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In emergent settings for the treatment of colorectal diseases, di-
verse complications, including obstruction, perforation, ischemia, 
and sepsis, contribute to the high risk of both mortality and mor-
bidity in comparison to scheduled settings. According to Western 
studies, the mortality and the complication rates are high in such 
cases, ranging from 10% to 25% and 30% to 50%, respectively [1-
3]. However, studies in Asia on colorectal surgery in such context 
are lacking despite the fact that a multitude of surgical treatments 
exist for the complications encountered under emergent colorec-
tal conditions [4-7]. Due to the aging of, and the Westernization 
of dietary habits in, the Korean population, the incidences of ma-
lignant disorders such as colorectal cancer have been increasing 
alongside benign colorectal diseases such as diverticulitis and 
ischemic colitis. Despite the advances in colonoscopy and ab-
dominal computed tomography imaging, which allow early diag-
nosis and intervention, colon cancer still poses a conundrum 
when delayed treatment causes complications such as intestinal 
obstructions or perforations. Diverticulitis, together with isch-
emic colitis, has seen improvements in medical treatment because 
of the development of antibiotics, but remains difficult to manage 
in patients with extensive abdominal contamination and sepsis 
[8-12]. Thus, more studies are needed to identify possible risk fac-
tors and complications in an emergent setting. Taking this into 
consideration, the authors [13], despite the small study group, 
have identified risk factors that influence the outcomes of emer-
gent colorectal surgeries. 

In emergency settings, two main points need close observation, 
the first being the factors involving the patient and the second be-
ing surgical factors. As to the former, aged patients and those with 
underlying diseases such as diabetes or chronic kidney disease 

tend to show lower postoperative success. Such factors also apply 
to surgical treatments in nonelective cases [13]. In the case of an 
emergent open colectomy in elderly, geriatric patients, especially 
those above the age of 80, have higher risk of death, and as for di-
verticulitis, age acts as an independent risk factor for mortality af-
ter emergent surgery [14, 15]. Therefore, prior to intervention, 
age must be taken into account as it directly correlates to the out-
come for the patient. American Society of Anesthesiologists 
(ASA) scores also contribute to the patient’s postoperative results, 
and higher ASA scores are associated with more adverse results. 
ASA scores are currently utilized as predictors of surgical out-
come both pre- and postoperatively [16-18]. Post et al. [19] stated 
that hypotension showed a high correlation with postoperative 
leakage, but not very many studies exist on the subject. Oh and 
Kim [13] found that hypotension and symptoms related to the 
condition prior to surgery indicate worse outcome. Therefore, 
blood pressure management before intervention needs more at-
tention because it is, to an extent, a controllable factor. More stud-
ies are needed to identify care for such patients.

As to the surgical factors, the choice of surgical method directly 
relates to the results for the patient. The choice between fecal di-
version and intestinal anastomosis can influence the overall out-
come. As stated above, high ASA scores and preoperative hypo-
tension lead to worse outcomes in emergent patients undergoing 
colorectal surgery. Personally, such high risk patients benefit from 
limited and prompt surgical methods, making fecal diversion 
more preferable over intestinal anastomosis. Intestinal anastomo-
sis always carries the risk of leakage, even in elective situations, 
and serious complications may arise in patients already in diffi-
culty. Therefore, the selection of proper procedures according to 
the patient’s current health status outweighs the preference of the 
surgeon. 

As for the choice between open or laparoscopic surgery, recent 
studies support that, in emergent settings, the latter leads to better 
outcome. Harji et al. [20], in a systemic review of 22 prior studies, 
reported better short-term outcomes, which included shorter 
hospital stays and lower complication rates, for the latter. The re-
view concluded that an emergency laparoscopic colorectal resec-
tion was superior to traditional open methods. 

In a study of laparoscopic surgery for diverticular disease, hand-
assisted laparoscopic surgery (HALS), considering the multitude 
of patients with advanced age (conventional laparoscopic surgery, 
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46.2 years old; HALS, 67.3 years old), showed results comparable 
to conventional laparoscopic surgery [21]. Indications of HALS 
include high ASA scores (≥3), old age (≥75 years old), high body 
mass index (≥28 kg/m2), intestinal obstruction, bowel perfora-
tion, and peritoneal fecal contamination. Also, when the laparo-
scopic view of the abdomen provided limited information on the 
patient’s condition, use of the tactile senses greatly aided the sur-
geon in identifying organ structures and the overall state of the 
intestine. In the patients with ischemic colitis, such is the case, and 
HALS provides the surgeon with the ability to identify intact por-
tions of the colon more easily. Moreover, in the event of fecal con-
tamination of the peritoneum in patients with colorectal perfora-
tion, HALS provides a better outcome for the patient. A hand port 
is inserted through a 7-cm incision in the abdominal wall, which 
allows the surgeon convenience in performing irrigation and pro-
tecting against secondary infections of the surgical site. The hand 
port acts as a barrier for the opening of the surgical site, greatly 
decreasing the risk of contamination.

Multiple factors play a role in the overall mortality in emergent 
colorectal surgeries, and the patient’s condition, along with the 
surgical setting, greatly influences the hospital course. Due to the 
paucity of studies on the subject and the lack of data in Eastern 
countries, recognizing the factors that impact the overall survival 
of the ill is crucial in an emergent clinical setting. In conclusion, a 
thorough understanding of the patient’s current condition and an 
adequate surgical treatment is of utmost importance for improved 
survival of the patient. 
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