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Abstract

Toxic Megacolon (TM) is a non-obstructive dilatation of the
colon, either total or segmental, associated with systemic
toxicity. Even though it is best known as a consequence of
Inflammatory Bowel Diseases (IBD) and it is mostly related to
Ulcerative Colitis (UC), it may be also a complication of other
conditions, such as infectious diseases. In fact, the
epidemiology of TM has lately changed: there has been a
recent increase in the number of reports of TM associated with
pseudomembranous colitis (PMC) and, hereupon, the
Clostridium difficile has spread as one of the most important
causes of TM. However, more precise data about the
epidemiology of TM should be collected. Due to its systemic
involvement, TM is a severe and life-threatening condition that
still represents a big challenge for both physicians and
surgeons. A multidisciplinary team should take care of the
patient with a close monitoring and the surgeons should be
involved from the very onset of TM, since it often requires a
surgical treatment and the establishment of the right timing to
perform it can be very difficult. Even though the mainstay of the
therapy is the treatment of the underlying cause of TM, the
milestones of the current therapy are mostly extrapolated from
old trials about IBD patients, especially those who are affected
by severe UC. Therefore, one of the main difficulties about
management of TM is the lack of recent randomized clinical
trials comparing different approaches to TM.
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Epidemiology
TM is defined as a total or partial non-obstructive dilatation of the

colon, equal or larger than 6 cm, and the additional presence of
systemic toxicity[1]. The incidence of TM depends on the etiology and,
since there are many different causes of TM, precise data about its
epidemiology are still lacking and there are not many recent studies
available. In literature, most of the studies involve patients affected by
IBD and TM is more frequently related to UC. A retrospective study
conducted in 1985 reported that among 1236 patients with IBD,75
developed TM (6%); more specifically 10% of those affected by UC and
2,3% of those with Crohn’s disease[2]. A more recent prospective study
analyzed 45 patients with severe UC: 24 of them (53%) had
gastrointestinal distension and 7 of these 24 (15% of 45 patients) had
TM on admission or developed it few days later[3].

Another study reported that TM was the first clinical presentation
of an undiagnosed UC in 13% of the patients[4]. The prevalence of TM
is higher among women (56.4%) than men (43.6%), it is more common
among whites (79.7%) and the average age of onset is 62.4 years. Also,
the most common causes of hospitalization are IBD (51.6%),
septicemia (10.2%) and intestinal infections (4.1%), with an overall in-
hospital mortality of 7.9%[5]. Nonetheless, during the last years, the
epidemiology of TM has been changing, with an increase of its
incidence associated with infectious conditions, especially C. difficile
colitis: the changes might be due to the more frequent use of broad-
spectrum antibiotics and the emergence of a hyper virulent C. difficile
strain (BI/NAP1/027)[6]. According to several studies conducted in
2008, the incidence of TM in pseudomembranous colitis is between
0.4% and 3%. Also, the mortality rate of TM secondary to C. difficile
colitis is considerable and varies from 38% to 80%[7-9].

Etiology
Besides IBD, and more specifically UC, there is a wide array of

conditions that may be complicated by colonic dilatation. In fact, a
study conducted in 2006 retrospectively examined 70 patients
surgically treated for TM between 1985 and 2004, with UC emerging
as the main cause (46%), followed by infectious colitis (34%) and
ischemic colitis (11%); only one case (2%) was related to Crohn’s
disease [4]. Among the infectious conditions, there are bacterial colitis
(C. difficile, Salmonella, Shigella, Campylobacter), viral colitis
(Cytomegalovirus(CMV))and parasitic colitis (Entamoeba) [10-14]. In
particular, CMV has been associated to TM in IBD [15]. C. difficile
and CMV infections are the main cause of TM in patients with HIV
infection and AIDS [16]. There are also case reports of TM in patients
affected by Aspergillosis, Rotavirus infection and a toxic colonic
dilatation developed in a case of Hemolytic-Uremic Syndrome caused
by E. Coli O157[17-19]. Further etiological factors include ischemic
colitis, Behçet’s disease and malignancies such as colonic lymphoma
and Kaposi ’ s sarcoma [20-23]. Also cytotoxic chemotherapy is
reported as a potential cause of TM and a case series describes TM
after an autologous transplantation in four patients with amyloidosis
[24,25].

Pathogenesis
The exact mechanisms causing TM are not fully understood, yet.

The association between an inflammatory condition of the colon and
the decreased contractility of smooth muscle is well established.
Different inflammatory mediators, such as vasoactive intestinal
polypeptides, substance P and leukotrienes, may be involved in TM
development: the change of the colonic response to these chemical
mediators is related to a decreased smooth muscle contraction and
may inhibit colonic motility[26-28]. Also nitric oxide (NO) induces
colonic smooth muscle relaxation[29]. An increased expression of
inducible nitric oxide synthase (iNOS) has been found in animal
models of colitis, in specimens of the colonic mucosa of patients with
UC and also in the muscularis propria of patients with TM[30-32]. It
has also been reported that the mucosal cells of patients with UC
release significantly higher levels of H2O2, interleukin (IL)-1β and NO
into the submucosal layer compared to the mucosal cells of control
patients[33]. Precipitating factors for TM include medications which
reduce the gut motility (narcotics and anticholinergics), electrolytic
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derangements (e.g. hypokalemia) and diagnostic procedures such as
barium enema and colonscopy [34].

Diagnostic Approach
The diagnosis of TM is based on a combination of clinical signs of

systemic toxicity and signs of colonic dilatation in imaging
investigations.

Table 1 Table 2

History

Signs of IBD and acute colitis

Abdominal pain

Bloody diarrhea

Vomiting

Weight loss

History of previous exacerbations

Extraintestinal manifestations

Possible exposure to enteric pathogens

Family, environment

Recent travels

Medications, especially:

Antibiotics

Antidiarrheals

Anticholinergics

Opiates

Immune status

Chemotherapy, malignancy

HIV

Physical examination

Abdominal pain, tenderness, distension

Constipation, obstipation

Reduced bowel sounds

Fever

Tachycardia, hypotension

Mental changes

Laboratory investigations

Inflammation

Elevated white blood cells count

Elevated C-reactive protein

Elevated erythrocyte sedimentation rate

Anemia

Electrolyte imbalances

Blood culture

Fecal screening for pathogens

Stool sample for Clostridium difficile culture and A/B toxin assay

Table 1: Diagnostic Approach to Toxic Megacolon.

Clinical conditions and laboratory findings
The most used criteria for the diagnosis of TM are: (a) radiographic

evidence of colonic dilatation greater than 6 cm, especiallyin the

transverse colon; (b) any three of the following: fever (>38.6 °C, 101.5
°F), tachycardia (>120 beats/min), leukocytosis>10500/µl, anemia; and
(c) any one of the following: dehydration, altered level of
consciousness, electrolyte imbalances, hypotension[35]. Frequent
clinical findings are abdomen tenderness and reduced bowel sounds,
while signs of peritonitis may indicate perforation. As concern
laboratory findings, there are several but non-specific abnormalities
which reflect systemic toxicity: increased erythrocyte sedimentation
rate and elevated C- reactive protein are common features. Electrolyte
imbalances are one of the main criteria, and hypokalemia and
hypoalbuminemia are associated with severe diarrhea, volume
depletion and a poor prognosis. Even though a severe hypokalemic
alkalosis has been considered a relevant marker of severity and it can
be used during the follow up of these patients, it is not considered
mandatory[36].

Clinical criteria for toxic megacolon (by Jalan 35)

Main criteria (at least 3 of the following)

Fever > 38,6°C

Tachycardia > 120 bpm

Leukocytosis >10500/µl

Anemia

In addition, at least one of the following:

Dehydration

Altered level of consciousness

Electrolyte imbalances

Hypotension

Imaging studies

Plain abdominal imaging

Colonic dilation > 5,5 cm

Disturbances or loss of colonic haustration

Air-fluid levels

Small bowel distension

Additional CT findings

Colonic wall thickening

Pericolic stranding

Complications: abscesses, perforation

Abdominal Ultrasound

Table 2: Diagnostic criteria of Toxic Megacolon.

Imaging and endoscopy
Abdominal radiograms

Typical features in plain abdominal radiograms include dilatation
greater than 6cm and ascending and transverse colon are usually the
most dilated tracts; air-fluid levels and loss or disturbance of colonic
haustration could also be found. In pediatric IBD patients over 11
years old with clinical signs, a transverse colonic dilatation greater
than 56 mm is indicative of TM, while in younger patients a dilatation
greater than 40 mm is unlikely[37&38]. Abdominal radiograms should
be repeated every 24 hours in order to evaluate the response to medical
therapy.

Ultrasounds
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There are not specific ultrasonographic features for TM, but
ultrasounds may be used if TM is suspected, due to the wide
availability of this technique. Possible US findings may be increased
diameter (≥ 6cm) of the colon, thin colonic walls and the loss of the
haustration[39].

CT scans

It has been showed that CT scans can be useful to detect signs of
severe colitis (diffuse colonic wall thickening, thickened haustra with
high- and low-density bands, multilayered appearance, hyperemic
mucosa, pericolic stranding) and the additional detection of colonic
dilatationis indicative of developing TM. CT scans are also more
reliable than plain abdominal radiograms, as they can find abdominal
complications both clinically silent and not evident on radiograms[40].
However, CT scanning has been proved not to make a real
contribution in the management of patients with severe acute colitis,
since it does not help to differentiate patients who need medical or
surgical intervention[41].

Colonscopy

Endoscopic examination is generally contraindicated because of the
high risk of colonic perforation, but sigmoidoscopy without air
inflation might be valuable to exclude pseudomembranous colitis,
together with C. difficile toxin assays[42].

Management of Toxic Megacolon
One of the main difficulties in the management of TM is the lack of

recent randomized controlled trials investigating new treatments and
comparing them with the current ones. Because of the severity of this
condition, a multidisciplinary team approach with close monitoring
and supportive care is fundamental: surgeons should be consulted
from the very beginning and the coordination of medical and surgical
team is the mainstay to avoid delays in the treatment and fatal
complications.

Medical management
The main goals of medical therapy are the treatment of the

underlying cause of TM and the avoidance of further complications,
especially colonic perforation. Since TM is more common in IBD
patients, TM in acute severe UC must be treated with high-dose
intravenous (IV) steroids, which should be started immediately: the
recommended dose is 400 mg/die of hydrocortisone (100 mg every 6
hours) or 60 mg/die of methylprednisolone for maximum 5 days
[1,4,43]. There is no evidence of benefit in higher doses or longer
therapy [44-46]. Nevertheless, it must be remembered that the failure
rate of intravenous steroids in severe colitis is about 20%-40% and
physicians cannot predict response to therapy based upon individual's
clinical features or previous presentations [47]. Other measures that
are considered appropriate in addition to IV steroids include
intravenous fluids and electrolytes replacement (especially correction
of hypokalemia and hypomagnesaemia, since they can promote
colonic dilatation) [48]. Hemoglobin levels should be maintained
above 8 g/dl [49]. Medications like anticholinergics, opiates and non-
steroidal anti-inflammatory drugs must be discontinued, as they are
considered to worsen the course of the disease [1, 50-54].Prophylaxis
of deep vein thrombosis with low-dose heparin should be administered
in patients with TM complicating an IBD, which is itself an
independent risk factor for venous thromboembolism [55-59]. In acute
severe UC bowel rest is not generally recommended, since there are no

significative differences in remission rate and need for surgery between
patients treated with enteral nutrition and those treated with
parenteral nutrition: enteral nutrition is safe and associated with fewer
complications than parenteral nutrition in these patients [60&61].
However, bowel rest is usually necessary to reduce colonic atony in the
setting of TM and colonic dilatation. Even though broad-spectrum
antibiotics are largely introduced at the onset of TM, it must be
pointed out that controlled trials with oral or intravenous antibiotics
(metronidazole, tobramycin, ciprofloxacin or vancomycin) added to
conventional therapy in patients with severe UC have shown no
changes in the outcome [62-64]. Conversely, if TM in patients with
IBD is supposed to be related to C. difficile infection, stool cultures and
toxin assay should be performed and empirical oral vancomycin
should be given until the infection is excluded, since C. difficile has
been associated with an increased morbidity and mortality. Patients
affected by IBD who develop a C. difficile infection are frequently
treated with antibiotics and immune modulators, but this combination
is often associated with a worse outcome, so immunosuppressive
therapy should be stopped when possible [65-69]. Also CMV infection
must be investigated and treated– if positive – with ganciclovir (5
mg/kg i .v. 2 times per day) or valganciclovir (900 mg 2 times per day)
until the virus is not detectable anymore or until clinical remission is
achieved after at least three weeks of treatment. In fact, CMV often
occurs in patients with acute severe UC and it is usually associated
with a steroid-refractory disease course. Active CMV infection in IBD
patients is commonly associated to a poor outcome and surgical
treatment is often required [70-74]. As already said, many patients do
not respond to intravenous steroids. Even if a rescue therapy is often
attempted in patients with severe steroid-refractory UC, there are no
strong evidences in literature about the efficacy of infliximab or
cyclosporine in IBD patients who already have developed TM and it
may be imprudent to delay surgery in favour of a medical rescue
therapy. Moreover, TM itself is one of the complications for which an
emergency surgical treatment is indicated, such as perforation and
profuse bleeding. As concern C. difficile infection, it is recently
spreading as a cause of TM also in non-IBD patients and it should be
investigated. The treatment consists in oral vancomycin 500 mg 4
times a day and intravenous metronidazole 500 mg 3 times a day. The
combination of these two antibiotics has been proved to reduce
mortality from 36% to 16% [75]. However, regardless of the cause of
TM, it must be remembered that there is a very limited window of
opportunity for medical treatment to work and, without clinical and
radiological improvement within 24-48 hours, early colectomy will be
necessary.

Surgical therapy
Even though a prompt medical therapy is the mainstay to avoid

surgery, a delay of surgical treatment can increase the risk of
complications. Therefore, the choice of the optimal timing to perform
surgery can be very challenging. Different results in literature lead to
different attitudes towards the surgical approach, even though several
authors agree that surgical therapy should be offered as soon as
possible – since it is considered to decrease operative mortality from
20% to 7% and overall mortality from 11,3% to 4,5% having a more
favorable outcome– and medical treatment should be mostly thought
as a preparation for impending surgery [76-78]. Colonic perforation is
the most important predictor of mortality, but also female gender, age
over 40 years old, hypo albuminemia, high blood urea and low serum
carbon dioxide levels are also associated with higher mortality in
patients undergoing surgery [2]. Also neurological disorders,
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coagulopathies, chronic pulmonary disease, congestive heart failure
and renal failure represent independent predictors of in-hospital
mortality [5]. Surgery in C. difficile infections complicated by TM is a
rare eventuality because of the effectiveness of specific anticlostridial
therapy. It is required in about 20% of the patients with severe
infection but it frequently leads to a fatal outcome [79 & 80]The most
common surgical procedure in emergent setting of TM is total
abdominal colectomy with end ileostomy. Proctectomy should not be
performed because it increases the procedural time, risk of injury to
pelvic nerves, risk of bleeding, and negatively affects the future of ileal-
pouch-anal-anastomosis (IPAA) [81]. In fact, the staged approach
decreases the incidence of pelvic sepsis caused by anastomotic leak at
the ileal-anal anastomosis and its resultant long-term effects on pouch
function [82]. The three-staged (total colectomy and end ileostomy;
proctectomy, IPAA and DLI; DLI reversal) has been compared to the
two-staged procedure (total proctocolectomy and IPAA with diverting
loop ileostomy (DLI); DLI reversal):the overall complication rates were
similar, while infectious specific complications were higher in the two-
stages group (38.2% vs 21% in the three-stages group, p< 0.05). The
three-stages approach provides also an opportunity to optimize the
patient’s nutritional status and wean off medical therapy after total
abdominal colectomy, prior to proceeding with completion
proctectomy and IPAA creation [83]. Therefore, in emergency surgical
treatment, three-staged operations are widely performed. Emergency
colectomy in UC is associated with a mortality rate of 5-8% and
morbidity rates of 27-51% and a study showed a lower mortality rate
when surgery was performed within 5 days from the beginning of
intensive medical therapy [84-86]. Mortality rates are higher in case of
colonic perforation. Risk factors that increase morbidity are protracted
medical management and hospitalization prior to surgery.Age over 64
years, presence of more than 2 comorbidities and emergency
colectomy are independent predictors of post-operative complications
[87].

Conclusion
The management of toxic megacolon (TM) still represents a great

challenge in medicine.
In fact, not only TM is a life-threatening condition itself, but also the
lack of recent data makes its management even more difficult. The
most important approach is the identification and the treatment of the
underlying condition; also, a strict surveillance should be performed
by a multidisciplinary team of expert physicians, radiologists and
surgeons, who must be involved from the very onset of TM. Since TM
is more frequent in IBD patients, the mainstay of the current protocols
is the administration of high doses of intravenous steroids (100 mg of
hydrocortisone every 6 hours or 60 mg/die of methylprednisolone)and
an intensive monitoring of fluids and electrolyte balance. Hemoglobin
levels must be maintained above 8 g/dl and prophylaxis of deep vein
thrombosis with low-dose heparin should be also administered. When
suspected, C. difficile infection must be investigated and an empirical
treatment with oral vancomycin should be administered until the
infection is excluded. Also CMV infection should be considered and
eventually treated with ganciclovir or valganciclovir. Bowel rest is
usually necessary to reduce colonic atony. Moreover, it must be
remembered that the epidemiology of TM is changing, with an
increase of severe infections caused by C. difficile. Therefore, C.
difficile must be suspected especially in patients who went under
antibiotic therapies; in this case, steroids must be avoided and
antibiotics must be administrated (oral vancomycin 500 mg 4 times a
day and intravenous metronidazole 500 mg 3 times a day).Even though

medical therapy usually represents the first approach to TM and it may
improve the clinical conditions of the patient, TM represents an
indication for surgery in patients with IBD or severe C. difficile colitis.
The best surgical technique is the three-staged total colectomy with
end ileostomy and the decision about the best timing to perform it
may be not so easy. It must be also pointed out that TM may have
different causes, e.g. ischemic colitis and other bacterial and viral
infections, but their role is still to be clarified. In conclusion, there are
not many recent studies about medical therapy of TM (since a delay in
surgical treatment can be fatal) and the few available information’s are
extrapolated from trials conducted among patients with severe UC or
C. difficile colitis. In any case, TM therapy must be targeted to its cause
and further prospective studies about its pathogenesis and treatment
are highly desirable.

References
1. Gan SI and Beck PL (2003) A new look at toxic megacolon: an

update and review of incidence, etiology, pathogenesis, and
management. Am. J. Gastroenterol 98: 2363-2367.

2. Greenstein AJ, Sachar DB, Gibas A, Schrag D, Heimann T, et al.
(1985) Outcome of toxic dilatation in ulcerative and Crohn’s
colitis. J. Clin. Gastroenterol. 7: 137-143.

3. Latella GA, Vernia P, Viscido A, Frieri G, Cadau G, et al. (2002)
GI distension in severe ulcerative colitis. Am. J. Gastroenterol. 97:
1169-1175.

4. Ausch C, Madoff RD, Gnant M, Rosen HR, Garcia-Aguilar J, et
al. (2006) Aetiology and surgical management of toxic
megacolon. Colorectal Dis 8: 195-201.

5. Doshi R, Desai J, Shah Y, Decter D, and Doshi S (2018)
Incidence, features, in-hospital outcomes and predictors of in-
hospital mortality associated with toxic megacolon
hospitalizations in the United States. Intern. Emerg. Med. 13:
881-887.

6. McDonald LC, Killgore GE, Thompson A, Owens RC, Sophia
VK, et al. (2005) An epidemic, toxin gene-variant strain of
Clostridium difficile. N. Engl. J. Med. 353: 2433-2441.

7. Berman L, Carling T, Fitzgerald TN, Bell RL, Duffy AJ, et al.
(2008) Defining surgical therapy for pseudomembranous colitis
with toxic megacolon.,” J. Clin. Gastroenterol. 42: 476-480.

8. Earhart M and Meghan M (2008) The identification and
treatment of toxic megacolon secondary to pseudomembranous
colitis. Dimens. Crit. Care Nurs. 27: 249-254.

9. Hall JF, and Berger D (2008) Outcome of colectomy for
Clostridium difficile colitis: a plea for early surgical management.
Am. J. Surg. 196: 384-388.

10. Chaudhuri A and Bekdash BA (2002) Toxic megacolon due to
Salmonella: a case report and review of the literature. Int. J.
Colorectal Dis. 17: 275-9.

11. Brodrick R and Sagar J (2012) Toxic megacolon from sexually
transmitted Shigella sonnei infection. Int. J. Colorectal Dis. 27: pp
415.

12. Schneider A, Rünzi M, Peitgen K, Birgelen CV, and Gerken G
(2000) Campylobacter jejuni-induced severe colitis--a rare cause
of toxic megacolon. Z. Gastroenterol. 38: 307-309.

13. Hommes DW, Sterringa G, van Deventer SJH, Tytgat GNJ, and
Weel J (2004) The pathogenicity of cytomegalovirus in
inflammatory bowel disease: a systematic review and evidence-

Citation: Compagnoni S, Chiavetta M, Cottone M (2020) Toxic Megacolon: Management Challenges. Res Rep Gastroenterol 4:2.

doi: 10.37532/rrg.2020.4(1).112

Volume 4 • Issue 4 • 1000112 • Page 4 of 7 •

https://www.sciencedirect.com/science/article/abs/pii/S0002927003007020
https://www.sciencedirect.com/science/article/abs/pii/S0002927003007020
https://www.sciencedirect.com/science/article/abs/pii/S0002927003007020
https://pubmed.ncbi.nlm.nih.gov/4008909/
https://pubmed.ncbi.nlm.nih.gov/4008909/
https://pubmed.ncbi.nlm.nih.gov/4008909/
https://pubmed.ncbi.nlm.nih.gov/12014723/
https://pubmed.ncbi.nlm.nih.gov/12014723/
https://pubmed.ncbi.nlm.nih.gov/12014723/
https://onlinelibrary.wiley.com/doi/10.1111/j.1463-1318.2005.00887.x
https://onlinelibrary.wiley.com/doi/10.1111/j.1463-1318.2005.00887.x
https://onlinelibrary.wiley.com/doi/10.1111/j.1463-1318.2005.00887.x
https://pubmed.ncbi.nlm.nih.gov/29948833/
https://pubmed.ncbi.nlm.nih.gov/29948833/
https://pubmed.ncbi.nlm.nih.gov/29948833/
https://pubmed.ncbi.nlm.nih.gov/29948833/
https://pubmed.ncbi.nlm.nih.gov/29948833/
https://pubmed.ncbi.nlm.nih.gov/16322603/
https://pubmed.ncbi.nlm.nih.gov/16322603/
https://pubmed.ncbi.nlm.nih.gov/16322603/
https://pubmed.ncbi.nlm.nih.gov/18277885/
https://pubmed.ncbi.nlm.nih.gov/18277885/
https://pubmed.ncbi.nlm.nih.gov/18277885/
https://journals.lww.com/dccnjournal/Abstract/2008/11000/The_Identification_and_Treatment_of_Toxic.4.aspx
https://journals.lww.com/dccnjournal/Abstract/2008/11000/The_Identification_and_Treatment_of_Toxic.4.aspx
https://journals.lww.com/dccnjournal/Abstract/2008/11000/The_Identification_and_Treatment_of_Toxic.4.aspx
https://www.sciencedirect.com/science/article/abs/pii/S0002961008002705
https://www.sciencedirect.com/science/article/abs/pii/S0002961008002705
https://www.sciencedirect.com/science/article/abs/pii/S0002961008002705
https://link.springer.com/article/10.1007/s00384-001-0374-3
https://link.springer.com/article/10.1007/s00384-001-0374-3
https://link.springer.com/article/10.1007/s00384-001-0374-3
https://link.springer.com/article/10.1007/s00384-011-1227-3
https://link.springer.com/article/10.1007/s00384-011-1227-3
https://link.springer.com/article/10.1007/s00384-011-1227-3
https://www.researchgate.net/publication/12496877_Campylobacter_jejuni-induced_severe_colitis_-_A_rare_cause_of_toxic_megacolon
https://www.researchgate.net/publication/12496877_Campylobacter_jejuni-induced_severe_colitis_-_A_rare_cause_of_toxic_megacolon
https://www.researchgate.net/publication/12496877_Campylobacter_jejuni-induced_severe_colitis_-_A_rare_cause_of_toxic_megacolon
https://onlinelibrary.wiley.com/doi/abs/10.1097/00054725-200405000-00011
https://onlinelibrary.wiley.com/doi/abs/10.1097/00054725-200405000-00011
https://onlinelibrary.wiley.com/doi/abs/10.1097/00054725-200405000-00011


based recommendations for future research. Inflamm. Bowel Dis.
10: 245-250.

14. Wig JD, Talwar BL, and Bushnurmath SR (1981) Toxic dilatation
complicating fulminant amoebic colitis. Br. J. Surg. 68: 135-136.

15. Criscuoli V, Rizzuto MR, Gallo E, Orlando A, and Cottone M
(2015) Toxic megacolon and human Cytomegalovirus in a series
of severe ulcerative colitis patients. J. Clin. Virol. 66: 103-106.

16. Beaugerie L, Ngo Y, Goujard F, Gharakhanian S, Carbonell F, et
al. (1994) Etiology and management of toxic megacolon in
patients with human immunodeficiency virus infection.
Gastroenterology 107: 858-863, 1994.

17. Mohite U, Kell J, Hej MA, O'Brien C, Kundu S, et al. (2007)
Invasive aspergillosis localised to the colon presenting as toxic
megacolon. Eur. J. Haematol. 78: 270-273, 2007.

18. Hung C-W, Wu W-F, and Wu C-L (2009) Rotavirus
gastroenteritis complicated with toxic megacolon. Acta Paediatr.
98: 1850-1852.

19. Maguire K, Keys C, Kronfli R, Penman D, and Haddock G (2010)
Colonic stricture and fistula following haemolytic uraemic
syndrome with toxic megacolon. Eur. J. Pediatr. Surg. 20:
210-212.

20. C. Markoglou et al. (1993) Toxic megacolon secondary to acute
ischemic colitis. Hepatogastroenterology. 40: 188-190.

21. Umehara Y, Kudo M, and Kawasaki M (2010) Endoscopic
findings of intestinal Behçets disease complicated with toxic
megacolon. Endoscopy 42: e173-174.

22. Moya SA, Codina JG, Rodriguez PM, Perez JP, et at. (2000)
“Toxic megacolon: a rare presentation of primary lymphoma of
the colon. Eur. J. Gastroenterol. Hepatol. 12: 583-586.

23. Biggs BA, Crowe SM, Lucas CR, Ralston M, Thompson IL, et at.
(1987) AIDS related Kaposi’s sarcoma presenting as ulcerative
colitis and complicated by toxic megacolon. Gut 28: 1302-1306.

24. Gara CJ, Gagic N, Arnold A, and Seaton T (1991) Toxic
megacolon associated with anticancer chemotherapy. Can. J.
Surg. 34: 339-341.

25. Hayes-Lattin BM, Curtin PT, Fleming WH, Leis JF, Stepan DE, et
al. (2002) Toxic megacolon: A life-threatening complication of
high-dose therapy and autologous stem cell transplantation
among patients with AL amyloidosis. Bone Marrow Transplant
30: 279-285.

26. Tomita R, Tanjoh K, Fujisaki S, and Fukuzawa M, “Peptidergic
nerves in the colon of patients with ulcerative colitis.
Hepatogastroenterology. 47: 400-404.

27. Snape WJ and Kao HW (1988) Role of inflammatory mediators
in colonic smooth muscle function in ulcerative colitis. Dig. Dis.
Sci. 33: 65S-70S.

28. Reddy SN, Bazzocchi G, Chan S, Yanni G, Mena I, et al. (1991)
Colonic Motility and Transit in Health and Ulcerative Colitis.
Gastroenterology 101: 1289-1297.

29. Boeckxstaens GE, Pelckmans PA, Herman AG, and Van Maercke
YM (1993) Involvement of Nitric Oxide in the Inhibitory
Innervation of the Human Isolated Colon. Gastroenterology 104:
690-697.

30. Lundberg S, Holst M, and Hellström PM (2006) Expression of
iNOS mRNA associated with suppression of colonic contraction
in rat colitis. Acta Physiol. (Oxf). 187: 489-494.

31. Palatka K, Serfozo Z, Vereb Z, Hargitay Z, Lontay B, et al. (2005)
Changes in the expression and distribution of the inducible and

endothelial nitric oxide synthase in mucosal biopsy specimens of
inflammatory bowel disease. Scand. J. Gastroenterol. 40: 670-680.

32. M. Mourelle, Casellas F, Guarner F, Salas A, Riveros-Moreno V, et
al. (1995) Induction of nitric oxide synthase in colonic smooth
muscle from patients with toxic megacolon. Gastroenterology
109: 1497-1502.

33. Cao W, Fiocchi C, and Pricolo VE (2005) Production of IL-1β,
hydrogen peroxide, and nitric oxide by colonic mucosa decreases
sigmoid smooth muscle contractility in ulcerative colitis. Am. J.
Physiol. - Cell Physiol 289: C1408-C1416.

34. Hartong WA, Arvanitakis C, Skibba RM, and Klotz AP (1977)
Treatment of toxic megacolon. A comparative review of 29
patients. Am J Dig Dis 22: 195-200.

35. Jalan KN, Sircus W, Card WI, Falconer CW, Bruce CB, et al.
(1969) An experience of ulcerative colitis. I. Toxic dilation in 55
cases. Gastroenterology 57: 68-82.

36. Caprilli R, Vernia P, Colaneri O, and Torsoli A (1976) Blood pH:
a test for assessment of severity in proctocolitis. Gut 17: 763-769.

37. Benchimol EI, Turner D, Mann EH, Thomas KE, Gomes T, et al.
(2008) Toxic megacolon in children with inflammatory bowel
disease: clinical and radiographic characteristics. Am. J.
Gastroenterol. 103: 1524-1531.

38. Turner D, Walsh CM, Benchimol EI, Mann EH, Thomas KE, et
al. (2008) Severe paediatric ulcerative colitis: incidence, outcomes
and optimal timing for second-line therapy. Gut 57: 331-338.

39. Maconi G, Sampietro GM, Ardizzone S, Cristaldi M, Danelli P, et
al. (2004) CASE REPORT: Ultrasonographic Detection of Toxic
Megacolon in Inflammatory Bowel Diseases. Dig Dis Sci 49:
138-142.

40. Imbriaco M and Balthazar EJ (2001) Toxic megacolon: role of CT
in evaluation and detection of complications. Clin. Imaging 25:
349-354.

41. D. Mege et al. (2017) Is abdominal CT useful for the management
of patients with severe acute colitis complicating inflammatory
bowel disease? A study in 54 consecutive patients. Colorectal Dis
19: O97-O102.

42. Johal SS, Hammond J, Solomon K, James PD, and Mahida YR
(2004) Clostridium difficile associated diarrhoea in hospitalised
patients: onset in the community and hospital and role of flexible
sigmoidoscopy. Gut 53: 673-677.

43. Kornbluth A and Sachar DB (2010) Ulcerative colitis practice
guidelines in adults: American college of gastroenterology,
practice parameters committee, ”  Am J Gastroenterol 105:
501-523.

44. Travis SPL, Stange EF, Lemann M, Oresland T, Bemelman WA, et
al. (2008) European evidence-based Consensus on the
management of ulcerative colitis: Current management. J Crohns
Colitis 2: 24-62.

45. [45] Rosenberg W, Ireland A, and Jewell DP (1990) High-dose
methylprednisolone in the treatment of active ulcerative colitis. J
Clin Gastroenterol 12: 40-41.

46. Turner D, Walsh CM, Steinhart AH, and Griffiths AM (2007)
Response to corticosteroids in severe ulcerative colitis: a
systematic review of the literature and a meta-regression. Clin
Gastroenterol Hepatol 5: 103-110.

47. Kornbluth A, Marion JF, Salomon P, and Janowitz HD (1995)
How effective is current medical therapy for severe ulcerative and
Crohn ’ s colitis? An analytic review of selected trials. J Clin
Gastroenterol 20: 280-284.

Citation: Compagnoni S, Chiavetta M, Cottone M (2020) Toxic Megacolon: Management Challenges. Res Rep Gastroenterol 4:2.

doi: 10.37532/rrg.2020.4(1).112

Volume 4 • Issue 4 • 1000112 • Page 5 of 7 •

https://onlinelibrary.wiley.com/doi/abs/10.1097/00054725-200405000-00011
https://onlinelibrary.wiley.com/doi/abs/10.1097/00054725-200405000-00011
https://pubmed.ncbi.nlm.nih.gov/7459618/
https://pubmed.ncbi.nlm.nih.gov/7459618/
https://www.sciencedirect.com/science/article/abs/pii/S1386653215000876
https://www.sciencedirect.com/science/article/abs/pii/S1386653215000876
https://www.sciencedirect.com/science/article/abs/pii/S1386653215000876
https://www.sciencedirect.com/science/article/abs/pii/0016508594901376
https://www.sciencedirect.com/science/article/abs/pii/0016508594901376
https://www.sciencedirect.com/science/article/abs/pii/0016508594901376
https://www.sciencedirect.com/science/article/abs/pii/0016508594901376
https://pubmed.ncbi.nlm.nih.gov/17328784/
https://pubmed.ncbi.nlm.nih.gov/17328784/
https://pubmed.ncbi.nlm.nih.gov/17328784/
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1651-2227.2009.01444.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1651-2227.2009.01444.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1651-2227.2009.01444.x
https://www.researchgate.net/publication/38075940_Colonic_Stricture_and_Fistula_Following_Haemolytic_Uraemic_Syndrome_with_Toxic_Megacolon
https://www.researchgate.net/publication/38075940_Colonic_Stricture_and_Fistula_Following_Haemolytic_Uraemic_Syndrome_with_Toxic_Megacolon
https://www.researchgate.net/publication/38075940_Colonic_Stricture_and_Fistula_Following_Haemolytic_Uraemic_Syndrome_with_Toxic_Megacolon
https://www.researchgate.net/publication/38075940_Colonic_Stricture_and_Fistula_Following_Haemolytic_Uraemic_Syndrome_with_Toxic_Megacolon
https://reference.medscape.com/medline/abstract/20556721
https://reference.medscape.com/medline/abstract/20556721
https://reference.medscape.com/medline/abstract/20556721
https://journals.lww.com/eurojgh/Citation/2000/12050/Toxic_megacolon___a_rare_presentation_of_primary.19.aspx
https://journals.lww.com/eurojgh/Citation/2000/12050/Toxic_megacolon___a_rare_presentation_of_primary.19.aspx
https://journals.lww.com/eurojgh/Citation/2000/12050/Toxic_megacolon___a_rare_presentation_of_primary.19.aspx
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1433444/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1433444/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1433444/
https://pubmed.ncbi.nlm.nih.gov/1651153/
https://pubmed.ncbi.nlm.nih.gov/1651153/
https://pubmed.ncbi.nlm.nih.gov/1651153/
https://www.nature.com/articles/1703627
https://www.nature.com/articles/1703627
https://www.nature.com/articles/1703627
https://www.nature.com/articles/1703627
https://www.nature.com/articles/1703627
https://www.researchgate.net/publication/12526569_Peptidergic_nerves_in_the_colon_of_patients_with_ulcerative_colitis
https://www.researchgate.net/publication/12526569_Peptidergic_nerves_in_the_colon_of_patients_with_ulcerative_colitis
https://www.researchgate.net/publication/12526569_Peptidergic_nerves_in_the_colon_of_patients_with_ulcerative_colitis
https://link.springer.com/article/10.1007/BF01538133
https://link.springer.com/article/10.1007/BF01538133
https://link.springer.com/article/10.1007/BF01538133
https://www.gastrojournal.org/article/0016-5085(91)90079-Z/fulltext
https://www.gastrojournal.org/article/0016-5085(91)90079-Z/fulltext
https://www.gastrojournal.org/article/0016-5085(91)90079-Z/fulltext
https://www.sciencedirect.com/science/article/abs/pii/001650859391003Z
https://www.sciencedirect.com/science/article/abs/pii/001650859391003Z
https://www.sciencedirect.com/science/article/abs/pii/001650859391003Z
https://www.sciencedirect.com/science/article/abs/pii/001650859391003Z
https://onlinelibrary.wiley.com/doi/10.1111/j.1748-1716.2006.01576.x
https://onlinelibrary.wiley.com/doi/10.1111/j.1748-1716.2006.01576.x
https://onlinelibrary.wiley.com/doi/10.1111/j.1748-1716.2006.01576.x
https://www.researchgate.net/publication/7708085_Changes_in_the_expression_and_distribution_of_the_inducible_and_endothelial_nitric_oxide_synthase_in_mucosal_biopsy_specimens_of_inflammatory_bowel_disease
https://www.researchgate.net/publication/7708085_Changes_in_the_expression_and_distribution_of_the_inducible_and_endothelial_nitric_oxide_synthase_in_mucosal_biopsy_specimens_of_inflammatory_bowel_disease
https://www.researchgate.net/publication/7708085_Changes_in_the_expression_and_distribution_of_the_inducible_and_endothelial_nitric_oxide_synthase_in_mucosal_biopsy_specimens_of_inflammatory_bowel_disease
https://www.researchgate.net/publication/7708085_Changes_in_the_expression_and_distribution_of_the_inducible_and_endothelial_nitric_oxide_synthase_in_mucosal_biopsy_specimens_of_inflammatory_bowel_disease
https://www.sciencedirect.com/science/article/abs/pii/0016508595906363
https://www.sciencedirect.com/science/article/abs/pii/0016508595906363
https://www.sciencedirect.com/science/article/abs/pii/0016508595906363
https://www.sciencedirect.com/science/article/abs/pii/0016508595906363
https://journals.physiology.org/doi/full/10.1152/ajpcell.00073.2005
https://journals.physiology.org/doi/full/10.1152/ajpcell.00073.2005
https://journals.physiology.org/doi/full/10.1152/ajpcell.00073.2005
https://journals.physiology.org/doi/full/10.1152/ajpcell.00073.2005
https://pubmed.ncbi.nlm.nih.gov/190879/
https://pubmed.ncbi.nlm.nih.gov/190879/
https://pubmed.ncbi.nlm.nih.gov/190879/
https://pubmed.ncbi.nlm.nih.gov/5305933/
https://pubmed.ncbi.nlm.nih.gov/5305933/
https://pubmed.ncbi.nlm.nih.gov/5305933/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1411181/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1411181/
https://pubmed.ncbi.nlm.nih.gov/18510624/
https://pubmed.ncbi.nlm.nih.gov/18510624/
https://pubmed.ncbi.nlm.nih.gov/18510624/
https://pubmed.ncbi.nlm.nih.gov/18510624/
https://pubmed.ncbi.nlm.nih.gov/17981888/
https://pubmed.ncbi.nlm.nih.gov/17981888/
https://pubmed.ncbi.nlm.nih.gov/17981888/
https://link.springer.com/article/10.1023/B:DDAS.0000011615.64250.6e
https://link.springer.com/article/10.1023/B:DDAS.0000011615.64250.6e
https://link.springer.com/article/10.1023/B:DDAS.0000011615.64250.6e
https://link.springer.com/article/10.1023/B:DDAS.0000011615.64250.6e
https://www.sciencedirect.com/science/article/abs/pii/S0899707101003308
https://www.sciencedirect.com/science/article/abs/pii/S0899707101003308
https://www.sciencedirect.com/science/article/abs/pii/S0899707101003308
https://onlinelibrary.wiley.com/doi/abs/10.1111/codi.13640
https://onlinelibrary.wiley.com/doi/abs/10.1111/codi.13640
https://onlinelibrary.wiley.com/doi/abs/10.1111/codi.13640
https://onlinelibrary.wiley.com/doi/abs/10.1111/codi.13640
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1774022/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1774022/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1774022/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1774022/
https://pubmed.ncbi.nlm.nih.gov/20068560/
https://pubmed.ncbi.nlm.nih.gov/20068560/
https://pubmed.ncbi.nlm.nih.gov/20068560/
https://pubmed.ncbi.nlm.nih.gov/20068560/
https://pubmed.ncbi.nlm.nih.gov/21172195/
https://pubmed.ncbi.nlm.nih.gov/21172195/
https://pubmed.ncbi.nlm.nih.gov/21172195/
https://pubmed.ncbi.nlm.nih.gov/21172195/
https://pubmed.ncbi.nlm.nih.gov/2303687/
https://pubmed.ncbi.nlm.nih.gov/2303687/
https://pubmed.ncbi.nlm.nih.gov/2303687/
https://www.sciencedirect.com/science/article/abs/pii/S1542356506009694
https://www.sciencedirect.com/science/article/abs/pii/S1542356506009694
https://www.sciencedirect.com/science/article/abs/pii/S1542356506009694
https://www.sciencedirect.com/science/article/abs/pii/S1542356506009694
https://journals.lww.com/jcge/Abstract/1995/06000/How_Effective_Is_Current_Medical_Therapy_for.4.aspx
https://journals.lww.com/jcge/Abstract/1995/06000/How_Effective_Is_Current_Medical_Therapy_for.4.aspx
https://journals.lww.com/jcge/Abstract/1995/06000/How_Effective_Is_Current_Medical_Therapy_for.4.aspx
https://journals.lww.com/jcge/Abstract/1995/06000/How_Effective_Is_Current_Medical_Therapy_for.4.aspx


48. Autenrieth DM and Baumgart DC (2012) Toxic megacolon.
Inflamm Bowel Dis 18: 584-591.

49. Dignass AU, Gasche C, Bettenworth D, Birgegard G, Danese S, et
al. (2015) European consensus on the diagnosis and management
of iron deficiency and anaemia in inflammatory bowel diseases. J
Crohn’s Colitis 9: 211-222.

50. Takeuchi K, Smale S, Premchand P, Maiden L, Sherwood R, et al.
(2006) Prevalence and mechanism of nonsteroidal anti-
inflammatory drug-induced clinical relapse in patients with
inflammatory bowel disease. Clin Gastroenterol Hepatol 4:
196-202.

51. Kefalakes H, Stylianides TJ, Amanakis G, and Kolios G (2009)
Exacerbation of inflammatory bowel diseases associated with the
use of nonsteroidal anti-inflammatory drugs: myth or reality? Eur
J Clin Pharmacol 65: 963-970.

52. Kvasnovsky CL, Aujla U, and Bjarnason I (2015) Nonsteroidal
anti-inflammatory drugs and exacerbations of inflammatory
bowel disease. Scand J Gastroenterol 50: 255-263.

53. Long MD, Barnes EL, Herfarth HH, and Drossman DA (2012)
Narcotic use for inflammatory bowel disease and risk factors
during hospitalization. Inflamm. Bowel Dis 18: 869-876.

54. Hideaki K, Haru K, M. Nakamura M, and Nakamura A (2007) A
case of toxic megacolon secondary to Clostridium difficile-
associated diarrhea worsened after administration of an
antimotility agent and molecular analysis of recovered isolates. J
Gastroenterol 42: 507-508.

55. Kappelman MD, Horvath-Puho E, Sandler RS, Rubin DT,
Thomas AU, et al. (2011) Thromboembolic risk among Danish
children and adults with inflammatory bowel diseases: A
population-based nationwide study. Gut 60: 937-943.

56. Grainge MJ, West J, and Card TR (2010) Venous
thromboembolism during active disease and remission in
inflammatory bowel disease: a cohort study. Lancet 375: 657-663.

57. Nguyen GC, Bernstein CN, Bitton A, Chan AK, Griffiths AM, et
al. (2014) Consensus statements on the risk, prevention, and
treatment of venous thromboembolism in inflammatory bowel
disease: Canadian Association of Gastroenterology.
Gastroenterology 146: 835-848.e6.

58. Harbord M, Annese V, Vavricka SR, Allez M, Acosta MB, et al.
(2016) The First European Evidence-based Consensus on Extra-
intestinal Manifestations in Inflammatory Bowel Disease for the
European Crohn’s and Colitis Organisation [ECCO]. J Crohn’s
Colitis pp. 1–16.

59. Miehsler W, Reinisch W, Valic E, Osterode W, Tillinger W, et al.
(2004) Is inflammatory bowel disease an independent and disease
specific risk factor for thromboembolism? Gut 53: 542-548.

60. González-Huix F, Fernandez-Banares F, Esteve-Comas M, Abad-
Lacruz A, Cabre E, et al. (1993) Enteral versus parenteral
nutrition as adjunct therapy in acute ulcerative colitis. Am J
Gastroenterol 88: 227-232, 1993.

61. McIntyre PB, Wood SR, Powell-Tuck J, Lenard-Jones JE,
Lerebours E, et al. (1986) Controlled trial of bowel rest in the
treatment of severe acute colitis. Gut 27: 481-485.

62. Chapman RW, Selby WS, and Jewell DP (1986) Controlled trial of
intravenous metronidazole as an adjunct to corticosteroids in
severe ulcerative colitis. Gut 27: 1210-1212.

63. Mantzaris GJ, Hatzis A, Kontogiannis P, and Triadaphyllou G
(1994) Intravenous Tobramycin and Metronidazole as an Adjunct

to Corticosteroids in Acute, Severe Ulcerative Colitis. Am J
Gastroenterol 89: 43-46.

64. Mantzaris GJ, Petraki K, Archavlis E, Amberiadis P, Kourtessas,
et al. (2001) A prospective randomized controlled trial of
intravenous ciprofloxacin as an adjunct to corticosteroids in
acute, severe ulcerative colitis. Scand J Gastroenterol 36: 971-974.

65. Lynch RW, Lowe D, Protheroe A, Driscoll R, Rhodes JM, and
Arnott IDR (2013) Outcomes of rescue therapy in acute severe
ulcerative colitis: data from the United Kingdom inflammatory
bowel disease audit. Aliment Pharmacol Ther 38: 935-945.

66. Negrón ME, Barkema HW, Rioux K, Buck JD, CheckleyS, et al.
(2014) Clostridium difficile infection worsens the prognosis of
ulcerative colitis. Can J Gastroenterol Hepatol 28: 373-380.

67. Murthy SK, Steinhart AH, Tinmouth J, Austin PC, Daneman N,
et al. (2012) Impact of Clostridium difficile colitis on 5-year
health outcomes in patients with ulcerative colitis. Aliment
Pharmacol Ther 36: 1032-1039.

68. Navaneethan U, Mukewar S, Venkatesh PGK, Lopez R, and Shen
B (2012) Clostridium difficile infection is associated with worse
long term outcome in patients with ulcerative colitis. J Crohns
Colitis 6: 330-336.

69. Ben-Horin S, Margalit M, Bossuyt P, Maul J, Shapira Y, et al.
(2009) Combination immunomodulator and antibiotic treatment
in patients with inflammatory bowel disease and clostridium
difficile infection. Clin Gastroenterol Hepatol 7: 981-987.

70. Papadakis KA, Tung JK, Binder SW, Kam LY, Abreu MT. (2001)
Outcome of cytomegalovirus infections in patients with
inflammatory bowel disease. Am J Gastroenterol 96: 2137-2142.

71. Kishore J, Ghoshal U, Ghoshal UC, Krishnani N, Kumar S, et al.
(2004) Infection with cytomegalovirus in patients with
inflammatory bowel disease: prevalence, clinical significance and
outcome. J Med Microbiol 53: 1155-1160.

72. Domènech E, Vega R, Ojanguren I, Hernandez A, Garcia-
Planella E, et al. (2008) Cytomegalovirus infection in ulcerative
colitis: A prospective, comparative study on prevalence and
diagnostic strategy. Inflamm Bowel Dis 14: 1373-1379.

73. Lee H-S, Park SH, Sung-Han K, Kim J, Choi J, et al. (2016) Risk
Factors and Clinical Outcomes Associated with Cytomegalovirus
Colitis in Patients with Acute Severe Ulcerative Colitis. Inflamm
Bowel Dis 22: 912-918.

74. Rahier JF, Margo F, Abreu C, Armuzzi A, Ben-Horin S, et al.
(2014) Second European evidence-based consensus on the
prevention, diagnosis and management of opportunistic
infections in inflammatory bowel disease. J Crohns Colitis 8:
443-468.

75. Rokas KEE, Johnson JW, Beardsley JR, Ohl CA, Luther VP, et al.
(2015) The Addition of Intravenous Metronidazole to Oral
Vancomycin is Associated With Improved Mortality in Critically
Ill Patients With Clostridium difficile Infection. Clin Infect Dis
61: 934-941.

76. Goligher JC, Hoffman DC, and De Dombal FT (1970) Surgical
treatment of severe attacks of ulcerative colitis, with special
reference to the advantages of early operation. Br Med J 4:
703-706.

77. D’Amico C, Vitale A, Angriman I, Ruffolo, D'Amico F, et al.
(2005) Early surgery for the treatment of toxic megacolon.
Digestion 72: 146-149.

Citation: Compagnoni S, Chiavetta M, Cottone M (2020) Toxic Megacolon: Management Challenges. Res Rep Gastroenterol 4:2.

doi: 10.37532/rrg.2020.4(1).112

Volume 4 • Issue 4 • 1000112 • Page 6 of 7 •

https://academic.oup.com/ibdjournal/article/18/3/584/4608027
https://academic.oup.com/ibdjournal/article/18/3/584/4608027
https://academic.oup.com/ecco-jcc/article/9/3/211/361529
https://academic.oup.com/ecco-jcc/article/9/3/211/361529
https://academic.oup.com/ecco-jcc/article/9/3/211/361529
https://academic.oup.com/ecco-jcc/article/9/3/211/361529
https://pubmed.ncbi.nlm.nih.gov/16469680/
https://pubmed.ncbi.nlm.nih.gov/16469680/
https://pubmed.ncbi.nlm.nih.gov/16469680/
https://pubmed.ncbi.nlm.nih.gov/16469680/
https://pubmed.ncbi.nlm.nih.gov/16469680/
https://pubmed.ncbi.nlm.nih.gov/19711064/
https://pubmed.ncbi.nlm.nih.gov/19711064/
https://pubmed.ncbi.nlm.nih.gov/19711064/
https://pubmed.ncbi.nlm.nih.gov/19711064/
https://pubmed.ncbi.nlm.nih.gov/25314574/
https://pubmed.ncbi.nlm.nih.gov/25314574/
https://pubmed.ncbi.nlm.nih.gov/25314574/
https://onlinelibrary.wiley.com/doi/abs/10.1002/ibd.21806
https://onlinelibrary.wiley.com/doi/abs/10.1002/ibd.21806
https://onlinelibrary.wiley.com/doi/abs/10.1002/ibd.21806
https://pubmed.ncbi.nlm.nih.gov/17671768/
https://pubmed.ncbi.nlm.nih.gov/17671768/
https://pubmed.ncbi.nlm.nih.gov/17671768/
https://pubmed.ncbi.nlm.nih.gov/17671768/
https://pubmed.ncbi.nlm.nih.gov/17671768/
https://gut.bmj.com/content/60/7/937
https://gut.bmj.com/content/60/7/937
https://gut.bmj.com/content/60/7/937
https://gut.bmj.com/content/60/7/937
https://pubmed.ncbi.nlm.nih.gov/20149425/
https://pubmed.ncbi.nlm.nih.gov/20149425/
https://pubmed.ncbi.nlm.nih.gov/20149425/
https://www.sciencedirect.com/science/article/abs/pii/S0016508514001012
https://www.sciencedirect.com/science/article/abs/pii/S0016508514001012
https://www.sciencedirect.com/science/article/abs/pii/S0016508514001012
https://www.sciencedirect.com/science/article/abs/pii/S0016508514001012
https://www.sciencedirect.com/science/article/abs/pii/S0016508514001012
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1773996/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1773996/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1773996/
https://pubmed.ncbi.nlm.nih.gov/8424426/
https://pubmed.ncbi.nlm.nih.gov/8424426/
https://pubmed.ncbi.nlm.nih.gov/8424426/
https://pubmed.ncbi.nlm.nih.gov/8424426/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1433490/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1433490/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1433490/
https://pubmed.ncbi.nlm.nih.gov/3536677/
https://pubmed.ncbi.nlm.nih.gov/3536677/
https://pubmed.ncbi.nlm.nih.gov/3536677/
https://pubmed.ncbi.nlm.nih.gov/8273796/
https://pubmed.ncbi.nlm.nih.gov/8273796/
https://pubmed.ncbi.nlm.nih.gov/8273796/
https://pubmed.ncbi.nlm.nih.gov/8273796/
https://pubmed.ncbi.nlm.nih.gov/11521989/
https://pubmed.ncbi.nlm.nih.gov/11521989/
https://pubmed.ncbi.nlm.nih.gov/11521989/
https://pubmed.ncbi.nlm.nih.gov/11521989/
https://onlinelibrary.wiley.com/doi/full/10.1111/apt.12473
https://onlinelibrary.wiley.com/doi/full/10.1111/apt.12473
https://onlinelibrary.wiley.com/doi/full/10.1111/apt.12473
https://onlinelibrary.wiley.com/doi/full/10.1111/apt.12473
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4144455/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4144455/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4144455/
https://onlinelibrary.wiley.com/doi/full/10.1111/apt.12073
https://onlinelibrary.wiley.com/doi/full/10.1111/apt.12073
https://onlinelibrary.wiley.com/doi/full/10.1111/apt.12073
https://onlinelibrary.wiley.com/doi/full/10.1111/apt.12073
https://academic.oup.com/ecco-jcc/article/6/3/330/474476
https://academic.oup.com/ecco-jcc/article/6/3/330/474476
https://academic.oup.com/ecco-jcc/article/6/3/330/474476
https://academic.oup.com/ecco-jcc/article/6/3/330/474476
https://www.sciencedirect.com/science/article/abs/pii/S1542356509005369
https://www.sciencedirect.com/science/article/abs/pii/S1542356509005369
https://www.sciencedirect.com/science/article/abs/pii/S1542356509005369
https://www.sciencedirect.com/science/article/abs/pii/S1542356509005369
https://www.sciencedirect.com/science/article/abs/pii/S0002927001025126
https://www.sciencedirect.com/science/article/abs/pii/S0002927001025126
https://www.sciencedirect.com/science/article/abs/pii/S0002927001025126
https://pubmed.ncbi.nlm.nih.gov/15496396/
https://pubmed.ncbi.nlm.nih.gov/15496396/
https://pubmed.ncbi.nlm.nih.gov/15496396/
https://pubmed.ncbi.nlm.nih.gov/15496396/
https://pubmed.ncbi.nlm.nih.gov/18452205/
https://pubmed.ncbi.nlm.nih.gov/18452205/
https://pubmed.ncbi.nlm.nih.gov/18452205/
https://pubmed.ncbi.nlm.nih.gov/18452205/
https://pubmed.ncbi.nlm.nih.gov/26829410/
https://pubmed.ncbi.nlm.nih.gov/26829410/
https://pubmed.ncbi.nlm.nih.gov/26829410/
https://pubmed.ncbi.nlm.nih.gov/26829410/
https://pubmed.ncbi.nlm.nih.gov/24613021/
https://pubmed.ncbi.nlm.nih.gov/24613021/
https://pubmed.ncbi.nlm.nih.gov/24613021/
https://pubmed.ncbi.nlm.nih.gov/24613021/
https://pubmed.ncbi.nlm.nih.gov/24613021/
https://pubmed.ncbi.nlm.nih.gov/26024909/
https://pubmed.ncbi.nlm.nih.gov/26024909/
https://pubmed.ncbi.nlm.nih.gov/26024909/
https://pubmed.ncbi.nlm.nih.gov/26024909/
https://pubmed.ncbi.nlm.nih.gov/26024909/
https://pubmed.ncbi.nlm.nih.gov/5491253/
https://pubmed.ncbi.nlm.nih.gov/5491253/
https://pubmed.ncbi.nlm.nih.gov/5491253/
https://pubmed.ncbi.nlm.nih.gov/5491253/
https://www.researchgate.net/publication/7590384_Early_Surgery_for_the_Treatment_of_Toxic_Megacolon
https://www.researchgate.net/publication/7590384_Early_Surgery_for_the_Treatment_of_Toxic_Megacolon
https://www.researchgate.net/publication/7590384_Early_Surgery_for_the_Treatment_of_Toxic_Megacolon


78. Grant CS and Dozois RR (1984) Toxic megacolon: ultimate fate
of patients after successful medical management. Am J Surg 147:
106-110.

79. Synnott K, Mealy K, Merry C, Kyne L, Keane C, et al. (1998)
Timing of surgery for fulminating pseudomembranous colitis. Br
J Surg 85: 229-231.

80. Grundfest-Broniatowski S, Quader M, Alexander F, Walsh RM,
Lavery I, et al. (1996) Clostridium difficile colitis in the critically
ill. Dis Colon Rectum 39: 619-623.

81. Carchman EH and Heise CP (2016) Colorectal Neoplasms:
Screening and Surveillance After Polypectomy. The ASCRS
Textbook of Colon and Rectal Surgery pp 417-431.

82. Alves A, Panis Y, Bouhnik Y, Maylin V, Lavergne-Slove A, et al.
(2003) Subtotal colectomy for severe acute colitis: a 20-year
experience of a tertiary care center with an aggressive and early
surgical policy. J Am Coll Surg 197: 379-385.

83. Pandey S, Luther G, Konstantin U, Gautham M, Michele R, et al.
(2011) Minimally invasive pouch surgery for ulcerative colitis: is
there a benefit in staging? Dis Colon Rectum 54: 306-310.

84. Tøttrup A, Erichsen R, Sværke C, Laurberg S, and Srensen HT
(2012) Thirty-day mortality after elective and emergency total
colectomy in Danish patients with inflammatory bowel disease: a
population-based nationwide cohort study. BMJ Open 2:
e000823.

85. Pal S, Sahni P, Pande GK, Acharya SK, and Chattopadhyay TK
(2005) Outcome following emergency surgery for refractory
severe ulcerative colitis in a tertiary care centre in India. BMC
Gastroenterol 5: 39.

86. Teeuwen PHE, Stommel MWJ, Bremers AJA, van der Wilt GJ, de
Jong DJ, et al. (2009) Colectomy in patients with acute colitis: a
systematic review. J Gastrointest Surg 13: 676-686.

87. De Silva S, Ma C, Proulx M-C, Crespin M, Kaplan BS, et al.
(2011) Postoperative Complications and Mortality Following
Colectomy for Ulcerative Colitis. Clin Gastroenterol Hepatol 9:
972-980.

 

Citation: Compagnoni S, Chiavetta M, Cottone M (2020) Toxic Megacolon: Management Challenges. Res Rep Gastroenterol 4:2.

doi: 10.37532/rrg.2020.4(1).112

Volume 4 • Issue 4 • 1000112 • Page 7 of 7 •

https://www.sciencedirect.com/science/article/abs/pii/0002961084900424
https://www.sciencedirect.com/science/article/abs/pii/0002961084900424
https://www.sciencedirect.com/science/article/abs/pii/0002961084900424
https://pubmed.ncbi.nlm.nih.gov/9501823/
https://pubmed.ncbi.nlm.nih.gov/9501823/
https://pubmed.ncbi.nlm.nih.gov/9501823/
https://pubmed.ncbi.nlm.nih.gov/8646945/
https://pubmed.ncbi.nlm.nih.gov/8646945/
https://pubmed.ncbi.nlm.nih.gov/8646945/
https://link.springer.com/chapter/10.1007/978-3-319-25970-3_24
https://link.springer.com/chapter/10.1007/978-3-319-25970-3_24
https://link.springer.com/chapter/10.1007/978-3-319-25970-3_24
https://www.sciencedirect.com/science/article/abs/pii/S1072751503004344
https://www.sciencedirect.com/science/article/abs/pii/S1072751503004344
https://www.sciencedirect.com/science/article/abs/pii/S1072751503004344
https://www.sciencedirect.com/science/article/abs/pii/S1072751503004344
https://journals.lww.com/dcrjournal/Abstract/2011/03000/Minimally_Invasive_Pouch_Surgery_for_Ulcerative.8.aspx
https://journals.lww.com/dcrjournal/Abstract/2011/03000/Minimally_Invasive_Pouch_Surgery_for_Ulcerative.8.aspx
https://journals.lww.com/dcrjournal/Abstract/2011/03000/Minimally_Invasive_Pouch_Surgery_for_Ulcerative.8.aspx
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3323813/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3323813/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3323813/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3323813/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3323813/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1325033/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1325033/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1325033/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1325033/
https://link.springer.com/article/10.1007/s11605-008-0792-4
https://link.springer.com/article/10.1007/s11605-008-0792-4
https://link.springer.com/article/10.1007/s11605-008-0792-4
https://www.sciencedirect.com/science/article/abs/pii/S1542356511007932
https://www.sciencedirect.com/science/article/abs/pii/S1542356511007932
https://www.sciencedirect.com/science/article/abs/pii/S1542356511007932
https://www.sciencedirect.com/science/article/abs/pii/S1542356511007932

	内容
	Toxic Megacolon: Management Challenges
	Abstract
	Keywords
	Epidemiology
	Etiology
	Pathogenesis
	Diagnostic Approach
	Clinical conditions and laboratory findings
	Imaging and endoscopy

	Management of Toxic Megacolon
	Medical management
	Surgical therapy

	Conclusion
	References


