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“No Anastomosis” Combined Colon Conduit and 
Colostomy Diversion with Pelvic Exenteration: 

An Underutilized, Cost-Effective Technique Reducing 
Bowel Complications

Opinioin

Since its initial description by Brunschwig in 1948 [1], pelvic 
exenteration has become an established procedure to treat locally 
advanced or recurrent gastrointestinal, gynecologic and urologic 
malignancies as well as after failure of other options for radiation 
cystitis/colitis and neurogenic bladder/bowel. This procedure 
typically involves en bloc removal of the remaining pelvic viscera: 
bladder, rectum, and prostate/seminal vesicles in males or uterus 
and vagina (partial or complete) in females [2]. Given the extensive 
resection and reconstruction involved, frequent prior radiation, 
and prevalence of adhesions from multiple prior procedures, 
perioperative complications are commonly encountered [3,4]. 
Such complications may prolong the hospital length of stay, and 
consequently increase overall healthcare costs. Anastomotic leak, 
post-operative ileus, and bowel obstruction have been shown in 
previous studies to be the most important factors contributing 
to a prolonged hospital stay following a pelvic exenteration [5]. 
Anastomotic leaks have been shown, on average, to prolong 
hospital length of stay between 19 and 36 days with many patients 
requiring pelvic drain placement and intravenous antibiotic use. 
Thus, urinary and fecal diversion surgical techniques that avoid 
bowel anastomosis have the potential to decrease peri- and post-
operative morbidities with resultant decreased hospital length of 
stay and lower health care costs [5,6]. 

Davis and Noble described in 1992 a surgical technique that 
involves the use of a pre-existing colostomy as an intestinal conduit 
for urinary diversion in patients with neurogenic bladder/bowel, 
radiation cystitis/colitis, and metachronous colon and bladder 
cancer. This technique involves the isolation of a 20 to 30cm 
segment of colon proximal to the initial colostomy that is divided 
and transformed into a colon conduit by anastomosing the ureters 
to the segment. The proximal bowel is subsequently fashioned into 
a new colostomy [7]. The main advantage of this technique is that 
it eliminates the need for a bowel anastomosis, which is required  

 
with ileal conduits [6]. It also avoids the mixing of fecal and urine  
output that is characteristic of wet colostomies, which may be 
associated with higher rates of ascending pyelonephritis [7]. 
Electrolyte disturbances do not seem to be significantly different 
when comparing colon and ileal conduits [8]. Furthermore, use of 
transverse colon with this technique is also convenient, as it permits 
use of non-irradiated bowel in patients who have previously 
received pelvic radiation [9].

In our experience, using the most distal available colon as a 
urinary colon conduit and the more proximal colon as a colostomy 
(Figure 1), avoidance of an entero-enteric anastomosis improves 
recovery time, decreases complications, and improves length 
of stay. We favor a Wallace anastomosis to decrease the risk of 
stricture in potentially irradiated distal ureters. We find the ureteral 
anastomosis is made easier in these cases as there is no necessity to 
pass one of the ureters under the colonic mesentery [10]. 

We would also like to emphasize the importance of a 
multidisciplinary approach to such surgeries. Given the multi-
organ nature of pelvic exenteration, utilizing the different, the 
complimentary expertise and technical skills of multiple surgical 
services may lead to superior outcomes. A study assessing 
predictors of length of hospital stay following a pelvic exenteration 
demonstrated that gastrointestinal surgical team involvement 
decreased hospital length of stay by five days. Surprisingly, 
despite 99% of patients having gastrointestinal tract surgical 
manipulation, only 60% of cases had gastrointestinal surgical team 
involvement. These numbers highlight the importance of increased 
communication and collaboration between different surgical 
services in order to optimize patient outcomes [5].

In summary, we believe variations of that the relatively 
simple surgical technique described by Davis and Noble, offer the 
unique possibility of combined urinary and fecal diversion with 
no required bowel anastomosis in patients undergoing pelvic 
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exenteration., potentially decreasing peri-operative complications 
and its associated sequelae [7]. A multi-disciplinary approach 
that utilizes the technical skills and expertise of multiple surgical 
services is crucial towards optimizing patient outcomes.

Figure 1: “No Anastomosis” Combined Colon Conduit and 
Colostomy Diversion. 
A. After successful removal of bladder, rectum, and any 
necessary gender-specific organs, 
B. The most distal available colon is utilized to create a 
urinary colon conduit with Wallace ureteral anastomosis, 
and 
C. The more proximal colon, typically the transverse colon, 
is brought to the other side as a colostomy.
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