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Abstract

The morbidity associated with a low colorectal or coloanal anastomotic leak, which can rarely
be fatal, is reduced by the use of a defunctioning stoma to divert the proximal faecal stream. Up
to the present moment, there has been continuing controversy regarding the optimal method of
defunctioning a distal anastomosis, the choice resting between either a loop ileostomy (LI) or
foop transverse colostomy (LTC). This review discusses both the above diversionary methods
in detail and the resulting outcome following surgery. The collective results from this review
indicate an advantage of loop ileostomy over transverse loop colostomy as the preferred
method of temporary faecal diversion in low colorectal and coloanal anastomoses.
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Introduction

Faecal diversion (Karanjia et al., 1991) is often
required for the treatment of diseases affecting
the large intestine following low coloanal or
colorectal anastomosis (Aitken, 1996), following
a restorative proctocolectomy (Dehni et al.,
1998), and for Crohn's disease. While options
(Popovic et al, 2001) may be limited for
technical or therapeutic reasons, in many
circumstances the surgeon selects the type of
defunctioning stoma according to his or her
preference. Preference bias should however rest
firmly on available objective data based on the
ease of construction and reversal of a stoma, in
addition to minimising morbidity rates (Sakai et
al, 2001). Equally important are patient's
perceptions regarding the ease of stoma use, its
subsequent management and associated quality
of life.

For left-sided colonic disease and
procedures, the two most common stoma options
include the fornation of a loop transverse
colostomy (LTC) or loop ileostomy (LI)
(Senapati et al., 1993; Tschmelitsch er al., 1999).
Until now, it has remained controversial as to
whether a LI or LTC is a better form of faecal
diversion. We therefore reviewed the English
language medical literatures pertaining to the
subject matter incorporating prospective and
retrospective, randomized and non- randomized,
and case control studies on various aspects
concerning loop ileostomy and loop transverse
colostomy. Emphasis was placed on the surgical
techniques and methods of stoma creation, mode
of closure, and complications occurring in the
pre- and post-closure period. The advantages and
disadvantages of each method in terms of safety

and management are also stressed upon in this
review.

Indication for Faecal Diversion

Low colorectal and coloanal anastomoses are
associated with an anastomotic leak rate
approaching 15% (Poon et al., 1999). A
significant reduction (leak rates of 4%) in
clinically detectable anastomotic leaks has been
quoted in various studies in patients in whom a
proximal faecal diversion is employed (Aitken,
1996; Eu et al., 1998).

The principal indications of faecal diversion
include low colorectal or coloanal anastomosis
for primary diseases such as carcinoma of the
reccum or sigmoid colon, complicated
diverticular disease, ulcerative colitis, Crohn’s
disease, familial polyposis coli and anorectal
trauma (Riesener ef al., 1997). The other less
common indications include bowel obstruction
present at operation due to a distal mass or
inflammation (Mann et al, 1991), technical
difficulties at surgery, patient related risk factors,
proximal to the formation of a J-Pouch (Dehni er
al., 1998), enterocutaneous fistulae, severe intra-
abdominal sepsis, peritonitis and demonstrable
anastamotic leak during intra operative testing
(Phang et al., 1999), anal sphincter repairs and
surgery for anorectal malformations in infants.

In rare circumstances, the creation of a
defunctioning stoma is required in situations
such as stapling instrumentation failure (Karanjia
et al., 1994), local hypertrophy of bowel (Mann
et al., 1991) perforated tumour with faecal
contamination, poor bowel  preparation,
penetrating colonic injury (Gonzalez ef al., 1996)
and healing of severe perineal injury. The



indications for faecal diversion, both common
and infrequent, are summarised in (Table 1).

The optimal mode of faecal diversion is
debatable as it can be achieved by either a loop
transverse colostomy or loop ileostomy. Several
studies have compared loop ileostomy with loop
colostomy to defunction colorectal anastomosis
and this represents an important issue in
abdominal surgery. Both types of stoma are
associated with a relatively high complication
rate even though both modalities provide
satisfactory protection from the morbidity of
colorectal or coloanal anastomotic leakage
(Karanjia et al., 1994).

Techniques of Counstruction of Loop lieostomy
and Loop Transverse Colostomy

Loop ileostomy

A defunctioning loop ileostomy was originally
employed as the sole procedure for the treatment
of acute attacks of ulcerative colitis (Lahey,
1951). A loop ileostomy is constructed by the
modification of the technique described by
Alexander Williams (Carlsen et al, 1999,
Williams et al., 1986). The site is selected in the
lower right quadrant of the abdomen, 2 to 3 cm
above a point midway between the umbilicus and
anterior superior iliac spine. A disc of skin
together with the subcutaneous fat is incised in a
cruciate fashion and after separation of the fibres
of the rectus muscle, the posterior rectus sheath
and peritoneum are incised. The defect in the
abdominal wall is dilated to admit the tip of two
fingers and a loop of tenminal ileum,
approximately Scm in length, is withdrawn
through the opening. The correct orientation of
the proximal and distal limb is carefully noted
and at least 15-20 cm of ileum proximal to the
ileocaecal junction should remain within the
peritoneal cavity to prevent tension and facilitate
eventual excision of the stoma. The loop is then
tummed in a clockwise direction so that its
proximal end is located inferiorly (Phang et al.,
1999). A short plastic rod may be passed through
the mesentery close to the intestinal wall to
support the bowel at skin level. A transverse
incision 1-2 cm long is made in the ante-
mesenteric part of the distal limb close to the
skin level. The wall of the efferent limb is then
everted providing a stoma of 2-3 cm in length.
The mucosa is then sutured to the skin using
absorbable sutures. A two-piece stoma appliance
is immediately fitted.
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Loop transverse colostomy

A transverse loop colostomy is constructed
proximal to the middle colic artery, perhaps best
described originally by Goligher (Khoury et al.,
1987) without significant variation. It s
constructed in the right upper quadrant of the
abdomen through a transverse incision in the
rectus abdominis muscle below the costal
margin. The mesentery adjacent to the bowel
wall is incised for the passage of the rod used to
bring the transverse colon out through the pre-
marked stoma site. The rod is used to support the
colostomy in the early post-operative period and
is removed 1 week after surgery. An incision is
made along one of the taenia coli and the
colostomy matured with interrupted absorbable
muco-cutaneous sutures. A stoma appliance is
used immediately (Williams er al., 1986).

Complications of Loop [leostomy and Loop
Transverse Colostomy

Complications following the creation of a stoma
are experienced by 20-40% of patients. Early
complications that include ischaemia, necrosis.
haemorrhage, stenosis, infection and retraction
are often the result of technical errors (Chen &
Stuart, 1996) and can be prevented by meticulous
technique and attention to detail.

Prolapse, obstruction, parastomal hemnia and
skin irritation are usually considered as laie
complications. These too can be secondary to
poorly constructed stomas, or may be related to
poor care and management (Dehni et al.. 1998).
Another factor accounting for complications is
recurrent disease, which if unresponsive to
medical management, frequently requires
reoperation and stoma revision (Dehni e al.
1998; Edwards et al., 200t).

Specific Complications

Stomal Ischaemia

Stomal ischaemia ranges from harmless mucosal
sloughing to frank necrosis. This complication is
usually due to aggressive stripping of the
mesentery, a stenotic aponeurotic fascial defect
or excessive tension on the stoma leading to
devascularisation (Brooke, 1993).

Haemorrhage

Minor haemorrhage is common and is usually
mucosal and self-limiting, often responding to
light pressure. Active bleeding usually implies
failure of securing haemostasis of the mesenteric

vessel (Abacarian et al, 1988. Edwards er al.
1998).
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Table I. Indications for faecal diversion

Common Indications Infrequent Indications
Obstructing colorectal cancers Technical difficulties at surgery
To protect a low colorectal or coloanal anastomosis. Patient related risk factors
Inflammatory bowel diseases Enterocutaneous fistula
Proximal to the formation of a J-Pouch Demonstrable anastomotic leak (intra-

operative testing)

Healing of severe perineal or perianal injury Stapling instrument failure
Perforated tumour with faecal contamination Local hypertrophy of bowel
Severe intra -abdominal sepsis and peritonitis Poor bowel preparation
Anal operations like complicated fissures and sphincter repairs Penetrating colonic injury
Anorectal malformation and short segment aganglionosis in the

paediatric age group

Table 2. Randomised controlled studies of complications occurring prior to and following stoma closure

Pre-closure of Stoma Post-closure of Stoma
Studies
Type of Complications Type of Complications
el Number %) sioma Number i%)
Williams et al. (1986) Ll 23 3(13) LI 20 1 (5)
LTC 24 116 (46) LTC 20 6 (30)
Khoury er al. (1987) LI 32 11 (34) LI 32 1(3)
LTC 29 18 (62) LTC 29 1 (3)
Gooszen era!l. (1998) Ll 37 4.(11) LI 29 8 (28)
LTC 39 0(0) LTC 32 309
Edwards er al. (2001) Ll 34 1 (3) LI 32 1(3)
LTC 36 10 (28) LTC 31 3(10)
Law et al. (2002) LI 39 6 (15) Ll 35 4(11)
LTC 38 11 (29) LTC 38 3(8)
Table 3. Specific complications of loop ileostomy and loop transverse colostomy.
Stoma No Bowel *Wound Prolapse/ . Ski **Other  Total
Studies Type °  Obstruction Related Retraction " s (%)
Fasth ef al. LI 21 2 1 NS 4 0 7(37)
(1980) LTC 21 1 6 NS S 0 12 (63)
Williams e/ LI 23 2 12 1 8 12 35(38)
al. (1986) LTC 24 2 20 4 17 13 56 (62)
Khoury er LI 32 2 8 NS 2 1 12 (39)
al. (1987) LTC 29 3 12 NS 1 3 19.(61)
Gooszen e LI 32 2 17 5 14 26 64 (40)
al. (1998) LTC 38 1 25 17 18 36 97 (60)
Edwards et LI 34 0 1 0 NS 4 5(26)
al. (2001) LTC 36 1 3 2 NS 8 14 (74)
Rullier et al. LI 107 14 5 4 2 t 36 (41)
(2001) LTC 60 6 18 9 4 15 52 (59)
Sakai es al. LI 63 4 15 0 ? 12 33(37)
(2001) LTC 63 4 24 2 10 15 55(63)
Law er al. LI 42 6 2 0 4 2 14 (47)
_(002) LTC 38 1 2 3 0 3 16 (53)

* includes wound infection, fistulaand wound haematoma: ** includes parastomal hernia, incisional hernia and
high output stoma; © skin excoriations: NS = not stated
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Table 4. Studies reporting gut recovery and hospital stay following stoma closure

Studies Loop ileostomy Loop colostomy
First bowel Hospital Stay First bowel Hospital Stay
movement (Days) (Days) movement (Days) (Days)
Williams er al. (1986) 3 6 4 6
Khoury er al. (1987) 2 NS 4.5 NS
Sakai et al. (2001) 3 7 4 8
Law ef al. (2002) 2 S 3 6

NS = not stated

Mucocutareous separation

Undue tension or separation of sutures used to
construct the stoma will cause separation along
the mucocutaneous border. Gross separation,
though rare can lead to eventual stricture and
stenosis (Brooke, 1993).

Infection / fistula

Parastomal abscess or infection is often related to
an infected haematoma or fistula formation.
Beyond the immediate postoperative period,
fistula formation or infection may signal
recurrent Crohn’s disease (Van de Pavoordt er
al, 1987; Williams et al., 1986).

Stomal Retraction

Retraction, particularly of an ileostomy can lead
to leakage and severe skin problems. Retraction
is the most common reason for reoperation and
can usually be prevented by minimising tension
(Mann er al, 1991).

Prolapse

This is most frequently seen with loop colostomy
and can be managed with reduction and
supportive care until revision surgery is planned
(Torkington et al., 1998).

Parastomal hernia

This is a common complication and has been
reported in as many as 50% of patients.
Predisposing factors include stoma placement
lateral to the rectus sheath, a large stoma
apeiture, obesity, poor abdominal incision,
malnutrition and wound infection (Van de
Pavoordt er al., 1987).

Skin complications

Contact dermatitis is the most common disorder
associated with stomas. This is either secondary
to an allergic reaction to certain components of
stoma appliances or exposure to ostomy effluent.

Additional anatomic factors may predispose a
patient to leakage and dermatitis (Spencer & er
al., 1997)

Advantages and Disadvantages
Ileostomy
A frequent advantage cited in favour of a loop
ileostomy as a defunctioning stoma of choice
relates to its ease of construction and reversal.
Patients often find it easier to adapt to an
ileostomy as it is associated with less
complicated stoma care, requiring less appliance
changes. It is also associated with significantly
less odour. Morbidity after construction and
closure of stoma such as prolapse. peristomal
skin excoriation and leakage around the stoma
site (Rullier er al., 2001; Fasth er i, 1980) are
also comparatively less in comparison to a
transverse loop colostomy. It is hence often
considered to be a more reliable option of faecal
diversion (Edwards et al., 2001).

The major disadvantage of loop ileostomy is
a higher rate of severe dehydration and bowel
obstruction leading to relaparotomy (Gooszen er
al, 1998). Intestinal obstruction subsequent to
LI closure following an ileoanal anastomosis has
been reported to range between 13% to 15% with
a lesser risk (less than 5%) following elective
colorectal anastomosis. Since loop ileostomy
closure is frequently associated with local or
segmental resection prior to re-establishing
bowel continuity, the operative time required is
longer (Law er al. 2002). Patients are often
advised to adhere to strict dietary guidelines to
avoid unnecessary metabolic complications
secondary to ileostomy diarrhoea. Loop
ileostomy tends to be associated with higher
incidence of adhesions and obstructions
following total colectomy and an ileoanal pouch
(Mann er al,, 1991 ; Francois e al., 1989) even
though this complication is reported to be less
frequent after distal colorectal resection.

of Loop
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Advantages and Disadvantages of Loop
Colostomy

Loop colostomy may provide better
defunctioning in a poorly prepared bowel or
where large bowel intestinal leakage has

occurred as it prevents residual faecal content
within the proximal large bowel from continually
soiling the distal field (Gooszen et al, 1998).
The operative time required for construction and
closure of stoma is reported to be shorter than
loop ileostomy (Law es al, 2002). Bowel
obstruction and dehydration is comparatively less
common than in loop ileostomy and strict dietary
guidelines are not usually necessary in loop
colostomy even though patients often have to
refrain from certain foods associated with
increased flatus discharge.

The disadvantages of loop colostomy are
numerous, notably stomal prolapse and
parastomal hemias. Skin related complications,
which include leak and excoriations, are
significantly more common after colostomy
(Rullier er al, 2001). Clothing adjustments are
needed more often in the presence of a
colostomy, which is also associated with a
greater degree of unpleasant odour. Apart from
difficulty in managing the stoma appliance,
wound infection, incisional hemia, anastamotic
leaks and enterocutaneous fistula are reported to
be more common after colostomy closure
(Rullier etal, 2001).

Comparative Studies of Loop lleostomy and
Loop Transverse Colostomy.

This review on the preferred method of faecal
diversion to defunction the distal bowel primarily
focuses on procedural related complications as
the main factor in determining the advantage of
one procedure over another. Secondary factors
that contribute in the decision-making process
include gut function retuming to normal and
length of hospital stay.

The fiequency of complications occurring
prior to and following stoma closure (Table 2),
specific complications of loop ileostomy and
colostomy (Table 3) and gut recovery together
with hospital stay following stoma closure (Table
4) were tabulated and only studies with more
than 20 patients undergoing each procedure were
scrutinised. A total of 5 randomised clinical
trials, |1 retrospective and 2 case matched studies
met the criteria for this review. A total of 6
studies recommended loop ileostomy while the
remaining 2 studies recommended loop

transverse colostomy as the defunctioning stoma
of choice.

Khoury et al. (1987) in their randomised
study recruited 61 patients, 32 of whom
underwent loop ileostomy and 29 had a loop
transverse colostomy fashioned. Fifty-two
patients had their stomas closed. They found no
significant difference between the groups except
that LI functioned earlier than LTC. The authors
recommended loop ileostomy as the procedure of
choice based on this factor. The management of
stomas was not deemed as a significant problem
and skin excoriations rarely occurred even in the
presence of leaks from the appliance. The
absence of prolapse, retraction or serious skin
problems may be due to the skilled and intensive
stoma care available within the authors’
institution and the policy of early restoration of
bowel continuity. In this study rods or
absorbable bridges were not used to support a
loop ileostomy to avoid unnecessary fibrosis at
the base of the stoma, which may increase the
difficulty associated with early stoma closure.

A retrospective study by Rullier ef al. (2001)
demonstrated that LTC was associated with a
significantly greater degree of morbidity and
higher risk of surgical re-intervention than LI.
Reported complications after  colostomy
formation in this series included parastomal
hemias, prolapse, retraction, wound infection
after stoma closure and incisional hemias. These
complications have also been cited in other series
performing loop colostomy with a frequency
ranging from 5-40%, the most frequent being
wound abscess and the most serious, fistula
formation. The large sample size in this series
added significance to the results in comparison to
other similar studies apart fiom the fact that a
sizeable number of patients recruited included
those with rectal cancers. However no data was
provided regarding the overall hospital stay and
costs, performance of pre-closure contrast studies
and patient satisfaction. The reported
development of wound infections and incisional
hemias following stoma closure may be
attributed to the employment of primary wound
closure and wound drainage techniques, which
were not standardized.

Sakai ef al. (2001) in a retrospective case
matched study, reported mostly skin related
complications and leakage around the stoma site
following the formation of a loop colostomy.
The operative time of loop ileostomy closure in
this study was longer in comparison to other
studies as bowel resection was commonly



perfoimed prior to restoring intestinal continuity.
The superiority of the results were however
demonstrated  through intensive  stoma
management related to comprehensive pre-
operative stoma therapy and patient education by
a certified enterostomal nurse which was most
likely responsible for the positive outcome. The
authors added significance to the study by
reporting on a large sample of patients who were
well matched even though the analysis was
retrospective in nature.  The authors also
recommended that closure of stomas should be
performed after 3 months to limit complications.

One of the earliest studies indicating the
superiority of LI over LTC was by Fasth er al.
(1980). Wound infection rates in subjects who
had a LTC were reported to be higher in their
non-randomised study. Stoma related skin
problems were also reported to be associated
with a greater difficulty in managing colostomy
patients, According to the authors, the
anatomical siting and fashioning of colostomy
flush to the skin contributed pgreatly to this
difficulty. Loop ileostomy and colostomy closure
in this study was accomplished by a local
procedure without requiring bowel resection
except for one case in the LTC group, which
required limited resection due to florid
inflammatory fibrotic reaction in the surrounding
wound. Four patients developed wound sepsis
and one patient developed a fistula in the LTC
group. Closure of ileostomy was uneventful in all
patients except for one who developed wound
sepsis.

Williams et al. (1986) in their randomised
controlled trial incorporating 47 patients (LI: 23,
LTC: 24) undergoing elective colorectal surgery
found significant differences in favour of LI. The
advantages of LI were primarily due to less
odour and frequent appliance change.
Furtheimore eleven patients (58%) with LTC
experienced stoma related problems compared to
3 patients (18%) with LI. The authors claimed
that the techniques of stoma closure had a
significant impact in reducing wound sepsis in
the LI group. The surgical procedure was
performed by all grades of surgeons in this study
and there was no corelation between the
surgeon’s level of experience and complication
rate. This finding is in conflict with the common
speculation amongst the surgical fratemity that
stoma construction is often left to junior surgeons
to complete and is therefore associated with a
higher complication rate.
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Edwards et al. (2001) reported no significant
diffierence in the ease of construction and the
time taken to fashion LI and LTC. On the other
hand, Khowy et al. (1987) showed that LI
appeared to be more difficult to construct in
obese patients (Mann et al. 1991). In contrast to
the findings of Williams ef al. (1986), Edwards
et al (2001) reported no difference in
complications of stoma management due to
improvements in stomal appliances and
accessories.  Senior consultants and senior
trainees performed stoma closure with no
observed differences in the ease and time taken
to close the stoma. Loop ileostomy appeared to
be more difficult than LTC because of the need
to reduce or resect the spout of the ileostomy (6
LI versus 2 LTC). The larger fascial defect used
to create LTC in comparison to LI improves the
access into the peritoneal cavity for stomal
mobilization and hence tends to be associated
with a greater degree of ease during closure. The
size of the fascial opemng and the relative
bulkiness of LTC were most likely responsible
for two prolapses and hernias observed in the
LTC group. The high incisional hemia rate in
this study associated with LTC fonnation is
probably related to the higher bacterial
concentration of effluent from loop colostomies
which results in greater contamination of the
wounds at the time of closure and concomitantly
increases the risk of deep wound dehiscence.

One of the studies that supported the use of
LTC as a defunctioning stoma was a multicentre
randomised controlled study conducted in 5
centres over a period of 6 years incorporating 76
patients, 37 of who had a LI (Gooszen ef al,
1998). Statistically lower complication rates
were repoited with LTC especially in the post-
stoma closure period. In the period between
stoma construction and closure. significant
complications were however more common
following LTC in the form of prolapse rate, need
for temporary adaptation of clothing, and dietary
adjustments. Following stoma closure 27.5% of
the LI group had complications with two
mortalities compared to 9% complications in the
LTC group with no deaths. The trial however
included patients presenting with emergency left-
sided colonic obstruction as well as benign
elective colorectal surgical procedures in the
form of sigmoid diverticular resection. The
higher than usual morbidity and mortality rate
was in relatively older patients in whom the
impact of a stoma, even though temporary, is
potentially enormous.
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Law et al. (2002) only included patients who
had anterior resection and total mesorectal
excision for rectal cancers requiring
defunctioning stomas in their study with results
favouring LTC. Even though the gut function in
the LI group started to function earlier than LTC,
this did not translate into earlier resumption of
solid diet or a shorter hospital stay following
stoma  closure.  Post-operative intestinal
obstruction and prolonged ileus were also
reported to be more common in patients with
loop ileostomy. The presence of a loop
ileostomy in the infra colic compartment is more
likely to lead to the formation of adhesions,
twisting or hemiation of the small bowel which
explains the high reported rates of post-operative
obstruction. The authors’ cohort of patients also
had loop ileostomy closure approximately 6
months longer than the normal expected duration
of 2 months following construction.

A few remaining studies have collectively
recommended LI as a better altermative to LTC in
terms of patient satisfaction and the lower
frequency of wound infection associated with its
closure (Raimes ef al., 1984; Senapati et al.,
1993; Berry ef al., 1997; Torkington ef al., 1998;
O’ Learyet al,, 2001)

Complications of loop ileostomy and loop
transverse colostomy prior to and following
stoma closure are summarised in Table 3. The
results clearly demonstrates the higher
association of loop colostomy with complications
such as prolapse, retraction, parastomal hemia,
incisional hemia, wound infections, wound
hematomas, faecal fistulas, anastomotic leakage,
and severe skin complications that iequire
clothing adaptation. The incidence of other minor
complications like fever, haemorrhage and
general complications like pulmonary, cardiac,
urinary and deep venous thrombosis have also
been reported to be more common in patients
with loop colostomy (Khoury ef al, 1987). In
contrast, LI dominates morbidity associated with
bowel obstruction and adhesions even though the
total complication rate of LI is reported to be
lower than LTC.

The reported major or minor complications
that have been discussed can be attributed to
certain risk factors which include surgeons
experience, primary disease, site of the stoma,
operative technique, and time interval between
the primary operation and stoma closure.
Furthermore, a complete preoperative bowel
preparation in combination with peri-operative
antibiotic treatment has been recommended to

reduce stoma related complications (Riesener ef
al., 1997).

Recovery phase (Table 4) from stoma
closure in terms of first bowel movement and
resumption of fluid diet is also reported to be
more rapid in patients with loop ileostomy. The
overall length of hospital stay (Table 4) further
confirms the superiority of loop ileostomy over
loop transverse colostomy (Khoury ez al., 1987).

Conclusions

Stoma surgery has a great influence on a
patients’ daily life. Both L1 and LTC are methods
that provide effective defunctioning of a distal
high-risk anastomosis. This review suggests that
LIl is associated with low rates of serious stoma
related complications and faster recovery and its
use is therefore recommended as an optimal
diversionary procedure for patients who need
defunctioning of a distal anastomosis following
low anterior resection and total mesorectal
excision with adequate bowel preparation. The
employment of a stoma should be carefully
planned and performed on a selective basis
considering the significant complications that
occur with both types of stoma and that at least
15% of temporary stomas will tum out to be
permanent. Loop colostomy appears to be a
better altemative in defunctioning poorly
prepared bowel or in an emergency situation
where leakage has occurred and diversion is
required.

With the advent of stapled anastomosis for
closure, adhesion barrier agents, modemn stoma
appliances, meticulous surgical techniques and
patient management, the complication rate
associated with laop ileostomy can be reduced to
a pgreater extent, hence reinforcing our
recommendation for this method to be
considered as the defunctioning stoma of choice.
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