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   Large colon resection and anastomosis is an established and successful surgical modality 
for removal of devitalized colon secondary to large colon volvulus and is a method for prevention 
of recurrent large colon displacement, especially in athletic horses.  The standard surgical 
technique, short of resection, involves derotation with or without evacuation of colon contents 
through a pelvic flexure enterotomy.  This standard technique has been shown to be very 
successful when patients are operated acutely and duration of illness does not exceed 3 to 4 hours 
before correction. 
   In our practice, the opportunity for surgical correction of volvulus within 3 to 4 hours 
from onset is rare.  We therefore place the majority of cases into one of two categories.  In the first, 
duration of illness exceeds 4 hours and colon integrity is compromised.  Serosal color is purple to 
blanched, mesentery is edematous to hemorrhagic, and colon wall thickness is increased.  In this 
instance, resection and anastomosis is strongly recommended, even if serosal color and colon 
integrity appear to improve following derotation.  It is important to note that the majority of 
resections in this category are performed in thick edematous bowel, with associated hemorrhagic or 
black mucosa.  Rarely does a clean line of demarcation exist between healthy and devitalized 
bowel.  In other words, resection is performed in seemingly compromised bowel.  There are few 
deterrents to attempt resection other than an increase in technical difficulty. However, if the 
seromuscular layer is too friable to hold suture or if the cardiovascular status of the horse is 
profoundly compromised, euthanasia should be performed.  Additionally, owners must except and 
understand that extended hospitalization and protracted postoperative morbidity is likely and that 
cost could preclude its utility. 
    In the second category, when colon viability is questionably adequate with visually pink 
mucosa and limited intestinal wall thickness, the decision as to whether resection should be 
performed is more difficult.  Clinical indicators of intestinal viability following volvulus are often 
inconsistent in predicting colon and subsequent patient survival.  In the past, the philosophy within 
our group was to leave the colon in situ if viability was deemed likely.  However, on multiple 
occasions, patients become severely endotoxic, with severe cardiovascular collapse 2-3 days 
following surgery.  Therefore, we recommend resection of all colons following volvulus when any 
question of viability exists or when duration of illness is documented to exceed three to four  hours. 

       We believe that euthanasia is not the only alternative when presented with an 
excessively thickened, devitalized, hemorrhagic colon with blackened mucosa that is obviously 
nonviable, and where disease extends beyond the cecocolic ligament.  Experience has dictated 
that horses can survive this potentially lethal scenario following resection by debulking the 
quantity of affected tissue.  Experience has also dictated that predicting survival, without the 
benefit of better intraoperative predictors or histopathology , is extremely difficult to impossible.  
Postoperatively, many horses continue to show moderate abdominal pain for approximately 24 
hours following this procedure and immediate repeat laparotomy should not be considered. 

 The following description details the surgical technique utilized by our practice.  We 
perform a standard side to side anastomosis; however, certain key steps are performed somewhat 
differently, which we believe reduces the potential for technical error. 

  A standard ventral midline approach is utilized. The large colon is exteriorized to the 
right side of the abdomen following either derotation of the large colon or repositioning of the 
colon subsequent to displacement. This allows the right dorsal and ventral colons to lie flat and 
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for the mesenteric vasculature to be accessible without forming a 180° twist within the colon. A 
colon tray is not used 

Once the colon has been exteriorized, and when colon thickness warrants concern for 
possible contamination, a colon clamp is placed on the right ventral and dorsal colons at the 
incision site. Two straight intestinal clamps are next blindly and deeply placed through the 
mesocolon onto the colonic vasculature just proximal to the sternal and diaphragmatic flexures. 
The left ventral and dorsal colons are then transected by a non-sterile member of the surgical team 
using a necropsy knife just distal to the intestinal clamps placed on the mesentery. This will 
reduce overall tension at the level of resection when performed. If excessive ingesta are present 
within the lumen, warm water lavage is used to evacuate it through the amputation sites. 

At the proposed site of resection, often approximately 10 cm from the cecocolic ligament, 
0 absorbable suture on a large tapered needle is used to ligate the colonic vasculature in a simple 
interrupted pattern. Multiple simple interrupted sutures are placed full thickness in two rows 
through the mesocolon in a blind fashion. It is important to stress that attempting to sharply 
dissect and isolate vasculature before ligation is not recommended and will often result in 
excessive hemorrhage, which may result in forcing the site of resection further proximally toward 
the ventral midline incision site. Following ligation, both sharp and blunt dissection is used to 
transect the vasculature just distal to the sutures and to clear the mesentery from the underlying 
bowel. At this point, if colon clamps are not utilized, any identifiable hemorrhage or vascular 
leakage within the mesentery is addressed. Once the mesentery is cleared from the underlying 
serosa, multiple applications of a TA-90 are placed across the colon at the level of resection. As 
the colon is slowly transected, small laparotomy sponges are placed over the distal aspect of the 
remaining colon to reduce contamination. The function of the TA 90 is to strictly decrease 
contamination so close to the ventral midline incision and is never intended to function as a 
primary holding layer. 

The right ventral and dorsal colon stump is next over sewn with 0 absorbable suture 
material. Initially, simple interrupted inverting sutures are placed approximately 2 cm apart 
along the length of the stump. Depending on the integrity of the colon, multiple simple 
interrupted sutures are sometimes required. This initial layer is then over sewn in a continuous 
inverting layer. The most challenging aspect involves ensuring a tight closure directly beneath 
the mesocolon. This often requires significantly deep bites to ensure that the seromuscular layer 
is included; otherwise, the potential exists to mistake the mesenteric fat as part of the colon 
resulting in an inadequate closure. 
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  Once the stump is secured, it is placed back over the incision so that the anti-mesenteric 
serosa is visible. The cecum may be exteriorized at this juncture to facilitate slight additional 
exteriorization of the stump. A side to side anastomosis is performed utilizing the ILA-100 
preceded by a simple continuous layer conjoining the right dorsal and ventral colons.  The initial 
incisions are made at the midpoint of the stump and 2 ILA cartridges are fired both proximally and 
distally to perform the anastomosis. Depending on the site of resection, the full- length of both 
cartridges is not always used.  This anastomosis is over sewn in a relatively standard fashion. 
Typically, indwelling abdominal drains and postoperative abdominal lavage is not performed. 
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