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ABSTRACT

BACKGROUND: Cancers of the rectosigmoid region account for a significant portion of colorectal cancers malignancies and are
associated with higher rates of emergency presentation compared to other colorectal cancers. This study aims to compare emergency
and elective presentations of rectosigmoid junction cancers in terms of surgical and pathological outcomes.

METHODS: Between 2021 and 2025, a total of 321 patients who underwent surgery for rectosigmoid cancer were retrospectively
evaluated. Patients were categorized into two groups based on the nature of their hospital admission: emergency (n=76) and elective
(n=245). Demographic characteristics (age, gender, American Society of Anesthesiologists Physical Status Classification System [ASA]
score), surgical details (approach, tumor location, type of operation, operative duration), postoperative complications (Clavien-Dindo
classification, length of hospital stay), and pathology results (perineural invasion, lymphovascular invasion, tumor (T) and nodal (N)
stage, lymph node count) were analyzed.

RESULTS: The mean age in the emergency group (67.93+13.36 years) was higher than in the elective group (64.42+11.65 years)
(p=0.027). The emergency group had a higher frequency of open surgical approaches (p<0.001), sigmoid tumors (p<0.001), and resec-
tion with colostomy procedures (p<0.001), while the elective group had higher rates of anastomosis (p<0.001). Postoperative com-
plications, operation duration, and length of hospital stay were all significantly greater in the emergency group (p<0.001, p<0.001, and
p=0.018, respectively). Pathologically, the emergency group showed higher rates of perineural invasion (p<0.001), lymphovascular inva-
sion (p=0.006), advanced T and N stages (p<0.001 and p=0.006, respectively), and a higher number of positive lymph nodes (p=0.006).
However, there was no difference between the groups in the total number of lymph nodes removed (p=0.323).

CONCLUSION: Despite the inherent challenges of emergency presentation, adherence to principles such as complete mesocolic
excision and adequate lymphadenectomy in both groups resulted in comparable pathological outcomes, demonstrating the feasibility of
maintaining oncologic standards even in emergency settings. This study shows that, despite their complexity, emergency presentations
do not preclude oncologically radical resections when managed with standardized protocols.
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INTRODUCTION ed mortality worldwide.Il A substantial proportion of CRCs

(approximately 70%) arise in the left colon. Rectal cancers
Colorectal cancer (CRC) represents a significant global health constitute about 30-35% of all colorectal cancers, sigmoid
burden, ranking third in incidence and second in cancer-relat- colon cancers 20-25%, and rectosigmoid junction cancers
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5-10%.1 Advances in screening programs have improved early
diagnosis rates, leading to better outcomes.’*! Despite this
progress, a notable percentage (10-30%) of CRC cases still
present emergently, often with acute complications such as
bowel obstruction, perforation, or hemorrhage—scenarios
that require urgent surgical intervention.!]

Standard management of CRC is based on the principles of
complete mesocolic excision, including proximal vascular liga-
tion and retrieval of at least 12 lymph nodes, in accordance
with National Comprehensive Cancer Network (NCCN)
guidelines.’® However, emergency presentations are fre-
quently associated with delayed diagnosis, poor physiological
status, and increased perioperative risk, which may compro-
mise adherence to oncologic standards and adversely affect
outcomes.”!

While previous studies have compared emergency and elec-
tive surgeries in CRC broadly, few have focused specifically on
cancers of the rectosigmoid region—a transitional anatomi-
cal zone with distinct surgical and pathological features. The
rectosigmoid junction, a watershed area between the hindgut
and midgut, has unique lymphatic drainage patterns that may
influence tumor behavior and impact surgical planning.

This study addresses this gap by providing a focused compari-
son of oncological quality indicators and perioperative out-
comes in emergency versus elective surgeries for rectosig-
moid cancer. We hypothesized that emergency presentations
would be associated with more advanced tumor biology (e.g.,
higher rates of perineural invasion) and suboptimal surgical
outcomes, but that adherence to oncologic principles could
mitigate these disparities. By evaluating real-world adherence
to oncologic standards in both settings and identifying factors
that predict deviations, our analysis offers novel insights that
can inform tailored surgical strategies and improve care for
this high-risk subgroup.

MATERIALS AND METHODS

Between June 2022 and January 2025, patients diagnosed
with rectosigmoid region cancer who underwent surgery at a
tertiary training and research hospital were included. Patients
who did not undergo surgery, refused surgical treatment, or
had incomplete data in the hospital database were excluded.
This retrospective study was approved by the local ethics
committee (approval number: KAEK/2025.03.80) and con-
ducted in accordance with the principles of the Declaration
of Helsinki. Artificial intelligence (Al)-supported technologies
were not used in the production of this study.

Patients were categorized into two groups based on the tim-
ing of surgery: emergency (EM) and elective (EL). The EM
group included patients who presented with acute compli-
cations such as obstruction or perforation, requiring urgent
surgical intervention, while the EL group included patients
who underwent planned operations. All resections were per-
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formed according to the principles of complete mesocolic
excision, with proximal vascular ligation and retrieval of 212
lymph nodes, in accordance with NCCN guidelines. Emer-
gency cases underwent rapid computed tomography-based
(CT-based) staging, and surgery was performed within six
hours of diagnosis. Hemodynamically unstable patients un-
derwent damage-control surgery (e.g., staged resections).

According to current treatment protocols, neoadjuvant
chemoradiotherapy is not routinely recommended for tu-
mors located in the rectosigmoid region; it is typically re-
served for mid-to-lower rectal tumors. In our cohort, six
patients in the EM group and 23 patients in the EL group had
rectal tumors and had received neoadjuvant chemoradiother-
apy. To maintain group homogeneity and avoid confounding,
these patients were excluded. As a result, no patients in the
final analysis had received neoadjuvant therapy.

Demographic data, including age, sex, and ASA (American
Society of Anesthesiologists) scores, were retrieved from the
hospital database. Surgical approach, tumor localization, sur-
gical technique, Clavien-Dindo Classification of surgical com-
plications, operation time, and length of hospital stay were
also analyzed. Tumor localization was categorized by the op-
erating surgeon as proximal rectum, rectosigmoid junction,
or sigmoid colon. Postoperative pathology reports of all pa-
tients included in the study were reviewed. Data on perineu-
ral invasion, lymphovascular invasion, tumor (T) stage, nodal
(N) stage, number of resected lymph nodes, and number of
positive lymph nodes were documented.

Statistical Analysis

For descriptive statistics, categorical variables were present-
ed as numbers and percentages, while numerical parameters
were expressed as mean, median, standard deviation, mini-
mum, and maximum values. The Shapiro-Wilk test was used
to assess the normality of continuous variables. When para-
metric assumptions were met, comparisons between two
independent groups were made using Student’s t-test; other-
wise, the Mann-Whitney U test was applied. The chi-square
test was used to compare categorical variables. Additionally,
binary logistic regression analysis was performed to evaluate
variables that were significant in univariate analysis, allowing
for the identification of independent predictors of emergency
presentation. All analyses were conducted using the Statisti-
cal Package for the Social Sciences for Windows, version 22.0
(SPSS Inc., Chicago, lllinois, USA). A p value of <0.05 was
considered statistically significant.

RESULTS

Between June 2022 and January 2025, a total of 321 patients
were diagnosed with rectosigmoid region cancers and un-
derwent surgery. Of these, 76 underwent emergency sur-
gery and 245 underwent elective surgery. The mean age was
65.25+12.14 years. Overall, 61.4% of patients were male and
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Table I. Demographic features of patients
Overall Emergency Elective
(n=321) (n=76) (n=245)
Sex p=0.281"
Male, n (%) 197 (61.4%) 51 (67.1%) 146 (59.6%)
Female, n (%) 124 (38.6%) 25 (32.9%) 99 (40.4%)
Age (years) (meantSD¥*) 65.25+12.14 67.93+13.36 64.42+11.65 p=0.0272
ASA Score
ASA |, n (%) 45 (14%) 9 (20%) 36 (80%)
ASA I, n (%) 202 (62.9%) 43 (21.3%) 159 (78.7%)
ASA I, n (%) 74 (23.1%) 24 (32.4%) 50 (67.6%) p=0.128'
*Standard deviation; 'Fisher’s Exact Test; 2Student’s t-test.
Table 2. Operative details and postoperative outcomes
Overall Emergency Elective
(n=321) (n=76) (n=245)
Tumor Localization p<0.001"'
Rectum, n (%) 140 (43.6%) 18 (23.7%) 122 (49.8%)
Rectosigmoid, n (%) 61 (19%) 16 (21.1%) 45 (18.4%)
Sigmoid, n (%) 120 (37.4%) 42 (55.3%) 78 (31.8%)
Operation Type p<0.001'
Resection, n (%) 172 (53.6%) 21 (27.6%) 151 (61.6%)
Resection+loop ileostomy, n (%) 76 (23.7%) 9 (11.8%) 67 (27.3%)
Resection+colostomy, n (%) 73 (22.7%) 46 (60.6%) 27 (11.1%)
Clavien-Dindo Classification p<0.001'
Class |, n (%) 260 (81%) 53 (69.7%) 207 (84.5%)
Class Il, n (%) 19 (5.9%) 6 (7.9%) 13 (5.3%)
Class lll, n (%) 24 (7.5%) 6 (7.9%) 18 (7.3%)
Class IV, n (%) 18 (5.6%) Il (14.5%) 7 (2.9%)
Operation time (minutes), Median (min-max) 160 (10-390) I51 (30-310) 165 (10-390) p<0.0013
Length of hospital stay (days), Median (min-max) 1-33 (9) 1-31 (10) 4-33 (9) p=0.0183

'Fisher’s Exact Test; 3Mann-Whitney U test. p<0.05 was considered statistically significant. Statistically significant values are shown in bold.

38.6% were female. There was no statistically significant dif-
ference between the groups in terms of sex (p=0.281); how-
ever, the emergency group was found to be older (p=0.027).
In terms of ASA classification, 14% of patients were ASA |,
62.9% ASA ll, and 23.1% ASA lll. There were no statistically
significant differences between the groups (p=0.128). The dis-
tributions of sex, age, and ASA scores between the groups
are presented in Table |.

Perioperative characteristics of the patients are summa-
rized in Table 2. The most common tumor location in the
overall cohort was the rectum (43.6%), followed by the sig-
moid colon (37.4%) and the rectosigmoid junction (19%).
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Tumor localization differed significantly between the groups
(p<0.001); rectal tumors were more frequent in the EL group
(49.8%), whereas sigmoid tumors predominated in the EM
group (55.3%). Regarding surgical procedures, resection alone
was performed in 53.6% of patients, resection with loop il-
eostomy in 23.7%, and resection with colostomy in 22.7%.
Emergency cases had a significantly higher rate of resection
with colostomy (60.6%) compared to elective cases (I1.1%)
(p<0.001).

Postoperative complications, as classified by the Clavien-
Dindo system, differed significantly between the groups
(p<0.001). While 84.5% of patients in the EL group experi-
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Table 3. Histopathological findings and tumor staging
Overall Emergency Elective
(n=321) (n=76) (n=245)
Perineural invasion p<0.001"'
Absent, n (%) 183 (57%) 27 (35.5%) 156 (63.7%)
Present, n (%) 138 (43%) 49 (64.5%) 89 (36.3%)
Lymphovascular invasion p=0.006'
Absent, n (%) 172 (53.6%) 30 (39.5%) 142 (58%)
Present, n (%) 149 (46.4%) 46 (60.5%) 103 (42%)
T stage p<0.001"'
TO, n (%) 17 (5.3%) I (1.3%) 16 (6.5%)
TI, n (%) 24 (7.5%) 2 (2.6%) 22 (9%)
T2, n (%) 58 (18.1%) 9 (11.8%) 49 (20%)
T3, n (%) 156 (48.6%) 37 (48.7%) 119 (48.6%)
T4, n (%) 66 (20.6%) 27 (35.5%) 39 (15.9%)
N stage p=0.006'
NO, n (%) 215 (67%) 42 (55.3%) 173 (70.6%)
NI, n (%) 58 (18.1%) 14 (18.4%) 44 (18%)
N2, n (%) 31 (9.7%) Il (14.5%) 20 (8.2%)
N3, n (%) 17 (5.3%) 9 (11.8%) 8 (3.3%)
Resected lymph nodes, Median (min-max) 14 (0-48) 14 (2-35) 14 (0-48) p=0.3233
Positive lymph nodes, Median (min-max) 0 (0-16) 0 (0-16) 0 (0-14) p=0.006°

'Fisher’s Exact Test; *Mann-Whitney U test. p<0.05 was considered statistically significant. Statistically significant values are shown in bold.

enced only minor complications (Class I), this rate was lower
in the EM group (69.7%), which also had a higher proportion
of severe (Class IV) complications (14.5% vs. 2.9%). The me-
dian operation time was significantly shorter in the EM group
(151 minutes; range: 30-310) compared to the EL group (165
minutes; range: 10-390) (p<0.001). This shorter operative
duration in emergency cases may reflect the prioritization of
life-saving procedures over oncological radicality, as well as
the avoidance of complex reconstructions (e.g., no anasto-
mosis in 60.6% of EM cases). The median length of hospital
stay was also significantly longer in the EM group (10 days;
range: 1-31) compared to the EL group (9 days; range: 4-33)
(p=0.018).

The histopathological characteristics of the patients are sum-
marized in Table 3. Perineural invasion was detected in 43%
of all patients, with a significantly higher rate in the EM group
(64.5%) compared to the EL group (36.3%) (p<0.001). Simi-
larly, lymphovascular invasion was more frequent in EM cases
(60.5% vs. 42%, p=0.006).

In terms of tumor depth (T stage), the majority of patients
were classified as T3 (48.6%) or T4 (20.6%). The proportion
of T4 tumors was significantly higher in the EM group com-
pared to the EL group (35.5% vs. 15.9%, p<0.001). Lymph
node involvement (N stage) also differed significantly be-
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tween groups (p=0.006). While 70.6% of patients in the EL
group had no nodal involvement (NO), this rate was lower in
the EM group (55.3%), which had a higher proportion of N3
disease (11.8% vs. 3.3%). The elevated NI-N2 rates in the
EM group suggest that emergency presentations may hinder
comprehensive lymph node assessment, leading to underre-
porting of intermediate-stage disease in elective settings.

The median number of resected lymph nodes was similar in
both groups (14 nodes, p=0.323). However, the number of
positive lymph nodes was significantly higher in the EM group
(median: 0, range: 0-16) compared to the EL group (median:
0, range: 0-14) (p=0.006).

In multivariate logistic regression analysis, tumor localization,
resection with colostomy, and perineural invasion were in-
dependently associated with emergency presentation. Com-
pared to rectal tumors, sigmoid colon tumors (odds ratio
[OR]: 0.093; 95% confidence interval [CI]: 0.034-0.252;
p<0.001) and rectosigmoid junction tumors (OR: 0.191; 95%
Cl: 0.065-0.560; p=0.003) were more strongly associated
with emergency surgery. Resection with colostomy was sig-
nificantly more frequent in the emergency group (OR: 0.037;
95% CI: 0.014-0.095; p<0.001). Perineural invasion was also
independently associated with emergency presentation (OR:
0.398; 95% CI: 0.172-0.925; p=0.032). Other variables, in-
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Table 4. Multivariate logistic regression analysis of factors associated with emergency presentation
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Prognostic Factor OR (95% CI) P value
Age 0.976 (0.946-1.007) p=0.122
Tumor localization

Rectum Reference

Rectosigmoid 0.191 (0.065-0.560) p=0.003

Sigmoid 0.093 (0.034-0.252) p<0.001
Type of operation

Resection + anastomosis Reference

Resection + ileostomy 0.401 (0.136-1.185) p=0.098

Resection + colostomy 0.037 (0.014-0.095) p<0.001
Clavien-Dindo Grade

Class | Reference

Class Il 0.777 (0.177-3.414) p=0.739

Class Il 1.009 (0.262-3.886) p=0.989

Class IV 0.351 (0.084-1.476) p=0.153
Operation time 1.007 (0.998-1.015) p=0.137
Length of hospital stay 0.962 (0.907-1.021) p=0.205
Perineural invasion 0.398 (0.172-0.925) p=0.032
Lymphovascular invasion 1.511 (0.646-3.534) p=0.341
T stage

TO Reference

TI 0.208 (0.010-4.317) p=0.311

T2 0.337 (0.022-5.134) p=0.434

T3 0.319 (0.023-4.441) p=0.395

T4 0.196 (0.013-2.959) p=0.239
N stage

NO Reference

NI 0.894 (0.282-2.835) p=0.849

N2 0.406 (0.060-2.774) p=0.358

N3 0.070 (0.002-2.687) p=0.153
Positive lymph node count 1.164 (0.840-1.614) p=0.361

OR: Odds ratio; Cl: Confidence interval. p<0.05 was considered statistically significant. Statistically significant values are shown in bold.

cluding age, ASA score, Clavien-Dindo classification, length
of hospital stay, and lymphovascular invasion, were not statis-
tically significant in the multivariate model. A full summary is
provided in Table 4.

DISCUSSION

This study, which compares the surgical and pathological out-
comes of patients with rectosigmoid region cancer present-
ing emergently versus electively, aligns with findings reported
in the literature, demonstrating that emergency cases are
associated with poorer prognostic features.”'? The signifi-
cantly higher mean age in the emergency group compared to
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the elective group (p=0.027) suggests that older patients may
be more susceptible to emergency presentations, potentially
due to delayed diagnosis.!'"' The absence of significant dif-
ferences in gender and ASA scores between the groups in-
dicates that demographic factors may have a limited impact
on surgical outcomes; however, these findings should be vali-
dated in broader settings.!'?]

Regarding surgical approach, the more frequent use of open
surgery in the emergency group compared to the elective
group (p<0.001) reflects the urgent nature of these cases,
where the need for rapid intervention may preclude the use
of laparoscopic techniques.!' Differences in tumor localiza-
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tion, with sigmoid cancers predominating in the emergency
group and rectal cancers in the elective group (p<0.001), sug-
gest that emergency presentations are more frequently as-
sociated with obstructive complications of the sigmoid colon.
51 Analysis of surgical procedures revealed a higher rate of
resection with colostomy in the emergency group (p<0.001),
consistent with the reduced feasibility of anastomosis in

emergency settings and the preference for stoma creation.
[16,17]

The higher rate of postoperative complications in the emer-
gency group (p<0.001) supports the observation that these
patients are more likely to present with advanced disease and
surgical challenges.I'® Additionally, the longer operation du-
ration and extended hospital stay in the emergency group
(p<0.001 and p=0.018, respectively) reflect the technical de-
mands of emergency surgery, the time-intensive management
of complications, the urgency of the surgical procedure, and
postoperative complexities such as infection risk and delayed
recovery. These findings underscore the need for intensified
perioperative care protocols in emergency cases.['*?%

Regarding pathological findings, the higher rates of perineu-
ral and lymphovascular invasion in the emergency group
(p<0.001, p=0.006) suggest that emergency presentation may
be associated with more biologically aggressive tumors.?'!
Furthermore, the more advanced T and N stages (p<0.001,
p=0.006), and the increased number of positive lymph nodes
(p=0.006) in the emergency group indicate that delayed di-
agnosis in emergencies may contribute to disease progres-
sion.” While NO and N3 stages showed marked differences,
intermediate nodal involvement (NI and N2) also trended
higher in the emergency group, suggesting a gradient of nodal
disease severity associated with emergency presentation.
23 Perineural invasion, a marker of aggressive tumor biol-
ogy, may reflect neurotrophic growth patterns and enhanced
stromal invasion. These mechanisms could help explain the
acute deterioration often observed in emergency presenta-
tions, particularly in tumors with high invasive potential. The
observed association between perineural invasion and emer-
gency presentation (OR: 0.398) supports the use of intraop-
erative frozen section analysis to guide nerve-sparing deci-
sions, particularly in rectal cases.[*"]

The literature reports that emergency presentation in rec-
tosigmoid region cancer is associated with worse outcomes.
This study supports that conclusion through both surgical
and pathological data. However, the finding that oncologi-
cally appropriate surgical resection can still achieve compa-
rable outcomes in both groups underscores the importance
of adhering to optimal surgical principles, even in emergency
settings.®?! The impact of adjuvant therapies such as radio-
therapy and neoadjuvant treatment was not evaluated in this
study, but the current data highlight a potential need for mul-
timodal treatment in the emergency group.””? Additionally,
the hypothesis that rectosigmoid region cancers may exhibit
distinct biological behaviors aligns with the observed differ-
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ences in tumor localization and warrants further investigation
through molecular analyses in future studies.*!

In this study, sigmoid and rectosigmoid tumors were inde-
pendently associated with emergency presentation, challeng-
ing the conventional view that rectal tumors are more likely
to present acutely. Resection with colostomy was strongly
associated with emergency surgery, likely reflecting surgical
caution in unstable patients.’!

Perineural invasion was independently associated with emer-
gency presentation in our cohort, suggesting a possible link
between biologically aggressive tumor behavior and acute de-
terioration. This finding is consistent with previous studies in-
dicating that perineural spread reflects a more invasive pheno-
type commonly seen in advanced colorectal cancers.B” As in
prior research, our findings also suggest that emergency pre-
sentations are primarily driven by mechanical complications,
such as obstruction, particularly in sigmoid tumors. These
variations may stem from differences in tumor localization,
patient selection, or pathological assessment standards.?"]

Although we did not perform molecular analyses, recent liter-
ature suggests that rectosigmoid cancers may harbor distinct
molecular features—such as KRAS or BRAF mutations and
microsatellite instability—that influence tumor behavior and
clinical outcomes.? This represents a limitation of our study
and underscores the need for future research incorporating
molecular profiling to determine whether emergency cases
reflect distinct tumor biology. Future studies integrating mo-
lecular markers—such as KRAS/BRAF mutation status and
microsatellite instability—may help clarify whether emergen-
cy presentations represent biologically distinct entities, there-
by informing the development of targeted therapies.*® Given
the association between emergency presentation and aggres-
sive pathological features, multimodal treatment strategies,
including systemic chemotherapy, and, where appropriate, ra-
diotherapy, should be more strongly considered for this sub-
group. While current guidelines reserve neoadjuvant therapy
for lower rectal tumors, emerging evidence supports a more
individualized, multimodal approach for select rectosigmoid
cases, tailored to patient risk and tumor burden. Postopera-
tive risk stratification may help guide timely adjuvant therapy
to improve outcomes in these high-risk patients.?*

This study also has several limitations. Firstly, its retrospec-
tive, single-center design may have introduced selection and
documentation biases. Additionally, the inclusion of proce-
dures performed by multiple surgeons could have contribut-
ed to heterogeneity in surgical techniques and perioperative
management. Variability in surgeon experience (such as pro-
ficiency with laparoscopic versus open approaches) may have
influenced outcomes, despite the application of standardized
protocols. Most notably, the relatively short follow-up pe-
riod limited the ability to assess long-term oncological out-
comes, including overall and disease-free survival. Therefore,
the findings presented here should be considered preliminary.
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Future multicenter studies should incorporate RNA sequenc-
ing to identify epithelial-mesenchymal transition (EMT) signa-
tures linked to emergency presentations. As more follow-up
data become available, a more comprehensive survival analy-
sis is planned to further evaluate the prognostic implications
of emergency versus elective presentation in rectosigmoid
cancer.

CONCLUSION

This study demonstrates that emergency presentation in rec-
tosigmoid cancer is associated with poorer surgical and path-
ological outcomes, including higher complication rates and
longer hospital stays. Despite these challenges, adherence to
oncological surgical principles can partially mitigate the nega-
tive impact. Increased rates of perineural and lymphovascular
invasion in emergency cases suggest more aggressive tumor
biology. These findings underscore the importance of early
diagnosis and timely intervention to improve outcomes in this
high-risk population. Strategies such as early stoma forma-
tion, damage-control surgery, and bridging procedures may
help improve outcomes. Institutional protocols that priori-
tize rapid diagnostics and early surgical decision-making could
further optimize emergency care. By recognizing emergency
rectosigmoid cancer as a distinct clinical and biological entity,
clinicians can enhance both acute management and long-term
survival through precision surgery and targeted therapies.
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ORIJINAL CALISMA - 0Z

Acil servis sunumunun rektosigmoid kanserinde erken cerrahi ve onkolojik sonuglar
iizerindeki etkisi: Tek merkezli retrospektif analiz

AMAC: Rektosigmoid bolge kanserleri, diger kolorektal kanserlere kiyasla daha yiiksek acil basvuru oranlariyla kolorektal kanserlerin 6nemli bir
bélimiind olusturur. Bu galismanin amaci, rektosigmoid bdlge kanserlerinin acil ve elektif bagvurularini cerrahi ve timor patoloji sonuglart agisindan
karsilastirmaktir.

GEREC VE YONTEM: 2021 ile 2025 yillari arasinda rektosigmoid bolge kanseri nedeniyle ameliyat edilen 32| hasta retrospektif olarak degerlen-
dirildi. Hastalar hastane yatiglarina gore iki gruba ayrildi: Acil (n=76) ve elektif (n=245). Demografik 6zellikler (yas, cinsiyet, ASA skoru), cerrahi
ozellikler (yaklagim, timor yeri, operasyon tiirli, siire), postoperatif komplikasyonlar (Clavien Dindo siniflandirmasi, hastanede kalis stiresi) ve
patoloji sonuglari (perindral invazyon, lenfovaskiiler invazyon, T/N evresi, lenf nodu sayisi) analiz edildi.

BULGULAR: Acil grupta yas ortalamasi (67.93%13.36 yil) elektif gruptan (64.42%11.65 yil) daha yuksekti (p=0.027). Acil grubunda daha fazla agik
cerrahi yaklagim (p<0.001), sigmoid kanser (p<0.001) ve rezeksiyon + kolostomi operasyonu (p<0.001) vardi; elektif grupta ise daha yiiksek anas-
tomoz oranlari goriildi (p<0.001). Postoperatif komplikasyonlar, operasyon siiresi ve hastanede kalis siiresi acil grupta anlamli olarak daha ytksekti
(p<0.001, p<0.001, p=0.018). Perinéral invazyon (p<0.001), lenfovaskiiler invazyon (p=0.006), T ve N evreleri (p<0.001, p=0.006) ve pozitif lenf
nodu sayisi (p=0.006) acil grupta daha yiiksekti; ancak, gikarilan lenf nodu sayisinda bir fark bulunmadi (p=0.323).

SONUC: Acil basvurularda daha kétii tlimor ozelliklerine ragmen, onkolojik olarak uygun cerrahi rezeksiyonlarla benzer patolojik sonuglar elde
edilebilir. Bu calisma, acil ve elektif bagvurular arasindaki cerrahi ve patolojik sonuglardaki farkliliklari vurgulayarak, tedavi yaklagimlarini optimize
etme ihtiyacini vurgulamaktadir.

Anahtar sozciikler: Rektosigmoid kanser,; acil cerrahi; lenf nodu metastazi; postoperatif morbidite; onkolojik prognoz.
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