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        In 2016, the Association of Coloproctology of Great 

Britain and Ireland (ACPGBI) published a joint paper with 

the Association of Upper Gastrointestinal Surgery and the 
Association of Surgeons of Great Britain and Ireland on the 

future of emergency surgery. This paper was followed by a 

2018 publication by the Royal College of Surgeons of 
England on high risk in general surgery, which raised the 

bar.1,2 

        Recent publications have shown that outcomes for 
patients with acute colon and rectal disease are better when 

treated by specialist colorectal surgeons. A national audit on 

laparotomies published in 2017 revealed that almost 50% of 
all emergency laparotomies are performed for colorectal 

pathology.3 

        The emergency presentation of CRC can occur as an 
initial event establishing the diagnosis, during the course of 

the disease as a consequence of some type of treatment, or 

as an end-of-life event. CRC emergency represents 20% of 
cases in most publications. The main presentation is 

obstruction (up to 80%), followed by perforation (20%) and 

less commonly by bleeding.4 
        Emergency surgery is associated with a worse 

prognosis, high levels of morbidity and mortality, and lower 

overall survival. This could be due to the association of 
emergency presentation with older age, lower 

socioeconomic status, comorbidities, more advanced stage 

of the disease, and fewer treatments with curative intent. 
        The treatment objectives in these situations include 

avoiding the negative impact of complications (sepsis, 

death), achieving the best possible control of the tumor, and 
ensuring a rapid recovery so that systemic treatment can be 

started.          

        Perioperative mortality from emergency surgery 

continues to decline in European Union countries. However, 

in the United Kingdom, 90-day mortality after emergency 
surgery for CRC is approximately six times higher than that 

after elective surgery (11.5 vs. 2%).2 

 

Colon cancer obstruction  
 

Diagnosis 
  
        Diagnostic modalities for CRC obstruction include 

plain abdominal X-ray, ultrasound, and contrast-enhanced 

CT of the abdomen and pelvis. However, performing an X-
ray may lead to a delay in decision-making, such as 

performing a CT scan to establish a definitive diagnosis, 

with local and remote staging of the disease, which favors 
surgical tactics. When CT is inconclusive, in some stable 

patients in whom obstruction is not detected, colonoscopy 

may be useful for etiologic diagnosis by allowing biopsy to 
be performed, or for treatment with a stent. However, CT 

scan is not mandatory when the diagnosis is conclusive and 

surgical treatment is established as the initial plan.2,4  

 

Recommendation: For the diagnosis of colon cancer 

obstruction, contrast-enhanced CT of the abdomen and 
pelvis is the modality of choice. Evidence 3B.4  

 

Stent treatment 
            
        International guidelines establish that treatment with 

self-expanding metal stents is the modality of choice for 

colon cancer obstruction, because it reduces the ostomy rate, 
hospital stay, in-hospital mortality, the rate of admission to 

the intensive care unit and the time to start chemotherapy.1,5 

        The use of endoprostheses as a bridge to surgery has 
short-term benefits, as it allows emergency management by 

relieving mechanical obstruction, improving the patient's 

clinical condition and allowing correct staging and planning 

of definitive treatment. The tactic of choice should be early 

planned resection with a greater possibility of laparoscopic 
surgery and primary anastomosis and lower rates of ostomy 

and morbidity and mortality.6,7 

        The use of a stent as a bridge to surgery has short-term 
benefits, since by relieving mechanical obstruction it allows 

the patient's clinical condition to be improved, the disease to 

be staged and the definitive treatment to be adequately 
planned.. After stent placement, the tactic of choice is early 

resection with a greater possibility of laparoscopic surgery 

and primary anastomosis, and lower rates of ostomy, 
morbidity and mortality. 

        The use of stents has increased due to their lower 

immediate morbidity and mortality compared with 
emergency surgery. The short-term success rate ranges from 

80% to 90%.8,9 Success tends to be higher for stents placed 

as a bridge to surgery than for palliative stents.10,11 The 
Dutch colorectal audit demonstrated a technical success rate 

of 87.4% and a clinical success rate of 79.7%.12          

        The use of stents is contraindicated in the presence of 
perforation or peritonitis. This contraindication particularly 

affects the group of patients receiving antiangiogenic 

therapy with bevacizumab, in whom the risk of perforation 
during treatment is higher. This risk does not appear to be 

increased in patients receiving other therapeutic agents such 

as cetuximab.12–15 
        Stents can also be used in patients with colonic 

obstruction due to extraluminal malignancy and peritoneal 

carcinomatosis, although with a lower success rate, greater 
technical difficulty and a higher complication rate. 

 

Recommendation 1: Self-expanding metal stents for the 

treatment of colon cancer obstruction can be used for 

palliation and as a bridge to surgery. Evidence IA. 
Recommendation 2: Self-expanding metal stents should 

not be used in the presence of perforation, peritonitis, or 

systemic toxicity and are relatively contraindicated in 
patients treated with antiangiogenic agents. Evidence IIIC.2 

  

Technical risks 

 

        There is debate about recurrence and poorer survival 

secondary to stenting, due to the dissemination of tumor 
cells and perforations. Some randomized studies have 

shown a worse oncologic prognosis with higher mortality. 

Other studies report higher recurrence in this group of 
patients. Guidelines do not recommend its routine use, 

reserving it for patients with metastatic disease or poor 

general condition and high risk of operative mortality. There 
is a wide variation between the different recommendation 

guidelines, so it is suggested that this treatment be selected 

individually for each patient.2–4 
        A recent meta-analysis of randomized controlled trials 

compared stenting with emergency surgery and found an 

overall higher risk of recurrence in the stenting arm (37 vs. 
25.9%).16 One retrospective study and two systematic 

reviews found equivalent 5-year oncologic outcomes.17 The 

Dutch colorectal audit demonstrated equivalent 3-year 
oncologic outcomes in patients with left-sided colon cancer 

obstruction, with the stenting arm having a higher 

perforation rate, higher recurrence (18 vs. 11%; p = 0.432), 
worse 3-year DFS (49 vs. 59.6%; p = 0.717), and worse OS 

(61 vs. 75.1%; p = 0.529), but no statistical significance was 

found in any case.18 
Balloon dilation prior to stent placement is not 

recommended because it may result in worse oncologic 

outcomes secondary to perforation.2 

 

CHAPTER 13 

Complications of colon cancer 
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Recommendation: Self-expanding metal stents appear to be 

oncologically as safe as emergency surgery. Locoregional 

recurrence at 3 and 5 years and OS are comparable between 
these two groups. The risk of stent perforation represents a 

high risk of local recurrence. Evidence IA.3 

  

Complications 

 

        Short- and long-term complications secondary to stent 
placement have been reported in up to 30%. The main 

complications include perforation (up to 12%), placement 

failure, migration and restenosis. Less frequent are pain, 
bleeding, tenesmus, fistula, late perforation, incontinence 

and hyperthermia. Reobstruction can be treated with the 

placement of a new stent.19,20 
        Stent perforation may be clinically evident, identified 

by the guidewire, or silent (microperforation). According to 

recommendations of the endoscopic audit group, the 
incidence of perforation should not be greater than 10%, 

ideally less than 5%. In recently published studies it ranges 

between 1.6 and 5%, reflecting greater training in the 
technique.21,22 

 

Recommendation: The technical success rate in stent 
placement for obstructive colon cancer should exceed 90%. 

Evidence IA.2 

  

Palliation 

         

        A 2011 Cochrane review demonstrated improved 
clinical outcomes of emergency surgery compared with 

stenting in a palliative setting.23 However, subsequent 

studies have shown that stenting has significant benefits in 
terms of quality of life, with reduced ostomy rate, hospital 

stay, time in the intensive care unit, time to initiation of 

chemotherapy, and morbidity and mortality.24   
        It has therefore become the technique of choice for left-

sided colonic obstructions. In contrast, stenting for right-

sided colonic obstructions is technically more challenging, 

and the recommendation for its implementation depends on 

the training of each group.   The ASCRS recommends 
considering stenting as a palliative treatment for right-sided 

obstructions.4 

        A diverting colostomy may be an alternative to stenting 
in patients with left-sided colonic obstruction. A recent 

Dutch population-based study compared initial stoma with 

decompressive stenting and demonstrated that ostomized 
patients have a higher rate of laparoscopic resection (57 vs. 

9%; p < 0.001), more primary anastomoses (88 vs. 41%; p < 

0.01), lower 90-day mortality (1.7 vs. 7.2%; p = 0.03), 
improved 3-year survival (79 vs. 73%; HR 0.36, 95% CI 

0.20–0.65), and a lower rate of permanent ostomies (22 vs. 

42%; p < 0.001).25 

 

Recommendation: Self-expanding metal stents should be 

the palliative treatment of choice in patients with 
unresectable primary disease or metastases associated with 

colonic obstruction. Stent placement in this group of 

patients is associated with a better quality of life, a shorter 
hospital stay, and a lower rate of ostomies, compared with 

palliative surgery. Evidence IA.3 

  

Stent as a bridge to surgery 

   

        Emergency surgery for colon cancer obstruction has a 
higher incidence of morbidity and mortality, including 

anastomotic leak, when compared with elective surgery. 

These complications adversely affect oncologic outcome. 
International guidelines vary widely in recommending the 

use of stents as a bridge to surgery. Furthermore, these 

results are variable when comparing left-sided versus right-
sided tumors. While the UK and European guidelines do not 

favor the use of right-sided stents, American guidelines 

recommend it.4 
        Most studies focus on left-sided obstruction. Meta-

analyses have shown that stenting as a bridge to surgery is 

associated with lower morbidity, lower ostomy rate, higher 

number of primary anastomoses, and similar mortality 

rate.11,14 
        A systematic review of right-sided obstruction 

comparing stenting with surgery showed lower morbidity 

and mortality in the former group, but cautioned that most 
of the studies reviewed were retrospective.26 

 

Recommendation: There is good evidence supporting the 
use of self-expanding metal stents as a bridge to definitive 

surgery for malignant colon obstructions distal to the splenic 

flexure, particularly in high-risk patients. The decision 
should be individualized between the patient and physician. 

Evidence IA. This recommendation can be applied to right-

sided obstructions, although its practical application is more 
limited. Evidence IIIC.  

 

Time to surgery after stent placement 

 

        The European Society of Gastrointestinal Endoscopy 

recommends surgery within 5 to 10 days of stent placement, 
although current evidence is weak.9 With longer waiting 

times, a 20% increase in complications, such as migration 

and perforation, has been reported during this period and an 
increase in recurrence. Further studies are needed for a 

definitive conclusion on this matter. 

 

Recommendation: In the absence of strong evidence, 

surgical resection appears appropriate immediately after 

improvement of the patient's clinical condition, radiological 
staging and the decision of the multidisciplinary committee. 

Evidence IV.  

 

Coated stents 

 

        Coated stents are associated with a higher rate of 
migration in retrospective series. Migration is likely to be 

facilitated by less tumour growth incorporating into the 

stent, resulting in less anchorage. The European Society of 

Gastrointestinal Endoscopy and the American Society for 

Gastrointestinal Endoscopy do not recommend this type of 
stent.9,27 

 

Recommendation: Uncoated stents should be used as a 
bridge to surgery due to reduced migration. In palliative care 

patients, the evidence on coated versus uncoated stents is 

inconclusive. Evidence IIIB.  

 

Surgical treatment 
  

Antegrade lavage 

 
        There is no relevant evidence on the benefit of 

applying antegrade lavage in obstructive colon cancer 

surgery. According to Mattacheo,28 the best evidence comes 
from the study by Lim et al,29 which compares lavage with 

manual decompression and shows a difference only in 

lavage time and similar results regarding time to recovery of 

bowel function, length of stay, surgical site infection and 

anastomotic dehiscence.  

        Antegrade lavage is performed using the appendicular 
orifice (post appendectomy) or an enterostomy to infuse 

more than 4 liters of saline solution. The fluid is recovered 

through a colostomy proximal to the tumor, or more 
commonly, through the proximal colon after the tumor has 

been removed. Obviously, this technique is only used in the 

conventional approach. Transanastomotic lavage through a 
corrugated tube or by colonoscopy has also been described, 

which requires a significant increase in operating time 

without considerable advantages in postoperative variables.  

 

Surgical tactics 

 
        In patients with proximal obstruction of the ascending 

and transverse colon, who are stable and at low surgical risk, 
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it is reasonable and safe to perform resection with primary 

anastomosis.30,31 

        The European Society of Coloproctology audited 3208 
patients and found an increased rate of dehiscence in 

different types of stapled anastomoses in this group of 

patients, suggesting that a hand-sewn anastomosis is 
preferable in this setting.32 

        The incidence of dehiscence after emergency right 

hemicolectomy for obstruction varies widely between 7 and 
16.4%, with a tendency to be higher in proximal than in 

distal anastomoses. Advanced age, ASA II-IV classification 

and preoperative renal damage are factors associated with a 
worse postoperative outcome in colon cancer obstruction. 

Therefore, in patients with low surgical risk or high 

anastomotic risk, it is reasonable not to perform a primary 
anastomosis and to consider resection and ileostomy.33,34 

        Elective surgery after stenting does not adversely affect 

oncologic outcome and reduces the rate of ostomy.17 A 
meta-analysis of 8 studies with 444 patients (219 stents vs. 

225 surgeries) found that 7 studies showed no difference in 

the rate of ostomy and 3 randomized controlled trials 
showed no difference in mortality or anastomotic 

dehiscence but did show a difference in overall morbidity. 

Stenting is no more advantageous than emergency surgery 
for left-sided colon obstruction due to malignant tumor.34 

In left-sided obstructive cancers, multiple options exist, 

including primary resection and anastomosis with or without 
diverting stoma, or a defunctioning stoma alone. In a meta-

analysis, no difference was found between one-stage 

resection versus two-stage or three-stage resection.35 
Primary resection and anastomosis, a technique used for 

many years, is safe even in selected elderly patients and 

should be the preferred option if the clinical condition is 
good.31          

        If possible, segmental resection is preferred over 

subtotal colectomy or extended colectomy because of its 
better functional results.36 Subtotal colectomy with a 

minimal portion of distal ileum should be reserved for cases 

of proximal colonic damage due to distal obstruction or for 

synchronous tumors. Anastomotic leak varies between 2.2 

and 12%.   
        The LaCes trial, which compared conventional surgery 

with laparoscopic surgery, showed that the latter is feasible, 

acceptable and safe, with a conversion rate of 39%.37 

        The proportion of emergency laparoscopic resections in 

the UK between 2000 and 2016 ranged from 15.1% to 

30.3%, with a conversion rate of around 18.7%. This 
approach was associated with shorter operating time, 

hospital stay and mortality.38         

        In a recent study published by the Dutch Snapshot 
Research Group,39 between 2009 and 2016, 158 patients 

were selected from 2002 patients who underwent 

laparoscopic resection for left colon obstruction due to 
cancer and compared with 474 patients who underwent open 

surgery. Complications at 90 days were 26.6 vs. 38.4%, with 

no difference in mortality (5.1 vs. 7.2%). OS and DFS at 3 
years were better in the laparoscopic surgery group (81 vs. 

69.4% and 68 vs. 52%, respectively). They conclude that 

laparoscopic surgery in obstructive colon cancer decreases 
complications and increases survival. This study suggests 

that intentional emergency laparoscopic resection might 

improve short- and long-term outcomes in patients with left-
sided obstructive colon cancer compared with emergency 

open resection, warranting confirmation in future studies. 

Adequate patient selection for intentional laparoscopic 
resection is required if relevant experience of the surgical 

team is available, to avoid emergency open resection. 

 

Recommendation: The surgical decision should be based 

on the patient's physiological condition, the extraction site, 

and the characteristics of the proximal colon. In case of 
obstruction proximal to the transverse colon, resection and 

primary anastomosis is preferable, except in a markedly 

deteriorated patient, in whom the accepted treatment is 
resection with terminal ostomy and mucous fistula. In case 

of obstruction of the colon distal to the transverse colon in 

physiologically stable patients, resection and primary 

anastomosis is preferable. The presence of comorbidities 

and poor general condition determines resection with 
terminal colostomy. Evidence IIIB.4 

        Recently, it has been shown that tumor obstruction of 

the transverse colon can be successfully treated with a stent 
in selected patients. The success rate of right-sided stenting 

ranges from 87 to 96%.40 

        In the Japanese National Database Study of 1500 
patients, emergency surgery was compared with stenting as 

a bridge to surgery and in the latter case a higher indication 

for laparoscopic surgery was observed (50 vs. 25%; p < 
0.001), as well as a lower rate of ostomy (1.7 vs. 5.1%; p < 

0.01) and a shorter hospital stay (13 vs. 15 days; p < 

0.001).41 
        A 2022 systematic review and meta-analysis on 

emergency colectomy or stenting as a bridge to surgery for 

right-sided obstructive colon cancer demonstrated that 
stenting is associated with reduced postoperative 

complications and mortality.42 

        In a meta-analysis by Veld et al.43 of 18 studies and 
1518 patients, early complications were found in 13.6% 

with stenting and 25.5% with surgery, whereas late 

complications were lower with surgery (23.2 vs. 9.8%), 
including reobstruction (16.7%), migration (6.9%), and 

perforation (5%). There were 14.3% ostomies in the stenting 

group and 58.4% in the surgery group, and mortality was 
3.9% vs. 9.4%, respectively. 

        Some studies suggest a better prognosis in patients 

whose primary tumor is resected compared to those treated 
with a stent without resection.44 

        In summary, the stent: 

- Is a safe option, particularly for severely deteriorated 
patients. 

- Has a high rate of early and late complications. 

- May avoid unnecessary resection. 
- May have a worse prognosis than surgical resection of the 

primary tumor. 

 

Recommendation 1: In patients with left-sided colon 

obstruction and potentially curable disease, endoscopic 
stenting or oncologic colectomy with primary anastomosis 

with or without protective stoma should be individualized. 

Evidence IB.4 
Recommendation 2: In markedly deteriorated patients with 

significant preexisting comorbidities, loop stoma alone is 

reasonable. Evidence IIIC.4 
Recommendation 3: In patients with right-sided colon or 

transverse colon obstruction with curative disease, initial 

colectomy with or without anastomosis, with or without 
protective or definitive stoma, and/or decompression with 

endoscopic stenting with immediate subsequent colectomy 

are all valid therapeutic options. Evidence IC.4 
  

Colon cancer perforation 
 

        Perforation accounts for 18.6-28.4% of all colon cancer 

complications. It may occur at the cancer site (65-92%) and 

proximal to the cancer (3-35%).2,4 These data are based on 

mostly retrospective, single-center studies with 

corresponding bias. In population-based studies, 1.6-4.1% of 
all cancers presented with perforation.5,45 

         Mortality depends on the site of perforation. 

Perforation proximal to the tumor site in an obstructed colon 
leads to diffuse peritoneal contamination and septic shock, 

with subsequent perioperative mortality. A perforation at the 

tumor site results in local contamination with a lower risk of 
severe peritonitis, although these data are not supported by 

strong evidence. Mortality, reported as high as 62%, is 

associated with age, comorbidities, and stage IV.46 
However, more recent studies have reported perioperative 

mortality of between 0 and 20%.4          

         The influence of perforation on oncologic outcome has 
not been clearly determined. There is heterogeneity 

according to the site of obstruction, the site of perforation, 
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emergency surgery, immediate vs. delayed surgery, and 

other factors that lead to confusing conclusions. A worse 

oncologic prognosis has been reported in patients with 
emergency vs. elective surgery. The worse oncologic 

outcome would be related to perioperative mortality and 

advanced-stage oncologic disease.47 However, other authors 
have reported a similar 5-year OS in perforated patients with 

complete resection compared to those without perforation. 

In more recent population-based studies, locally perforated 
cancers had a higher local recurrence (15.7 vs. 7.8%; p = 

0.0021) and greater peritoneal carcinomatosis (13.8 vs. 

6.3%; p = 0.036), although there was no difference in the 
incidence of distant metastasis (17.7 vs. 18.6%; p = 0.099). 

Perforation was an independent risk factor for local 

recurrence and peritoneal carcinomatosis (p = 0.004). 
However, after excluding postoperative mortality, 

perforation was not a significant prognostic factor in the 

multivariate analysis regarding survival (p = 0.54).48  On the 
other hand, the Erlangen CRC registry found a lower 5-year 

DFS (42.9 vs. 72.8%) and lower OS (47.3 vs. 66.9%) in 

perforated patients, demonstrating that perforation was an 
independent negative prognostic factor.49 It has also been 

shown in the multivariate analysis that although patients 

with colon cancer with local perforation had a significantly 
lower DFS than those with nonperforated obstructive 

cancers, there were no differences in OS.49          

        According to ASCRS, patients with perforation tend to 
have fewer primary anastomoses and higher postoperative 

morbidity and mortality. In addition, they have significantly 

lower 5-year OS and DFS, with an increased risk of 
metachronous peritoneal metastases. Patients with free 

perforation have a worse OS than those with sealed-off 

perforation.4 

 

Recommendation: Patients with perforated cancer should 

be warned about an increased incidence of local recurrence 
and peritoneal carcinomatosis, but not of distant metastasis. 

The long-term oncologic outcome of patients treated 

urgently with curative intent for obstruction or perforation is 

equivalent. Level of evidence IIIB.4 

          
        The goals of emergency surgery for perforated colon 

cancer are to control the immediate negative impact of 

complications such as sepsis and death, to achieve the best 
possible local control of the tumor, and to ensure a prompt 

recovery in order to initiate systemic adjuvant therapy. The 

preferred treatment when possible is standard oncologic 
resection. Patient safety must be balanced with prompt local 

control of sepsis and optimization of oncologic control of 

the disease. Subtotal colectomy is generally indicated for 
patients with perforation proximal to the tumor, while 

perforations at the tumor site can be treated with segmental 

resections.           
        Perforated patients and those with a higher ASA 

classification have the lowest chance of having a primary 

anastomosis. This depends on the clinical condition of the 
patient and the balance between the risks associated with an 

anastomotic leak vs. those associated with an end ostomy. 

The anastomotic risk in patients with emergency surgery is 
higher than in those undergoing elective surgery and has an 

average incidence of 15.8%.47,48 

        In selected patients with minimal peritoneal 
contamination, healthy tissue, and hemodynamic stability, 

consideration should be given to performing an anastomosis 

with or without a protective stoma. The threshold for 
performing a staged procedure in this setting should be low, 

although ostomies performed in emergency situations are 

often not reversed. In patients with free perforation 
complicated by peritonitis, oncologic resection with an end 

stoma should be considered therapeutic. 

 

Recommendation: Surgical tactics should be individualized 

taking into account physiological factors, comorbidities, and 

tumor characteristics. If possible, the choice is to perform an 
oncologic resection that includes the perforation site, with or 

without anastomosis, with or without diverting ostomy. In 

proximal perforations, simultaneous resection of the tumor 

and the perforation is required. Evidence IIIB.4 In the 

context of a macroscopic or imminent perforation, oncologic 
resection is recommended, with a low threshold for 

performing a staged procedure. Evidence IC.4 

  

Bleeding  

 
        CRC is the cause of 6.1 to 7.4% of all cases of lower 

gastrointestinal bleeding.2 However, this rate may be 
underestimated due to the lack of diagnosis at the time of 

presentation and early discharge of patients without study or 

without diagnosis, which reaches up to a third of cases. 
Acute bleeding from a newly diagnosed colon cancer should 

initially be managed with a nonsurgical approach. Evidence 
IC.4 

        For the British Society of Gastroenterology, 

colonoscopy is the initial investigation method for minor or 
major acute lower gastrointestinal bleeding in stable 

patients. In unstable patients, CT-guided angiography is the 

option. The latter achieves the diagnosis of bleeding in 49.7 
to 55.8% of cases. It should be performed in a triphasic 

manner, involving the acquisition of the arterial phase, the 

portal venous phase and the delayed phase.50 In addition to 
the localization of bleeding, CT angiography allows 

locoregional assessment and staging of a potential tumor. It 

has been shown to be superior to nuclear medicine for the 
diagnosis of the bleeding site (sensitivity 85 vs. 20-60%, 

respectively). 

        Conventional angiography detects bleeding in 40-90% 
of patients and allows treatment with embolization, 

achieving cessation of bleeding in 70-90% of cases. 

        Emergency colonoscopy without preparation detects 
the site in 20-40% of patients with acute bleeding and has 

the advantage of being both diagnostic and therapeutic. If 

possible, stabilization of the patient and bowel preparation 
within 12 hours of admission is preferred.51,52 

        Surgery is indicated in cases of hemodynamic 

instability despite transfusion of 6 U of red blood cells, 

persistent bleeding requiring more than 3 U per day, 

inability to stop bleeding by an endoscopic or endovascular 

procedure, or recurrent episodes of low-grade bleeding. 
        If surgical resolution is required, resection should be 

performed using oncologic principles if possible. The 

performance of a primary anastomosis or a diverting or 
definitive ostomy should be individualized according to the 

patient's condition and the surgical team's judgment. 

Infrequently, in the case of unresectable neoplasms with 
significant bleeding, endovascular stents can be successfully 

placed.2,4 

  

Adjuvant treatment in complicated colon cáncer 

 

        Patients with complications from colon cancer are 
indicated for adjuvant therapy, however, the high presence 

of comorbidities and prolonged hospitalization determine 

that only 50% receive systemic treatment.53 

 

 REFERENCES 
 
1. Finan PJ, Campbell S, Verma R, et al. The management of 

malignant large bowel obstruction: ACPGBI position statement. 

Colorectal Dis. 2007;9 Suppl 4:1–17. 

2. National Institute for Health and Care Excellence. Colorectal 

cancer. NICE guideline. Available from: 

https://www.nice.org.uk/guidance/ng151/resources/colorectal-

cancer-pdf-66141835244485. 2020. Accessed December 15, 2022. 

3. NELA Project Team. Fourth Patient Report of the National 

Emergency Laparotomy Audit (NELA). NELA. Available from: 

https://www.nela.org.uk/Fourth-Patient-Audit-Report. 2018. 

Accessed October 30, 2024. 

4. Vogel JD, Felder SI, Bhama AR, et al. The American Society of 

Colon and Rectal Surgeons Clinical Practice Guidelines for the 

management of colon cancer. Dis Colon Rectum. 2022;65:148–77. 

5. Ferlay J, Soerjomataram I, Dikshit R, et al. Cancer incidence and 

mortality worldwide: sources, methods and major patterns in 

GLOBOCAN 2012. Int J Cancer. 2015;136:E359–86. 

6. Frager D, Rovno HD, Baer JW, et al. Prospective evaluation of 

colonic obstruction with computed tomography. Abdom Imaging. 

https://paperpile.com/c/nfmWow/InFD
https://paperpile.com/c/nfmWow/rQtV+CcMQ
https://paperpile.com/c/nfmWow/InFD
https://paperpile.com/c/nfmWow/InFD
https://paperpile.com/c/nfmWow/eZ6U+3Eum
https://paperpile.com/c/nfmWow/3LKW+InFD
https://paperpile.com/c/nfmWow/Xq5t
http://paperpile.com/b/nfmWow/Jyqr
http://paperpile.com/b/nfmWow/Jyqr
http://paperpile.com/b/nfmWow/Jyqr
http://paperpile.com/b/nfmWow/Jyqr
http://paperpile.com/b/nfmWow/Jyqr
http://paperpile.com/b/nfmWow/3LKW
http://paperpile.com/b/nfmWow/3LKW
http://paperpile.com/b/nfmWow/3LKW
http://paperpile.com/b/nfmWow/3LKW
http://paperpile.com/b/nfmWow/3LKW
http://paperpile.com/b/nfmWow/3LKW
http://paperpile.com/b/nfmWow/3LKW
http://paperpile.com/b/nfmWow/Hzsq
http://paperpile.com/b/nfmWow/Hzsq
http://paperpile.com/b/nfmWow/Hzsq
http://paperpile.com/b/nfmWow/Hzsq
http://paperpile.com/b/nfmWow/Hzsq
http://paperpile.com/b/nfmWow/Hzsq
http://paperpile.com/b/nfmWow/Hzsq
http://paperpile.com/b/nfmWow/Hzsq
http://paperpile.com/b/nfmWow/InFD
http://paperpile.com/b/nfmWow/InFD
http://paperpile.com/b/nfmWow/InFD
http://paperpile.com/b/nfmWow/InFD
http://paperpile.com/b/nfmWow/InFD
http://paperpile.com/b/nfmWow/1OZH
http://paperpile.com/b/nfmWow/1OZH
http://paperpile.com/b/nfmWow/1OZH
http://paperpile.com/b/nfmWow/1OZH
http://paperpile.com/b/nfmWow/1OZH
http://paperpile.com/b/nfmWow/v3Yl
http://paperpile.com/b/nfmWow/v3Yl
http://paperpile.com/b/nfmWow/v3Yl
http://paperpile.com/b/nfmWow/v3Yl


REV ARGENT COLOPROCT | 2024 | VOL. 35, No. 4         ANNUAL REPORT 

 

UPDATE ON COLON CANCER TREATMENT                                                                                                                                                                                                           Amarillo HA 

 

1998;23:141–46. 

7. Breitenstein S, Rickenbacher A, Berdajs D, et al. Systematic 

evaluation of surgical strategies for acute malignant left-sided 

colonic obstruction. Br J Surg. 2007;94:1451–60. 

8. Webster PJ, Aldoori J, Burke DA. Optimal management of 

malignant left-sided large bowel obstruction: do international 

guidelines agree? World J Emerg Surg. 2019;14:23. 

9. van Hooft JE, van Halsema EE, Vanbiervliet G, et al. Self-

expandable metal stents for obstructing colonic and extracolonic 

cancer: European Society of Gastrointestinal Endoscopy (ESGE) 

Clinical Guideline. Endoscopy. 2014;46:990–1053. 

10. Khot UP, Lang AW, Murali K, et al. Systematic review of the 

efficacy and safety of colorectal stents. Br J Surg. 2002;89:1096–

102. 

11. Watt AM, Faragher IG, Griffin TT, et al. Self-expanding metallic 

stents for relieving malignant colorectal obstruction: a systematic 

review. Ann Surg. 2007;246:24–30. 

12. Meisner S, González-Huix F, Vandervoort JG, et al. Self-

expandable metal stents for relieving malignant colorectal 

obstruction: short-term safety and efficacy within 30 days of stent 

procedure in 447 patients. Gastrointest Endosc. 2011;74:876–84. 

13. Kobborg M, Broholm M, Frostberg E, et al. Short-term results of 

self-expanding metal stents for acute malignant large bowel 

obstruction. Colorectal Dis. 2017;19:O365–71. 

14. Wang F-G, Bai R-X, Yan M, et al. Short-Term outcomes of self-

expandable metallic stent versus decompression tube for malignant 

colorectal obstruction: a meta-analysis of clinical data. J Invest 

Surg. 2020;33:762–70. 

15. Lee HJ, Hong SP, Cheon JH, et al. Clinical outcomes of self-

expandable metal stents for malignant rectal obstruction. Dis Colon 

Rectum. 2018;61:43–50. 

16. Foo CC, Poon SHT, Chiu RHY, et al. Is bridge to surgery stenting 

a safe alternative to emergency surgery in malignant colonic 

obstruction: a meta-analysis of randomized control trials. Surg 

Endosc. 2019;33:293–302. 

17. Ribeiro IB, Bernardo WM, Martins B da C, et al. Colonic stent 

versus emergency surgery as treatment of malignant colonic 

obstruction in the palliative setting: a systematic review and meta-

analysis. Endosc Int Open. 2018;6:E558–67. 

18. Amelung FJ, Borstlap WAA, Consten ECJ, et al. Propensity score-

matched analysis of oncological outcome between stent as bridge 

to surgery and emergency resection in patients with malignant left-

sided colonic obstruction. Br J Surg. 2019;106:1075–86. 

19. Liang T-W, Sun Y, Wei Y-C, et al. Palliative treatment of 

malignant colorectal obstruction caused by advanced malignancy: a 

self-expanding metallic stent or surgery? A system review and 

meta-analysis. Surg Today. 2014;44:22–33. 

20. Takahashi H, Okabayashi K, Tsuruta M, et al. Self-expanding 

metallic stents versus surgical intervention as palliative therapy for 

obstructive colorectal cancer: a meta-analysis. World J Surg. 

2015;39:2037–44. 

21. Atukorale YN, Church JL, Hoggan BL, et al. Self-expanding 

metallic stents for the management of emergency malignant large 

bowel obstruction: a systematic review. J Gastrointest Surg. 

2016;20:455–62. 

22. Lee JH, Emelogu I, Kukreja K, et al. Safety and efficacy of metal 

stents for malignant colonic obstruction in patients treated with 

bevacizumab. Gastrointest Endosc. 2019;90:116–24. 

23. Sagar J. Colorectal stents for the management of malignant colonic 

obstructions. Cochrane Database Syst Rev. 2011;CD007378. 

24. van Halsema EE, van Hooft JE, Small AJ, et al. Perforation in 

colorectal stenting: a meta-analysis and a search for risk factors. 

Gastrointest Endosc. 2014;79:970–82.e7; quiz 983.e2, 983.e5. 

25. Veld JV, Amelung FJ, Borstlap WAA, et al. Decompressing stoma 

as bridge to elective surgery is an effective strategy for left-sided 

obstructive colon cancer: a national, propensity-score matched 

study. Ann Surg. 2020;272:738–43. 

26. Mäder M, Kalt F, Schneider M, et al. Self-expandable metallic 

stent as bridge to surgery vs. emergency resection in obstructive 

right-sided colon cancer: a systematic review and meta-analysis. 

Langenbecks Arch Surg. 2023;408:265. 

27. ASGE Standards of Practice Committee, Harrison ME, Anderson 

MA, et al. The role of endoscopy in the management of patients 

with known and suspected colonic obstruction and pseudo-

obstruction. Gastrointest Endosc. 2010;71:669–79. 

28. Mattacheo A. Cáncer del colon complicado.  En: Lumi CM.  

Bianchi R, Canelas A, Collia Ávila K, Farina PA, Laporte M, 

Mattacheo AE, Pastore RLO, eds. Enfermedades del colon, recto y 

ano. Buenos Aires: Sociedad Argentina de Coloproctología; 

2023:718–26. 

29. Lim JF, Tang C-L, Seow-Choen F, et al. Prospective, randomized 

trial comparing intraoperative colonic irrigation with manual 

decompression only for obstructed left-sided colorectal cancer. Dis 

Colon Rectum. 2005;48:205–9. 

30. Zorcolo L, Covotta L, Carlomagno N, et al. Safety of primary 

anastomosis in emergency colo-rectal surgery. Colorectal Dis. 

2003;5:262–69. 

31. Dorudi S, Wilson NM, Heddle RM. Primary restorative colectomy 

in malignant left-sided large bowel obstruction. Ann R Coll Surg 

Engl. 1990;72:393–95. 

32. 2015 European Society of Coloproctology Collaborating Group. 

The impact of stapling technique and surgeon specialism on 

anastomotic failure after right-sided colorectal resection: an 

international multicentre, prospective audit. Colorectal Dis. 

2018;20:1028–40. 

33. Kye B-H, Lee YS, Cho H-M, et al. Comparison of long-term 

outcomes between emergency surgery and bridge to surgery for 

malignant obstruction in right-sided colon cancer: a multicenter 

retrospective study. Ann Surg Oncol. 2016;23:1867–74. 

34. Boeding JRE, Ramphal W, Rijken AM, et al. A systematic review 

comparing emergency resection and staged treatment for curable 

obstructing right-sided colon cancer. Ann Surg Oncol. 

2021;28:3545–55. 

35. Chiappa A, Zbar A, Biella F, et al. One-stage resection and primary 

anastomosis following acute obstruction of the left colon for 

cancer. Am Surg. 2000;66:619–22. 

36. Single-stage treatment for malignant left-sided colonic obstruction: 

a prospective randomized clinical trial comparing subtotal 

colectomy with segmental resection following intraoperative 

irrigation. The SCOTIA Study Group. Subtotal colectomy versus 

on-table irrigation and anastomosis. Br J Surg. 1995;82:1622–27. 

37. Harji DP, Marshall H, Gordon K, et al. Laparoscopic versus open 

colorectal surgery in the acute setting (LaCeS trial): a multicentre 

randomized feasibility trial. Br J Surg. 2020;107:1595–604. 

38. Vallance AE, Keller DS, Hill J, et al. role of emergency 

laparoscopic colectomy for colorectal cancer: a population-based 

study in england. Ann Surg. 2019;270:172–79. 

39. Zwanenburg ES, Veld JV, Amelung FJ, et al. Short- and long-term 

outcomes after laparoscopic emergency resection of left-sided 

obstructive colon cancer: a nationwide propensity score-matched 

analysis. Dis Colon Rectum. 2023;66:774–84. 

40. Ji WB, Kwak JM, Kang DW, et al. Clinical benefits and oncologic 

equivalence of self-expandable metallic stent insertion for right-

sided malignant colonic obstruction. Surg Endosc. 2017;31:153–

58. 

41. Kobayashi H, Miyata H, Gotoh M, et al. Risk model for right 

hemicolectomy based on 19,070 Japanese patients in the National 

Clinical Database. J Gastroenterol. 2014;49:1047–55. 

42. Kanaka S, Matsuda A, Yamada T, et al. Colonic stent as a bridge to 

surgery versus emergency resection for right-sided malignant large 

bowel obstruction: a meta-analysis. Surg Endosc. 2022;36:2760–

70. 

43. Veld J, Umans D, van Halsema E, et al. Self-expandable metal 

stent (SEMS) placement or emergency surgery as palliative 

treatment for obstructive colorectal cancer: A systematic review 

and meta-analysis. Crit Rev Oncol Hematol. 2020;155:103110. 

44. Jain SR, Yaow CYL, Ng CH, et al. Comparison of colonic stents, 

stomas and resection for obstructive left colon cancer: a meta-

analysis. Tech Coloproctol. 2020;24:1121–36. 

45. Cheynel N, Cortet M, Lepage C, et al. Incidence, patterns of 

failure, and prognosis of perforated colorectal cancers in a well-

defined population. Dis Colon Rectum. 2009;52:406–11. 

46. Sung H, Ferlay J, Siegel RL, et al. Global Cancer Statistics 2020: 

GLOBOCAN Estimates of Incidence and Mortality Worldwide for 

36 Cancers in 185 Countries. CA Cancer J Clin. 2021;71:209–49. 

47. Zielinski MD, Merchea A, Heller SF, et al. Emergency 

management of perforated colon cancers: how aggressive should 

we be? J Gastrointest Surg. 2011;15:2232–38. 

48. Daniels M, Merkel S, Agaimy A, et al. Treatment of perforated 

colon carcinomas-outcomes of radical surgery. Int J Colorectal 

Dis. 2015;30:1505–13. 

49. Biondo S, Gálvez A, Ramírez E, et al. Emergency surgery for 

obstructing and perforated colon cancer: patterns of recurrence and 

prognostic factors. Tech Coloproctol. 2019;23:1141–61. 

50. Bond A, Smith PJ. British Society of Gastroenterology: diagnosis 

and management of acute lower gastrointestinal bleeding. Frontline 

Gastroenterol. 2019;10:417–20. 

51. Koh DC, Luchtefeld MA, Kim DG, et al. Efficacy of transarterial 

embolization as definitive treatment in lower gastrointestinal 

bleeding. Colorectal Dis. 2009;11:53–9. 

52. Green BT, Rockey DC, Portwood G, et al. Urgent colonoscopy for 

evaluation and management of acute lower gastrointestinal 

hemorrhage: a randomized controlled trial. Am J Gastroenterol. 

2005;100:2395–402. 

53. Schmoll H-J, Tabernero J, Maroun J, et al. Capecitabine plus 

oxaliplatin compared with fluorouracil/folinic acid as adjuvant 

therapy for stage III colon cancer: final results of the NO16968 

randomized controlled phase III trial. J Clin Oncol. 2015;33:3733–

40. 

 

 

 

http://paperpile.com/b/nfmWow/I20E
http://paperpile.com/b/nfmWow/I20E
http://paperpile.com/b/nfmWow/I20E
http://paperpile.com/b/nfmWow/I20E
http://paperpile.com/b/nfmWow/I20E
http://paperpile.com/b/nfmWow/44s0
http://paperpile.com/b/nfmWow/44s0
http://paperpile.com/b/nfmWow/44s0
http://paperpile.com/b/nfmWow/44s0
http://paperpile.com/b/nfmWow/44s0
http://paperpile.com/b/nfmWow/DuCY
http://paperpile.com/b/nfmWow/DuCY
http://paperpile.com/b/nfmWow/DuCY
http://paperpile.com/b/nfmWow/DuCY
http://paperpile.com/b/nfmWow/DuCY
http://paperpile.com/b/nfmWow/DuCY
http://paperpile.com/b/nfmWow/Lwfy
http://paperpile.com/b/nfmWow/Lwfy
http://paperpile.com/b/nfmWow/Lwfy
http://paperpile.com/b/nfmWow/Lwfy
http://paperpile.com/b/nfmWow/Lwfy
http://paperpile.com/b/nfmWow/b4fY
http://paperpile.com/b/nfmWow/b4fY
http://paperpile.com/b/nfmWow/b4fY
http://paperpile.com/b/nfmWow/b4fY
http://paperpile.com/b/nfmWow/b4fY
http://paperpile.com/b/nfmWow/3nm9
http://paperpile.com/b/nfmWow/3nm9
http://paperpile.com/b/nfmWow/3nm9
http://paperpile.com/b/nfmWow/3nm9
http://paperpile.com/b/nfmWow/3nm9
http://paperpile.com/b/nfmWow/3nm9
http://paperpile.com/b/nfmWow/NKJL
http://paperpile.com/b/nfmWow/NKJL
http://paperpile.com/b/nfmWow/NKJL
http://paperpile.com/b/nfmWow/NKJL
http://paperpile.com/b/nfmWow/NKJL
http://paperpile.com/b/nfmWow/3vRi
http://paperpile.com/b/nfmWow/3vRi
http://paperpile.com/b/nfmWow/3vRi
http://paperpile.com/b/nfmWow/3vRi
http://paperpile.com/b/nfmWow/3vRi
http://paperpile.com/b/nfmWow/VGyM
http://paperpile.com/b/nfmWow/VGyM
http://paperpile.com/b/nfmWow/VGyM
http://paperpile.com/b/nfmWow/VGyM
http://paperpile.com/b/nfmWow/tIpX
http://paperpile.com/b/nfmWow/tIpX
http://paperpile.com/b/nfmWow/tIpX
http://paperpile.com/b/nfmWow/tIpX
http://paperpile.com/b/nfmWow/tIpX
http://paperpile.com/b/nfmWow/ec84
http://paperpile.com/b/nfmWow/ec84
http://paperpile.com/b/nfmWow/ec84
http://paperpile.com/b/nfmWow/ec84
http://paperpile.com/b/nfmWow/ec84
http://paperpile.com/b/nfmWow/ec84
http://paperpile.com/b/nfmWow/0b7U
http://paperpile.com/b/nfmWow/0b7U
http://paperpile.com/b/nfmWow/0b7U
http://paperpile.com/b/nfmWow/0b7U
http://paperpile.com/b/nfmWow/0b7U
http://paperpile.com/b/nfmWow/0b7U
http://paperpile.com/b/nfmWow/HVog
http://paperpile.com/b/nfmWow/HVog
http://paperpile.com/b/nfmWow/HVog
http://paperpile.com/b/nfmWow/HVog
http://paperpile.com/b/nfmWow/HVog
http://paperpile.com/b/nfmWow/HVog
http://paperpile.com/b/nfmWow/tdaJ
http://paperpile.com/b/nfmWow/tdaJ
http://paperpile.com/b/nfmWow/tdaJ
http://paperpile.com/b/nfmWow/tdaJ
http://paperpile.com/b/nfmWow/tdaJ
http://paperpile.com/b/nfmWow/tdaJ
http://paperpile.com/b/nfmWow/PS19
http://paperpile.com/b/nfmWow/PS19
http://paperpile.com/b/nfmWow/PS19
http://paperpile.com/b/nfmWow/PS19
http://paperpile.com/b/nfmWow/PS19
http://paperpile.com/b/nfmWow/PS19
http://paperpile.com/b/nfmWow/8xuV
http://paperpile.com/b/nfmWow/8xuV
http://paperpile.com/b/nfmWow/8xuV
http://paperpile.com/b/nfmWow/8xuV
http://paperpile.com/b/nfmWow/8xuV
http://paperpile.com/b/nfmWow/HjE7
http://paperpile.com/b/nfmWow/HjE7
http://paperpile.com/b/nfmWow/HjE7
http://paperpile.com/b/nfmWow/HjE7
http://paperpile.com/b/nfmWow/8Car
http://paperpile.com/b/nfmWow/8Car
http://paperpile.com/b/nfmWow/8Car
http://paperpile.com/b/nfmWow/8Car
http://paperpile.com/b/nfmWow/8Car
http://paperpile.com/b/nfmWow/3Ppq
http://paperpile.com/b/nfmWow/3Ppq
http://paperpile.com/b/nfmWow/3Ppq
http://paperpile.com/b/nfmWow/3Ppq
http://paperpile.com/b/nfmWow/3Ppq
http://paperpile.com/b/nfmWow/3Ppq
http://paperpile.com/b/nfmWow/oEUZ
http://paperpile.com/b/nfmWow/oEUZ
http://paperpile.com/b/nfmWow/oEUZ
http://paperpile.com/b/nfmWow/oEUZ
http://paperpile.com/b/nfmWow/oEUZ
http://paperpile.com/b/nfmWow/oEUZ
http://paperpile.com/b/nfmWow/uIJ8
http://paperpile.com/b/nfmWow/uIJ8
http://paperpile.com/b/nfmWow/uIJ8
http://paperpile.com/b/nfmWow/uIJ8
http://paperpile.com/b/nfmWow/uIJ8
http://paperpile.com/b/nfmWow/uIJ8
http://paperpile.com/b/nfmWow/eSJt
http://paperpile.com/b/y7MdTY/rLZW
http://paperpile.com/b/y7MdTY/rLZW
http://paperpile.com/b/y7MdTY/rLZW
http://paperpile.com/b/y7MdTY/rLZW
http://paperpile.com/b/y7MdTY/rLZW
http://paperpile.com/b/nfmWow/Itis
http://paperpile.com/b/nfmWow/Itis
http://paperpile.com/b/nfmWow/Itis
http://paperpile.com/b/nfmWow/Itis
http://paperpile.com/b/nfmWow/Itis
http://paperpile.com/b/nfmWow/79ag
http://paperpile.com/b/nfmWow/79ag
http://paperpile.com/b/nfmWow/79ag
http://paperpile.com/b/nfmWow/79ag
http://paperpile.com/b/nfmWow/79ag
http://paperpile.com/b/nfmWow/AyuQ
http://paperpile.com/b/nfmWow/AyuQ
http://paperpile.com/b/nfmWow/AyuQ
http://paperpile.com/b/nfmWow/AyuQ
http://paperpile.com/b/nfmWow/WU01
http://paperpile.com/b/nfmWow/WU01
http://paperpile.com/b/nfmWow/WU01
http://paperpile.com/b/nfmWow/WU01
http://paperpile.com/b/nfmWow/WU01
http://paperpile.com/b/nfmWow/WU01
http://paperpile.com/b/nfmWow/WU01
http://paperpile.com/b/nfmWow/opao
http://paperpile.com/b/nfmWow/opao
http://paperpile.com/b/nfmWow/opao
http://paperpile.com/b/nfmWow/opao
http://paperpile.com/b/nfmWow/opao
http://paperpile.com/b/nfmWow/opao
http://paperpile.com/b/nfmWow/rY1S
http://paperpile.com/b/nfmWow/rY1S
http://paperpile.com/b/nfmWow/rY1S
http://paperpile.com/b/nfmWow/rY1S
http://paperpile.com/b/nfmWow/rY1S
http://paperpile.com/b/nfmWow/rY1S
http://paperpile.com/b/nfmWow/mMlU
http://paperpile.com/b/nfmWow/mMlU
http://paperpile.com/b/nfmWow/mMlU
http://paperpile.com/b/nfmWow/mMlU
http://paperpile.com/b/nfmWow/mMlU
http://paperpile.com/b/nfmWow/ozZS
http://paperpile.com/b/nfmWow/ozZS
http://paperpile.com/b/nfmWow/ozZS
http://paperpile.com/b/nfmWow/ozZS
http://paperpile.com/b/nfmWow/ozZS
http://paperpile.com/b/nfmWow/ozZS
http://paperpile.com/b/nfmWow/ozZS
http://paperpile.com/b/nfmWow/XPOH
http://paperpile.com/b/nfmWow/XPOH
http://paperpile.com/b/nfmWow/XPOH
http://paperpile.com/b/nfmWow/XPOH
http://paperpile.com/b/nfmWow/XPOH
http://paperpile.com/b/nfmWow/267B
http://paperpile.com/b/nfmWow/267B
http://paperpile.com/b/nfmWow/267B
http://paperpile.com/b/nfmWow/267B
http://paperpile.com/b/nfmWow/267B
http://paperpile.com/b/nfmWow/xvUM
http://paperpile.com/b/nfmWow/xvUM
http://paperpile.com/b/nfmWow/xvUM
http://paperpile.com/b/nfmWow/xvUM
http://paperpile.com/b/nfmWow/xvUM
http://paperpile.com/b/nfmWow/xvUM
http://paperpile.com/b/nfmWow/qvyp
http://paperpile.com/b/nfmWow/qvyp
http://paperpile.com/b/nfmWow/qvyp
http://paperpile.com/b/nfmWow/qvyp
http://paperpile.com/b/nfmWow/qvyp
http://paperpile.com/b/nfmWow/qvyp
http://paperpile.com/b/nfmWow/03d2
http://paperpile.com/b/nfmWow/03d2
http://paperpile.com/b/nfmWow/03d2
http://paperpile.com/b/nfmWow/03d2
http://paperpile.com/b/nfmWow/03d2
http://paperpile.com/b/nfmWow/XTke
http://paperpile.com/b/nfmWow/XTke
http://paperpile.com/b/nfmWow/XTke
http://paperpile.com/b/nfmWow/XTke
http://paperpile.com/b/nfmWow/XTke
http://paperpile.com/b/nfmWow/XTke
http://paperpile.com/b/nfmWow/7aKg
http://paperpile.com/b/nfmWow/7aKg
http://paperpile.com/b/nfmWow/7aKg
http://paperpile.com/b/nfmWow/7aKg
http://paperpile.com/b/nfmWow/7aKg
http://paperpile.com/b/nfmWow/7aKg
http://paperpile.com/b/nfmWow/OnEm
http://paperpile.com/b/nfmWow/OnEm
http://paperpile.com/b/nfmWow/OnEm
http://paperpile.com/b/nfmWow/OnEm
http://paperpile.com/b/nfmWow/OnEm
http://paperpile.com/b/nfmWow/GUGJ
http://paperpile.com/b/nfmWow/GUGJ
http://paperpile.com/b/nfmWow/GUGJ
http://paperpile.com/b/nfmWow/GUGJ
http://paperpile.com/b/nfmWow/GUGJ
http://paperpile.com/b/nfmWow/kDKp
http://paperpile.com/b/nfmWow/kDKp
http://paperpile.com/b/nfmWow/kDKp
http://paperpile.com/b/nfmWow/kDKp
http://paperpile.com/b/nfmWow/kDKp
http://paperpile.com/b/nfmWow/rQtV
http://paperpile.com/b/nfmWow/rQtV
http://paperpile.com/b/nfmWow/rQtV
http://paperpile.com/b/nfmWow/rQtV
http://paperpile.com/b/nfmWow/rQtV
http://paperpile.com/b/nfmWow/CcMQ
http://paperpile.com/b/nfmWow/CcMQ
http://paperpile.com/b/nfmWow/CcMQ
http://paperpile.com/b/nfmWow/CcMQ
http://paperpile.com/b/nfmWow/AK1n
http://paperpile.com/b/nfmWow/AK1n
http://paperpile.com/b/nfmWow/AK1n
http://paperpile.com/b/nfmWow/AK1n
http://paperpile.com/b/nfmWow/AK1n
http://paperpile.com/b/nfmWow/PQZQ
http://paperpile.com/b/nfmWow/PQZQ
http://paperpile.com/b/nfmWow/PQZQ
http://paperpile.com/b/nfmWow/PQZQ
http://paperpile.com/b/nfmWow/eZ6U
http://paperpile.com/b/nfmWow/eZ6U
http://paperpile.com/b/nfmWow/eZ6U
http://paperpile.com/b/nfmWow/eZ6U
http://paperpile.com/b/nfmWow/eZ6U
http://paperpile.com/b/nfmWow/3Eum
http://paperpile.com/b/nfmWow/3Eum
http://paperpile.com/b/nfmWow/3Eum
http://paperpile.com/b/nfmWow/3Eum
http://paperpile.com/b/nfmWow/3Eum
http://paperpile.com/b/nfmWow/3Eum
http://paperpile.com/b/nfmWow/Xq5t
http://paperpile.com/b/nfmWow/Xq5t
http://paperpile.com/b/nfmWow/Xq5t
http://paperpile.com/b/nfmWow/Xq5t
http://paperpile.com/b/nfmWow/Xq5t
http://paperpile.com/b/nfmWow/Xq5t
http://paperpile.com/b/nfmWow/Xq5t

