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Loop Colostomy with Not Everted Fashion
for Rectal Cancer

Kyung Ha Kim, M.D., Hyun Tae Kim, M.D.", Tae Geun
Ha, M.D., dn Yong Shin, M.D., Woon Won Kim, M.D.,
Kwan Hee Hong, M.D.

Department of Qurgery, Inje University Pusan Pak Hospitd, Inje
Universty College of Medicine, Busan, 1SJnryun Hospita, Handong
Universty College of Medicine, Pohang, Korea

Purpose: An anastomotic leak after resection of rectd
cancer is a omnious complication. The diverting stoma is
performed to avoid this serious complication. However, a
diverting ssoma and a stoma reversd ae asociated with
sonificant morbidity and a smdl mortdity. As soma-elated
complications are asociated with a delay of adjuvant
therapy for advanced rectal cancer, minima stomatelated
morbidity is mandatory for rectd cancer patients. A sdfe
and dmple disection of the stoma is known to be
associated with less morbidity & stoma dosure. Snce in
a loop oolostomy of a not everted fashion, it is easy to
construct and disect the perisomd ste a colostomy
reversd, this study evaluated the usefulness of a protective
loop colostomy of a not everted fashion in rectal cancer.
Methods: We reviewed the dinica records of 71 cases of
loop colostomy dosure for recta cancer between dnuary
1996 and December 2004. The dlinical data, induding
indications for the stoma, the dinicopathologc features of
the patients and their generd conditions, the data for
patients receiving adjuvant therapy, ssoma+elated morbidity,
stomaclosurefelated morbidity, and perioperdative data
were examined. Results: Indications for stoma creation ae
the disoretion of the surgeon (n=22), poor bowel pre-
paaion (n=21), unstable anastomoss (n=16), bowel
obstruction (n=6), and anastomotic leskage (n=6). The
stomaelated morbidity rate for a non-eversion colostomy
was 5.6%. Morbidity events were perisomd erythema
(n=2), prolapse (n=1), and paastomd hernia (n=1)

requiring surgery. The somatdosurefelated morbidity
raes was 9.9%. In the 45 patients undergoing adjuvant
therapy, colostomy dosure was performed during adiuvant
therapy in 39 patients. Magor complications, such as
anastomotic leakage or dscess following reversd of the
non-eversgon colostomy, occurred in 1 of the 71 patients
(1.4%). The average operating time and the blood loss for
cdosgtomy dosure were 895 minutes and 202.3 ml,
respectively. A smple dosure of the loop colosomy was
performed in 51 patients (71.8%). Conclusions: Based on
our reaults, a non-everson oolostomy may be conddered
due to the ease of construction and reversd if a temporary
diverting stoma for rectal cancer is indicated. JKorean Soc
Coloproctol 2007;23:28-33
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following loop colostomy of not everted fashion with a fully

Fig. 2. Matured colostomy. The patient is shown 2 weeks
everting stoma.

to

are placed

sutures
construct for colostomy and incised colon is not everted.

Fig. 1. Temporary non-everting transverse loop colostomy.
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Fig. 3. Completed colostomy closure. Only anterior colonic
wall is closed transversely.

Table 1. Reasons for diverting stoma

Elective construction (n=59)
Decision of surgeon 22
Poor bowel preparation 21
Unstable anastomosis 16
Emergent construction (n=12)
Bowel obstruction 6
Anastomotic dehiscence 6

Values are expressed as number of patients.
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Table 2. Characteristics of 71 patients who underwent
colostomy closure following non-everting colostomy

Age, mean years (range) 569 (21~78)
Male, n (%) 46 (64.8)
Adjuvar}t chemotherapy 47 (662)
or radiotherapy, n (%)
Col?stomy closure during 39 (54.9)
adjuvant therapy, n (%)
ASA classification, n (%)
I 52
I 13
11T 6
Stage of primary cancer, n (%)
I 13
I 10
11T 37
v 11

Table 3. Morbidity following non-everting colostomy con-
struction

Peristomal erythema 2 (2.8)
Prolapse 1 (14)
Parastomal hernia requiring surgery 1 (14)
Total 4 (5.6)

Values are expressed as number (percentage) of patients.

Table 4. Morbidity following colostomy closure

Surgery-related complications No. of patients (%)

Wound infection 4
Adhesive ileus 2
Anastomotic leak requiring reoperation 1
Total 7 (9.9)

Values are expressed as number (percentage) of patients.
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Table 5. Review of surgery-related morbidity and mortality

rates following stoma creation and closure
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