during CD surgery as the patient is at high risk of anastomotic leak, 
because of multiple anastomoses, or because of significant ongoing infection at the time 
of operation. CD patients often have several risk factors for anastomotic leak – steroid use, 
malnutrition and smoking status. It is likely that the tendency to reduced stoma formation 
in the current literature is because six weeks of pre-operative optimisation of EEN can give 
time for the patient to be weaned off steroids and improve nutritional status. 

Current proponents of EEN in adult CD patients report that this possibility of decreasing the 
risk of needing a stoma is a significant motive for patients to accept and comply with six 
weeks of EEN ahead of their surgery. 

The evidence gap around the potential clinical and cost-effectiveness of preoperative EEN 
treatment in adults undergoing surgery for CD was identified by the NIHR HTA programme 
and a commissioned research call was published in 2020. This resulted in the recently-
funded Optimisation before Crohn’s surgery using Exclusive enteral Nutrition (OCEaN) trial, 
jointly led by Rachel Cooney (Gastroenterologist, Birmingham) and Caris Grimes (Surgeon, 
Medway). In OCEAN, 40 hospitals will be opened across the UK and 618 adult patients 
undergoing elective surgery for small bowel and / or colonic CD (primary or repeat surgery) 
will be randomised to receive either six weeks of EEN prior to surgery or usual diet as per 
local standard care. Any site would be very welcome to participate in OCEAN; please contact 
m.kaur@bham.ac.uk for more information on how to get involved.
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Pelvic floor – ODS
Dorin Ziyaie
Consultant Colorectal Surgeon
Ninewells Hospital & Medical School
Dundee Scotland 

Understanding and appreciation of obstructed defecation is pivotal for a comprehensive 
colorectal practice irrespective of a declared interest in pelvic floor surgery. 

Ambiguity of symptoms are as such that patients may not be referred to the specialists 
timely and many have been going round and round various departments for years which 
is why by the time they see specialists they are often frustrated and doubtful of treatment 
options which by and large remain conservative and not surgical. It is ironic that whilst they 
come to see a colorectal “surgeon” we would spend most of the time talking about anything 
but offering surgery in the first instance or in some cases “never”. 

It is therefore the realistic expectation of every colorectal surgeon to tease out the 
symptoms of ODS and start some simple lifestyle / medical treatment should such patients 
come to their clinics before directing them to the appropriate specialist teams. 

Whilst in the past 2 decades this concept is better understood and the care of the patients 
are better streamlined, the condition remains an area of ambiguity, disproportional patient 
expectation in cure vs alleviation of symptoms, enhanced consent, shared decision making, 
practice of realistic medicine, complaints and litigation. 

This talk is aimed to give a snapshot of this highly controversial topic which includes 
multiples of aetiological factors with arrays of possible approaches which have rarely been 
subject of large randomised controlled trials.  The talk will aim to give simple practical 
pointers in a summary format for a condition that in itself could be subdivided to several 
other talks. 
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Rectal prolapse - options for surgery and reasons for failure
Shahab Siddiqi
Consultant Colorectal Surgeon
Broomfield Hospital

Definitions
External rectal prolapse is the full thickness prolapse of rectum beyond the anal verge. 
Internal rectal prolapse (intussusception) is the full thickness prolapse of rectal wall into 
rectum (rectorectal) or anus (rectoanal), but not beyond the anal verge. Mucosal prolapse is 
the prolapse of mucosa alone beyond the anal verge. Below concern external prolapse, but 
there is crossover with internal prolapse.

Aetiology
There are 2 types of aetiological factors related to loss of pelvic support. Those not associat-
ed with increased recurrence after surgery; women, older age, multiparous and post meno-
pausal (type 1). Those which seem to be associated with surgical failure: obesity, functional 
evacuatory disorders, hypermobility spectrum disorders such as Elhers-Danlos and eating 
disorders (type 2).

Anatomy
A key anatomical concern which can limit perineal approaches to surgery is what part of the 
rectum does the prolapse originate. The typical prolapse is low take off where there is full 
eversion of the rectum at or near the anal verge. A high take-off rectal prolapse is where the 
prolapse starts well within the rectum limiting access for transanal procedures. Clinic as-
sessment not perfect to differentiate and both can occur in same individual.

Classes of rectal prolapse procedures
There are 4 types of rectal prolapse procedures: (Anal) restriction operations, rectal muscle 
plication, (transanal) rectal resection and abdominal suspension.

Anal restriction operations
Involve encircling the patulous anus with sutures, mesh or wire and are rarely used now.

Rectal muscle plication
Procedures such as Delorme’s can combined with levatorplasty for low take-off prolapse. 
Advantages include that it can be performed under spinal anaesthesia, incontinence can 
improve, avoids risk of sexual dysfunction in men. Disadvantages include bleeding, rectal 
stenosis and recurrence (30%). There is some suggestion that adding a pelvic floor repair 
may reduce recurrence, but with added complications. Recurrence occurs because there is 
no reconstruction of pelvic supporting structures, because of inadequate proximal mucosal 
dissection and type 2 aetiological factors. Stricturing occurs if mucosal dissection performed 
too proximal and is a risk if procedure used for high take-off prolapse. Need to consider 
anoreceptive intercourse.
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(Transanal) Resection operations
Procedures such as Altemeier’s can be combined with levatorplasty for low take-off pro-
lapse. Advantages include that it can be performed under spinal anaesthesia and inconti-
nence can improve. Disadvantages include bleeding, rectal stenosis, recurrence (24%) & 
issues with the coloanal anastomosis. There is some suggestion that the addition of pelvic 
floor repair may reduce recurrence. Recurrence occurs because there is no reconstruction 
of any pelvic supporting structures, inadequate proximal transection and type 2 aetiological 
factors. Stricturing can occur after anastomotic leak. Need to consider anoreceptive inter-
course. Technically can be very difficult if performed on high take-off prolapse.

Suspension operations
More logical way to fix inadequate pelvic support. In modern era these are laparoscopic/
robotic suture rectopexy, ventral mesh rectopexy. Either can be combined with a sigmoid 
resection, a resection rectopexy. Incontinence can be improved.

Laparoscopic Suture Rectopexy is performed in various ways from full posterior mobilisation 
with placement of sutures from the pre-sacral fascia to mesorectum to just a few sutures 
from the mobilised posterior rectum to the sacral promontory. Advantages include avoid-
ance of mesh. Disadvantages include severe pre-sacral bleeding, constipation in 10-20% 
(denervated rectum), recurrence in 10-20% as there maybe inadequate structural support 
reinforcement.

The sigmoid resection used as part of a laparoscopic resection rectopexy was introduced to 
counteract constipation induced by rectal denervation. Associated potentially with added 
mortality and morbidity of the resection. 

Laparoscopic Ventral Mesh Rectopexy introduced to avoid denervating the rectum and re-
constructs the rectovaginal septum. Recurrence 5%, constipation 2-5%. Mesh complications 
occur in 0.5% & 2% in biological and synthetic mesh respectively. Higher recurrence with 
biological mesh.

All suspensions operations have a higher recurrence with type 2 aetiological factors.

Which operation?
Let the patient decide. Provide full information with PILS and MDT. Perineal approach in 
those unfit for abdominal approach. Which perineal procedure? Small low take off - Delo-
rme’s. Larger low take off prolapse - Delorme’s, Altemeier’s or abdominal approach. Young 
man - consider Delorme’s (concern for sexual dysfunction). High take off prolapse - abdomi-
nal approach. Which mesh? Let the patient decide.

References: (continued on next page)
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The Role of Mesh in the Pelvis

Andrew Williams,
Consultant Colorectal and General Surgeon,
Guy’s & St Thomas’ NHS Foundation Trust, London

Mesh has been used in pelvic surgery for many years, predominantly for organ prolapse 
but more recently also for high grade intra rectal intussusception leading to obstructed 
defaecation. Over the last 15 years there has been increasing awareness of harm caused 
by the insertion of mesh, predominantly when used in vaginal support surgery, surgery for 
urinary stress incontinence and gynaecology. Whilst mesh related complications still occur 
after rectal prolapse surgery using mesh the rates of mesh complications are lower than in 
gynaecological / urological surgery (1-2% vs up to 10%).

Clear indications for Ventral mesh rectopexy include; 
• High vs Low take off rectal prolapse
• High grade intra rectal intussusception leading to 

• Obstructed defaecation
• Passive soiling
• Post defaecatory soiling

Mesh rectopexy is associated with an 8 – 15% recurrence rate for external rectal prolapse at 
5 years and a 5 – 15% complication rate. It is ideally suited and safe for either laparoscopic 
or robotic approaches. The majority of complications are minor, with mesh related 
complications occurring in 1 – 2%.

Mesh used for rectopexy can be either synthetic (Marlex, Prolene, Titanised prolene), or 
collagen (Permacol, Biodesign). Polyester is associated with an unacceptably high erosion 
rate. Sutures be PDS to the rectum and using Protac / non-absorbable sutures to the sacral 
promontory. 

• No evidence that mesh complication rates are different between mesh types
• No evidence that the recurrence rate differs between mesh type
• Complications may be more straightforward to correct if biologic mesh used previously
• Possible deterioration of biologic results with time (depending upon the cause of recurrence?
• Possible role for non-absorbable mesh if concurrent collagen disorder?

NICE guidance April 2019
• Local MDT , Regional MDT
• Information, Explanation, Database use
• Includes TVT (avoid TVT O) for SUI
• Includes mesh Sacro-Colpopexy
• No use of mesh for anterior /posterior colpopexy
• Assessment of mesh complications
• Specialised Mesh complication centres
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The IMMDS Cumberlege Report 8th July 2020 https://www.immdsreview.org.uk/downloads/
IMMDSReview_Web.pdf “First do no harm”

Summary of main adverse events following mesh rectopexy
• Pain
• Recurrent infections
• Mobility Problems
• Recurrence / New Prolapse, Incontinence
• Bleeding
• Bowel problem – fistula, discharge, ODS, stoma formation
• Mesh erosion
• Sexual difficulties
• Auto-Immune – fatigue, brain fog, hair loss, fibromyalgia
• Psychological impact- PTSD, depression, suicidal ideology

At present whilst the use of mesh for SUI is under a pause, and restricted altogether for 
vaginal prolapse surgery, it is still allowed for rectopexy, under “high vigilance”

Following the report, the conditions for lifting the pause are
• Appropriate training of surgeons
• National Database
• Maintaining database and so every case captured
• Complications reported via MHRA and linked to register
• Accredited specialized centres for mesh removal/adverse effects of mesh surgery
• NICE guidance on use of mesh for SUI

NHS England are developing a mandatory database for use in all pelvic floor surgery, 
specifically intended to capture all mesh cases, but also the comparator non-mesh 
operation to enable appropriate comparisons of efficacy and risk to be detailed.
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Managing Acute Obstetric Injuries

Julie Cornish 
Consultant Colorectal Surgeon and Senior Lecturer,
Cardiff and Vale University Health Board

Obstetric anal sphincter injuries are reported to occur in 1 in 16 (6.1%) of first time births 
(primips) and 2.9% of all vaginal births,  with a 3 fold increase in the rate of reported third- 
or fourth-degree perineal tears in the UK. (RCOG 2015) It is likely that this incidence is an 
under-estimation however as injuries may be missed.  

One possible reason for this trend is the rise in maternal age at first birth and maternal 
weight, which are linked to a higher birth weight and risk of perineal tears. Other risk 
factors for OASI include forceps and ventouse delivery, especially without episiotomy, Asian 
ethnicity, a more affluent socio-economic status, higher birth weight, and shoulder dystocia.

The major consequence of OASI is anal incontinence (AI), either in the short or long term, 
which can vary in severity. Injury to the anal sphincter is recognized as the most common 
cause of AI and anorectal symptoms in otherwise healthy women. Other consequences 
include perineal pain, infection, dyspareunia and sexual dysfunction.

Obstetric anal sphincter injuries may be seen at the time of delivery – these can be 
referred to as ‘overt’ injuries; or they may be detected after additional investigations such 
as endoanal ultrasound scan after birth. These are termed ‘occult’. A study by Groom et 
al (2002) of 121 women, reported that 40% of third- degree anal sphincter injuries were 
missed on initial perineal assessment. The 2015 GreenTop guidelines from the RCOG state 
that all women having a vaginal birth “are at risk of sustaining OASIS or isolated rectal 
buttonhole tears. They should therefore be examined systematically, including a digital 
rectal examination, to assess the severity of damage, particularly prior to suturing.” 

This has not been mandated previously, however workshop courses and supervised 
training for obstetrics and gynaecology over the last 10 years has led to an improvement 
in recognising and managing these tears. The OASI care bundle project in 2012 was set 
up in 16 centres in the UK. It included an intervention package, including a care bundle 
of best practise and guide, a multidisciplinary skills development module for health care 
professionals, and campaign materials designed to raise awareness among clinicians and 
women. It was successful in (Jurczuk 2021)

Ultrasound scanning detects residual defects in the anal sphincter complex in about 
19%–36% of asymptomatic women following repair of OASIS (Fernando 2006). The clinical 
relevance of these asymptomatic defects currently remains unclear, but it is likely that these 
women are at higher risk of developing AI after menopause.

Clinical guidelines (RCOG 2015) state that “all patients who sustain an obstetric anal 
sphincter injury should be followed up, where feasible in a specialist clinic with availability 
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of endoanal ultrasound and anorectal physiology to allow full assessment of the anal 
sphincter complex post-delivery and to make recommendations with regards to future 
mode of delivery.” The use of endoanal USS after OASI is still not standard in many centres 
but with the increasing focus on womens health needs following the recent Cumberledge 
report and the report on Shrewsbury maternal care services are likely to drive the need to 
improve standards.  

The role of the colorectal consultant in acute obstetric injury has evolved, with many 
consultant and trainees having limited or no experience of primary sphincter repair. 
However there does remain a role, especially as the obstetric followup of these patients 
usually ends after 6 -12weeks. For more severe obstetric trauma colorectal involvement 
may be requested and it is important that trainees are aware of best practice guidance. 

Whilst 2/3 of OASI patients are asymptomatic at 6 months, it is recognised that this will 
decline over time. Of the early symptomatic patients most will have mild AI but 1 in 10 of 
all OASI women will have severe symptoms. Patients should be informed of this and the 
treatment options available.  All women should be referred to pelvic floor physiotherapy 
and seen in a perineal trauma clinic. Signposting to charities and relevant organisations is 
suggested.

Classification of OASI (Sultan 1999) used by ICC and RCOG

Type of tear Definition
First degree tear Injury to perineal skin
Second degree tear Injury to perineum involving perineal muscles but not involving 

the anal sphincter
Third degree tear Injury to the perineum involving the anal sphincter complex
3A Less than 50% of EAS thickness torn
3B More than 50% of EAS thickness torn
3C Both EAS and IAS torn
Fourth degree tear Injury to perineum involving the anal sphincter complex (both 

EAS & IAS) and anal epithelium
Buttonhole tear External anal sphincter intact, but anal or rectal mucosa tear 

(with or without internal anal sphincter)

Guidelines (Green Top Guideline No. 29, Royal College Obstetricians and Gynaecology):
•	 Repair should be done by an experienced obstetrician ideally in an operating theatre 

under GA or spinal. Repair of OASIS in the delivery room may be performed in certain 
circumstances after discussion with a senior obstetrician. 

•	 Broad spectrum iv antibiotics

•	 Foley catheter 24 hours
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•	 Figure of eight sutures should be avoided during the repair of OASIS because they are 
haemostatic in nature and may cause tissue ischaemia. 

•	 A rectal examination should be performed after the repair to ensure that sutures have 
not been inadvertently inserted through the anorectal mucosa. If a suture is identified 
it should be removed. 

•	 The injury should be graded and clearly documented. If in doubt the severity of the 
injury should be upgraded rather than downgraded. 

•	 Anal epithelium should be repaired using vicryl 3.0 or vicryl rapide

•	 Sphincters should be repaired with 3.0 PDS. If you can identity the structures of IAS 
and EAS then repair each muscle layer separately.

•	 IAS should be repaired end to end

•	 For partial thickness (all 3a and some 3b) tears, an end-to-end technique should be 
used. 

•	 Full thickness EAS tears can be repaired overlap or end to end. Weak evidence that 
overlap technique appears to be associated with lower incidence of faecal urgency 
and anal incontinence symptoms. (Fernando 2013)

•	 The use of postoperative laxatives is recommended to reduce the risk of wound 
dehiscence. Bulking agents should not be given routinely with laxatives. 

•	 Explain and debrief the injury to the woman and her partner. 

Where does the colorectal surgeon fit in? 
Colorectal surgeons in the UK are not the most experienced people to perform the repair 
acutely, with less exposure to delayed sphincter repairs in training, let alone acute repairs. 
There is no evidence to support the routine use of a defunctioning colostomy in the acute 
obstetric injury (Fernando 2013). The use of a defunctioning colostomy in women with 
complex rectovaginal fistulae or secondary wound dehiscence should be considered on an 
individual basis for symptom management.

Colorectal surgeons are more likely to see women with OASI in outpatient clinics with 
incontinence symptoms, typically up to 7 years post partum or after the menopause. 

What about early secondary repair? 
An early secondary repair may be performed for a missed injury, or if a primary repair is 
complicated by wound rupture or infection. Early secondary repair is classed as anything 
within 21 days of delivery. Functional long-term outcomes are comparable to those 
following a late sphincter repair (good functional outcomes at 3 years in 70-80% but 6% at 
10 years). However there appears to be a high risk of complications, mainly rectovaginal 
fistulas, which need to be taken into account. 
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Why colorectal surgeons should do colonoscopy

James Wheeler,
Consultant Colorectal Surgeon and Divisional Director for Surgery,
Addenbrookes Hospital in Cambridge

Colorectal surgeons across the UK currently undertake a large proportion of routine 
diagnostic and therapeutic colonoscopy in most National Health Service Trusts. From 

March 2020 to March 2022, Consultant Colorectal Surgeons performed 2042 of 6979 (29%) 
colonoscopies at Cambridge University Hospital NHS Trust.

It is widely agreed that all colonoscopy practice should be carried out to a common high 
standard (to the level of, or ideally exceeding, JAG accreditation) and that colorectal trainees 
and consultants should not be exempt from these. Therefore, it is important that colorectal 
trainees are given sufficient time and opportunity to be trained to deliver high quality 
colonoscopy [1]. However, this addresses how colorectal surgeons should do colonoscopy 
rather than why they should do colonoscopy.

Colonoscopy certification in the UK is taken in two parts – provisional and full – mandating 
lifetime procedure counts of 200 or 300, respectively. Over the last 5 years, the number of 
colonoscopies performed during training has declined for colorectal surgery trainees but 
increased for gastroenterology trainees [2]. Gastroenterology trainees are more likely to 
achieve provisional and full certification. For trainees completing training in 2017, 19% of 
colorectal surgery trainees compared with 88% of gastroenterology trainees were able to 
reach the threshold of 300 procedures for full certification. Colorectal surgery trainees have 
fallen behind their gastroenterology counterparts in accruing endoscopy experience. This 
affects the ability of colorectal surgery trainees to achieve certification prior to completion 
of training.

In the UK, endoscopy certification is administered by the Joint Advisory Group on 
Gastrointestinal Endoscopy (JAG). Despite variations among gastroenterology and surgical 
trainees, average pre- and post-certification KPIs for certified trainees met national 
standards, suggesting that JAG certification is a transparent benchmark which adequately 
safeguards competency in endoscopy training [3].

Caecal intubation rate (CIR) is an established performance indicator of colonoscopy. In 
some patients, caecal intubation with acceptable tolerance is only achieved with additional 
sedation. It has been proposed that a composite Performance Indicator of Colonic 
Intubation (PICI), which combines CIR, comfort, and sedation would be a better overall 
performance indicator [4]. PICI was defined as the percentage of procedures achieving 
caecal intubation with median dose (2 mg) of midazolam or less, and nurse-assessed 
comfort score of 1 - 3/5. Data from 20 085 colonoscopies reported in the 2011 UK national 
audit were analyzed. PICI was achieved in 54.1 % of procedures. Procedures in which PICI 
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was achieved were associated with significantly higher polyp detection rates than when 
PICI was not achieved. It was concluded that PICI provides a simpler picture of performance 
of colonoscopic intubation than separate measures of CIR, comfort, and sedation. 
Furthermore, it is associated with more factors that are amenable to change that might 
improve performance and with higher likelihood of polyp detection. 

In summary, all colorectal surgeons should have the opportunity to be trained in and 
perform colonoscopy. However, not all colorectal surgeons should have to provide 
colonoscopy. Those colorectal surgeons that do provide colonoscopy must ensure that it is 
delivered to a high standard.
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Tips and tricks for the difficult colonoscopy
Sharmila Gupta
Consultant Colorectal Surgeon
East Suffolk and North Essex Foundation Trust

Complete colonoscopy with detection of all lesions, with patient comfort and safety 
throughout, performed in a timely fashion, is the aim for endoscopists. However, there are 
some patients whose colonoscopy is difficult, and caecal intubation is not easy to achieve. 
This talk aims to help the endoscopist navigate the difficult colonoscopy and achieve the 
desired outcome.

The learning points will be:

•	 Recognising what factors make a colonoscopy difficult
•	 What can be done to pre-empt a challenging colonoscopy
•	 Techniques that can be employed when the endoscopist is struggling

Patient, technical and team factors can all impact the ease of colonoscopy. Identifying these 
prior to starting the procedure and making appropriate changes will help the endoscopist. 
Certain patients, such as in-patients, those with chronic constipation or diabetes may bene-
fit from a prolonged bowel preparation given over 2 days[1]. Female patients have a longer 
transverse colon than men and those who have had pelvic surgery have a lower caecal intu-
bation rate [2,3]. Those with fixed, angulated segments or with a redundant colon also pose 
a challenge.
Apart from ensuring good bowel preparation and appropriate sedation/analgesia, various 
techniques are available to help the endoscopist. These include prophylactically using posi-
tion change to minimise looping and to open up the flexures [4]. Targeted abdominal pres-
sure is another useful adjunct. Minimising insufflation on intubation and judicious use of 
suction can help to concertina the colon onto the endoscope. Water assisted techniques can 
be useful in angulated segments or in the redundant colon [5]. Magnetic endoscope imag-
ing helps with identifying and resolving loop formation [6]. 

These techniques and others will be discussed, paying attention to the situations in which 
they are likely to give the maximum benefit.
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Bowel Cancer Screening (with focus on the English National BCSP).
Neil Cripps
Consultant Surgeon
Clinical Adviser in Endoscopy to the NHSE&I Southeast
Regional Diagnostics Programme

Each UK country sets its own screening policy based on the recommendations of the UK 
National Screening Committee (UK NSC). This means that there are differences in the 
screening offered because the devolved administrations interpret the recommendations 
according to their available resource and deliverability. In England, Bowel Cancer Screening 
has been offered since 2006; the differences between the national Programmes are most 
notably in the age ranges of the target population, the Faecal Hb concentration thresholds
and whether an accreditation process in colonoscopy is needed to screen.

The target population (or at-risk group) for average-risk screening is selected on age criteria 
alone and the discriminatory test to select those at the highest risk is the level of Faecal 
Haemoglobin (FHb) on a one-off two-yearly test, in England at age 56, or 60 -70 years old. 
58-year-olds will be added in 2022, 54-year-olds in 2023 and 50- and 52-year-olds in 2024, 
depending on satisfactory roll out (maintenance of KPIs and capacity). This is an exacting 
timetable, and hopefully will remain on target although there are several challenges, not 
least the availability of highly skilled colonoscopists.

The Bowel Screening programme is very much in development, the aspiration for which is to 
roll out the programme to screen the ages of 50-74 with Faecal Immunochemical Tests with 
an aspirational FIT threshold of 40μg/g. The development of the Programme since inception 
is described as are the planned future developments into screening those at “more than 
average” risk, e.g., colonoscopic screening for Lynch syndrome (already a commissioning 
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intention), and perhaps in Screening in Chronic Inflammatory Bowel Disease (in the early
stages of discussion). There are several advantages to this, not least the high-quality 
administrative process that underpins the Programme, its exemplary Quality Assurance, as 
well as the continuity that the programme will offer as individuals move around within the 
country, and as they age. It may also be said that this group deserves the most consistent 
standard of colonoscopy for their screening examinations. The BCSP also aspires to manage 
as much of the colonoscopically detected neoplasia within programme to maximise the 
ability to capture knowledge about early colorectal neoplasia.

The success of any screening programme is a function of the acceptability of the test 
procedure to the target population, the quality of any intervention (colonoscopy), thus 
maximising disease detection to facilitate accurate cancer preventative management 
(polypectomy), if not to diagnose cancer at an earlier stage. In England, Bowel Cancer 
Screening, is only practiced by Accredited Practitioners which is the best way of accessing 
the best, most consistent colonoscopy, who are backed-up by a highly professional cadre of 
Specialist Screening Practitioners who manage the entire process once an individual enters 
the Screening Service.

The Bowel Cancer Screening Programme is an important part of the national campaign 
to combat colorectal cancer in our community, a disease that is increasing in incidence 
as a function of the failure of primary prevention. While it is true that only relatively few 
cancers (10%)[1] are diagnosed through the Programme, many more pre-malignant polyps 
are removed (from some 70% of those colonoscoped), thus offering an opportunity for the 
prevention of later cancers in many more people. There is a debate to be rehearsed – in 
which I am personally interested – about the way in which the Programme is developed to
maximise its potential.

While relatively insensitive at the present time, there is an import benefit to the population 
of a high quality reliable average risk Screening programme. Apart from the obvious 
advantage of early detection of neoplasia and opportunities for disease prevention, it is of 
clear benefit to be able to rely on the BCSP for effective average risk Screening. This allows 
patients to be managed by the BCSP once their index colonoscopy examination is complete, 
in preference to repeated, low-yield surveillance examinations. The entire BSG/ACPGBI/PHE 
Polyp surveillance guidelines[2] are based on this principle and effective use of this allows 
more capacity to be used for the National BCS planned expansion, as above.
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Standardized Approach to the Assessment of
Rectal Polyps Endoscopically
Amyn Haji, M.A., M.B.B.Chir., M.Sc., M.D., F.R.C.S.
Department of Colorectal Surgery,
Kings College, London, United Kingdom

Endoscopic diagnosis is of paramount importance in the decision-making process for treat-
ment of rectal polyps. This is particularly so for patients with rectal lesions, because inap-
propriate first treatment can have disastrous consequences for the patient. A piecemeal 
endoscopic mucosal resection of a rectal lesion that subsequently harbours incidental malig-
nancy on histology results in decision dilemmas regarding surgical management. Piecemeal 
resection can make an accurate assessment of the depth of invasion of an adenocarcinoma 
difficult, which could potentially lead to subsequent incorrect over- or undertreatment of a 
lesion. It has been suggested that inaccuracies in the assessment of depth of invasion due to 
piecemeal resection have led to invasive recurrences of adenocarcinoma.

Preprocedural biopsy is not always helpful because it needs an accurate endoscopic eye and 
examination to determine appropriate target biopsy, although this is not always needed 
because it often leads to fibrosis before subsequent endoscopic treatment. We have shown 
that multimodal endoscopic assessment with magnification endoscopy, high-frequency mini 
probe ultrasound, and MRI rectum are far superior to biopsy for prediction of submucosal 
invasive cancer.[1] The options for treatment, in addition to endoscopic mucosal resection, 
are endoscopic submucosal dissection (ESD), transanal surgery (transanal endoscopic mi-
crosurgery or transanal minimally invasive surgery), full-thickness resection, or laparoscopic 
surgery. The modality of treatment used often depends on local expertise rather than endo-
scopic diagnosis, and the latter is the cornerstone of management of these rectal polyps.

We advocate a standardized approach to the assessment of rectal polyps endoscopically[1] 
(Fig. 1). This approach is relevant to all polyps in the colon and rectum; however, en bloc 
resection for all rectal lesions is mandatory at our institution. Magnification endoscopy has 
been routinely practiced in our unit for the past decade with 80 to 130× zoom endoscopy 
routinely. Spectral imaging is used to evaluate the vascular pattern according to the Japa-
nese classification (Japan NBI Expert Team), in addition to magnification chromoendoscopy 
to determine the Kudo pit pattern. Morphology of the lesions according to the Paris classi-
fication also guides management in addition to the spectral imaging and pit pattern classi-
fication. Patients with lateral spreading tumours (LSTs) are often referred to tertiary referral 
practices for consideration of endoscopic resection. En bloc resection by ESD is often re-
served for patients with the Vi pit pattern, LST granular mixed nodular type, and LST non-
granular, because these lesions have a higher risk of submucosal invasive cancer compared 
with the LST granular-homogeneous type. The

V pit pattern can be further characterized and evaluated using chromoendoscopy with 
crystal violet. Vi irregular pit can be subdivided into low-grade (high-grade dysplasia) and 
high-grade (early submucosal invasion); Vn indicates nonstructured pits and is indicative of 
deep submucosal invasion. In our practice, high-frequency mini probe ultrasound (20 MHz) 
is utilized for patients with V pit pattern to ensure that the muscularis propria
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is not involved and that the submucosal plane is favourable before embarking on ESD. In 
rare occurrences, during the dissection, if the invasive cancer is deemed to have been un-
derstaged, we can embark on intermuscular dissection of the area of concern to ensure 
complete resection while preserving the mesorectum. In our experience, en bloc resection 
allows for curative endoscopic resection of adenocarcinoma with early submucosal invasion, 
because lymph node metastases are rare in adenocarcinoma with only superficial submuco-
sal invasion or invading <1000μm from the muscularis mucosae.[2,3] In fact, several series 
have demonstrated that, in the absence of high-risk histopathologic factors including lym-
phovascular invasion, poor differentiation, or tumour budding, early colorectal cancer with 
only superficial submucosal invasion or invasion to a depth of <1000 μm is associated with a 
risk of lymph node metastases approaching 0%.[4–11]

FIGURE 1. Process of lesion-specific selection of resection technique at King’s College Hos-
pital. EMR = endoscopic mucosal resection; ESD = endoscopic submucosal dissection; LST 
= laterally spreading tumors; LST G = laterally spreading tumors granular; LST NG = laterally 
spreading tumors nongranular; NBI = narrow band imaging; pEMR = piecemeal endoscopic 
mucosal resection; SM = submucosal.
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Emergency management of abdominal wall hernias
Praminthra Chitsabesan,
Consultant General and Colorectal Surgeon,
York and Scarborough NHS Trust

The principles of “Emergency management of abdominal wall hernias” are essentially the 
same as any acute case.  The management involves resuscitation while obtaining a diagno-
sis.  This may just require a history and examination but for the more complex abdominal 
wall or where there are equivocal findings a CT scan can help plan management. We should 
not be too dependent on this though as the delay in getting a CT scan can be the difference 
between viable and non-viable bowel.

If you are considering that this patient may have at risk bowel, e.g. where the hernia is 
tender and firm, then they will need prompt surgery. Blood tests such as CRP and WCC may 
only increase late on in presentation. Patients with non-resolving bowel obstruction will also 
require surgery.

Surgical principles are:

1. Save life

2. Minimize complications

3. Tissue preservation in order to allow attempt at future definitive repair.

4. Close abdomen (the OA is associated with significant morbidity, spontaneous intesti-
nal fistulation (5%– 17%) and mortality (28%))

Patients with clean wounds where no bowel resection is needed can be closed with mesh.  
This is associated with a reduced recurrence rate but similar complication rate to primary 
closure and maybe advocated for small laparoscopically repaired hernias.
While some studies have suggested an increase in mesh infections with bowel resection 
others have not.  However, there is evidence that delay in diagnosis and bowel resections 
are associated with increased mortality and early operation.  These patients will be less 
tolerant of longer and more invasive procedures and mesh may be best to be avoided.  In-
stead ensure closure of the sheath, with methods such as delayed mesh mediated closure 
if required.  If this cannot be achieved then we would not suggest procedures such as com-
ponent separation and would instead ensure skin coverage and if required a bridging placed 
away from the bowel.
In the case of parastomal hernias, the aim is management of the acute condition and not a 
definitive repair.  A suture repair is usually suitable in this setting.  Stoma relocation is a last 
resort and only usually reserved if a new stoma cannot be brought out at the original site.
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Suggested resources:

1. RCS Edinburgh and BHS hernia masterclass video series

2. 2017 update of the WSES guidelines for emergency repair of complicated abdominal wall 
hernias. Birindelli, A., Sartelli, M., Di Saverio, S. et al.  World J Emerg Surg 12, 37 (2017). 
https://doi.org/10.1186/s13017-017-0149-y

3. The Association of Coloproctology of Great Britain and Ireland consensus guidelines in 
emergency colorectal surgery. Miller A, Boyce K, Box B, Clarke M  Duff S,  Foley N, Guy R, 
Massey L, Ramsay G, Slade D, Stephenson J, Tozer P, Wright D. Volume23, Issue2 Febru-
ary 2021 Pages 476-547: https://doi.org/10.1111/codi.15503

Hernia prevention in colorectal surgery

Rhiannon Harries
Consultant Colorectal Surgeon
Swansea Bay University Health Board

Incisional hernias are a common complication after colorectal surgery and can result in 
pain, altered body image, impaired quality of life and potentially life-threatening hernia 
incarceration or strangulation. Incisional hernia repair is associated with significant 
morbidity and mortality, with recurrence in up to 54% of reported cases and comes with an 
estimated NHS financial burden of £5.5 million per annum. Prevention is better than cure; 
as surgeons we need to adopt strategies to reduce the risk of incisional hernia formation!
This talk will outline both patient and surgery focused risk factors for hernia formation 
and address methods to reduce these risks, where possible. The talk will also discuss the 
evidence base for the role of skin incision choice, suture types, suture closure techniques, 
mesh prophylaxis as well as other adjuncts to perioperative care.
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Planning in Abdominal Wall Reconstruction. 

Oliver Warren,
Consultant General and Colorectal Surgeon,
Chelsea & Westminster Hospital, London

The incidence of incisional hernia after major abdominal surgery via a midline laparotomy 
is 20-41 per cent with short-term follow-up, and over 50 per cent in those surviving an 
abdominal catastrophe. The incidence of recurrence after primary repair of incisional 
hernias is circa 20% at 5 year follow-up, sometimes half that in more dedicated units. 

A significant cohort of the above patients therefore require complex abdominal wall 
reconstruction (AWR). These are difficult operations, often involving mesh resection, 
management of scarred, infected or dysfunctional soft tissue, closure or management of 
stomata, fistula takedown, component separation or flap reconstruction. These patients are 
inherently ‘hernia-genic’ due to having complex conditions, and multiple co-morbidities, 
predisposing them to a vicious cycle of complications and, subsequently, hernia recurrence. 

In most cases, repair is not required in an emergent or urgent setting, giving the surgical 
multi-disciplinary team the opportunity to both plan the procedure in detail, and to 
optimise the patient. 

Prior to any procedure being planned, decisions need to be made about whether (or not) 
the patient should undergo surgery, and if so, when. The timing of the operation, and the 
ability to utilise any time before surgery to optimise the patient, is a key consideration in the 
decision-making process. 

Planning the procedure requires detailed understanding of the patient’s previous surgical 
history, in-depth assessment of the anatomy using expert cross-sectional imaging, and 
consideration of the overlying soft tissues. An ability to ‘flex’ surgical techniques, dependent 
upon intra-operative findings, and to understand the pros and cons of different approaches, 
allows the surgeon to respond to any intra-operative variation. 

Selected References:

1. Grove TN, Kontovounisios C, Montgomery A, Heniford BT, Windsor ACJ, Warren OJ; AWR 
Europe Collaborative. Perioperative optimization in complex abdominal wall hernias: 
Delphi consensus statement. BJS Open. 2021 Sep 6;5(5): zrab082. doi: 10.1093/bjsopen/
zrab082. PMID: 34568888; PMCID: PMC8473840.
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2. Parker SG, Mallett S, Quinn L, Wood CPJ, Boulton RW, Jamshaid S, Erotocritou M, Gowda 
S, Collier W, Plumb AAO, Windsor ACJ, Archer L, Halligan S. Identifying predictors of 
ventral hernia recurrence: systematic review and meta-analysis. BJS Open. 2021 Mar 
5;5(2):zraa071. doi: 10.1093/bjsopen/zraa071. Erratum in: BJS Open. 2021 May 7;5(3): 
PMID: 33839749; PMCID: PMC8038271.

3. Parker SG, Halligan S, Liang MK, Muysoms FE, Adrales GL, Boutall A, de Beaux AC, Dietz 
UA, Divino CM, Hawn MT, Heniford TB, Hong JP, Ibrahim N, Itani KMF, Jorgensen LN, 
Montgomery A, Morales-Conde S, Renard Y, Sanders DL, Smart NJ, Torkington JJ, Windsor 
ACJ. Definitions for Loss of Domain: An International Delphi Consensus of Expert 
Surgeons. World J Surg. 2020 Apr;44(4):1070-1078. doi: 10.1007/s00268-019-05317-z. 
PMID: 31848677.

4. Muirhead LJ, Shaw AV, Kontovounisios C, Warren OJ. Establishing a robust 
multidisciplinary team process in complex abdominal wall reconstruction within a 
colorectal surgical unit. Tech Coloproctol. 2019 Apr;23(4):379-383. doi: 10.1007/s10151-
019-01965-4. Epub 2019 Apr 15. PMID: 30989414; PMCID: PMC6536468.

5. Mauch JT, Mellia JA, Heniford BT, Janis JE, Fischer JP. End-Stage Hernia Disease: A 
Conceptual Framework. Plast Reconstr Surg. 2021 Jul 1;148(1):165e-166e. doi: 10.1097/
PRS.0000000000008017. PMID: 34110320.
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Forming a stoma in difficult circumstances
Jonathan Randall,
Consultant Colorectal Surgeon,
With special thanks to Natasha Rolls, Senior Stoma Nurse Specialist. 
University Hospitals Bristol and Weston 

A stoma is often seen as a safety option in colorectal surgery but try not to discuss it with 
patients as ‘a last resort’, this won’t help them to accept it if it becomes necessary. 

Stomas can bring about a number of complications including:

• Retraction/ stenosis
• Ischaemia/ stenosis
• Bag leakages leading to skin damage. It is estimated that 90% of ostomates 

experience skin irritation and 75% of stoma nurses’ time is spent on skin conditions. 
• Parastomal hernias and prolapse
• High output stomas
• Negative psychological, social and economic impact

These risks are higher in certain ‘difficult circumstances’ that we will discuss including:

• High BMI 
• Site of pathology that requires defunctioning
• Abdominal wall and skin quality
• Previous surgery and adhesions
• Patient’s physical condition- chronic health problems, nutritional status and 

connective tissue quality
• Wheelchair users, the visually impaired and those with dexterity problems

Pre-operative involvement of the stoma team for assessment, counselling and marking is 
the ideal although not always possible. Spending time with your stoma team will help you 
understand what they can and can›t offer.

Intra-operative decisions include:-

• Position of stoma
o  ileostomy vs colostomy: It is often assumed that a colostomy is superior to a 

colostomy but a well spouted ileostomy can be better than a poor colostomy, 
particularly in those with slow transit. 

o Skin creases
o Proximity to midline 
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• Loop vs end stoma
o A loop stoma may be easier to reverse in the long term and prevent closed 

loop distal obstruction but may be associated with overflow or prolapse
o Raise a good spout

• Optimising stoma length and blood supply
o Mobilisation of flexures
o Lateral to medial mobilisation
o Avoid stripping the mesentery as the stoma is delivered. 

• Stoma site selection 
o Trust your stoma nurses!
o In emergency situation think away from midline and where the patient can see 

it. Go high particularly in the large or distended abdomen
o Stoma bridges- can cause pain and leakages during recovery, just as the patient 

is trying to learn how to use the stoma. 

An unsatisfactory stoma may benefit from early revision - we will discuss some of the 
methods to assess stoma health. Whilst many problems can be mitigated by the stoma care 
team and product knowledge this is costly in terms of time, resources and patient well- being.

Options for management of liver metastases

Kirsten Boyle,
Consultant Colorectal Surgeon,
University Hospitals of Leicester NHS Trust

Liver metastases occur in up to 25% of patients with colorectal, some present at diagnosis 
and others appearing during follow-up. With detailed staging and multidisciplinary discus-
sion, many patients will be suitable for treatment.

Liver resection provides the best chance of long-term survival and cure. In order to improve 
the functional outcome, downsizing chemotherapy and optimisation of the anticipated liver 
remnant are routinely used in specialised centres.

The timing of liver surgery - whether before, synchronously or after colorectal resection – 
and the techniques are bespoke to the individual patient. In patients with unresectable me-
tastases, a number of novel techniques are available to improve length and quality of life. 
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What is the role of TNT in rectal cancer?
Elaine Burns 
Consultant Colorectal Surgeon and Honorary Senior Lecturer
St Mark’s Hospital

Learning Objectives
Understand the concept of total neoadjuvant therapy (TNT) including the potential benefits 
and drawbacks
Have awareness of randomised control trials for TNT and induction versus consolidation 
strategies

Definitions
Total Neoadjuvant Therapy (TNT)- Chemotherapy (this can be induction and/
or consolidation) with standard chemoradiotherapy (this can be long course 
chemoradiotherapy or short course radiotherapy) prior to surgery.

Induction TNT- Chemotherapy is given prior to radiotherapy
Consolidation TNT- Chemotherapy is given following radiotherapy

Potential benefits
Local recurrence rates have decreased over time but distant disease remains the main 
determinate of survival. The rationale around TNT aims to

• Enhance compliance
• Allow earlier exposure to chemotherapy to target occult micrometastases and   

 decrease distant relapse rates
• Potentially reduce toxicity
• Improve rates of complete response
• Potentially earlier reversal of ileostomy 

Potential drawback
• Delay to definitive surgery
• Overtreatment in patients who may not have required chemotherapy
• Deconditioning of patient (trials have not shown any difference in surgical complications)

Which patient cohort?
Most studies define locally advanced rectal cancer as clinically T3–4 or any patients with 
MRI evidence of nodal disease. The drawback of this definition is the relatively poor ability 
of MRI to discriminate between involved and reactive nodes. For this reason, neoadjuvant 
strategies in many institutions are limited to those with circumferential resection margin 
(CRM) threatening disease. A recent withdrawal of the 2020 NICE rectal cancer guidelines 
highlighted this as an area of contention. Indeed, there is some evidence that EMVI on MRI 
may be a better marker of a poor prognosis than suspicious lymph nodes. 
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Take home message
TNT appears to improve complete response rates and may reduce distant recurrences 
though doesn’t appear to impact on overall survival. 
Consolidation TNT may increase complete responses over induction TNT but there is no 
impact on longer term oncological outcome. 

Main evidence
Below I summarise the main randomised control trials. 

Role of TNT-RAPIDO and PRODIGE 23
Induction versus consolidation-CAO/ARO/AIO-12 and OPRA 

There are multiple systematic reviews that summarise the non randomised alongside the 
randomised studies such as that by Kong and colleagues and Petrelli and colleagues. [1, 2]

TNT
Short-course radiotherapy followed by chemotherapy before total mesorectal 
excision (TME) versus preoperative chemoradiotherapy, TME, and optional adjuvant 
chemotherapy in locally advanced rectal cancer (RAPIDO): a randomised, open-label, 
phase 3 trial [3,4]

Inclusion: cT4a or cT4b, extramural vascular invasion, cN2, involved mesorectal fascia, or 
enlarged lateral lymph nodes

Intervention:
Consolidation TNT – SCRT (5*5) 6* CAPOX/9*FOLFOX followed by TME 2-4 weeks following 
chemotherapy completion
LCCRT-TME 6-10 weeks following CRT. 8*CAPOX/12*FOLFOX 6-8 weeks following surgery at 
discretion of institution. 

Endpoint:
Primary endpoint
Disease related treatment failure- defined as the first occurrence of locoregional failure, 
distant metastasis, a new primary colorectal tumour, or treatment related death at 3 years.

Secondary endpoints
completion rate of neoadjuvant treatment
toxicity
R0 resection rate
pathological complete response rate 
surgical complications within 30 days 
or mortality
quality of life 
functional outcome
overall survival 
local recurrence
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Findings:
In total 912 people included. Follow up median 4.6 years. 

Disease related treatment failure
Improved in TNT group (HR 0·75 (95% CI 0·60–0·95); p=0·019) due to difference in distant 
mets (HR 0·69 [95% CI 0·54–0·90]; p=0·0048). 

Completion rate of neoadjuvant treatment
Better compliance to preoperative chemotherapy in the experimental group than with. 
adjuvant chemotherapy when offered in the standard of care group toxicity

R0 resection rate
No difference in RO rates.
TNT 382/423 (90%) Standard 360/398 (90%) p=0·87

Pathological complete response rate
Improved pCR rates in the TNT group- OR 2·37 [95% CI 1·67–3·37]; p<0·0001

Surgical complications within 30 days
LOS shortened in nonTNT group [9 days versus 8 days. (p=0.023]). No difference in 
postoperative morbidity.

Quality of life
Overall health (p = 0.192), quality of life (p = 0.125) and low anterior resection syndrome 
score (p = 0.136) were comparable between the two treatment arms.
functional outcome

Overall survival  
No difference
HR 0·92 (95% CI 0·67–1·25); p=0·59

Local recurrence
No difference
HR 1·42 (95% CI 0·91–2·21); p=0·12

*Although locally advanced disease only two patients in each arm had total pelvic 
exenteration so may need to interpret with caution in truly advanced disease. 

Neoadjuvant chemotherapy with FOLFIRINOX and preoperative chemoradiotherapy for 
patients with locally advanced rectal cancer (UNICANCER-PRODIGE 23): a multicentre, 
randomised, open-label, phase 3 trial [5]

Inclusion:
cT3 or cT4 M0

Intervention:
Induction TNT 
6* FOLFORINOX →Long course chemoradiotherapy →TME →FOLFOX/Cap (3 months)
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Long course chemoradiotherapy →TME →FOLFOX/Cap (6 months)
Endpoint
Primary endpoint
Disease free survival at 3 years

Secondary endpoint
Overall survival
Metastasis free survival
Cancer specific survival
Loco  regional recurrence rate
Metastatic recurrence rate
ypT0N0 rate
R0 resection rate
Surgical morbidity
Safety
patient reported quality of life

Findings:
In total 461 patients randomised. Median follow up 46.5 months

Disease free survival at 3 years
Improved in neoadjuvant group
Stratified HR 0·69, 95% CI 0·49–0·97; p=0·034

Overall survival
No difference in two groups
Stratified hazard ratio 0·65 (95% CI 0·40–1·05); p=0·0773

Metastasis free survival
Improved in neoadjuvant group
Stratified hazard ratio 0·64 (95% CI 0·44–0·93); p=0·017

Cancer specific survival
Stratified hazard ratio 0·67 (95% CI 0·40–1.12); p=0·12

Loco regional recurrence rate
No difference in two groups
Stratified HR 0·78, 95% CI 0·34–1·79, p=0·56

Metastatic recurrence rate
Reduced in neoadjuvant group
16.9% versus 24.8%

ypT0N0 rate
Improved in neoadjuvant group
28% (59/212) versus 12% (26/215), p<0.0001
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R0 resection rate
No difference in RO rates 
95% (201/211) patients in the neoadjuvant chemotherapy group and 94% (202/214) 
patients in the standard of care group, p=0.63

Surgical morbidity
No difference

*not a common chemotherapy regime in UK. 

Induction versus consolidation

Randomized Phase II Trial of Chemoradiotherapy Plus Induction or Consolidation 
Chemotherapy as Total Neoadjuvant Therapy for Locally Advanced Rectal Cancer: CAO/
ARO/AIO-12 [6,7]

Inclusion
T3 tumor less than 6 cm from the anal verge
cT3 tumor in the middle third of the rectum (6 to 12 cm) with extramural tumour spread 
into the mesorectal fat of more than 5 mm. i.e cT3b
cT4 tumors
lymph node involvement

Intervention
All patients LCCRT with FOLFOX
Induction 3 cycles of FOLFOX prior CRT
Consolidation 3 cycles of FOLFOX post CRT
Surgery Day 123 from start of treatment. (All patients were offered surgery even if complete 
clinical response)

Endpoint
Primary endpoint 
Pathological Complete response

Secondary endpoints 
Acute toxicity
Compliance with TNT
Surgical complications
Tumor regression grading
Neoadjuvant Rectal Score
R0 resection
Sphincter-sparing surgery
Long-term oncologic outcomes.

Findings
306 patients randomised
Median follow up 43 months
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Path CR achieved in 25% of consolidation group (met significance) and 17% of induction group. 

Lower compliance to chemo in consolidation group (92% versus 85%)

No difference in surgical morbidity

No difference in longer term oncological outcome. 

*pick the winner strategy so direct comparisons were not made between groups. 

Organ preservation of rectal adenocarcinoma (OPRA) trial[8]

Inclusion
MRI stage II and III rectal adenocarcinoma

Intervention
4 months of FOLFOX or CAPOX before (Induction) or after (Consolidation) fluorouracil 
or capecitabine based chemoradiotherapy (Long course CRT) then watch and wait for 
complete clinical response or TME incomplete responders

Endpoint
Primary endpoint
3-year disease-free survival rates

Secondary endpoint
Organ Preservation
Distant metastasis-free survival rates
Compliance

Findings
307 patients eligible for analysis
Median follow-up is 2.1 years

3-year disease-free survival rates
No difference in two groups
78% (70%,87%) 77% (69%,86%) p=0.90

Secondary endpoint
Organ Preservation
Improved in Consolidation group
43% (35%,54%) 58% (49%,69%) p=0.01

Distant metastasis-free survival rates
No difference in two groups
81% (74%,90%) 83% (76%,91%) p=0.86
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Compliance 
No difference in two groups

*full results still to be published in abstract form only

Residual questions
Long course chemoradiotherapy versus short course
Complete clinical responders
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Surgical Techniques in Early Rectal Cancer
Simon Bach,
Consultant Colorectal Surgeon,
University Hospitals Birmingham NHS Foundation Trust

Bowel cancer is the third most common tumour with over 42,000 new UK cases annually, 
447,000 across Europe and 1.93M worldwide; of which one third are located in the 
rectum[1] Peak incidence is at 80 years. 

While early diagnosis is increased by bowel screening and better access to symptomatic 
testing, surgical removal of the rectum following the principles of total mesorectal excision 
remains standard of care for treatment of early-stage rectal cancer[2]. This approach is 
associated with substantial morbidity, occasional mortality and significant impairment 
to quality of life[3]. Standard surgical treatment most benefits younger patients, while 
older patients are not only liable to higher complication rates, but the consequences of these 
complications are also more marked, leading to increased mortality in the year after surgery[4]. 

The majority of patients treated by total mesorectal excision in the UK are node negative[5]. 
A key research question is whether overtreatment of patients with early-stage rectal cancer 
can be avoided through substitution of organ preserving treatment pathways? [6,7].

Advising and treating patients diagnosed with early rectal cancer is currently complex as key 
questions remain unanswered. Nonetheless, we are constructing a narrative based upon 
our community’s experience in order to simplify treatment pathways. This talk will present 
current evidence and personal experience relating to technical performance of surgery for 
early-stage rectal cancer using either radical surgery or organ preservation, and how these 
factors might relate to an individual’s circumstances.
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Splenic flexure cancers- which operation?
Jim Khan PhD, FCPS, FRCS
Professor of Surgery, University of Portsmouth 
Consultant Colorectal & Robotic Surgeon
Clinical Lead Robotic Colorectal Surgery
Portsmouth Hospitals University NHS Trust, UK

Splenic flexure cancers are rare (<5% of colon cancers), present late and are often advanced 
and pose various technical and operative challenges. The optimum procedure for true 
splenic flexure cancers remain to be determined. Proximity to spleen, pancreas and 
omentum can cause complexity  and the lack of agreement on best surgical approaches 
leads to a debate with regards to the best management.

Extended right hemicolectomy, extended left hemicolectomy, transverse colectomy and 
segmental colectomy have all been suggested and surgical approaches such as open, 
laparoscopic and robotic have been described. In the absence of any level 1 data, the 
oncological results remain comparable

Minimal access approaches are technically more demanding due to the laxity of the colon 
and the limited access to the root of the mesocolon. Specific issues remain around the 
excision of omentum, lymphadenectomy around  gastroepiploic vessels and the vascular 
anatomy of the area.

Technological advancers such as fluorescence guided surgery, 3D reconstruction to 
determine the true surgical anatomy and precision surgery with the use of 3D platforms 
and endowrist instruments for improved access are to provide newer insights in to the 
management of these complex cancers. This lecture will cover the vascular anatomy, 
surgical approaches & techniques and published data in this context.



68 Click and return to contents =




