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Non-Prolapsing Total Defunctioning Transverse Loop
Colostomy
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ABSTRACT. Transverse loop colostomy is a simple procedure in its construc-
tion and closure. Prolapse is a common complication of this procedure. Occa-
sionally, total defunctioning may not be achieved with loop colostomy.

In the present study, a simple modification of loop transverse colostomy
which is prolapse free and gives total defunction is described.
Keywords: Non-prolapsing transverse loop colostomy, Children.

Introduction

Colostomy, which is sometimes necessary to relieve distal colonic obstruction or to pro-
tect the distal colonic or rectal anastomosis, is sometimes unavoidable.

Due to the medical complications of colostomy and its social disadvantages, modern
literature with increasing frequency has described alternative methods in its man-
agement“"” . While some surgeons are trying to use these alternatives, others are trsyinf
to reduce the complications associated with the colostomy by modifying the techniquel -4
Prolapse is a common complication, modified techniques were described to prevent it,
some of them are simple and others are difficult during construction or closure of the
stoma. In the present study, a new surgical modification of loop transverse colostomy
which protects against prolapse and achieves total defunctioning of the distal colon in
20 patients is described. The principle of this technique will be discussed.

Patients and Methods

Twenty patients were in need of a-colostomy for different reasons: 13 patients with
Hirschsprung’s disease, 6 anorectal malformation, 1 with Necrotizing Enterocolitis. All
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patients had transverse loop colostomy, the youngest was 2-days old and the eldest was
14 years old. The duration was from 6 weeks to 11 months. The principles of the mod-
ification in performing the non-prolapsing loop transverse colostomy with total de-
functioning are based on the following:

1. Reducing the redundancy of the transverse colon. Prolapse of a transverse co-
lostomy is primarily due to redundancy of the transverse colon. This redundancy can be
reduced by suturing the afferent and efferent limbs of the colon together at the proposed
site of the colostomy, which has the additional advantage of securing the more com-
monly prolapsing distal limb (Fig. 1).
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Fic. 1 Diagram (a) showing the umbilical level stoma with application of the transverse colon. Armow shows
the effect of the low position of the stoma in total defunctioning of the distal colon. (b) lateral view
explaining the valve mechanism of prevention of the prolapse during the increase intra-abdominal
pressure.

2. Low siting of the stoma. Locating the stoma below the normal course of the
transverse colon at the umbilical level of the mid-clavicular line will prevent the end on
view of the afferent and efferent stomas. Consequently, the increased intra-abdominal
pressure will push the approximated limbs against the abdominal wall acting as a valve
to prevent the prolapse of the colon (Fig. 1). This is in contrast to the usual transverse
colostomy where the colon is directly exteriorized along the normal course of the trans-
verse colon in the right upper quadrant. The increased intra-abdominal pressure will ex-
ert direct pressure pushing the colonic wall to the exterior (Fig. 1). This indirect exteri-
orization of the colon at the umbilical level leads to total defunctioning of the distal
colon as it is not feasible for the effluxed stool from the proximal stoma to pass 10 the
distal colonic lumen against gravity (Fig. 1). In contrast to the upper quadrant transverse
loop colostomy where the end on opening of the two adjacent stomas of the loop makes
it easy for effluxed stool from the proximal end to spill over to the distal end aided by
gravity (Fig. 2).
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Fic. 2 The upper quadrant transvesse colostomy. The diagram indicating the easiness of the direct prolapse of
the stoma with the increase of the intra-abdominal pressure. Ammows indicate the spill over to the distal
colon with the possible effect of the gravity on the incomplete defunctioning of the distal
colon.

Operative Steps. A through transverse incision 3-5 cm long was done centered at the
mid-clavicular line at the level of the umbilicus. The transverse colon is indentified and
fully pulled through the wound to check its redundancy (Fig. 3). Approximating non-
absorbable stitches are applied to the two adjacent limbs of the exteriorized transverse
colon (Fig. 4). The ideal site of the colostomy is at the junction of the right third with
the left two thirds of the transverse colon to avoid restricted mobilization of the distal
colon during the pull through procedure. The stoma is fixed to the abdominal wound ac-
cording to the diameter of the required stoma using a bridging plastic tube to maintain
the colostomy above the level of the skin. The tube is usually removed afier one week.
This modification did not prolong the operative time. To evaluate the total defunction of
the distal colon clinically, the mothers were regularly asked if the child is passing stool
or mucous per rectum. The total defunction was also tested in two patients by radio-
active procedure. Technicium labelled colloidal radioactive substance was injected into
the proximal colon and the bag is reapplied. After 24 hours the distal colon was washed
out with saline and the collected material was scanned for any radioactivity.

Results

None of the twenty patients who had this technique had any prolapse during the en-
tire period until closure of the colostomy. Stool was not passed per rectum in any pa-
tient but mucous was occasionally passed. The two patients who were tested with col-
loidal radioactive isotope showed no radioactivity in the washout fluid of the distal
colon.
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Fic. 3 Withdrawal of the transverse colon to identify the degree of m@lndancy of the transverse colon.

Discussion

Loop colostomies prolapse are more common than the end colostomies, and the
prolapse is commoner in children than in adults. Loop colostomy is preferred as it is
easy to construct and to close. On the other hand, it is associated with more complica-
tions than end colostomies particularly prolapse and incomplete defunctioning B0

Several modifications of the transverse colostomy were reported to prf:vr:ulis"l 1l or
treat!?!27] the prolapse and to achieve total defunction of the distal colon®-32, Some
were based on total closure of the distal stoma or narrowing it by the purse string or
stenting of the lumenB- 11,

The presented technique is a simple modification of the classic easy transverse loop
colostomy. The idea is based on avoiding direct exteriorization of the colon and re-
ducing its redundancy without any division or excision. Such modification has not been
reported before. Majano et al. reported their experience in adults, performing a trans-
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Fic. 4 At the time ot closure of the umbilical level transverse colostomy after 11 months of having the stoma
(good site for the application of the colostomy bag).

verse colostomy in the right iliac fossa; they indicated that it is not mandatory to con-
struct the transverse colostomy at the right upper quadrant but to choose the optimum
site for each palientm].

I believe that the lower the level of the transverse loop colostomy the less the pos-
sibility of prolapse, as there will not be much redundancy of the transverse colon to per-
mit prolapse. Suturing of the redundant loop limbs of the transverse colon, will reduce
the need for very low level stoma as seen in our patients with umbilical level stomas.

The efficacy of loop colostomy in defunctioning of the distal bowel is controversial®?/,

On the other hand, the divided loop colostomy or loop colostomy with closure of the
distal stoma will give total defunction!®?831:32] The present modification gives similar
total defunction without the need to divide the colon or to close the distal end as the
spilled over stool cannot pass against gravity to the distal lumen of the colostomy. Both
openings of the stoma are placed in a low caudal dependent position at a level lower
than the main course of the transverse colon, thus there will be no contamination of the
distal bowel (Fig. 1A). Some surgeons modify their technique utilizing the effect of the
gravity in preventing the contamination of the distal colon by rotation of the stoma 90°[34]
or by siting the proximal stoma caudally[ﬁl. both modifications make the proximal sto-
ma in a dependent position and the distal stoma in non-dependent one.

The suggested stoma is of a good site for sitting the colostomy bag as it is away from
skin creases or bony prominences (Fig. 4).

In conclusion, the umbilical level transverse loop colostomy with application of the
redundant transverse colon is a simple modification of the usual transverse loop co-
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lostomy that gives a non-prolapsing stoma with total defunction of the distal colon with-
out the need to divide the colon or close its distal stoma. The suggested stoma site is
more suitable site for adhesive and non-adhesive stoma appliances that the standard site.
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