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A Subtotally Divided End-loop Colostomy
for Unresectable Rectal Cancer

Yonghoe Park, M.D., Kwangho Yang, M.D., Yonghoon
Cho, M.D., Hisuk Kwak, M.D., Jinyong Sin, M.D.',
Nahmgun Oh, M.D.

Department of Surgery, Pusan National University College of
Medicine, 'Inje University College of Medicine, Pusan Paik Hospital,
Busan, Korea

Purpose: Divided end-loop colostomy is recommended in
some cases of unresectable rectal cancer or anal incon-
tinence, because a conventional loop colostomy is difficult
to managing due to bulky stoma volume for a long period.
In such case of the divided end-loop colostomy, severe
inflammation may occur at the stoma site by poor
conditions of the patient so that cause to be retracted or
detached, and distal loop may be disrupted. To avoid these
problems, we designed subtotally divided end-loop co-
lostomy and studied its clinical effectiveness retrospectively.
Methods: About a 3 cm diameter, round skin incision as
presumed colostomy size was made at the left lower
abdomen, and entered the abdominal cavity by splitting the
rectus muscle fibers. The caudal side of colon can be iden-
tified by confirming the fusioned taenia at the rectosigmoid
colon level. After pulling out the colonic loop, the distal
colon far from the lesion was subtotally divided by a GIA
staple or manual suture, which cut obliquely 80% or 90%
from the antimesenteric side of the distal loop while
maintaining the 10% or 20% mesenteric side of the colonic
loop. Then an end-loop colostomy is matured with a small
fistularization of the distal loop as the undivided mesenteric
side of colon. Results: In 8 cases, subtotally divided colonic
loop using a GIA staple. But in 9 cases, divided manually
because of makedly thickened, edematous colonic wall re-
sulting from prolonged obstruction. There were several mild
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complications, i.e. transient dermatitis in 5 cases, transient
bulky stoma due to edema in 4 cases, mild retraction of
stoma in 2 cases, and mild prolapse of stoma in | case.
There were no major functional abnormalities during the
follow-up period. Conclusions: Although we need to get
further clinical experiences, the subtotally divided end-loop
colostomy seems to be a useful alternative surgical pro-
cedure for unresectable rectal cancer. ] Korean Soc
Coloproctol 2006;22:29-33

Key Words: Unresectable rectal cancer, Subtotally divided
end-loop colostomy
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Fig. 1. Both types of end-loop colostomy have a small orifice
of distal colon as a fistula status: A, B, C showing the
conventional schema of divided end-loop colostomy and D,
E, F showing the subtotally divided end-loop colostomy of
our design. After exteriorization of loop, about 70~80%
colonic wall of a distal loop is closed obliquely by a stapler
or manual suture without dividing a mesentery (D) and forms
a stoma with a distal fistularization (E, F).

Fig. 2. Site of stoma formation:
a stoma located inferior from
medial one-third on the line from
umbilicus to left anterior supe-
rior iliac spine (A), and the distal
fistula is confirmed with nelaton
tube (B). *ASIS: anterior superior
iliac spine.
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Table 1. The indications of 17 cases performing colostomy for the unresectable rectal cancer

Cases

No. of patients (%)

Multiple metastasis with immobile rectal obstruction
Urinary bladder invasion with pelvic bone invasion
Sacrum invasion with full pelvic mass

Urinary bladder invasion with lung metastasis
Uterus invasion with sacrum invasion

Portal hypertension with immobile rectal obstruction

5 (29)
4 (23)
3 (18)
2 (12)
2 (12)
L (6)
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Table 2. Postoperative complications

Complication No. of patients (%)

5 (29)
4 (23)
2 (12)
1 (6)

Transient dermatitis

Transient bulky stoma due to edema
Mild retraction

Mild prolapse
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