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Minimally invasive colostomy 
with endoscopy as a novel 
technique for creation of a trephine 
stoma
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The conventional approach of trephine stoma creation is associated with various limitations, including 
poor elevation of the sigmoid colon, misidentification of the target organs, and poor visualization of 
the operative field, which may require conversion to an open approach. Our study aimed to evaluate 
the safety, feasibility, and complications of minimally invasive colostomy with endoscopy (MICE), 
a new technique for trephine stoma creation. This retrospective cohort study included 14 patients. 
Patients diagnosed with obstructive rectal cancer or bladder and rectal disorders due to spinal cord 
injury or bone metastasis requiring sigmoid loop colostomy were eligible for the procedure. MICE was 
performed using a combination of endoscopic and fluoroscopic procedures. The primary endpoint 
was the technical success of MICE. Technical success using MICE was achieved in all 14 cases. The 
mean total operative time was 52.6 (range 32–107) min, and mean blood loss was 18.9 (range 1–50) 
mL. There was no incidence of conversion to open surgery. Postoperative complications included 
peristomal abscess formation and ischemic colitis in each case. MICE may be useful as a minimally 
invasive approach for trephine stoma creation that overcomes the problems of a conventional 
approach in high-risk patients.

Colostomy creation is an essential procedure to manage defecation function in patients with obstructive colorec-
tal cancer or spinal cord  injury1–3. As these health conditions also negatively impact physical status, a minimally 
invasive technique to manage defecation would be desirable. The method of colostomy creation, by laparotomy 
or laparoscopy, is generally selected based on a surgeon’s preference. However, conventional open methods are 
associated with postoperative pain and complications that can include ileus and wound infection; these compli-
cations can delay the introduction of postoperative treatment, such as  chemotherapy4. A trephine stoma is a less 
invasive technique for colostomy creation than an open  approach5 and, thus, can be a useful option for patients 
with health comorbidities, as well as preventing postoperative complications related to an open surgical wound. 
However, the creation of a trephine stoma is technically difficult and is itself associated with a complication rate 
of about 20%, including poor elevation of the sigmoid colon and misidentification of the target organs, as well 
as a poor visualization of the surgical  field6,7, which can require conversion to an open approach.

Since 2015, we have been accumulating experiences performing a minimally invasive colostomy with endos-
copy (MICE) approach that preserves the advantages of combining conventional trephine stoma approach with 
endoscopic and fluoroscopic procedures. Therefore, the study aimed to evaluate the safety, feasibility, and com-
plications of MICE for trephine stoma creation at our hospital.

Methods
Statement of Ethics. Informed consent was obtained from all patients. The MICE procedure was approved 
by the Institutional Review Board of the International University of Health and Welfare Hospital (Approval No. 
13-B-97). This study was performed in accordance with relevant guidelines/regulations, and informed consent 
was obtained from all participants or their guardians. This study was performed in accordance with the Declara-
tion of Helsinki.
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Study design and inclusion/exclusion criteria. This was a retrospective cohort study of patients who 
were eligible for the MICE procedure at a single center, the International University of Health and Welfare Hos-
pital (Nasushiobara, Tochigi prefecture, Japan), between November 2015 and November 2020. The inclusion 
criteria were high-risk patients with American Society of Anesthesiologists (ASA) physical status classification 
scores of ≥ 3 diagnosed with obstructive rectal cancer or bladder and rectal disorders due to spinal cord injury 
or bone metastasis who required a sigmoid loop colostomy for defecation control. Patients who were unable to 
undergo endoscopy due to severe stenosis and those in whom informed consent for MICE could not be obtained 
were excluded.

Endpoints of the study. The primary endpoint of our study was the technical success of MICE. The sec-
ondary endpoints were clinical success (achieving intestinal decompression or good defecation control), opera-
tive time, blood loss, intra- and postoperative complications, and delay to the start of oral intake after surgery.

Preoperative evaluation. All patients were evaluated for surgical tolerance under general or spinal anes-
thesia by preoperative examinations, including electrocardiogram, echocardiography, spirogram, and blood test.

Preoperative colonoscopy was performed to confirm whether the colonoscope could pass through the 
obstructed lesion. In addition, preoperative computed tomography was performed to confirm that the sigmoid 
colon had sufficient length for stoma creation and the absence of other organs, such as the small intestine, inter-
vening between the abdominal wall and the sigmoid-descending colon (SD) junction in the axial plane. The 
sufficient length for stoma creation was defined as a flexible sigmoid colon with one or more loops.

Surgical procedure. The day prior to surgery, mechanical bowel preparation was performed using magne-
sium citrate for patients without obstructive symptoms. Insertion of transanal ileus tube and transanal irrigation 
were performed to gain a clear endoscopic view for patients with obstructive symptoms. As well, the location for 
the stoma was marked in two places on the left abdominal wall by a stoma therapist. The MICE trephine stoma 
procedure was performed by a team of two surgeons, under constant fluoroscopic guidance, with the patient 
in the lithotomy position, under general or spinal anesthesia. Antibiotic prophylaxis was provided in all cases: 
cefmetazole (1 g), administered 30 min before incision, and an additional dose administered every 3 h during 
the surgery. Carbon dioxide was used for endoscopic insufflation.

As a first step, a colonoscopy was performed to reach the SD junction. As previously stated, if the colono-
scope could not be passed through the obstructive lesion, a gastroscope or nasal endoscope was used. Then, the 
mobility of the sigmoid colon was confirmed by performing a push–pull maneuver of the endoscope around the 
anus and the SD junction under fluoroscopy. If the sigmoid colon was poorly mobile, MICE was judged to be 
impossible, and the procedure was converted to conventional laparoscopy or laparotomy for colostomy creation. 
If the sigmoid was judged to be sufficiently mobile, we proceeded with MICE.

To identify the sigmoid colon, a 2-shot anchor device (Olympus, Tokyo, Japan) was used (Fig. 1a,b). This 
anchor device was originally designed to anchor the stomach to the abdominal wall during percutaneous endo-
scopic gastrostomy. A ‘finger press test’ and ‘illumination test’ were performed to confirm the SD junction was 
directly below the target site for puncture (Fig. 2a,b). An exploratory puncture was performed, using a 23-gauge 
needle for further confirmation of the site for puncture and fixation (Fig. 3a). A suction test was used to confirm 
the absence of intervening organs between the sigmoid colon and the abdominal wall. A cutaneous incision, 
approximately 2 mm in length, was created at the target site for puncture using a scalpel; the incisional space was 
then enlarged using Pean forceps. The 2-shot anchor device was inserted into the interior space of the sigmoid 
colon, and the thread with a metal T-bar was detached and pulled toward the surface of the body (Fig. 3b,c). If 
the SD junction could not be punctured, another site in the sigmoid colon was punctured using the same proce-
dure. One or two stitches were used for this puncture procedure as required. The nylon thread was then pulled 
through the skin incision. A circular incision was then performed at the stoma site previously marked on the left 
abdominal wall, through the skin and subcutaneous tissue to reach the anterior layer of the rectus sheath (Fig. 4a). 
The anterior layer of the rectus sheath was incised in a cruciate fashion, and the rectus abdominis muscle split 
along its fibers. The posterior layer of the rectus sheath was then incised, and the peritoneum opened. The nylon 
threads that had been placed at the puncture site from outside the body were identified within the abdominal 
cavity, and the oral and anal sides of the sigmoid colon were identified by illumination of the sigmoidoscopy. 
The sigmoid colon was then pulled out of the body through the trephine hole (Fig. 4b). At this point, if it was 
difficult to raise the sigmoid colon to the outside of the body due to adhesion to the surrounding organs or lateral 
peritoneum, the sigmoid colon was suspended from the abdominal wall using the nylon thread and adhesions 
peeled from the trephine hole to allow the sigmoid colon to be sufficiently raised. A small hole was created in the 
mesentery and raised using a flexible catheter to prevent the sigmoid colon from returning into the abdominal 
cavity (Fig. 4c). Finally, the intestinal wall and subcutaneous tissue were fixed using a 12–16 point, 3-0 vicryl 
suture such that the mucosa was inverted and the sigmoid loop colostomy was created (Fig. 4c).

Results
Characteristics of the study patients. The characteristics of the study population are reported in 
Table 1, with relevant features summarized as follows. Our study population included 14 patients, including 
nine men, with a mean age of 70 (range 47–90) years. Of the 14 patients included, eight had an ASA physical 
status classification scores of 3, and six had a score of 4. The primary disease was rectal cancer in nine cases, 
esophageal cancer in two, breast cancer in two, and spinal cord injury in one. The indication for stoma creation 
was the prevention of bowel obstruction in nine cases and bladder and rectal disorders in five cases. The stoma 
procedure was performed under general anesthesia in 13 cases and spinal anesthesia in 1 case. Six patients had a 
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Figure 1.  Two-shot anchor device containing a thread with metal bar attached (T-bar), containing two threads 
within one guiding needle, each thread having a metal bar. (a) Two shot anchors before puncturing and (b) 
button (red arrow), which is pushed to separate the thread with the T-bar from the tip of the device (yellow 
arrow).

Figure 2.  Identification of the site for puncture using (a) the finger pressing test (which involves pressing down 
the abdominal wall with a finger or Pean forceps under fluoroscopy) and (b) the illumination test to confirm 
that the sigmoid-descending colon (SD) junction is directly below the target site of puncture.
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previous history of abdominal surgery. For the nine patients with rectal cancer, two required additional radical 
resections after MICE, and four received postoperative chemotherapy; the other three did not receive additional 
postoperative treatment. The mean serum albumin level was 3.3 (range 2.4–4.2) g/dL, and the mean body mass 
index (BMI) was 19.4 (range 15.8–23.2) kg/m2. The mean Onodera’s Prognostic Nutrition Index (PNI)8 was 37.9 
(range 27.3–49.4).

Surgical outcome. The surgical outcomes are reported in Table 1. Technical success of the MICE procedure 
was achieved in all cases. Clinical success was achieved in all cases. We note that good mobility of the sigmoid 
colon was confirmed on preoperative fluoroscopic colonoscopy examination in all cases. The mean operative 
time was 52.6 (range 32–107) min, which included a mean endoscopic fixation time of 9.4 (range 3–20) min 
and a mean colostomy creation time of 43.2 (range 29–92) min. The mean volume of blood loss was 18.9 (range 
1–50) mL. In nine cases, two fixations (using the 2-shot anchor device) were required, with one fixation required 
in the other five cases. The puncture site was at the SD junction in four cases and the sigmoid colon in 10. The 
delay to the initiation of eating was 1 day in 13 cases and 2 days in one case. Adhesion peeling was immedi-
ately under the trephine hole due to poor intestinal elevation because of intra-abdominal adhesion, which was 
required in two cases. One of these cases required that the trephine hole be extended by 1 cm in the cranial and 
caudal direction. Postoperative complications included peristomal abscess formation in one case and ischemic 
colitis in one case. These patients improved with conservative treatment with antibiotics. For the five patients 
requiring postoperative chemotherapy, the mean duration to treatment initiation after surgery was 7.6 (range 
3–14) days. The mean follow-up period was 8.9 (range 1–35) months. Of the 14 patients included in our study, 
seven (50%) died due to the worsening of their underlying disease.

Discussion
The greatest merit of MICE is that it can safely and easily identify the sigmoid colon and guide the sigmoid colon 
out of the body through the trephine hole without the need for a conventional laparotomy procedure. In this 
study, MICE was successfully performed in all 14 cases, with no need for conversion to laparotomy.

Conventionally, colostomy creation is performed by either laparotomy or  laparoscopy9–11. Ivatury et al.10 
reported that in the American College of Surgeons National Surgical Quality Improvement Program database, 

Figure 3.  Puncture of the sigmoid colon and placement of the thread with a metal bar attached (T-bar). (a) 
An exploratory puncture is made using a 23-gauge needle. (b,c) The 2-shot anchor device is inserted into the 
interior space of the sigmoid colon, and the thread with T-bar is detached.

Figure 4.  Creation of the colostomy. (a) The nylon thread is pulled out of the body, and a circular skin incision 
is performed at the site previously marked for stoma position. (b) The nylon thread in the abdominal cavity is 
identified through the site of puncture (red arrow). (c) The sigmoid loop colostomy is created without incision.
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colostomy creation was performed more often using an open surgical than laparoscopic approach (2179 and 
1132 cases, respectively), with the operative time being significantly shorter for open surgery (81 versus 86 min, 
respectively). However, the rate of mortality and complication on postoperative day 30 was significantly higher 
for an open than for a laparoscopic approach: mortality, 8.7% versus 3.5%, respectively, and complication, 25.4% 
versus 17.0%, respectively. For colostomy creation, a less invasive procedure is desirable but can be technically 
difficult to perform. However, all conventional approaches require an open wound which can be associated 
with postoperative complications, such as pain, adhesion formation, wound infection, and abdominal wall 
 dissemination4.

The trephine stoma procedure, first described in  19915, uses a minimally invasive approach without the 
need for laparotomy. Moreover, as there is no surgical wound, there is less postoperative pain and a lower risk of 
postoperative complications, which can favor rapid introduction of postoperative therapy, such as chemotherapy.

The advantages of the trephine stoma procedure over an open surgical approach have previously been 
described. In a group of 263 patients who underwent transverse colon stoma creation, Yeom et al.12 compared 
outcomes between trephine (n = 161), open (n = 82), and laparoscopic (n = 20) procedures. The trephine proce-
dure was associated with a shorter operative time (46.0 ± 1.9 min, 78.7 ± 3.9 min, and 63.5 ± 5.0 min, respectively, 
p < 0.001) and shorter time to flatus (1.8 ± 0.1 days, 2.1 ± 0.1 days, and 2.2 ± 0.3 days, respectively, p = 0.025), 
but with no difference in the length of hospital stay and rate of postoperative complications among the three 
procedures. Based on these results, Yeom et al. concluded that the trephine stoma is a safe, useful, and feasible 
procedure.

However, the trephine stoma procedure tends to be unpopular due to its technical difficulty, including poor 
elevation of the intestinal tract due to adhesion formation or the length of the intestinal tract, misidentification 
of the target organs, and poor visualization of the operative field. Patel et al.13 reported that among 31 patients 
who underwent a trephine stoma procedure, nine (29%) required conversion to laparotomy due to difficulty in 
mobilization of the colon secondary to adhesions. Moreover, the procedure was successful in only four of the 
seven patients (57%) with a history of prior laparotomy. Overall, to summarize the previous studies, the rate of 
conversion to an open approach during the trephine stoma approach has been reported to be between 4.3 and 
29.0%5,12–15.

MICE has the potential to overcome problems associated with the conventional trephine stoma procedure. 
First, endoscopic-assisted puncture of the sigmoid colon using a 2-shot anchor device ensures that the sigmoid 

Table 1.  Patient characteristics and procedures. ASA-PS American Society of Anesthesiologists physical status 
classification, S sigmoid colon, SDJ sigmoid-descending colon junction.

Case
Age
Sex

Primary 
disease

Surgical 
history

Stoma 
indication ASA-PS

Puncture 
site Adhesiolysis

Operative 
time 
(min)

Puncture 
number

Blood 
loss (mL) Complication

Duration to 
chemotherapy 
(days)

Follow-up 
(months)

1 80
W

Rectal 
cancer

Appendec-
tomy

Obstruc-
tion 3 S − 54 2 10 − 7 5

2 69
M

Rectal 
cancer – Obstruc-

tion 3 SDJ  + 66 2 5 Ischemic colitis 14 6

3 77
M

Rectal 
cancer – Obstruc-

tion 4 S − 52 2 50 Abscess around 
stoma − 25

4 80
W

Rectal 
cancer – Obstruc-

tion 3 S − 43 1 10 − − 9

5 65
M

Rectal 
cancer – Obstruc-

tion 3 S − 45 2 50 − 3 14

6 69
W

Breast 
cancer

Appendec-
tomy

Defecation
Dysfunc-
tion

3 SDJ − 43 2 3 − − 2

7 65
M

Rectal 
cancer – Obstruc-

tion 4 S − 35 2 5 − 7 2

8 90
W

Rectal 
cancer

Bowel resec-
tion

Obstruc-
tion 3 S − 52 2 50 − − 35

9 52
M

Spinal 
cord 
injury

Bladder 
puncture

Defecation
Dysfunc-
tion

3 S − 42 2 1 − − 1

10 47
W

Breast 
cancer –

Defecation
Dysfunc-
tion

4 SDJ − 59 2 10 − − 5

11 74
M

Esopha-
geal cancer

Esophagec-
tomy

Defecation
Dysfunc-
tion

4 S − 48 1 10 − − 4

12 79
M

Rectal 
cancer – Obstruc-

tion 4 SDJ  + 107 1 50 − − 4

13 64
M

Rectal 
cancer – Obstruc-

tion 4 S − 59 1 5 − 7 9

14 68
M

Esopha-
geal cancer

Esophagec-
tomy

Defecation
Dysfunc-
tion

3 S − 32 1 5 − − 4
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colon is clearly identified. In all our cases, the nylon thread of the T-bar could be easily identified in the abdomi-
nal cavity, requiring a mean endoscopic fixation time of only 9.8 min. Intestinal traction to the outside of the 
body using the nylon thread is also safer, performed under a better field of view than conventional methods to 
lift the sigmoid colon, including the use of Babcock’s forceps, manual lifting, or using the endoscope through 
the trephine  hole16–18. A second advantage is that the indication for MICE can be appropriately evaluated before 
surgery by confirming the mobility of the sigmoid colon under fluoroscopic guidance. We note that previous 
studies have not reported on the preoperative assessment of indications for a trephine stoma. Moreover, MICE 
can be performed technically under local anesthesia; nevertheless, we performed MICE standardly under general 
anesthesia so that we can switch to the conventional procedure if preoperative evaluation identifies that mobility 
of the sigmoid colon is poor.

We consider that the high rate of technical success of MICE was related to effective evaluation of endoscopic 
mobility preoperatively and that the mean BMI of patients included in our study group was low, at a mean of 
19.4 kg/m2. For cases with a short sigmoid colon and severe adhesion, further adhesion peeling is possible by 
extending the skin/fasciotomy of the trephine hole in the cranial and caudal directions by about 1 cm. Of clinical 
significance, in patients with rectal cancer, the MICE trephine stoma procedure provides the added advantage 
that chemotherapy can be rapidly introduced after surgery without having to wait for wound healing. Arhi 
et al.19 reported that delayed introduction of adjuvant chemotherapy was associated with worse overall survival 
(hazard ratio [HR], 1.44; 95% confidence interval 1.16–1.79; p = 0.001), with reoperation and wound infection 
being the main reasons for the delayed introduction of chemotherapy. Among patients with rectal cancer in our 
case series, the mean delay from surgery to chemotherapy initiation was 7.6 (range 3–14) days. Moreover, rapid 
introduction of chemotherapy was not associated with any chemotherapy-related complications.

One of the complications of MICE is injury to other organs during sigmoid colon puncture. When the nylon 
thread was detected outside the abdominal cavity in one case in our case series, the T-bar could not be palpated 
in the elevated intestinal tract. In this case, the nylon thread was returned into the abdominal cavity; the position 
of the T-bar was confirmed to be in the sigmoid colon, but the nylon thread had penetrated the transverse colon 
because of its excessive length. The nylon thread penetrating the transverse colon was removed, and the sigmoid 
colon was pulled out of the body, with MICE being successfully performed thereafter.

The postoperative course was good with no complications. We believe that the small puncture hole in the 
colon, performed using the 17-gauge needle of the 2-shot anchor device, was favorable in this regard. In addi-
tion, based on our prior experience, we performed a suction test at the time of exploratory puncture, using a 
23-gauge needle to confirm that air in the intervening intestinal tract could not be aspirated. The suction test 
makes it possible to puncture the sigmoid colon reliably, avoiding accidental puncture of other organs. Of note, 
with a longer duration of the endoscopic procedure, air will enter the small intestine and transverse colon with 
the resulting dilation causing a poor visual field. Therefore, the endoscopic time should be kept to a minimum, 
and carbon dioxide should be used.

The limitations of our case series need to be acknowledged. Foremost, this was a single-center retrospective 
study with a small sample size, and almost all procedures were performed under general anesthesia; therefore, 
future studies with a larger sample size are warranted to verify results. MICE might be difficult to perform in 
patients with a short sigmoid colon or the interposition of other organs between the abdominal wall and the 
colon. Further investigation will be required to determine whether transverse colostomy or end colostomy can 
be performed using the MICE procedure or MICE can be performed under local anesthesia.

In conclusion, using a detailed preoperative adaptive evaluation, MICE might be useful as a minimally 
invasive option for trephine stoma creation in patients at high risk for complications and those for whom early 
initiation of postoperative chemotherapy is indicated, overcoming the problems associated with conventional 
open trephine stoma creation.

Data availability
The data that support the findings of this study are available from the corresponding author upon reasonable 
request.

Received: 11 May 2021; Accepted: 9 August 2021

References
 1. Vermeer, T. A., Orsini, R. G., Nieuwenhuijzen, G. A., Rutten, H. J. & Daams, F. Stoma placement in obstructive rectal cancer prior 

to neo-adjuvant treatment and definitive surgery: A practical guideline. Eur. J. Surg. Oncol. 42, 273–280. https:// doi. org/ 10. 1016/j. 
ejso. 2015. 11. 008 (2016).

 2. Waddell, O., McCombie, A. & Frizelle, F. Colostomy and quality of life after spinal cord injury: Systematic review. BJS Open 4, 
1054–1061. https:// doi. org/ 10. 1002/ bjs5. 50339 (2020).

 3. Bølling, H. R., Staun, M., Kalhauge, A., Langholz, E. & Biering-Sørensen, F. Bowel function and quality of life after colostomy in 
individuals with spinal cord injury. J. Spinal Cord Med. 39, 281–289. https:// doi. org/ 10. 1179/ 20457 72315Y. 00000 00006 (2016).

 4. Hellinger, M. D. & AlHaddad, A. Minimally invasive stomas. Clin. Colon. Rectal Surg. 21, 53–61. https:// doi. org/ 10. 1055/s- 2008- 
10553 22 (2008).

 5. Senapati, A. & Phillips, R. K. The trephine colostomy: A permanent left iliac fossa end colostomy without recourse to laparotomy. 
Ann. R. Coll. Surg. Engl. 73, 305–306 (1991).

 6. Kini, S. U., Perston, Y. & Radcliffe, A. G. Laparoscopically assisted trephine stoma formation. Surg. Laparosc. Endosc. 6, 371–374 
(1996).

 7. Loder, P. B. & Thomson, J. P. Trephine colostomy: A warning. Ann. R. Coll. Surg. Engl. 77, 462 (1995).
 8. Jian-Hui, C. et al. Significance of Onodera’s prognostic nutritional index in patients with colorectal cancer: A large cohort study 

in a single Chinese institution. Tumour Biol. 37, 3277–3283r. https:// doi. org/ 10. 1007/ s13277- 015- 4008-8 (2016).

https://doi.org/10.1016/j.ejso.2015.11.008
https://doi.org/10.1016/j.ejso.2015.11.008
https://doi.org/10.1002/bjs5.50339
https://doi.org/10.1179/2045772315Y.0000000006
https://doi.org/10.1055/s-2008-1055322
https://doi.org/10.1055/s-2008-1055322
https://doi.org/10.1007/s13277-015-4008-8


7

Vol.:(0123456789)

Scientific Reports |        (2021) 11:16694  | https://doi.org/10.1038/s41598-021-96357-w

www.nature.com/scientificreports/

 9. Lyerly, H. K. & Mault, J. R. Laparoscopic ileostomy and colostomy. Ann. Surg. 219, 317–322. https:// doi. org/ 10. 1097/ 00000 658- 
19940 3000- 00013 (1994).

 10. Ivatury, S. J., BostockRosenzweig, I. C. & Holubar, S. D. Short-term outcomes after open and laparoscopic colostomy creation. Dis. 
Colon Rectum 59, 543–550. https:// doi. org/ 10. 1097/ DCR. 00000 00000 000581 (2016).

 11. Scheidbach, H. et al. Palliative stoma creation: Comparison of laparoscopic vs conventional procedures. Langenbecks Arch. Surg. 
394, 371–374. https:// doi. org/ 10. 1007/ s00423- 007- 0220-3 (2009).

 12. Seung-Seop, Y. et al. Trephine transverse colostomy is effective for patients who have previously undergone rectal surgery. Ann. 
Coloproctol. 34, 72–77. https:// doi. org/ 10. 3393/ ac. 2017. 09. 29 (2018).

 13. Patel, P., Wright, A., Messersmith, R. & Palmer, J. Does trephine colostomy produce a satisfactory stoma?. Colorectal Dis. 3, 270–271 
(2001).

 14. Nylund, G., Oresland, T. & Hultén, L. The trephine stoma: Formation of a stoma without laparotomy. Eur. J. Surg. 163, 627–629 
(1997).

 15. Stephenson, E. R. Jr., Ilahi, O. & Koltun, W. A. Stoma creation through the stoma site: A rapid, safe technique. Dis. Colon Rectum 
40, 112–115 (1997).

 16. Mattingly, M., Wasvary, H., Sacksner, J., Deshmukh, G. & Kadro, O. Minimally invasive, endoscopically assisted colostomy can be 
performed without general anesthesia or laparotomy. Dis. Colon Rectum 46, 271–273 (2003).

 17. Mukherjee, A., Parikh, V. A. & Aguilar, P. S. Colonoscopy-assisted colostomy—an alternative to laparotomy: Report of two cases. 
Dis. Colon Rectum 41, 1458–1460 (1998).

 18. Parithivel, V. S., Schein, M. & Gerst, P. H. Colonoscopy-assisted “trephine” sigmoid colostomy. Dig. Surg. 20, 103–106. https:// doi. 
org/ 10. 1159/ 00006 9380 (2003).

 19. Arhi, C. S. et al. Complications after discharge and delays in adjuvant chemotherapy following colonic resection: A cohort study 
of linked primary and secondary care data. Colorectal Dis. 21, 307–314. https:// doi. org/ 10. 1111/ codi. 14525 (2019).

Author contributions
T.K.: study design, data collection, data analysis, writing. H.O.: critical revision. Y.S.: final approval of the article. 
All other authors: data collection. All authors read and approved the final manuscript.

Competing interests 
The authors declare no competing interests.

Additional information
Correspondence and requests for materials should be addressed to T.K.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access  This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

© The Author(s) 2021

https://doi.org/10.1097/00000658-199403000-00013
https://doi.org/10.1097/00000658-199403000-00013
https://doi.org/10.1097/DCR.0000000000000581
https://doi.org/10.1007/s00423-007-0220-3
https://doi.org/10.3393/ac.2017.09.29
https://doi.org/10.1159/000069380
https://doi.org/10.1159/000069380
https://doi.org/10.1111/codi.14525
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Minimally invasive colostomy with endoscopy as a novel technique for creation of a trephine stoma
	Methods
	Statement of Ethics. 
	Study design and inclusionexclusion criteria. 
	Endpoints of the study. 
	Preoperative evaluation. 
	Surgical procedure. 

	Results
	Characteristics of the study patients. 
	Surgical outcome. 

	Discussion
	References


