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A B S T R A C T   

Introduction and importance: Stoma creation is one of the common performed surgical procedures. For both benign 
and malignant conditions, in elective and emergency settings. Like any surgical procedure, it is associated with 
complications. One of the most frequently encountered is prolapse, with the incidence rate reaching 26 %. On the 
other hand, intussusception of the bowel through the ostomy is a rare complication, with few cases being re-
ported in the literature. 
Case presentation: We reported a case of 52 years old female with a proximal limb transverse loop colostomy 
prolapse noted one-day prior to her presentation. Intraoperatively, cecal intussusception through the ostomy is 
encountered with unsalvageable right colon. The patient ended up with right hemicolectomy, end ileostomy, and 
mucus fistula. 
Clinical discussion: Although stoma prolapse is a common late complication with an impact on quality of life in 
term of difficulty with appliance fitting, it can be an early sign of serious condition like intussusception. This 
necessitating a differentiation between intussusception through a prolapsed colostomy from simple prolapse. 
Based on literature, reduced stoma output along with significant irreducible prolapsed segment are the frequent 
clinical characteristic. Yet it should be noted that intussuscepted segment is only evident upon surgical 
exploration. 
Conclusion: In conclusion, caution during stoma creation must be attempted, with avoidance of underestimating a 
significant irreducible prolapse. As it may be associated with an intussusception which may lead to ischemia and 
bowel perforation.   

1. Introduction and importance 

Stoma creation is a relatively common procedure in surgery for 
benign and malignant conditions. Nevertheless, it is associated with an 
overall 70 % complication rate [1]. 

Early and late complications are associated with significant patient 
and health care burdens. 

There has been a considerable effort in clinical practice to avert these 
complications. That includes; patient education, stoma site marking, and 
the choice of ostomy. 

Significant stoma prolapse is one of the most devastating complica-
tions following colostomy due to its impact on patient quality of life; it 
may result in problems with stoma hygiene and difficulty with appliance 
fitting, as well as an early sign of a serious condition like 

intussusception. Surgeons must be aware and familiar with significant 
colostomy prolapse. This work has been reported in line with the SCARE 
2020 criteria [2]. 

2. Case presentation 

A 52 years old female, not known to have any chronic illness, pre-
sented to the emergency department with a proximal limb transverse 
loop colostomy prolapse. She came with a background of an elective 
transverse colostomy creation for an impending obstructed low rectal 
mass four months ago. At that time sigmoid or ileal stoma was not 
feasible due to large uterine fibroid occupying abdominopelvic cavity. 

A day before the presentation, the patient noticed a long segment of 
bowel prolapsed from the stoma with difficulty applying the stoma seal 
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(Fig. 1). Although the stoma was functioning with minimal output, the 
patient did not complain of abdominal pain, nausea, or vomiting. 

On arrival at the emergency department, she was vitally stable. 
Temperature: 36.9 ◦C blood pressure: 141/84 mm Hg pulse: 105 

beats/min. 
On examination, the abdomen was soft and lax. Stoma mucosa was 

warmth but oedematous with about 15 cm prolapsed proximal limb. 
There was minimal output in the stoma bag. 

Laboratory investigations were performed, and all were within 
normal range. 

An abdominal x-ray series was unremarkable for an air-fluid level or 

air under the diaphragm. 
The patient was admitted as a case of significant stoma prolapse for 

urgent surgical intervention. 
Bowel rest with intravenous fluid, analgesia, and application of an 

osmotic agent to the stoma done upon admission. 
Patient was taken to the operation theatre on the same day of 

admission, as the decision of her primary colorectal surgeon is to 
examine the stoma operatively due significantly irreducible oedematous 
and dusky prolapse proximal segment and to address patient concern 
regarding stoma care difficulties. 

Intraoperative dissection and examination of the previously per-
formed transverse loop colostomy were done with the finding of 
invagination of the cecum along with the appendix inside the right 
colon, reaching the orifice of the proximal limb (Fig. 2). A trial to salvage 
the right colon and the cecum was unsuccessful (Fig. 3), so a right 
hemicolectomy with end ileostomy and mucus fistula was performed. 

The right colon was sent for a histopathology examination. Post-
operatively the patient was transferred to a regular ward with an un-
eventful post-operative hospital course. She was discharged home on the 
third day postoperatively. 

Surgical histopathology revealed a portion of the colon with marked 
ischemic colitis and an area of mucosal necrosis. Appendix examination 
revealed obliterate mucosa and lumen. 

3. Clinical discussion 

Stoma complications have a wide variation of severity; they can be 
minor, requiring local care only, to major necessitating intervention and 
reoperation. The rate of complication ranges from 6 % to 59 %. In 
general, complications are classified to early and late based on a time 
frame of thirty days. Moreover, skin irritation had a high incidence rate 
compared to other complications like; ischemia, retraction, prolapse, 
and parastomal hernia [3]. 

Stoma prolapse is a common late complication, with an incidence 
varying from 2 to 26 % [4]. It has been established that loop transverse 
colostomy is associated with a higher prolapse rate compared to other 
performed stomas, reaching a 30 % rate, most commonly involving the 

Fig. 1. A picture of a massively prolapsed proximal segment trans-
verse colostomy. 

Fig. 2. Intraoperative photograph of the prolapsed stoma with the intussus-
cepted bowel segment before manual reduction. 

Fig. 3. Intraoperative photograph showing intussuscepted segment (appendix 
and right colon) after manual reduction. 
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distal limb [5]. 
Risk factors for stoma prolapse are multifactorial that can be classi-

fied into patient factors and surgical techniques. Patient factors include 
increased abdominal pressure, for example, obesity, ascites, or mass 
effect lesion. The proposed surgical technique predisposing to prolapse 
includes excessive bowel mobilization, the exaggerated opening of the 
abdominal wall for exteriorization of the loop, and inadequate fixation 
of exteriorized bowel [6]. 

An intussusception through a prolapsed colostomy should be 
differentiated from just prolapsed stoma. Although clinical character-
istics that may raise suspension of intussusception include significant 
irreducible prolapsed segment along with reduced stoma output, pa-
tients may present with non-specific symptoms like abdominal disten-
tion, vomiting suggestive of intestinal obstruction, or ischemic changes 
of prolapsed bowel [7–11]. 

With the advancement of imaging modality, Computed Tomography 
(CT) scan has become the gold standard for diagnosing intussusception, 
previously evident only upon surgical exploration [12]. The application 
of a CT scan in case of intussusception through a prolapsed colostomy 
can be diagnostic, showing the affected segment [8,10]. On the other 
hand, it can be non-conclusive based on Temperley et al. and Dan et al. 
Reports, necessitating surgical exploration [9,11]. For our case patient 
was taken for urgent surgical exploration due to her acute presentation 
of a one-day history of long segment prolapse (15 cm). 

A literature review of pumped and Google Scholar using the key-
words “intussusception and colostomy” a total of five articles identified 
and summarized in (Table 1). 

The intussusception of the small bowel and colostomy prolapse is 
rare. There have been only five similar reported cases [7–11]. 

Two cases were related to transverse loop colostomy, whereas others 
were related to end colostomy. Similar to our case, in most cases, the 
intussuscepted segment was ischemic and none viable. 

All reported cases of a significant colostomy prolapse required sur-
gical intervention due to colonic obstruction, irreducible stoma pro-
lapse, and bowel ischemia which may progress to peritonitis. 
Nonetheless, all reported cases, as well as our case, miss an identifiable 
led point pathology. 

4. Conclusion 

The formation of colostomy should not be considered a minor pro-
cedure. Both colorectal and general surgeons should be aware of sig-
nificant colostomy prolapse as it may be associated with 
intussusception, which is not evident clinically unless the abdomen is 

opened and examined intraoperatively. 
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Table 1 
Reported ceases in the literature of colostomy prolapse with intussusception.  

Reported 
cases 

Age/ 
gender 

Type of stoma Disease Stoma 
duration 

Prolapse 
segment 
size 

Duration of 
prolapse 

Intussuscepted 
segment size 

Viability of 
intussuscepted 
segment 

Management 

Shellito [7] 74 M Transverse 
loop 
colostomy 

Not specified 4 months 30 cm 1 day 15 cm Ischemic Subtotal colectomy +
colo-colonic 
anastomoses 

Nahas and 
Cecconello  
[8] 

78 F End 
colostomy 
(Hartman) 

Sigmoid 
diverticulitis 

2 months NA 1 day NA Ischemic Segmental resection 
colo-colonic 
anastomoses 

Phillips and 
Rowson [9] 

38 M Transverse 
loop 
colostomy 

Bowel fistula 5 years NA NA NA NA Total colectomy with 
end ileostomy 

Trabulsi et al. 
[10] 

69 F End 
colostomy 
(Hartman) 

Metastatic 
rectal 
carcinoma 

1 month NA 1 day NA Ischemic Subtotal colectomy +
refashioning of end 
colostomy 

Dan et al.  
[11] 

62 M End 
colostomy 
(Hartman) 

Sigmoid 
volvulus 

1 year 15 cm 1 day 10 cm Ischemic Subtotal colectomy +
ileocolic anastomosis 

Our case 52 F Transverse 
loop 
colostomy 

Rectal cancer 4 months 15 cm 1 day 10 cm Ischemic Right hemicolectomy 
with end ileostomy and 
mucus fistula  

F.A. Alquraish et al.                                                                                                                                                                                                                            



International Journal of Surgery Case Reports 98 (2022) 107549

4

References 

[1] A.C. Bafford, J.L. Irani, Management and complications of stomas, Available from: 
Surg Clin North Am. 93 (1) (2013) 145–166, https://doi.org/10.1016/j. 
suc.2012.09.015 https://pubmed.ncbi.nlm.nih.gov/23177069/. 

[2] R.A. Agha, T. Franchi, C. Sohrabi, G. Mathew, for the SCARE Group, The SCARE 
2020 guideline: updating consensus Surgical CAse REport (SCARE) guidelines, 
Available from: URL: Int. J. Surg. 84 (2020) 226–230 https://www.sciencedirect. 
com/science/article/abs/pii/S1743919120307718. 

[3] M. Kwiatt, M. Kawata, Avoidance and management of stomal complications, 
Available from: URL: Clin. Colon Rectal Surg. 26 (02) (2013) 112–121 http 
s://www.ncbi.nlm.nih.gov/pmc/articles/PMC3709920/. 

[4] S.G. Husain, T.E. Cataldo, Late stomal complications, Available from: URL: Clin. 
Colon Rectal Surg 21 (1) (2008) 31–40, https://doi.org/10.1055/s-2008-1055319 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2780194/. 

[5] P.C. Shellito, Complications of abdominal stoma surgery, PMID: 9860339. 
Available from: URL: Dis Colon Rectum. 41 (12) (1998) 1562–1572, https://doi. 
org/10.1007/BF02237308 https://pubmed.ncbi.nlm.nih.gov/9860339/. 

[6] S.C. Nahas, I. Cecconello, Local treatment of colostomy prolapse with the MESH 
STRIP technique: a novel and highly efficient day hospital technique, Available 
from: URL: Clinics (Sao Paulo) 75 (2020), e1353 https://doi.org/10.6061/clinics/ 
2020/e1353 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6945291/. 

[7] A. Phillips, A.L. Rowson, Intussusception after emergency colostomy, Available 
from: Br. Med. J. 2 (4469) (1946) 297–298 https://www.ncbi.nlm.nih.gov/pmc/ 
articles/PMC2054099/?page=1. 

[8] N. Trabulsi, A. Al-Qahtani, C. Vasilevsky, Intussusception of the colon through a 
colostomy: a rare presentation of colonic intussusception, Art. 6 Available from: 
World Journal of Colorectal Surgery 3 (4) (2014) https://services.bepress.com/cg 
i/viewcontent.cgi?article=1070&context=wjcs&httpsredir=1&referer=. 

[9] D. Dan, N. Bascombe, V. Naraynsingh, Chronic functional intussusception into a 
prolapsed loop colostomy, ISSN: 2381-9030. Available from: Austin J Surg. 2 (4) 
(2015) 1064 https://austinpublishinggroup.com/surgery/fulltext/ajs-v2-id1064. 
php. 

[10] A.V. Dunnigan, A. Singh, S. Singh, A.A. Riaz, Rare case of colo-colonic 
intussusception through a colostomy without a lead point, Epub 2020 Oct 20. 
PMID: 33080109. Available from: ANZ J Surg. 91 (5) (2021) 1036–1037, https:// 
doi.org/10.1111/ans.16334 https://pubmed.ncbi.nlm.nih.gov/33080109/. 

[11] H. Temperley, C. Waters, C. Murray, N.E. Donlon, C.L. Donohoe, A rare case of 
intussusception through a prolapsed end colostomy, PMID: 34290855; PMCID: 
PMC8289376. Available from: J Surg Case Rep. 2021 (7) (2021), rjab319 https:// 
doi.org/10.1093/jscr/rjab319 https://pubmed.ncbi.nlm.nih.gov/34290855/. 

[12] V. Valentini, G. Buquicchio, M. Galluzzo, S. Ianniello, G. Di Grezia, R. Ambrosio, 
M. Trinci, V. Miele, Intussusception in adults: the role of MDCT in the identification 
of the site and cause of obstruction, Available from: URL: Gastroenterol. Res. Pract. 
2016 (2016) 1–10 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4706914/. 

F.A. Alquraish et al.                                                                                                                                                                                                                            

https://doi.org/10.1016/j.suc.2012.09.015
https://doi.org/10.1016/j.suc.2012.09.015
https://pubmed.ncbi.nlm.nih.gov/23177069/
https://www.sciencedirect.com/science/article/abs/pii/S1743919120307718
https://www.sciencedirect.com/science/article/abs/pii/S1743919120307718
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3709920/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3709920/
https://doi.org/10.1055/s-2008-1055319
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2780194/
https://doi.org/10.1007/BF02237308
https://doi.org/10.1007/BF02237308
https://pubmed.ncbi.nlm.nih.gov/9860339/
https://doi.org/10.6061/clinics/2020/e1353
https://doi.org/10.6061/clinics/2020/e1353
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6945291/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2054099/?page=1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2054099/?page=1
https://services.bepress.com/cgi/viewcontent.cgi?article=1070&amp;context=wjcs&amp;httpsredir=1&amp;referer=
https://services.bepress.com/cgi/viewcontent.cgi?article=1070&amp;context=wjcs&amp;httpsredir=1&amp;referer=
https://austinpublishinggroup.com/surgery/fulltext/ajs-v2-id1064.php
https://austinpublishinggroup.com/surgery/fulltext/ajs-v2-id1064.php
https://doi.org/10.1111/ans.16334
https://doi.org/10.1111/ans.16334
https://pubmed.ncbi.nlm.nih.gov/33080109/
https://doi.org/10.1093/jscr/rjab319
https://doi.org/10.1093/jscr/rjab319
https://pubmed.ncbi.nlm.nih.gov/34290855/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4706914/

	Appendix and ascending colon intussusception through a prolapsed transverse colostomy: A case report with literature review
	1 Introduction and importance
	2 Case presentation
	3 Clinical discussion
	4 Conclusion
	Consent
	Reporting checklist
	Provenance and peer review
	Ethical approval
	Funding
	Guarantor
	Research registration number
	CRediT authorship contribution statement
	Declaration of competing interest
	References


