
SYSTEMATIC REVIEWS AND META-ANALYSIS

The influence of diverting loop ileostomy vs. colostomy
on postoperative morbidity in restorative anterior resection for rectal
cancer: a systematic review and meta-analysis

A. Chudner1 & M. Gachabayov1 & A. Dyatlov1 & H. Lee1
& R. Essani1 & Roberto Bergamaschi1

Received: 13 November 2018 /Accepted: 29 January 2019 /Published online: 12 February 2019
# Springer-Verlag GmbH Germany, part of Springer Nature 2019

Abstract
Background The aim of this systematic review and meta-analysis was to evaluate the morbidity of loop ileostomy (LI) and loop
colostomy (LC) creation in restorative anterior resection for rectal cancer as well as the morbidity of their reversal.
Methods PubMed, EMBASE, MEDLINE via Ovid, and Cochrane Library were systematically searched for records published
from 1980 to 2017 by three independent researchers. The primary endpoint was overall morbidity after stoma creation and
reversal. Mantel-Haenszel odds ratio (OR) was used to compare categorical variables. Clinical significance was evaluated using
numbers needed to treat (NNT).
Results Six studies (two randomized controlled trials and four observational studies) totaling 1063 patients (666 LI and 397 LC)
were included in the meta-analysis. Overall morbidity rate after both stoma creation and closure was 15.6% in LI vs. 20.4% in LC
[OR(95%CI) = 0.67 (0.29, 1.58); p = 0.36] [NNT(95%CI) = 21 (> 10.4 to benefit, > 2430.2 to harm)]. Morbidity rate after stoma
creation was both statistically and clinically significantly lower after LI [18.2% vs. 30.6%; OR(95%CI) = 0.42 (0.25, 0.70); p =
0.001; NNT(95%CI) = 9 (4.7, 29.3)]. Dehydration rate was 3.1% (8/259) in LI vs. 0% (0/168) in LC. The difference was not
statistically or clinically significant [OR(95%CI) = 3.00 (0.74, 12.22); p = 0.13; NNT (95%CI) = 33 (19.2, 101.9)]. Ileus rates
after stoma closure were significantly higher in LI as compared to LC [5.2% vs. 1.7%; OR(95%CI) = 2.65 (1.13, 6.18); p = 0.02].
Conclusions This meta-analysis found no difference between LI and LC in overall morbidity after stoma creation and closure.
Morbidity rates following the creation of LI were significantly decreased at the cost of a risk for dehydration.
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Introduction

Temporary fecal diversion has been carried out for decades
with the purpose of minimizing the clinical manifestations of
anastomotic leakage following restorative surgery for resect-
able rectal cancer. Nonetheless, the current literature compar-
ing anterior resection of the rectum with or without temporary
stoma seems to suggest that fecal diversion does not prevent

anastomotic leakage [1–4]. The question of whether diversion
at surgery for rectal cancer should be accomplished by loop
ileostomy (LI) or loop colostomy (LC) is still unclear. In the
1980s, two randomized controlled trials (RCTs) including left-
sided resections with anastomosis for a multitude of diseases
concluded in favor of LI in terms of complications related to
stoma creation as well as its reversal [5, 6]. However, a decade
later, another RCT including left resections for different indi-
cations warned against LI on the basis of its higher mortality
[7]. The controversy grabbed the headlines again in 2001 with
a retrospective study recommending LI in patients with rectal
cancer due to lower morbidity rates following its creation and
reversal [8]. A similar recommendation was formulated in an
RCT including rectal cancer patients on the basis of the rates
of parastomal hernias [9]. Though, a year later, another RCT
on rectal cancer concluded that LC was to be preferred due to
the high rates of postoperative ileus and obstruction following
the creation of LI [10]. Moreover, LC was also recommended
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in a large multicenter prospective nonrandomized study on the
basis of lower complication rates following its reversal [11]. In
the last decade, a number of meta-analyses comparing LI with
LC in patients undergoing left colon resections with anasto-
mosis for different diseases endorsed LI because of its lower
complication rates [12–15]. However, a recent systematic re-
view warned against the risk of dehydration following LI in
patients with preexisting compromised renal function [16]. An
umbrella review of previously published systematic reviews
was performed using the AMSTAR 2 quality assessment tool
prior to developing the protocol for this meta-analysis. The
decision to carry out this study was prompted by the fact that
all previously published systematic reviews were of moderate
quality only (Supplements 1 and 2). Moreover, seven out of
eight such review studies had substantial heterogeneity due to
the inclusion of benign and malignant diseases.

The aim of this systematic review and meta-analysis was to
evaluate the morbidity of LI and LC creation in restorative
anterior resection for rectal cancer as well as the morbidity
of their reversal.

Materials and methods

This systematic review was performed according to the
Cochrane Handbook for Systemat ic Reviews of
Interventions [17] and follows the Preferred Reporting Items
for Systematic Reviews and Meta-Analyses (PRISMA) and
Meta-analysis Of Observational Studies in Epidemiology
(MOOSE) guidelines [18, 19]. The protocol of this systematic
review was developed a priori and registered in the
International prospective register of systematic reviews
PROSPERO: CRD42018086630. The literature search, data
retrieval, and analysis, followed by critical appraisal, were
performed by three independent researchers (AC, MG, and
AD); any disagreements occurring during the process were
discussed and resolved by the senior authors. The research
question was formulated as following:

(P) Population: adults older than 18 years old.
Intervention: temporary loop ileostomy
(C) Comparator intervention: temporary loop colostomy
(O) Outcomes: morbidity
(T) Time: following stoma creation and closure
(S) Setting: in- and outpatient

Eligibility criteria, definitions, and endpoints

Articles included in this review were all experimental and
observational clinical studies comparing temporary loop
ileostomy (LI) to loop colostomy (LC) performed in patients
undergoing restorative rectal resections for resectable rectal

cancer. Exclusion criteria were non-comparative descriptive
studies; studies comparing any of the interventions of interest
to an irrelevant intervention such as anterior rectal resection
with no diverting ostomy.

Stoma creation was defined as index surgery, namely ante-
rior rectal resection with either LI or LC. Stoma closure was
performed after both. Surgical site infections (SSI) were de-
fined according to the Center for Disease Control (CDC)
National Nosocomial Infections Surveillance System [20].
Wound abscess and wound infection were categorized as
incisional SSI. Anastomotic leak after closure was defined as
either clinical or radiological.

Primary endpoint of this systematic review was overall
postoperative morbidity following both stoma creation and
closure. Secondary endpoints were:

1. Morbidity following stoma creation, including

& Dehydration
& Stoma prolapse
& Stoma site infection
& Parastomal hernia

2. Morbidity following stoma closure, including

& Anastomotic leak
& Ileus
& Incisional SSI

Search strategy and study selection

Literature search was conducted according to recently pub-
lished recommendations [21]. The Pubmed, EMBASE,
Cochrane Library, and MEDLINE via Ovid databases were
systematically searched using the following MeSH terms:
‘ileostomy’, ‘colostomy’, ‘rectal cancer’, ‘anterior resection’
combinedwith the Boolean operator ‘AND’ and all synonyms
combined with the Boolean operator ‘OR’. Relevant articles
were identified and the results of the search were screened
through the title, abstract, and/or full text article.

Data extraction and quality assessment

The data from the included articles were collected according
to predefined Microsoft Excel tables and studies were
assessed for validity by three researchers independently.
Collected data included author, year of publication, study de-
sign, sample size, and morbidity. Quality assessment of each
individual study was performed according to Cochrane
Handbook for Systematic Reviews of Interventions on the
following items: selection, performance, detection, attrition,
selective reporting, and other bias risks [17]. Moreover,
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Newcastle Ottawa score was used to evaluate the quality of
included cohort studies.

Statistical analysis

Mantel-Haenszel odds ratios with 95% confidence intervals
(OR (95%CI)) were calculated for dichotomous variables. In
cases when continuous variables were reported in median and
interquartile range in the included studies, mean and standard
deviation (SD) were estimated using Hozo’s formula [22].
Statistical heterogeneity among effect estimates was assessed
using Cochran Chi2 and I2, and between-study variance was
assessed using Tau2 statistic when the I2 was 50% or greater
[23]. Fixed-effects model of meta-analysis was utilized to an-
alyze data with low heterogeneity. In case of high heterogene-
ity, random-effects model was utilized. The results of the
meta-analysis were illustrated on forest plots. To assess clini-
cal significance of the results, relative risk reduction (RRR),
absolute risk reduction (ARR), and number needed to treat/
harm (NNT) with 95%CI were calculated [24]. Considering
that above-mentioned metrics also have variability, confi-
dence intervals (95%CI) for NNT were calculated by taking
reciprocals of the values defining the 95%CI for the ARR to
demonstrate whether there was uncertainty in the NNT [25].
Funnel plots and Egger’s tests were utilized to evaluate for
publication bias. A p value <0.05 was considered statistically
significant. Statistical analysis was performed using RevMan
(version 5.3; Nordic Cochrane Center, Cochrane
Collaboration, Copenhagen, Denmark) and CMA Software
(Version 3; Biostat, NJ, USA).

Results

Literature search and study selection

Details of study selection are presented in the PRISMA flow-
chart [Fig. 1]. Four searched databases revealed 153 records.
Additional six articles were found through the references of
eligible studies. Six articles were included after excluding du-
plicates, irrelevant articles, and articles not reporting the out-
come of interest.

Description of included studies

Six studies were selected among 37 potentially eligible studies
[8–11, 26, 27] totaling 1063 patients (666 LI and 397 LC).
The characteristics of the included studies are provided in
Table 1. Two studies were RCTs (level of evidence-1b) [9,
10], whereas the remaining four were observational studies
with 2b level of evidence (1 prospective and 3 retrospective
cohort studies) [8, 11, 26, 27]. All included studies were full

text articles published in journals. The primary endpoint of all
included studies was postoperative morbidity.

Quality assessment

The risk of bias summary and graph of the included studies are
presented in Fig. 2. Levels of evidence according to the

Fig. 1 PRISMA flow diagram
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Oxford Centre for Evidence BasedMedicine (CEBM) provid-
ed by each included study are presented in Table 1. Random
sequence generation and allocation concealment to prevent
selection bias was provided in two included RCTs only [9,
10]. The risk of performance and detection bias is high or
unclear in all studies including RCTs. Preventing performance
and detection bias by blinding surgeons to the intervention
and assessment of the outcome is impracticable. Attrition,
reporting, and other bias risks are low in most studies.

Meta-analysis

All six studies regardless of the evidence level and risk of bias
were included in the meta-analysis.

Overall morbidity after both stoma creation and closure

Morbidity after stoma creation and closure was defined as
postoperative morbidity after both index surgery, namely re-
storative anterior rectal resection for rectal cancer and ostomy
closure. This outcome was reported in all included studies
(666 LI vs. 397 LC) [8–11, 26, 27]. Statistical among-study
heterogeneity was high (I2 = 74%; Tau2 = 0.8); hence, random
effects model was utilized. Morbidity rate was 15.6% (104/
666) in LI vs. 20.4% (87/391) in LC. This difference was not
statistically or clinically significant [OR (95%CI) = 0.67
(0.29, 1.58); p = 0.36] [NNT (95%CI) = 21 (> 10.4 to benefit,
> 2430.2 to harm)] (Fig. 3a).

Overall morbidity after stoma creation

Overall morbidity after stoma creation was reported in four
studies (242 LI vs. 144 LC) [8–10, 26]. Statistical among-
study heterogeneity was low (I2 = 37%); hence, fixed effects
model was utilized. Morbidity rate was 18.2% (44/242) in LI
vs. 30.6% (44/144) in LC. The difference was both statistical-
ly and clinically significant [OR (95%CI) = 0.42 (0.25, 0.70);
p = 0.001] [NNT (95%CI) = 9 (4.7, 29.3)] (Fig. 4a).

Dehydration after stoma creation Dehydration after stoma
creation was reported in five studies (259 LI vs. 168 LC)
[8–10, 26, 27]. Among-study heterogeneity was low (I2 =
0%); hence, fixed effects model was utilized. Dehydration rate
was 3.1% (8/259) in LI vs. 0% (0/168) in LC. The difference
was not statistically or clinically significant [OR (95%CI) =
3.00 (0.74, 12.22); p = 0.13] [NNT (95%CI) = 33 (19.2,
101.9)] (Fig. 4b).

Stoma prolapse Prolapse after stoma creation was reported in
three studies (180 LI vs. 134 LC) [8–10]. Among-study het-
erogeneity was low (I2 = 0%). Fixed effects model was uti-
lized. Stoma prolapse rates were 2.2% (4/180) in LI vs. 8.2%Ta
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(11/134) in LC. The difference was statistically significant
[OR (95%CI) = 0.26 (0.09, 0.79); p = 0.02] (Fig. 4c).

Stoma site infection Stoma site infection rate after stoma crea-
tion was reported in three studies (158 LI vs. 120 LC) [8, 9, 27].
Among-study heterogeneity was low (I2 = 0%). Fixed effects
model was utilized. Stoma site infection rates were significantly
lower in LI (1.3% (2/158)) as compared to LC (6.6% (8/120))
[OR (95%CI) = 0.25 (0.06, 1.02); p= 0.05] (Fig. 4d).

Parastomal hernia Parastomal hernia rate after stoma creation
was reported in five studies (259 LI vs. 168 LC) [8–10, 26, 27].
Among-study heterogeneity was low (I2 = 0%). Fixed effects

model was utilized. Parastomal hernia rates were significantly
lower in LI (1.9% (5/259)) as compared to LC (5.9% (10/168))
[OR (95%CI) = 0.31 (0.11, 0.86); p = 0.02] (Fig. 4e).

Overall morbidity after stoma closure

Overall morbidity after stoma closure was reported in five
studies (632 LI vs. 358 LC) [8–11, 26]. Statistical among-
study heterogeneity was high (I2 = 65%; Tau2 = 0.68); hence,
random effects model was utilized. Morbidity rate was 9.2%
(58/632) in LI vs. 9.5% (34/358) in LC. The difference was
not statistically and clinically significant [OR (95%CI) = 0.92
(0.37, 2.34); NNT = 313; p = 0.87] (Fig. 5a).

Fig. 2 a Risk of bias summary. b
Risk of bias graph
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Anastomotic leak after stoma closure Anastomotic leak rates
after stoma closure were reported in three studies and defined
as clinical (535 LI vs. 310 LC) [8, 9, 11]. Statistical among-
study heterogeneity was high (I2 = 60%; Tau2 = 3.01); hence,
random effects model was utilized. Anastomotic leak rate was
2.1% (11/535) in LI vs. 1% (3/310) in LC. The difference was
not statistically and clinically significant [OR (95%CI) = 1.39
(0.11, 17.52); NNT = 91; p = 0.80] (Fig. 5b).

Ileus after stoma closure Ileus rate after stoma closure was
reported in five studies (632 LI vs. 358 LC) [8–11, 26].
Among-study heterogeneity was low (I2 = 0%). Fixed effects
model was utilized. Ileus rates were significantly higher in LI
(5.2% (33/632)) as compared to LC (1.7% (6/358)) [OR
(95%CI) = 2.65 (1.13, 6.18); p = 0.02] (Fig. 5c).

Incisional SSI after stoma closure Incisional SSI rate after sto-
ma closure was reported in four studies (225 LI vs. 129 LC)
[8–10, 26]. Two studies have reported the skin defect after
stoma closure to be closed primarily [8, 10], whereas others
have not reported this detail. Among-study heterogeneity was
low (I2 = 0%). Fixed effects model was utilized. Incisional SSI
rates were significantly lower in LI (3.1% (7/225)) as com-
pared to LC (10.8% (14/129)) [OR (95%CI) = 0.25 (0.09,
0.64); NNT = 13; p = 0.02] (Fig. 5d).

Sensitivity analysis and publication bias

A sensitivity analysis of the included observational studies
was performed by excluding studies with the highest risk of
bias. This did not affect the findings. When a sensitivity

Fig. 3 Meta-analysis of morbidity following creation and closure of loop ileostomy (LI) vs. loop colostomy (LC). a Forest plot. b Funnel plot
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analysis was performed including the two RCTs only, overall
morbidity rates after stoma creation and closure favored LI
[20.5% (15/73) LI vs. 40.5% (30/74) LC; OR (95%CI) =
0.38 (0.18, 0.79); p = 0.01]. Publication bias was evaluated

by visual assessment of symmetry on the funnel plot,
Egger’s test (t = 0.95; p = 0.39), and Begg’s correlation test
(Tau = 0.13; p = 0.70) (Fig. 3b). No publication bias was
found.

Fig. 4 Meta-analysis of morbidity following creation of loop ileostomy (LI) vs. loop colostomy (LC). a Overall morbidity. b Dehydration. c Stoma
prolapse. d Stoma site infection. e Parastomal hernia

Langenbecks Arch Surg (2019) 404:129–139 135



Discussion

This meta-analysis was designed to evaluate the morbidity of
LI and LC creation in restorative anterior resection for rectal
cancer as well as the morbidity of their reversal. Considering
the fact that primary disease (whether malignant or not), extent
and technique of colorectal resection, and preoperative che-
moradiotherapy may be risk factors playing key role in post-
operative morbidity, in this meta-analysis, we aimed at includ-
ing rectal cancer cases only to minimize confounding role of
the indications for surgery.

Interpretation of the results

No robust conclusions should be drawn from the absence of
statistical significance in overall morbidity rates following
creation and closure of LI and LC. In fact, in addition to
substantial heterogeneity among studies, the two RCTs in this
meta-analysis included medical complications such as ar-
rhythmia, deep venous thrombosis, pneumonia, pulmonary
embolus, and urinary retention, which are neither mechanical
nor physiologic [28]. The creation of LC was followed by
significantly increased risk for mechanical complications such

Fig. 5 Meta-analysis of morbidity following closure of loop ileostomy (LI) vs. loop colostomy (LC). aOverall morbidity. bAnastomotic leak. c Ileus. d
Incisional SSI
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as stoma prolapse, stoma site infection, and parastomal hernia.
The confounding factor, which might have contributed to pro-
lapse rates after LC, consists of whether the transverse colon
segment proximal or distal to the midcolic vessels was exter-
nalized [29]. In fact, only one RCT described the location of
the LC to be to the right of the middle colic vessels [10]. The
finding of increased infection rates after LC is not surprising
given the difference in bacterial load. The rates of parastomal
hernia after ileostomy or colostomy depend on a number of
factors such as preoperative marking of stoma site by enteros-
tomal nurses, location in the abdominal wall, body habitus and
surgical technique. Only three studies included in this meta-
analysis reported that the stoma site was routinely marked.
Only one study reported the location of LC creation to be
through the rectus muscle sheath [8]. The same study also
provided the details of the surgical technique reporting an
increased number of digits allowed through the abdominal
wall incision made for LC (two fingers in LI vs. three fingers
in LC) [8]. Although there was not even a statistical trend
towards an increased risk for physiologic complications after
LI, no patient with LC suffered from dehydration in this meta-
analysis. Moreover, it is likely that retrospective studies may
have underreported the rate dehydration and acute kidney in-
jury [11]. Although it may be difficult to prevent physiologic
complications after LI, it is possible to improve their manage-
ment [28].

Morbidity rates following closure of LI and LC did not
differ. Interestingly, contrary to the previous reports in the
literature, this meta-analysis did not find any statistically and
clinically significant differences in leak rates following clo-
sure of LI and LC. Although there was a statistically increased
rate of postoperative ileus following LI closure, the definition
of ileus was substantially heterogeneous. In fact, 25 out of a
total of 33 events in the meta-data were reported in two ob-
servational studies [11, 26], which included six cases of
subileus [26]. Moreover, three studies reported this outcome
as intestinal obstruction rather than ileus [8–10]. Hence, post-
operative ileus included a wide range of clinical presentations
from subileus to intestinal obstruction. Nonetheless, no corre-
lation with readmissions and reinterventions due to postoper-
ative ileus could be found. Statistically significant difference
in SSI rates following closure of LI and LC was found.
However, only two studies provided details of the surgical
technique employed in stoma closure [8, 11].

Existing evidence

Five randomized controlled trials comparing temporary loop
ileostomy to colostomy have previously been published [5–7,
9, 10]. Three of these were not included in this meta-analysis
because the patients enrolled underwent restorative colorectal
resections for diseases other than rectal cancer [5–7].
Similarly, a number of previously published observational

studies were not included [30–35]. Several previously pub-
lished meta-analyses have found significantly higher overall
morbidity rates after LC creation as compared to LI, which
corroborates with the findings of this meta-analysis [12, 14,
15, 36, 37]. Moreover, the statistical trend towards increased
rates of physiologic complications is in line with previously
published meta-analyses. None of the studies included in this
meta-analysis reported details of physiologic complications
following ostomy creation. One observational study reported
that renal insufficiency rate was significantly higher after the
creation of LI (10% vs. 1%; p = 0.005) [30]. The major limi-
tation of previously published meta-analyses was the substan-
tial heterogeneity in the indications for restorative colorectal
resections with temporary loop ostomy. In order to mitigate
heterogeneity and increase external validity, we included stud-
ies reporting only anterior rectal resections for resectable rec-
tal cancer. The literature search shows only one meta-analysis
comparing LI to LC in patients with resectable rectal cancer.
The meta-analysis concluded that LI was superior to LC for
the outcomes of stoma creation but not its closure [38].

Strengths and limitations

One of the strengths of this meta-analysis is a thorough liter-
ature search of several databases. The evaluation of the met-
rics of clinical significance (relative and absolute risk reduc-
tion, numbers needed to treat/harm) allowed reaching meth-
odologically and clinically sound conclusions.

This meta-analysis has a number of limitations. The major-
ity of the eligible studies were observational studies with high
risk of bias. Two included experimental studies involved a
small number of patients. In spite of the experimental design,
both RCTs were subject to high risk of performance bias.
There was a substantial heterogeneity in the definition of
study interventions, such as stoma site location and closure
technique. An overall lack of details in reporting physiologic
complications of stoma creation did not allow drawing robust
and clinically sound conclusions.

Conclusions

This meta-analysis including studies on rectal cancer found no
difference between LI and LC in overall morbidity after stoma
creation and closure. However, morbidity rates following the
creation of LI were significantly decreased at the cost of a risk
for dehydration. Hence, the evidence provided by this meta-
analysis allows recommending LI in patients with no concur-
rent renal dysfunction. LC was associated with similar anas-
tomotic leak and higher incisional SSI rates following reversal
as compared to LI.

Langenbecks Arch Surg (2019) 404:129–139 137



Author’s contribution Substantial contributions to the conception or de-
sign of the work; or the acquisition, analysis, or interpretation of data for
the work; AND Drafting the work or revising it critically for important
intellectual content; AND Final approval of the version to be published;
ANDAgreement to be accountable for all aspects of the work in ensuring
that questions related to the accuracy or integrity of any part of the work
are appropriately investigated and resolved.

Funding This study has not received any funding.

Compliance with ethical standards

Conflict of interest The authors declare that they have no conflicts of
interest.

Ethical approval This article does not contain any studies with human
participants performed by any of the authors.

Informed consent Not applicable as this is a summary design study.

Publisher’s Note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.

References

1. Montedori A, Cirocchi R, Farinella E, Sciannameo F, Abraha I
(2010) Covering ileo- or colostomy in anterior resection for rectal
carcinoma. Cochrane Database Syst Rev 5:CD006878. https://doi.
org/10.1002/14651858.CD006878.pub2

2. Chen J, Wang DR, Yu HF, Zhao ZK, Wang LH, Li YK (2012)
Defunctioning stoma in low anterior resection for rectal cancer: a
meta-analysis of five recent studies. Hepato-Gastroenterology
59(118):1828–1831. https://doi.org/10.5754/hge11786

3. Huser N, Michalski CW, ErkanM, Schuster T, Rosenberg R, Kleeff
J, Friess H (2008) Systematic review and meta-analysis of the role
of defunctioning stoma in low rectal cancer surgery. Ann Surg
248(1):52–60. https://doi.org/10.1097/SLA.0b013e318176bf65

4. Tan WS, Tang CL, Shi L, Eu KW (2009) Meta-analysis of
defunctioning stomas in low anterior resection for rectal cancer.
Br J Surg 96(5):462–472. https://doi.org/10.1002/bjs.6594

5. Khoury GA, Lewis MC, Meleagros L, Lewis AA (1987)
Colostomy or ileostomy after colorectal anastomosis?: a random-
ized trial. Ann R Coll Surg Engl 69(1):5–7

6. Williams NS, Nasmyth DG, Jones D, Smith AH (1986)
Defunctioning stomas: a prospective controlled trial comparing loop
ileostomy with loop transverse colostomy. Br J Surg 73(7):566–570

7. GooszenAW,GeelkerkenRH,Hermans J, LagaayMB,GooszenHG
(1998) Temporary decompression after colorectal surgery: random-
ized comparison of loop ileostomy and loop colostomy. Br J Surg
85(1):76–79. https://doi.org/10.1046/j.1365-2168.1998.00526.x

8. Rullier E, Toux NL, Lourent C, Gerrelon J-L, Parneiz M, Saric J
(2001) Loop ileostomy versus loop colostomy for Defunctioning
low anastomoses during rectal Cancer. World J Surg 25(3):274–
278. https://doi.org/10.1007/s002680020091

9. Edwards DP, Leppington-Clarke A, Secton R, Heald RJ, Moran BJ
(2001) Stoma-related complications are more frequent after trans-
verse colostomy than loop ileostomy: a prospective randomized
clinical trial. Br J Surg 88(3):360–363. https://doi.org/10.1046/j.
1365-2168.2001.01727.x

10. Law WL, Chi WK, Choi HK (2002) Randomized clinical trial
comparing loop ileostomy and loop transverse colostomy for faecal

diversion following total mesorectal excision. Br J Surg 89(6):704–
708. https://doi.org/10.1046/j.1365-2168.2002.02082.x

11. Gastinger I, Marusch D, Steinert R, Woiff S, Koeckerling F, Lippert
H (2005) Protective defunctioning stoma in low anterior resection
for rectal carcinoma. Br J Surg 92(9):1137–1142. https://doi.org/10.
1002/bjs.5045

12. Rondelli F, Reboldi P, Rulli A, Barberini F, Guerrisi A, Izzo L,
Bolognese A, Covarelli P, Boselli C, Becattini C, Noya G (2009)
Loop ileostomy versus loop colostomy for fecal diversion after
colorectal or coloanal anastomosis: a meta-analysis. Int J Color
Dis 24(5):479–488. https://doi.org/10.1007/s00384-009-0662-x

13. Chen J, Zhang Y, Jiang C, Yu H, Zhang K, Zhang M, Zhang GQ,
Zhou SJ (2013) Temporary ileostomy versus colostomy for colo-
rectal anastomosis: evidence from 12 studies. Scand J Gastroenterol
48(5):556–562. https://doi.org/10.3109/00365521.2013.779019

14. Guenaga KF, Lustosa SA, Saad SS, Saconato H, Matos D (2007)
Ileostomy or colostomy for temporary decompression of colorectal
anastomosis. Cochrane Database Syst Rev 1:CD004647

15. Lertsithichai P, Rattanapichart P (2004) Temporary ileostomy ver-
sus colostomy: a meta-analysis of complications. Asian J Surg
27(3):202–210. https://doi.org/10.1016/S1015-9584(09)60033-6

16. Amelung FJ, Van’t Hullenaar CP, Verheijen PM, Consten EC
(2017) Ileostomy versus colostomy: which is preferable? Ned
Tijdschr Geneeskd 161(0):D788

17. Higgins JP, Green S (2011) Cochrane handbook for systematic
reviews of interventions. Vol. 4. Wiley, England

18. Moher D, Liberati A, Tetzlaff J, Altman DG, PRISMA Group
(2010) Preferred reporting items for systematic reviews and meta-
analyses: the PRISMA statement. Int J Surg 8:336–341

19. Stroup DF, Berlin JA, Morton SC, Olkin I, Williamson GD, Rennie
D, Moher D, Becker BJ, Sipe TA, Thacker SB (2000) Meta-
analysis of observational studies in epidemiology: a proposal for
reporting. Meta-analysis of observational studies in epidemiology
(MOOSE) group. JAMA 283(15):2008–2012

20. Horan TC, Gaynes RP, Martone WJ, Jarvis WR, Emori TG (1992)
CDC definitions of nosocomial surgical site infections, 1992: a
modification of CDC definitions of surgical wound infections.
Infect Control Hosp Epidemiol 13:606–608

21. Goossen K, Tenckhoff S, Probst P, Grummich K, Mihaljevic AL,
Büchler MW, Diener MK (2018) Optimal literature search for sys-
tematic reviews in surgery. Langenbeck’s Arch Surg 403(1):119–129

22. Hozo SP, Djulbegovic B, Hozo I (2005) Estimating the mean and
variance from the median, range, and the size of a sample. BMC
Med Res Methodol 5:13

23. Higgins JP, Thompson SG, Deeks JJ, Altman DG (2003)
Measuring inconsistency in meta-analyses. BMJ 327:557–560

24. Cook RJ, Sackett DL (1995) The number needed to treat: a clini-
cally useful measure of treatment effect. BMJ 310(6977):452–454

25. Altman DG (1998) Confidence intervals for the number needed to
treat. BMJ 317(7168):1309–1312

26. Mala T, Nesbakken A (2008) Morbidity related to the use of pro-
tective stoma in anterior resection for rectal cancer. Color Dis 10(8):
785–788. https://doi.org/10.1111/j.1463-1318.2007.01456.x

27. Tocci A,Mazzoni G,MicciniM, Bettelli E, Cassini D (2002) Use of
ileostomy and colostomy as temporal derivation in colorectal sur-
gery. G Chir 23:48–52

28. Nagle DA (2013) Toward better understanding of readmission for
physiologic complications of ileostomy. Dis Colon Rectum 56(8):
933–934. https://doi.org/10.1097/DCR.0b013e31828d011e

29. Corman ML (2012) Intestinal stomas. In: Corman ML,
Bergamaschi RCM, Nicholls RJ, Fazio VW (eds) Corman’s
Colon and Rectal surgery, 6th edn. Lippincott Williams and
Wilkins, New York, pp 1421–1422

30. Klink CD, Lioupis K, Binnebosel M et al (2011) Diversion stoma
after colorectal surgery: loop colostomy or ileostomy? Int J Color
Dis 26(4):431–436. https://doi.org/10.1007/s00384-010-1123-2

138 Langenbecks Arch Surg (2019) 404:129–139

https://doi.org/10.1002/14651858.CD006878.pub2
https://doi.org/10.1002/14651858.CD006878.pub2
https://doi.org/10.5754/hge11786
https://doi.org/10.1097/SLA.0b013e318176bf65
https://doi.org/10.1002/bjs.6594
https://doi.org/10.1046/j.1365-2168.1998.00526.x
https://doi.org/10.1007/s002680020091
https://doi.org/10.1046/j.1365-2168.2001.01727.x
https://doi.org/10.1046/j.1365-2168.2001.01727.x
https://doi.org/10.1046/j.1365-2168.2002.02082.x
https://doi.org/10.1002/bjs.5045
https://doi.org/10.1002/bjs.5045
https://doi.org/10.1007/s00384-009-0662-x
https://doi.org/10.3109/00365521.2013.779019
https://doi.org/10.1016/S1015-9584(09)60033-6
https://doi.org/10.1111/j.1463-1318.2007.01456.x
https://doi.org/10.1097/DCR.0b013e31828d011e
https://doi.org/10.1007/s00384-010-1123-2


31. Bailey CM, Wheeler JM, Birks M, Farouk R (2003) The incidence
and causes of permanent stoma after anterior resection. Color Dis
5(4):331–334

32. Sakai Y, Nelson H, Larson D, Maidl L, Young-Fadok T, Ilstrup D
(2001) Temporary transverse colostomy vs loop ileostomy in diver-
sion: a case-matched study. Arch Surg 136(3):338–342

33. Fasth S, Hultén L, Palselius I (1980) Loop ileostomy–an attractive
alternative to a temporary transverse colostomy. Acta Chir Scand
146(3):203–207

34. Rutegård J, Dahlgren S (1987) Transverse colostomy or loop
ileostomy as diverting stoma in colorectal surgery. Acta Chir
Scand 153(3):229–232

35. Göhring U, Lehner B, Schlag P (1988) Ileostomy versus colostomy
as temporary deviation stoma in relation to stoma closure. Chirurg
59(12):842–844

36. Tilney HS, Sains PS, Lovegrove RE, Reese GE, Heriot AG, Tekkis
PP (2007) Comparison of outcomes following ileostomy versus
colostomy for defunctioning colorectal anastomoses. World J
Surg 31(5):1142–1151

37. Gavriilidis P, Azoulay D, Taflampas P (2018) Loop transverse co-
lostomy versus loop ileostomy for defunctioning of colorectal anas-
tomosis: a systematic review, updated conventional meta-analysis,
and cumulative meta-analysis. Surg Today. https://doi.org/10.1007/
s00595-018-1708-x

38. Geng HZ, Nasier D, Liu B, Gao H, Xu YK (2015) Meta-analysis of
elective surgical complications related to defunctioning loop com-
pared with loop colostomy after low anterior resection for rectal
carcinoma. Ann R Coll Surg Engl 97(7):494–501. https://doi.org/
10.1308/003588415X14181254789240

Langenbecks Arch Surg (2019) 404:129–139 139

https://doi.org/10.1007/s00595-018-1708-x
https://doi.org/10.1007/s00595-018-1708-x
https://doi.org/10.1308/003588415X14181254789240
https://doi.org/10.1308/003588415X14181254789240

	The...
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Materials and methods
	Eligibility criteria, definitions, and endpoints
	Search strategy and study selection
	Data extraction and quality assessment
	Statistical analysis

	Results
	Literature search and study selection
	Description of included studies
	Quality assessment
	Meta-analysis
	Overall morbidity after both stoma creation and closure
	Overall morbidity after stoma creation
	Overall morbidity after stoma closure

	Sensitivity analysis and publication bias

	Discussion
	Interpretation of the results
	Existing evidence
	Strengths and limitations

	Conclusions
	References


